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Parental Leave, Lactation, and Childcare Policies at
Top US Schools of Public Health

Stephanie Morain, PhD, MPH, Lauren Schoen, Makenna Marty, MAS, and Eleanor Bimla Schwarz, MD, MS

Objectives. To describe policies related to parental leave, breastfeeding, and child-

care for faculty and staff at top schools of public health in the United States.

Methods. We identified the top 25 schools of public health from the US News and

World Report rankings. We reviewed each institutional Web site to identify publicly avail-

able policies as of July 2018.

Results. For birth mothers, 80% (20/25) of the schools provided paid childbearing

leave to faculty (mean= 8.2 weeks), and 48% (12/25) provided paid childbearing leave

for staff (mean =5.0 weeks). For nonbirth parents, 68% (17/25) provided paid parental

leave for faculty and 52% (13/25) for staff (range =1–15 weeks). We found that 64%

(16/25) of the schools had publicly available lactation policies, and 72% (18/25) of the

schools had at least 1 university-run on-campus childcare center.

Conclusions. The majority of top US schools of public health provide paid leave to

faculty birthmothers.However,most schools fall short of the14weeks recommendedby

the American Public Health Association. (Am J Public Health. Published online ahead of

print March 21, 2019: e1–e7. doi:10.2105/AJPH.2019.304970)

The public health community has long
recognized that dedicated time for par-

ents to be with their child in the earliest
months of life offers significant benefits for
both infant and maternal health.1 Reflecting
this commitment, the American Public
Health Association (APHA) recommends at
least 14 weeks of paid maternity leave.2

Workplace policies in the United States,
however, are often poorly aligned with the
needs of infants and their families. For ex-
ample, in a worldwide survey of 185 coun-
tries, the United States is 1 of only 2 countries
that does not guarantee paid maternity leave.3

Globally, among the other countries, the
average duration of paid maternity leave is
between 14 and 17 weeks, as compared with
less than 4 weeks for US women.4 The
United States’ lack of paid maternity leave has
been linked to a range of health consequences
for infants and new mothers, including lower
rates of breastfeeding and childhood immu-
nizations, along with higher rates of child
mortality and maternal depression.5,6

Historically, employment leave for new
parents, when available, has typically focused
on birth mothers. Yet an accumulating body

of evidence suggests that leave for nonbirth
parents also has substantial public health im-
pacts. For example, paternity leave is associ-
ated with increased rates of breastfeeding, as
well as various emotional, psychological,
behavioral, and cognitive benefits for chil-
dren.1 Paternity leavemay also have a positive
effect on the return of mothers to the
workplace and potentially mitigate work-
place discrimination against women.1

Therefore, parental leave, understood as some
form of legal or institutional guarantee that a
new parent can take time off to be with their
child, is supported by several justifications.

Other workplace policies related to
childbirth and childcare also have additional
public health implications. For example, the
public health community has a longstanding

commitment to breastfeeding, given its as-
sociation with a wide-ranging list of benefits
for both infants and breastfeeding mothers.
For infants, breastfeeding is associated with
reduced risk of acute otitis media, gastroin-
testinal infections, respiratory infections,
sudden infant death syndrome, and, for
preterm infants, necrotizing enterocolitis.7

For mothers, lactation has been associated
with reduced risks of some types of breast
cancer, ovarian cancer, and endometrial
cancer,8–10 and may also play a critical role in
women’s recovery from pregnancy and their
long-term metabolic health.11,12 However,
numerous studies suggest that workplace
policies, including insufficient accommodations
for and support of nursing mothers, may un-
dermine women’s ability to successfully com-
binebreastfeeding and full-timeemployment.13

Health professions have an influential role
in modeling policies that support the needs
of infants and their families. Yet previous
studies have documented gaps between the
expressed policy statements of health societies
and the actual policies operating within in-
dividual health institutions. For example, The
APHA, along with numerous clinical socie-
ties, including the American Academy of
Pediatrics, the American Academy of Family
Physicians, and the American College of
Obstetricians and Gynecologists, recom-
mends that infants be exclusively fed breast
milk for the first 6 months of life and that
breastfeeding continue to at least 1 year of
age.2,14–16 Policies within medical schools17

and among both obstetrics and gynecology
residency training programs and academic
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surgeons, however, often fail to align with
these expressed ideals.18,19

