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Abstract Objectives The United States is one of only
three countries worldwide with no national policy guaranteeing paid leave to employed women who give birth. While
maternity leave has been linked to improved maternal and
child outcomes in international contexts, up-to-date research
evidence in the U.S. context is needed to inform current
policy debates on paid family leave. Methods Using data
from Listening to Mothers III, a national survey of women
ages 18–45 who gave birth in 2011–2012, we conducted
multivariate logistic regression to predict the likelihood of
outcomes related to infant health, maternal physical and
mental health, and maternal health behaviors by the use
and duration of paid maternity leave. Results Use of paid
and unpaid leave varied significantly by race/ethnicity and
household income. Women who took paid maternity leave
experienced a 47% decrease in the odds of re-hospitalizing
their infants (95% CI 0.3, 1.0) and a 51% decrease in the
odds of being re-hospitalized themselves (95% CI 0.3, 0.9)
at 21 months postpartum, compared to women taking unpaid
or no leave. They also had 1.8 times the odds of doing well
with exercise (95% CI 1.1, 3.0) and stress management (95%
CI 1.1, 2.8), compared to women taking only unpaid leave.
Conclusions for Practice Paid maternity leave significantly
predicts lower odds of maternal and infant re-hospitalization and higher odds of doing well with exercise and stress
management. Policies aimed at expanding access to paid
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maternity and family leave may contribute toward reducing socio-demographic disparities in paid leave use and its
associated health benefits.
Keywords Maternity leave · Family and Medical Leave
Act · Maternal health · Infant health · Health behavior

Significance
Generous maternity leave benefits have been associated with
lower rates of infant and child mortality and positive indicators for maternal mental health, breastfeeding, and childhood
vaccination in international contexts. This study adds to the
existing field of knowledge by examining (1) the associations between maternity and health in the U.S. context and
(2) differentiating between paid and unpaid maternity leave.
Out findings suggest use and duration of paid maternity
leave to be associated with lower odds of maternal and infant
re-hospitalization and positive maternal health behaviors,
providing important information for policymakers considering implementing national paid family policies in the U.S.

