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A Review of the Evidence on the Length of
Paid Family and Medical Leave
Twenty-ﬁve years ago, the United States passed the Family and Medical Leave Act (FMLA). The FMLA guarantees workers up to
12 weeks of unpaid leave for family or medical reasons, yet this unpaid leave remains unaﬀordable or inaccessible for millions
of American workers. Many states and the federal government are currently considering paid leave policies. Given the wide
range of potential policy options, it is critical to better understand what the evidence says about the most eﬀective approaches
to improving health and gender equality while supporting a strong economy. Using data from the experiences of U.S. states
and other high-income countries that have paid leave, this brief examines the existing evidence on the economic feasibility and
beneﬁts of paid leave at diﬀerent durations. This brief focuses on serious health conditions. While paid leave to meet more
common health needs is very important, it is beyond the scope of this brief.
Unless otherwise cited, this brief references data from the WORLD Policy Analysis Center’s analysis of paid family and medical
leave policies across the Organisation for Economic Co-operation and Development (OECD). For detailed reports and more
information, please visit www.worldpolicycenter.org/events-and-launches/paid-fmla.

Parental Leave
Both medical evidence and rigorous research on the economic
eﬀects of paid leave strongly support making at least 6
months of paid parental leave available after the birth or
adoption of an infant. These beneﬁts include:
• Exclusive breastfeeding for the ﬁrst 6 months, as
recommended by the World Health Organization and
the American Academy of Pediatrics, has a range of
well-established health beneﬁts. For example:
o 6 months of exclusive breastfeeding decreases a
child’s risk of ear infections by 50%, upper
respiratory infections by 63%, lower respiratory
infections by 77%, and gastrointestinal infections
by 64%.
o Breastfeeding for 6 months or longer is associated
with reductions in the risk of child obesity by 24%,
Type I diabetes by 30%, and sudden infant death
syndrome by 36%.
• Families’ ability to care for their infant: Child care costs
are generally highest in the ﬁrst year of life due to the
necessity of lower caregiver-to-child ratios. Paid parental
leave enables parents to care for their infant in the
absence of aﬀordable high-quality child care.
• Increased earnings for women up to 5 years after
childbirth:
o For example, a rigorous quasi-experimental study
in Denmark found beneﬁts for mothers’ income
and work experience following a leave expansion
from 14 to 20 weeks.2
o Across the OECD, the proportion of household
income earned by women increased with access
to more than 24 weeks of paid leave.3
• Retention of female employees: Studies of Britain and
Japan found that maternity leave eligibility increased
the probability that women returned to work for the
same employer.4,5

•

•

Higher levels of maternal employment: A multilevel
analysis of 19 countries found that longer parental leaves
up to a year were associated with a lower employment
gap between mothers and non-mothers.6
Lower risk of poverty: In two studies looking across
OECD countries, more generous parental leave policies
were associated with a lower risk of poverty for twoparent households and especially for single mothers.7,8

Six months of paid parental leave is economically feasible:
• Feasibility: 25 of 34 OECD countries guarantee at least 6
months of paid leave for mothers of infants.
• Sustainability: 13 OECD countries have had at least 6
months of paid leave available to mothers for more than
20 years. Since 1995, policies have lengthened in duration
and expanded to include fathers.
• Economic growth: OECD countries that provided at least 6
months of paid maternal leave had no evident diﬀerences
in GDP growth.
• Labor force participation: In OECD countries with at least
6 months of paid maternal leave, labor force participation
rates were higher compared to countries with shorter
leave.
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In settings where 6 months of paid leave is not politically
feasible, a minimum of 3 months of paid parental leave is
essential to:
• Lower infant mortality rates: Cross-national studies of
high-income countries have found that paid parental leave
contributed to a decrease in infant mortality rates.9,10
• Recovery from childbirth for mothers in terms of
improved overall well-being and reduced rates of
depression:
o Physical health measures of vitality and overall
well-being begin improving 12 weeks after birth.11
o Women who took less than 12 weeks of maternity
leave had higher short-term and long-term
depression rates.12
• Establishing breastfeeding, which contributes to
reduced rates of illness in infants, improved health
outcomes for children post-infancy, and improved health
outcomes for mothers.13
• Increased preventive health care, improved parent-child
bonding, and support for children’s early development
during the particularly critical ﬁrst months of life.
• More equal child care and household responsibilities:
Quasi-experimental studies in Norway and Quebec
showed that policies reserving leave for fathers were
associated with increases in gender-equal sharing of
housework.14,15
Across diﬀerent durations of paid parental leave, there is also
reason to consider making paid parental leave available on a
part-time basis:
• Labor force attachment: Part-time leave supports return
to work, especially when child care expenses are high
relative to wages. A rigorous study in France found that
the introduction of part-time leave was associated with an
increase in the probability of employment after taking