For example, a lack of paid maternity leave
may undermine the likelihood that women
meet recommendations for exclusive breast-
feeding and, as the APHA itself has argued,
may perpetuate inequities among lower-
income women, who cannot afford to take
unpaid time off.20 A recent study of family
and childbearing leave policies at top US
medical schools found the mean length of full
salary support during childbearing leave was
8.6 weeks—well short of either the 12 weeks
endorsed by the American Academy of Pe-
diatrics or the 14 weeks recommended by the
APHA to support breastfeeding and the
overall health of new mothers and their in-
fants.2,21 As anecdotal reports from observa-
tions of our own colleagues that suggest
similar policy shortcomings exist in schools of
public health, we examined policies related to
family leave, breastfeeding (including work-
place accommodations for lactating mothers),
and childcare resources for both faculty and
staff at top schools of public health.

METHODS
We identified the top ranked schools of

public health by using the 2015 US News and
World Report. One of 2 authors (L. S. and
M.M.) reviewed each institutional Web site
to identify the most current publicly available
policy regarding parental leave and breast-
feeding as of July 2018 for both faculty and

staff. To confirm consistency in coding, we
double-coded 36% of faculty policies. We
resolved any discrepancies through discus-
sion. We defined “paid childbearing leave” as
protected leave with at least some salary for
birth mothers, without the mandated use of
sick, vacation, or other accrued personal time
(see the box on this page). We defined “paid
parental leave” as protected leave with at least
some salary for nonbirth parents, including
fathers, same-sex couples, and adoptive par-
ents.We defined “paid medical leave” as leave
funded through extended sick or disability
leave (not accrued sick leave). We defined
“unpaid” leave, whether for childbearing or
nonbirth parents, as protected leave intended
for care of a new childwithout dedicated salary
coverage, including use of accrued sick or
vacation time. Schools that indicated that
faculty or staff could “request” leave, but stated
that the decision to grant leave would be up to
the individual supervisor or other official, were
categorized as having no protected leave.

To confirm accurate interpretation of each
school’s policy, we contacted faculty affairs
and human resources departments at each
school by phone or e-mail.

RESULTS
All 25 schools provided publicly available

data on their institutional parental leave
policies for both faculty and staff; 16 provided
publicly available lactation policies (including
workplace accommodations and resources

for lactating mothers), and 24 provided in-
formation related to childcare resources. We
successfully contacted 20 schools via telephone
or e-mail to confirm their policies for staff, and
18 to confirm those for faculty. However, at
several schools (approximately 10), we en-
countered challenges in identifying the appro-
priate institutional contact. For example, one
institution’s human resources department in-
formed us that the relevant policies were under
the jurisdiction of the provost’s office, only
to have the provost’s office state that they were
the responsibility of the human resources de-
partment. Furthermore, policies for faculty and
for staff were often under the direction of dif-
ferent administrative departments within the
university.

Faculty Policies
For 3 schools (Harvard, Columbia, and

Yale), policies specific to the school of public
health were more generous than university-
wide policies; the remaining 22 schools of
public health applied university-wide policies
to family leave. For birth mothers, 22 schools
(88%) provided some form of paid leave
(Table 1). Twenty provided paid childbearing
leave (80%), with a mean length of 8.2 weeks
(Figure 1; range = 2–15 weeks). Of those 20,
3 provided at least 14 weeks of paid leave,
consistent with APHA recommendations.
Four provided paid medical leave that can be
used for childbirth. Of those 4, 1 provided
between 6 and 8 weeks, while 3 relied on
direction from the individual faculty mem-
ber’s clinician. Two schools offered both paid
childbearing and paid medical leave. Ten
institutions offered unpaid leave time, with a
range of 6 weeks to 1 year. Nine schools
offered both paid and unpaid protected leave
for faculty birth mothers.

For nonbirth parents, including adoptive
and foster parents, 17 schools offered paid
parental leave, and 9 offered unpaid parental
leave. The mean length of paid parental leave
was 8.1 weeks (range = 1week to 1 semester).
The length permitted for unpaid leave ranged
from 6 weeks to 1 year.

All 25 schools provided a 1-year tenure
clock extension for tenure-track faculty who
had a new child, available to both birth
mothers and nonbirth parents. The number
of extensions permitted varied by school,
ranging from as few as 1 to as many as 3.

LEAVE TYPES FOR BIRTH MOTHERS AND NONBIRTH PARENTS

Paid childbearing leave
d At least some salary provided
d Protected; not at discretion of a supervisor or chair
d Length of leave set by university
d Does not require use of accrued sick days, vacation, etc.