Introduction
Labor force participation in the United States has increased
significantly among women with young children, from 34%
in 1976 to 61% in 2015 (Juhn and Potter 2006; U.S. Bureau
of Labor Statistics 2016). Maternal employment may contribute positively to maternal and child health by improving women’s physical and mental health and preventing the
loss of wages and health insurance coverage after childbirth
(Hill et al. 2005; Jou et al. 2016; Repetti et al. 1989). Due
to competing demands from work and family, however,
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many women face barriers in returning to paid work after
childbirth, creating persistent gender inequalities in career
trajectory and income (Glass 2004; Hegewisch and Gornick
2011). These disparities may in turn reduce the resources
women have available to invest in their own and their children’s health (Grossman 1972; McGovern et al. 1997; Chatterji and Markowitz 2012).
One potential strategy for improving health outcomes
among reproductive-age women and their children is to
ensure women access to paid leave after the birth or adoption of a child. Paid leave allows women time to recover
physically from childbirth and to care for their infants without risking employment or income loss. All but three countries worldwide have implemented national paid maternity
leave policies: Papua New Guinea, Suriname, and the U.S.
(WORLD Policy Analysis Center 2015). Maternity leave in
the U.S. is guaranteed only through the Family and Medical
Leave Act (FMLA), which requires large employers to make
12 weeks of unpaid, job-protected leave available each year
for qualified medical or family reasons, including caring for
newborn children (The Family and Medical Leave Act of
1993, as amended to 2009).
Many U.S. workers do not meet the eligibility criteria
for the FMLA, which applies only to employers with over
50 employees and employees who worked at least 1250 h
during the previous 12 months (U.S. Department of Labor,
1993). Additionally, the FMLA does not include provisions
for paid leave. In 2015, only 13% of U.S. workers reported
having paid family leave available, and 12% had no leave
(Perez and Groshen 2015). Access to family leave, which
includes both maternity leave and less commonly available
benefits such as paternity and family caregiving leave, varies across socio-demographic lines. In 2015, over 20% of
low-income and part-time workers reported having no family leave available, and paid family leave was available to
only 4% of workers in the lowest income decile and 5–7%
of workers in the construction, transportation, and service
sectors (Perez and Groshen 2015). Even with unpaid leave
available, many women may not be able to afford taking
extended leaves of absence from work without pay. In 2012,
over 2.8 million U.S. workers refrained from taking needed
family or medical leave due to economic concerns (Klerman
et al. 2014).
Existing research suggests positive associations between
maternity leave and infant health, including reduced neonatal and child mortality, low birth weight, and premature
birth; improved developmental outcomes; and longer breastfeeding duration (Berger et al. 2005; Rossin 2011; Ruhm
2000). Some maternal mental health benefits are also associated with paid leave, including lower likelihood of exhibiting
depressive symptoms or psychological distress (Aitken et al.
2015; Dagher et al. 2014). Evidence on maternal physical
health is more limited. One systematic review found positive
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relationships between leave duration and maternal mental
health, but little evidence on maternal physical health or
health behaviors (Andres et al. 2016). A study of California
women found a 6-week increase in paid leave availability to
be associated with improvements in self-rated health; others
have found no association between maternity leave duration and backache, sleep deprivation, or overall health status
(Killien et al. 2001; Staehelin et al. 2007).
Several factors limit the current research on paid maternity leave and health. Few studies distinguish between paid
and unpaid leave, which can affect resource availability and
leave duration. Most existing studies have geographically
or demographically homogeneous study populations, limiting their generalizability (Andres et al. 2016). The few
nationally-representative studies conducted largely use data
collected over two decades ago (Aitken et al. 2015; Staehelin et al. 2007). Policy developments since, including the
passage of the FMLA in 1993 and subsequent state-level
policy changes, have likely influenced women’s access to
and experiences of maternity leave.
This study examines the associations between paid
maternity leave and maternal/infant health, using data from
a national survey of women who gave birth in 2011–2012.
As paid family leave policies gain increasing prominence in
both federal and local jurisdictions—including New York
and San Francisco, which passed state- and city-wide leave
legislation in June 2016 (Domonoske 2016)—our results
are expected to inform current policy debates by providing
empirical evidence on the potential associations between
paid maternity leave and the health of women and infants.

