COMPARISON OF MEGHIR ET AL. (2018) AND LAGER AND TORSSANDER (2012)
Posted by Robert Kaestner

Posted on 5/5/2018 9:22 AM

In this comment, I compare the Meghir et al. (2018) study to a similar study by Lager and
Torssander (2012).

Meghir et al. (2018) noted the following:

“Compared to previous Swedish studies (such as Lager and Torssander 2012 and Spasojevic
2010) we use both regression discontinuity, and difference-in-differences, a much larger
sample, a longer follow-up period, and a larger set of outcome variables”

Sample and Follow-up:

Costas Meghir, Marten Palme, and Emilia Simeonova (2018):

“We include all who were born in Sweden between 1940 and 1957 and who survived until the
year they turn age 16. This sample resulted in 2,184,857 observations (1,115,426 males and

1,069,431 females).”

The follow-up period stops in December 31, 2015, which means that the birth cohort born in
1940 is aged 75 when we stop observing them.

Lager and Torssander (2012):

“All Swedish children born between 1943 and 1955 in 900 of the 1,029 municipalities that
introduced the new type of school for one of the cohorts born between 1944 and 1955 were
eligible for our study (1,247,900 individuals).”

“Primary outcome measures are all-cause and cause-specific mortality until the end of 2007
Outcomes:

Costas Meghir, Marten Palme, and Emilia Simeonova (2018):

“Our main outcome variable is mortality, which has the strong advantage that its reporting does

not depend on individual behavior (as hospitalizations might, for example).”



“We use two further sets of health measures as outcomes: data on number of nights in hospital
care obtained from the national in-patient register and data on all prescribed drugs obtained
from the national prescription register. The national in-patient register contains information on
duration and ICD codes for all hospital stays in Swedish hospitals. It has national coverage
since 1987, and we have data through December 31, 2014. The national prescription register
includes quantities, measured in defined daily doses, and Anatomical Therapeutic Chemical
(ATC) codes for all prescribed drugs in Sweden since 2005. We use data for the period until
December 31, 2015.”

Lager and Torssander (2012):

“Primary outcome measures are all-cause and cause-specific mortality until the end of 2007

Methods:

Costas Meghir, Marten Palme, and Emilia Simeonova (2018):

“We describe the association between mortality and education using a Cox proportional hazard
model (see, e.g., Cox and Oakes 1984) as well as a linear probability model (LPM). With
discrete duration data, the hazard function at the heart of the Cox model is interpreted as the

conditional probability of dying in the next age interval given survival to that age.”

“We also use a Cox proportional hazard model for the duration of life again based on the DiD

assumption to identify the effect.”

“An alternative approach is to identify the effect of the reform within municipalities based on a
regression discontinuity design where we use the threshold date that determines in which year
the child will start attending school— January 1 in Sweden. Anyone born on or after that date
in the calendar year of the reform implementation is assigned to the reform. Before that date,
they are assigned to the previous school year and, as a result, to the old schooling system.
Ideally we would use a very narrow window around the discontinuity, comparing outcomes of
people born just before the cutoff date and those born just after; however, this would lead to too
small a sample. Instead of restricting the bandwidth, we use polynomials in the month-distance
from the discontinuity (one before and one after) combined with dummy variables to control

for month of birth effects”

Lager and Torssander (2012):

“Mortality risks are estimated with Cox proportional hazard regressions with age measured in

months. Individuals enter the analyses at the census or in January 1, 1986 (right after the



Educational Register data) in [V-analyses and analyses stratified by education level, and are
censored at death, emigration, or at the end of follow-up (December 2007). We adjust for
cohort and municipality effects by adding dummy-variables for each birth cohort and allowing
different baseline hazards for each municipality, with SEs clustered at the municipal level. In
formal tests of sex differences in the effect of the experiment (i.e., in analyzing whether there is
a significant sex*experiment interaction), control is also added for possible sex differences in
mortality trends (i.e., sex*birth cohort interactions). All instrumental variable analyses and the
corresponding estimates of the effect of 1 observed year in education, also include control for

cohort and municipality effects, with SEs clustered at the municipal level.”

Results:

Costas Meghir, Marten Palme, and Emilia Simeonova (2018):

“We find no significant effects of the reform on overall mortality, regardless of whether we use
difference-in-differences models or a regression discontinuity approach. Indeed, our results
indicate that the effect of the reform on mortality is O for the age window we consider with an
upper limit of the 95 percent CI, suggesting an increase of life expectancy of at most 1.4

months.”

Lager and Torssander (2012):

“We found lower all-cause mortality risk in the experimental group after age 40 [hazard ratio
(HR) = 0.96, 95% confidence interval (CI) 0.93-0.99] but not before (HR = 1.03, 95% CI 0.98—
1.07) or during the whole follow-up (HR = 0.98, 95% CI 0.95-1.01). After age 40, the
experimental group had lower mortality from overall cancer, lung cancer, and accidents. In
addition, exposed women had lower mortality from ischemic heart disease, and exposed men
lower mortality from overall external causes. In analyses stratified for final educational level,
we found lower mortality in the experimental group within the strata that settled for
compulsory schooling only (HR =0.94, 95% CI 0.89-0.99) and compulsory schooling plus
vocational training (HR = 0.92, 95% CI 0.88-0.97). Thus, the experimental group had lower
mortality from causes known to be related to education. Lower mortality in the experimental
group was also found among the least educated, a group that clearly benefited from the reform
in terms of educational length. However, all estimates are small and there was no evident

impact of the reform on all-cause mortality in all ages.”