Paid medical leave
d At least some salary
d Protected; not at discretion of a supervisor or chair
d Length of leave at the discretion of birth mother’s physician, with a maximum length set by the university
d Leave may be taken out of accrued disability leave, depending on the university’s policy

Unpaid leave
d Protected; not at discretion of a supervisor or chair
d Unpaid, unless various accrued time is used
d Length of leave is generally amaximum set by the university or the birthmother’s physician, depending on the

university’s policy
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Staff Policies
For staff, 12 schools (48%) provided birth

mothers paid childbearing leave, 3 offered
paid medical leave (12%), and 17 (68%) of-
fered unpaid childbearing leave (Table 2). For
schools offering paid childbearing leave, the
mean length was 5.0 weeks. All schools of-
fering paid medical leave for childbearing
provided 6 to 8 weeks, although the policies
noted that additional time may be provided
if recommended by a physician. Time

permitted for unpaid leave ranged from 6
weeks to 1 year. Six schools offered both paid
and unpaid leave for staff birth mothers.

For nonbirth parents, including adoptive
and foster parents, 13 schools offered paid
leave (52%), and 13 offered unpaid leave (1
school offered both). Eleven schools (44%) ex-
plicitly excluded new foster parents from their
parental leave policy for nonbirth parents (for
both faculty and staff). The mean length of paid
parental leave for nonbirth parents was 4 weeks.

Some schools imposed restrictions on
eligibility based on minimum length of
employment or percentage of full-time
employment. Eleven (44%) schools required a
minimum length of employment for school
parental leave policy eligibility, with 7 requiring
at least 1 year, 2 requiring 6 months, and 2
requiring 3 months. A 12th school based the
permitted length of leave upon how long the
staff member had been employed within
the institution.

TABLE 1—Faculty Leave Policies at Top Schools of Public Health in the United States: July 2018

Birth Mother Nonbirth Parent

University Paid Childbearing Paid Medical Unpaid Maternitya (Beyond FMLAb) Paid Parental Unpaid Parentala (Beyond FMLAb)

Boston University 6 wk

Columbia Universityc 13 wk 13 wk

Drexel University 6 wk4 6 wkd,e

Emory University 1 semesterf max 6 mog 1 semesterf

George Washington University 15 wk 15 wk

Harvard Universityc 13 wk 13 wk

Johns Hopkins University 10 wk 4 wk

Ohio State University 6 wk 6 wk 3 wk

St Louis University 6 wk

Tulane University 6 wk 1 semester 6 wk 1 semester

University of Alabama - Birmingham 4 wk 4 wk

University of California - Berkeley 6 wk 1 y 1 y

University of California - Los Angeles 6 wk 1 y 1 y

University of Illinois - Chicago 2 wk 2 wk

University of Iowa 6 wk 1 wke

University of Maryland - College Park 8 wk 8 wk

University of Michigan - Ann Arbor 6–8 wkg 1 y 1 y

University of Minnesota - Twin Cities 6 wk 6 wk

University of North Carolina - Chapel Hill 15 wk 15 wk

University of Pittsburgh 4 wk 6–8 wk, max 26g 1 y 4 wk 1 y

University of South Carolina 6 wke

University of South Florida 15 wk 6 mo 15 wk 6 mo

University of Texas Houston Health Sciences

University of Washington Max 90 dg 6 mo 6 mo

Yale Universityc 8 wk 4 mo 8 wk 4 mo

Note. FMLA= Family Medical Leave Act (Pub L No. 103-3 [1993]).
aAccrued personal time can be used to receive pay.
bFMLA requires employers to provide 12 weeks of unpaid, job-protected leave for qualified family and medical reasons to employees.
cSchool of public health–specific policy.
dDepends on time at the university.
eOnly for new adoptive parents.
fOnly a leave from teaching duties; still expected to continue departmental services and research.
gLength is at the discretion of the mother’s physician.
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Five schools provided guidance regarding
leave policies when both parents were
employed by the same institution. Of these
schools, 3 provided full leave to each parent,
while 2 required the parents to split the leave.

Lactation Policies
Of the 16 (64%) schools with publicly

available lactation policies, all were
university-wide policies and not specific to
the school of public health. Twelve (48%)
included guidelines for lactation breaks,
typically 20 to 40 minutes, 1 to 3 times a day.