Methods
Data and Study Population
This study uses data from Listening to Mothers III (LTM3),
a national survey of women ages 18–45 who gave birth to
singleton infants in U.S. hospitals from July 2011–June 2012
(N = 2400). Commissioned by Childbirth Connection and
administered by Harris Interactive, the survey consisted
of two waves: the core survey, fielded October–December
2012 via internet (N = 2400), and a follow-up survey administered January–April 2013 (N = 1072). Respondents were
recruited from four of Harris Interactive’s ongoing survey
panels using a probability-based quota sampling method
until a nationally representative base sample was obtained.
For most socio-demographic characteristics, including age,
race/ethnicity, and level of education, the full study sample
from both surveys closely mirrors the national population of
U.S. women who gave birth in 2011–2012 (Monte and Ellis
2014). Further details on survey methodology, including
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validation of survey measures, may be found in the survey
report (Declercq et al. 2013).
Participants were instructed to complete the web-based
core survey; respondents who did so were then invited to
complete the follow-up survey at least 3 months after the
initial core survey. On average, respondents were 14.3
months postpartum at the time of the follow-up survey. To
account for potential biases associated with internet use or
the likelihood of responding to the follow-up survey, propensity score weighting was applied to the dataset, along with
survey weighting for demographic variables such as age,
race/ethnicity, geographic region, educational attainment,
and household income to more accurately reflect the target
population. The final sample consisted of 700 women who
indicated in the follow-up survey that they were working
part- or full-time during pregnancy.
Measurement
Use and duration of paid maternity leave were the main predictors. Respondents were asked, “Did the employer you
worked for during your pregnancy have a paid maternity
leave benefit?”, with answer choices being, “Yes, but I didn’t
take any paid leave”; “Yes, and I took paid leave”; “No,
my employer did not have such a policy”; and “Not sure.”
Separately, they were also asked whether their employer had
an unpaid maternity leave benefit. To represent paid leave
use, we constructed a dummy variable indicating whether
respondents took paid maternity leave (either alone or in
combination with unpaid leave) or not (i.e., taking either
unpaid leave only or no leave). Another dummy variable
was created to compare respondents who took partially- or
fully-paid leave to respondents who took unpaid leave only.
Due to evidence suggesting a non-linear relationship
between maternity leave duration and maternal health
(Dagher et al. 2014), we coded paid leave duration as a
4-category variable from an open-ended question asking
respondents, “For how many weeks did you receive paid
leave?” Responses were categorized as 0, 1–6, 7–12, and
more than 12 weeks of paid leave use, with cutoff points
based on observational distribution, national initiatives
regarding leave, policy considerations, and consistent with
prior studies (Aitken et al. 2015; Andres et al. 2016; 115th
Congress of the United States). Women who took no paid
leave were included in the “0 weeks” category.
Infant health outcomes included health status, re-hospitalization, and well- and sick-child visits. Respondents
were asked “Overall, how would you rate the health of your
baby?”, with responses condensed from a 4-point Likert
scale into a dichotomous variable indicating whether infants
were in “excellent” health. Re-hospitalization, a key health
care quality metric (Society for Maternal-Fetal Medicine
et al. 2016), was coded from a question asking whether
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respondents’ newborns had had a medical problem causing
an overnight hospital stay since birth. Respondents were also
asked the number of “…‘well’ and ‘sick’ visits [their child
had] had at a health care provider’s office” since birth. For
well-child visits, we created a dummy variable indicating
whether the minimum number of visits by age recommended
by the American Academy of Pediatrics was met (American
Academy of Pediatrics 2014). For sick-child visits, the number of visits was divided by the child’s age in months and a
dummy variable created indicating whether the number of
visits by age exceeded the distributional median.
Indicators for maternal health included re-hospitalization, physical pain, depressive symptoms, and use of mental health care. The two physical health indicators were
coded from a yes/no question on re-hospitalization since
giving birth and another on whether pain interfered with
routine activities in the first 2 months postpartum. Mental
health measures included a dichotomous variable indicating
whether respondents saw a mental health professional at any
point after childbirth and another representing depressive
symptomology.1
Four outcome indicators for maternal health behaviors
were coded from a question asking respondents, “Thinking
about the past 2 weeks, how well do you think you are doing
with each of the following? (1) Getting enough exercise;
(2) Eating a healthy diet; (3) Managing stress; and (4) Getting enough sleep.” Responses were given on a five-item
Likert scale from 1 “Not at all well” to 5 “Extremely well,”
which were then collapsed into dummy variables indicating whether or not the respondent was doing “Very” or
“Extremely” well for each of the four behaviors.
Covariates included age, race/ethnicity, level of education, household income, Census region, marital status, mode
of delivery, parity, pregnancy complexity, low birthweight,
and number of months since birth. Pregnancy complexity
refers to respondents who, prior to becoming pregnant, had
been obese (BMI ≥ 30 kg/m2), taking medication for depression or high blood pressure, or diagnosed with Type 1 or 2
diabetes. Number of months since childbirth ranged from 7
to 21 months.
Analysis
One-way tabulation was used to describe sample characteristics and two-way tabulation with design-based F-tests
used to identify significant differences in paid leave use
and duration by socio-demographic and birth-related

1

Respondents were coded as having depressive symptoms if they
indicated feeling “little interest or pleasure in doing things” or “down,
depressed, or hopeless” either “More than half the days” or “Nearly
every day” during the two weeks prior to the survey.
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Table 1  Distribution of leave
characteristics and health
outcomes (N = 700)
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Maternity leave
Use of leave
None
Unpaid only
Partially/fully paid
Paid leave duration
0 weeks
1–6 weeks
7–12 weeks
More than 12 weeks
Health outcomes
Infant health
Excellent infant health status
Overnight hospitalization since birth
Well-child visits meets AAP recommendations
Sick-child visits exceeds 50th percentile
Maternal health
Overnight hospitalization since giving birth
Pain interfered with activities at 2 months postpartum
Depressive symptoms in past 2 weeks
Saw a mental health provider since giving birth
Health behaviors (doing very/extremely well with…)
Diet
Exercise
Sleep
Stress