•

leave, particularly for mothers with lower education
levels.16
Economic feasibility: 21 OECD countries allow mothers to
take at least some portion of paid parental leave on a
part-time basis, and 20 OECD countries do so for fathers.

Personal Medical Leave
Paid personal medical leave provides job and income security
during a critical time when workers are unable to work, or
when work would interfere with a healthy recovery. Based on
the medical evidence, 6 months of paid personal medical leave
is important to cover severe illnesses, such as cancer that
requires chemotherapy and/or radiation treatment:
• Recovery time includes time needed for surgery,
chemotherapy, radiation, and to manage the adverse
eﬀects of treatment.17
• Median hospitalization times vary greatly by type of
cancer; some require 2 weeks of hospitalization.
• Radiation and chemotherapy treatment may last 6
months, although some workers may be able to return to
work part-time or intermittently while undergoing
treatments.18-24
There is also substantial evidence that making at least 6 months
of leave is economically feasible:
• Feasibility: 28 of 34 OECD countries provide at least 6
months of paid personal medical leave.
• Greater alignment with global standards and
recommendations: 6 months of paid leave is shorter than
the 1 year recommended by the International Labour
Organization, but it is consistent with the minimum
amount of leave that is provided by most other OECD
countries.
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•

Retention and return to work: Employers beneﬁt when
valued employees can return to work. The introduction of
partial medical leave in Finland, which enabled employees
to work part-time while recovering, had a strong positive
eﬀect on workforce participation.32

Family Medical Leave

•
•

Economic growth: OECD countries that provided 6 months
or more of paid medical leave had no evident diﬀerences
in GDP growth.
Does not necessarily lead to higher unemployment:
OECD countries that provided 6 months or more of paid
medical leave did not have consistently higher or lower
rates of unemployment for workers ages 25 to 54.

Actual granted leave would depend on the severity of the
illness and may often be signiﬁcantly shorter.
• Recovery for workers after an acute myocardial infarction
(heart attack):
o Workers generally need to be absent from work for
at least 4 weeks for hospitalization and acute
recovery.25
o The timeline for return to work varies based on the
type of work and the nature of the work
environment; more physical jobs typically require a
longer absence.26
o 4–8 follow-up appointments are generally
needed for 6 months after the initial incident to
assess the quality of recovery (1–2 appointments
per week for the ﬁrst 3 months and an additional
1–2 appointments thereafter).26
• Ongoing health needs and complications for workers
with diabetes:
o Employees with diabetes are at higher risk for
cardiovascular disease and other major illnesses,
and require increased maintenance
appointments.27
o Follow-up care for this chronic disease is typically
lifelong; the amount of time needed depends on
the success of disease management and the
number of complications.28
o Hospitalization may be required due to diabetes
and related complications and varies widely,
ranging from days to several weeks.28-31