N

% (weighted)

189
153
358

29.7
20.5
49.7

342
179
151
28

50.3
25.9
20.7
3.1

529
73
199
358

77.3
10.2
28.5
48.2

76
210
108
124

11.6
32.7
15.9
19.5

234
175
192
270

36.4
32.3
29.3
38.4

AAP American Academy of Pediatrics

characteristics. Logistic and multinomial logit regression models were used to estimate the likelihood of each
maternal and infant health outcome, as predicted by paid
leave. To address potential selection bias, we applied propensity score weights to each regression model. Propensity scores for the main predictors were estimated based
on factors expected or demonstrated to differ by exposure, including age, household income, full-time (versus
part-time) work status, share of child care responsibilities
with a partner (equal versus unequal share), and whether
respondents’ employers met their needs for pregnancyrelated accommodations (Jou et al. 2016). Weights
were then created by taking the inverse of the propensity scores. All regression models were adjusted for the
covariates listed above and run using both the propensity
score weights and the original survey weights to determine whether results differed significantly due to selection based on observed variables. All analyses were conducted using Stata 11.2 (StataCorp, College Station, TX).

Results
Of the 700 women in the study population, 50% took fullyor partially-paid maternity leave, 20% took unpaid leave
only, and 30% took no leave (Table 1). Over three-fourths
(77%) of respondents rated their infants as being in excellent
health. Prevalence of overnight re-hospitalization was similar for respondents (12%) and their infants (10%). Around
one-third of women rated themselves as doing well with
each of the four health-related behaviors, with adequate
sleep (29%) being least common and stress management
(38%) being most.
Compared to the overall U.S. population of women who
gave birth in 2012, women in the study sample tended to
be slightly older, more highly educated, and non-Hispanic
white (Table 2). Around 23% of respondents were between
ages 18 and 24, 28% were 25–29 and 30–34, and 20% were
35 or older. Non-Hispanic white women comprised nearly
two-thirds of the study sample (63%), followed by Hispanic
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Table 2  Distribution of paid maternity leave use and duration by socio-demographic characteristics (N = 700)
Maternity leave use

Socio-demographic characteristics
Age
18–24
25–29
30–34
35 or older
Race/ethnicity
White, non-Hispanic
Black/African-American, non-Hispanic
Hispanic/Latina
Other/missing
Education
High school or less
Some college/Associate’s degree
Bachelor’s degree
Graduate education/degree
Income
≤ $15,000–$44,700
$44,701–$75,300
$75,301 and above
Census region
Northeast
Midwest
South
West
Married at time of childbirth
Birth-related characteristics
Mode of delivery
Vaginal
Cesarean
Nulliparous
Complex pregnancya
Low birthweight

Paid maternity leave duration (in weeks)

None

Unpaid

Paid

34.4
24.7
23.0
17.9

18.9
30.9
26.0
24.2

18.6
29.5
32.6
19.4

58.2
18.3
19.8
3.7

75.0
5.8
16.1
3.2

61.4
12.2
18.2
8.2

26.2
32.7
23.0
18.2

31.0
29.5
27.0
12.4

22.2
27.7
28.5
21.5

33.8
34.3
31.9

23.1
40.9
36.0

22.6
28.3
49.1

22.1
20.9
36.4
20.6
66.0

19.5
20.9
38.3
21.3
75.1

17.5
24.7
39.8
18.1
72.7

75.1
24.9
44.5
40.7
11.6

64.9
35.1
42.8
28.4
3.8

67.3
32.7
48.3
35.3
7.1

p-value
0.067

0.042

0.448

0.028

0.922

0.361
0.258

0.666
0.251
0.099

0

1–6

7–12

> 12

28.1
27.2
24.2
20.5

24.6
36.9
25.2
13.4

12.1
23.0
41.6
23.3

11.8
10.9
34.6
42.8

65.0
13.2
18.3
3.5

53.9
16.1
20.2
9.8

70.4
7.8
15.0
6.8

63.9
8.8
23.0
4.2

28.2
31.4
24.6
15.8

23.5
29.4
26.1
21.0

22.7
26.3
30.0
21.0

8.4
23.1
39.1
29.4

29.4
37.0
33.6

25.2
32.6
42.2

21.5
25.2
53.3

9.2
13.2
77.7

21.0
20.9
37.2
20.9
69.7

14.9
23.8
42.7
18.6
66.7

17.8
28.0
37.9
16.3
81.6

36.6
10.2
28.1
25.1
63.8

70.9
29.1
43.8
35.7
8.4

75.9
24.1
51.1
36.5
7.9

58.2
41.8
43.2
35.2
5.8

56.0
44.0
59.5
26.2
9.7

Total

p-value
0.003

0.265

0.636

0.013

0.525

0.135
0.058

0.903
0.903
0.882

23.3
28.3
28.4
19.9
63.2
12.7
18.3
5.8
25.2
29.6
26.6
18.7
26.0
32.7
41.3
19.3
22.8
38.5
19.5
71.2

69.1
30.9
46.1
35.5
7.8

a

Complex pregnancy refers to any of the following conditions being present prior to pregnancy: depression, Type 1 or 2 diabetes, high blood
pressure, or obesity (BMI ≥ 30 kg/m2)

or Latina women (18%), non-Hispanic black women (13%),
and women of other or multiple races/ethnicities (6%).
Nearly half (45%) of the respondents had a Bachelor’s or
graduate degree, and 40% were in the top income bracket
of $75,301 and above. Leave use differed significantly by
race/ethnicity and income, with fewer non-Hispanic black
women taking either paid or unpaid leave (p = 0.042) and
fewer lower- and middle-income women taking paid leave
(p = 0.028). Leave duration varied by age and income, with
shorter lengths of paid leave more common among women
ages 18–24 (p = 0.003) and women in the lowest income
bracket (p = 0.013).
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Maternity leave use significantly predicted infant and
maternal health outcomes (Table 3). Women who took partially- or fully-paid leave experienced a nearly 50% reduction in the odds of having had their infants hospitalized
(AOR 0.53; 95% CI 0.3–1.0), having been hospitalized
themselves (AOR 0.49; 95% CI 0.3–0.9), and having seen
a mental health care provider (AOR 0.53; 95% CI 0.3–0.9)
since childbirth, compared to women who did not take
paid maternity leave. Compared to women who took only
unpaid leave, women taking paid leave had 1.76 and 1.78
times the odds of reporting themselves as doing very or
extremely well with exercise (95% CI 1.1–3.0) and stress
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Table 3  Maternal and infant
health indicators by use of paid
maternity leave (N = 700)

Used paid leave (AOR = 1.0) compared to…

Infant health
Excellent health status
Overnight re-hospitalization
Well-child visits
Sick-child visits
Maternal health
Overnight re-hospitalization
Postpartum pain
Depressive symptoms
Mental health care use
Maternal health behaviors
Doing very/extremely well with…
Diet
Exercise
Sleep
Stress

Did not use paid leave (n = 700)

Used unpaid leave only
(n = 511)

AORa

95% CI

AORa

95% CI

0.85
0.53*
0.89
1.36

0.57
0.30
0.61
0.97

1.27
0.96
1.29
1.91

1.09
0.81
0.90
1.17

0.68
0.37
0.57
0.76

1.74
1.80
1.43
1.78

0.49*
0.94
0.88
0.53**

0.28
0.64
0.55
0.33

0.87
1.38
1.42
0.85

0.61
0.93
0.87
0.72

0.29
0.59
0.48
0.41

1.28
1.47
1.57
1.27

1.07
1.48
1.17
1.38

0.74
0.98
0.80
0.97

1.54
2.22
1.72
1.95

1.21
1.76*
1.14
1.78*

0.75
1.05
0.71
1.14

1.94
2.97
1.81
2.79

*p < 0.05, **p < 0.01, ***p < 0.001

a

All models adjusted for age, race/ethnicity, education, household income, Census region, marital status,
mode of delivery, parity, pregnancy complexity, low infant birthweight, and length of time since birth of
child