It is very important for families to be able to provide care for
their family members as it matters to health outcomes:
• Parental caregiving and associated beneﬁts for children’s
recovery: Enabling parents to care for sick children
themselves supports faster recovery from both inpatient
and outpatient procedures.33,34
• Care for elderly family members at the end of life: Family
caregivers are needed to help manage symptoms (e.g.,
pain, nausea, and vomiting), help make end-of-life
decisions, and provide logistical and emotional support.
• Care for partners or other family members facing
short-term limitations: Paid leave enables workers to
provide assistance to their partners during hospitalization
and periods of activity restrictions.
The duration of paid leave that is necessary to meet these
health needs varies greatly. For children, parental presence is
important for the full duration of the illness. During periods of
recovery, this care can be split between parents or other close
caregivers:
• Children with congenital heart disease: May require more
than a week of hospitalization for even uncomplicated
surgical repairs, and two- to ﬁvefold more time with
complications, plus additional time for recovery after
hospitalization.35,36
• Children with cancer: The average hospital stay across all
pediatric cancers is 12 days, with 3–6 hospital
admissions per year. In addition, children with cancer miss
25–31 days of school in the year after their ﬁrst diagnosis
for ongoing treatments and recovery.37-39
• Children with mood disorders: The average length of
admission can be up to a month, and common mood
disorder treatment requires regular outpatient therapy.40

Paid personal medical leave should be made available on a
part-time and intermittent basis:
• Support mental and physical health: Many serious
diseases involve both “acute” and “continuation” phases
of treatment, along with regular follow-up appointments
to assess the quality of recovery or provide additional
treatment. Workers’ physical and mental health can
beneﬁt from the ability to work during the latter periods.
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Similarly, during end-of-life care, it is generally important for
most immediate family members to be there.
• Of the 2.5 million deaths that occur per year in the U.S.,
45% of these deaths occur in a hospice care setting.41
• In the vast majority (90%) of cases, the duration of
hospice care is less than 6 months. The median length of
care is 17 days.41
It is less clear how much time would be needed to care for
adult family members facing short-term limitations, such as
after an acute myocardial infarction or diabetes-related
complication. The amount of paid leave needed will depend on
how sick the patient was when he/she was sent home from the
hospital, the extent to which legislation and family circumstances allow multiple family members to share caregiving responsibilities, the extent of community support, and the availability
and aﬀordability of home health care services.
•
Across all of these caregiving needs, making family leave
available on a part-time or intermittent basis enables workers
to give care that is important to their families’ health while
simultaneously being able to work:
• Support return to work during recovery phases:
o Many serious diseases involve both “acute” and
“continuation” phases of treatment, along with
regular follow-up appointments to assess the quality
of recovery or provide additional treatment.
Continuous care is unlikely to be needed during the
latter phases.
• Part-time and/or intermittent care at home for elderly
adults:
o Nearly a quarter of elderly adults do not recover
their full functional status by a year after hospital
discharge.42
o Elderly adults have a 2.5- to 4.6-fold higher risk of
hospitalization than non-elderly adults.43 These
hospital stays last 6 days on average, but recovery
is often lengthy. Only 65% will have recovered their
functional status by the time they are discharged.42

•

Caregiver mental health: Enabling caregivers to work
part-time may reduce caregiver fatigue.44
Lower burden on employers: Alongside legislation that
allows multiple family members to take leave, part-time or
intermittent leave enables multiple workers to share
caregiving duties. For example, care for an elderly adult
can be split between adult children if more than one is
able, reducing the amount of time a worker is absent for
any single employer.

Fewer OECD countries have addressed paid family medical
leave than paid parental or personal medical leave. OECD
countries that provided at least 3 months of paid leave for
children’s health needs had no evident diﬀerences in economic
performance.
Addressing the health needs of adult family members is of
critical importance as the population ages. Paid leave for adult
family members’ health needs is generally more limited than
paid leave for children. 8 OECD countries provide 3 months or
more of paid leave for adult health needs, 1 country provides 2
months of paid leave, and 13 countries provide less than 4
weeks of paid leave. In 2 countries, paid leave is limited to cases
of terminal illness.

Explicit provisions for part-time leave in OECD countries with paid leave
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