Table 4  Maternal and infant
health indicators by duration of
paid maternity leave (N = 700)

Length of paid leave used (Base = 0 weeks)
1–6 weeks

7–12 weeks

a

a

AOR
Infant health
Excellent health status
0.63
Overnight re-hospitalization 0.54
Well-child visits
0.83
Sick-child visits
1.40
Maternal health
Overnight re-hospitalization 0.65
Postpartum pain
0.89
Depressive symptoms
1.15
Mental health care use
0.59
Maternal health behaviors
Doing very/extremely well with…
Diet
1.18
Exercise
1.15
Sleep
1.27
Stress
1.46

95% CI

AOR

95% CI

12+ weeks
AORa

95% CI

0.38
0.27
0.50
0.90

1.05
1.10
1.39
2.17

0.80
0.72
0.91
1.33

0.44
0.34
0.54
0.82

1.42
1.52
1.54
2.16

0.66
0.26*
1.22
1.79

0.22
0.07
0.49
0.75

1.94
0.94
3.03
4.30

0.31
0.54
0.63
0.33

1.35
1.46
2.11
1.06

0.58
1.06
1.17
0.67

0.23
0.62
0.61
0.36

1.45
1.81
2.25
1.25

0.34
1.56
0.25
0.28*

0.08
0.64
0.05
0.08

1.47
3.81
1.23
0.95

0.73
0.69
0.78
0.93

1.90
1.94
2.08
2.30

0.94
1.58
1.28
1.30

0.56
0.88
0.73
0.81

1.57
2.84
2.23
2.08

1.11
2.14
0.79
0.97

0.43
0.83
0.28
0.40

2.87
5.51
2.25
2.37

*p < 0.05, **p < 0.01, ***p < 0.001

a

All models adjusted for age, race/ethnicity, education, household income, Census region, marital status,
mode of delivery, parity, pregnancy complexity, low infant birthweight, and length of time since birth of
child
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management (95% CI 1.1–2.8), respectively, during the 2
weeks prior to survey.
Duration of paid leave significantly predicted health outcomes (Table 4). Women who took over 12 weeks of leave
saw a nearly 75% decrease in the odds of having had their
infant re-hospitalized (AOR 0.26; 95% CI 0.1–0.9) and having seen a mental health professional (AOR 0.28; 95% CI
0.1–1.0) since giving birth, compared to women who took
no paid leave. No significant differences were found between
women taking 12 or fewer weeks and women taking no paid
maternity leave.

Discussion
Our analysis indicates that use and duration of paid maternity leave is associated with positive indicators of maternal
and infant health, including lower likelihood of maternal
and infant re-hospitalization and maternal mental health care
use. These results support previous findings showing maternity leave to be associated with decreased infant mortality
and improved maternal vitality and life satisfaction (Andres
et al. 2016; Berger et al. 2005). By differentiating between
paid and unpaid leave, we build on earlier work by highlighting unique associations between paid maternity leave and
maternal and infant health, which may not manifest when
the only leave available is unpaid. Additionally, we find
paid leave use to be associated with higher odds of positive
health behaviors such as exercise and stress management
when compared to the use of unpaid-only leave. Previous
studies have addressed changes in health behaviors among
women pre- and post-partum and described dietary and sleep
patterns among women during the first years after childbirth
(Grace et al. 2006; Xiao et al. 2016). Ours is among the
first to explore the potential associations between maternity leave and health-related behaviors among women who
recently gave birth. We also build upon previous literature
by examining outcomes among a diverse study population
in terms of education and income level, race/ethnicity, and
geographic region, which more closely resembles the sociodemographic characteristics of the total population of U.S.
women who gave birth in 2011–2012. Doing so allows the
findings from this study to be generalized beyond a single
location or demographic group to the broader population
of U.S. women of childbearing age and enables subgroup
analyses that highlight disparities in access to paid maternity
leave. Our analysis also finds paid leave over 12 weeks to be
associated with lower likelihood of infant re-hospitalization
and maternal mental health care use. This finding aligns
with earlier research showing paid maternity leave to predict increased uptake of recommended childhood vaccinations, which may prevent serious illness and hospitalization,
along with studies associating paid leave duration positively
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with maternal mental health (Hajizadeh et al. 2015; Staehelin et al. 2007). Infant re-hospitalizations are most commonly due to acute respiratory, infectious, gastrointestinal,
and chronic respiratory disease, while common causes of
maternal re-hospitalization include postpartum or wound
infections, pulmonary conditions, and surgical complications (Underwood et al. 2007; Bashiri et al. 2003). Paid leave
not only provides women with compensated time to recover
from childbirth, but may also allow them to seek prompt
care for their infants and themselves upon initial presentation of illness, which may prevent complications that require
hospital re-admission. While our finding on maternal mental health use does not differentiate between respondents
who experienced decreased need for mental health care and
respondents forgoing needed care, women who took over
12 weeks of paid leave tended overwhelmingly to be highincome, making financial constraint an unlikely barrier to
mental health care use. Instead, women with higher-income
positions may have workplace responsibilities that prevent
them from taking needed time to seek mental health care.
Given the lack of significant association between paid leave
and the likelihood of exhibiting depressive symptoms, our
findings do not contradict existing evidence on the benefits
of longer leave duration for maternal mental health.
These findings have potentially important policy implications, especially as discourse on work-family balance gains
increasing prominence in the U.S. In the 2015 State of the
Union address, former President Barack Obama highlighted
the U.S. as “the only advanced country on Earth that doesn’t
guarantee paid sick leave or paid maternity leave to our
workers” and called for “new action to help states adopt
paid leave laws” (U.S. White House 2015). In February
2017, policymakers re-introduced the Family and Medical
Insurance Leave (FAMILY) Act (S.1810/H.R.3712) in the
U.S. Senate, under which joint payroll contributions would
fund up to 12 weeks of paid leave for all eligible workers in
the U.S. (115th Congress of the United States). This study
provides current, empirical evidence of significant associations between paid maternity leave and positive indicators
for maternal and infant health in the U.S. Maternity leave
policies may also generate health care cost savings, especially with regard to re-hospitalizations. Each instance of
maternal re-hospitalization adds $1700–3000 to the costs
of childbirth; for pre-term infants, average annual costs of
re-hospitalization exceed $40 million nationally, with an
average per-infant cost of $15,100 (Declercq et al. 2007;
Russell et al. 2007; Underwood et al. 2007). Together with
research from international contexts, these findings highlight the need to consider policies and incentives designed
to increase women’s access to paid maternity leave and to
address issues of equity.
Guaranteed access to maternity leave may also reduce
the disparities in leave use documented in this study. Our
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findings show that higher percentages of non-Hispanic
Black and Hispanic women take no maternity leave compared to non-Hispanic White women. Moreover, women
in the lowest income group tend to take no leave, while
women with mid-level incomes tend to take unpaid-only
and women in the highest income group tend to take partially- or fully-paid leave. Similar patterns of racial/ethnic and socioeconomic disparity are reflected in maternal/
infant health outcomes. Mortality rates for infants born
to African-American women (12.4 per 1000 births) were
nearly twice the national average (6.4 per 1000 births)
in 2009 (Matthews and MacDorman 2012). The relative
risk of neonatal mortality in the most socioeconomically
deprived groups compared to the least deprived groups
has increased from 36 to 43% higher from 1985 to 2000
(Singh and Kogan 2007). Policies that increase access to
maternity leave, including more lenient criteria to qualify
for FMLA and some length of paid leave guaranteed to
vulnerable groups such as women of color and lowerincome women, may support the reduction of these sociodemographic disparities. Further research on policy effects
should explicitly examine the equity impacts of efforts to
expand leave access.
Several states have implemented recent legislation
providing paid family leave and subsequently seen higher
take-up rates, especially among workers with lower-wage
jobs (Milkman and Appelbaum 2013). Though mandated
benefits may have unintended consequences such as
decreased wages for women (Gruber 1994), recent studies suggest that women with access to paid maternity leave
work more hours, with a corresponding wage increase
(Rossin-Slater et al. 2013). Maternity leave is strongly
associated with women’s return to the labor force following childbirth, which reduces loss of employment-related
earnings long-term (Hegewisch and Gornick 2011). In
states with paid family leave policies, employers avoid
incurring the direct costs of financing paid leave due to
funding structures that shift costs to employees through
a small increase to payroll tax (around 1%). As a result,
a majority of employers in states such as California have
reported no increase in costs associated with paid leave
mandates, while a small percentage (9%) reported cost
savings due to reduced employee turnover (Milkman and
Appelbaum 2013). Given the success of state policies in
encouraging paid leave use while remaining cost-effective
to employers, federal measures may expand access to paid
maternity and family leave without incurring substantial
costs or widening the gender wage gap. Federal policy
may also be more effective in reducing geographic disparities in leave availability, especially in states with a higher
percentage of small employers or households below the
poverty level.
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Limitations
These findings should be considered relative to their limitations. While the LTM3 provides unique data on women’s
health and employment around the time of childbirth, it
lacks detailed information about respondents’ occupation,
employer size, and length of tenure, which may determine
whether women have maternity leave available. Though
we use household income as a proxy for these attributes,
future surveys should include specific information on the
conditions of women’s employment in addition to detailed
health indicators. Additionally, the characteristics of women
who do and do not take leave are likely to differ systematically, affecting health outcomes independently of maternity
leave. By calculating the propensity of respondents to take
paid leave and conducting our analyses using both survey
and propensity score weights, we aimed to account for any
significant differences in observed characteristics between
these two groups. There could, however, remain unobserved
characteristics that we were not able match on. Our study
also focuses on maternity leave, as women are most commonly the primary caregivers for infants and young children in the U.S. Given the implications for gender equality,
we recommend more detailed data collection and research
efforts addressing paid leave among fathers and other nonmaternal caregivers.
The directionality of association between maternity
leave use and maternal/infant health may be uncertain,
especially in cases where severe illness or complications
during pregnancy or birth necessitate leave. The Pregnancy
Discrimination Act of 1978 requires employers to extend
temporary disability benefits to employees with pregnancyor childbirth-related conditions; in many states, medical
complications in pregnancy or childbirth allow women to
request extended temporary disability benefits (U.S. Equal
Employment Opportunity Commission 2015). Women who
experience complications may therefore have better access to
postpartum leave. While our models are adjusted for several
birth-related characteristics that may affect women’s decisions regarding leave use, we recommend further study into
these factors.
Several additional limitations may be attributed to the
nature of the dataset. As a survey, the LTM3 contains data
derived from retrospective self-report, which introduces
potential recall bias. Because the data are cross-sectional,
we were not able to draw any causal inferences regarding the
impact of paid maternity leave policies on health outcomes.
Future research should focus on data collection and analysis approaches that allow for longitudinal study designs.
Moreover, our measures of maternal health behaviors were
based on self-perceived performance in the areas of diet,
exercise, sleep, and stress management, rather than standardized measures of these dimensions, which may introduce
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imprecision in the construct being measured. While we recognize the importance of self-perception in health status and
behaviors, we recommend the inclusion of standard health
behavior measures in future data collection efforts.

Conclusion
Consistent with international findings, we find maternity
leave use and duration in the U.S. to have positive associations with maternal and infant health. In particular, the use
of paid maternity leave is associated with lower likelihood of
maternal and infant re-hospitalization and positive maternal
health behaviors such as exercise and stress management.
Policies that expand access to paid leave may contribute
toward not only cost savings in terms of reduced healthcare
utilization and improved employee retention, but also immediate and longer-term improvements in the health of women
and children. As national policy debates continue to address
work-family balance, this study aims to serve as a basis for
future data collection and analysis efforts on issues related
to family leave and health throughout the lifespan.
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