However, these policies often included var-
ious restrictions, such as explicitly stating that
women should use their regular paid breaks
for lactation (8 schools) and, if additional
breaks are needed, they would be unpaid.
Eight (32%) included statements that the
university would support lactation for up to 1
year from a child’s birth, 4 allowed for longer
than 1 year, and 4 did not specify the length.

In addition, all 25 schools provided in-
formation online regarding designated cam-
pus lactation spaces. Lactation rooms for all
schools were described as consistent with
federal requirements that the rooms be

private, secure, and not a bathroom. Fourteen
schools described features exceeding federal
standards, including provision of chairs, ta-
bles, accessible electrical outlets, access to
sinks, refrigerators for storage, and, more
rarely, breast pumps, although the specific
features varied across and evenwithin schools.

Childcare Resources
We identified 3 types of childcare centers:

on-campus university-run centers, affiliated
centers on or near campus, and nonaffiliated
centers on or near campus. Eighteen schools
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FIGURE 1—Distribution of Paid Leave Length at Top US Schools of Public Health for Birth Mothers Who Were (a) Faculty and (b) Staff: July 2018
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had at least 1 on-campus university-run
childcare center, with 13 having 2 or more.
While some schools with multiple centers
described them as being distributed across
campus, for others, they were located only on
the main campus, which was not where the
school of public healthwas located. Typically,
university-run centers were reserved for
children of faculty and staff or provided

priority admission for university employees.
Web sites typically stated that university-run
childcare centers had a waiting list and that
they would not be able to accommodate all
children of faculty and staff.

Five schools had affiliated childcare centers
on or near campus, ranging from 1 to 11 per in-
stitution.One institution provided no information
regarding university-run or affiliated centers.

DISCUSSION
Despite widespread recognition of the

public health importance of dedicated time
for parents to care for their children in the
earliest months of life,1 we found the top 25
schools of public health in the United States
had variable policies to support parents fol-
lowing the birth or adoption of a child. Al-
though a majority of schools offered some

TABLE 2—Staff Leave Policies at Top Schools of Public Health in the United States: July 2018

Birth Mother Nonbirth Parent

University Paid Childbearing Paid Medical
Unpaid Maternitya

(Beyond FMLAb) Paid Parental
Unpaid Parentala

(Beyond FMLAb)

Boston University 8 wk

Columbia University—officers of administration Max 6 moc 6 mo

Columbia University—support staff Accrue 1 d per monthc,d 6 mo 6 mo

Drexel University

Emory University 3 wk 3 wk

George Washington University 6 wk 6 wk

Harvard University 4 wk 8 wk 1 wk, then 1 y 4 wk 1 y

Johns Hopkins University 10 wk 4 wk

Ohio State University 6 wk 6 wk 3 wk

St Louis University 3 wke 3 wke

Tulane University 4 wk 6–8 wkf 4 wk

University of Alabama - Birmingham 4 wk 4 wk

University of California - Berkeley Max 4 moc

University of California - Los Angeles Max 4 moc

University of Illinois - Chicago 2 wk 2 wk

University of Iowa 6 wk 1 wkg

University of Maryland - College Park 6 mo 6 mo

University of Michigan - Ann Arbor 6–8 wkc,h 1 y 1 y

University of Minnesota - Twin Cities 6 wk 6 wk

University of North Carolina - Chapel Hill 12 wk 12 wk

University of Pittsburgh 4 wk 1 y 4 wk 1 y

University of South Carolina 6 wkg

University of South Florida 6 mo 6 mo

University of Texas Houston Health Sciences

University of Washington 22 wk 4 mo

Yale University 26 wk 26 wk

Note. FMLA= Family Medical Leave Act (Pub L No. 103-3 [1993]).
aAccrued personal time can be used to receive pay.
bFMLA requires employers to provide 12 weeks of unpaid, job-protected leave for qualified family and medical reasons to employees.
cLength is at the discretion of the mother’s physician.
dPlus 12 days of medical leave after 1 year of employment. Max of 60 days of medical leave accrued per year.
eDepends on time at the university; after 2 years, eligible for 6 weeks of paid leave.
fThis is a Louisiana law in place in case the employee is not eligible for FMLA.
gOnly for new adoptive parents.
hUses Extended Sick Time, which is only available after working at the University for 2 years. Otherwise, the leave is unpaid.
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form of paid childbirth leave, it was not
universal. Furthermore, the average length of
paid leave for faculty birth mothers was 8
weeks—well short of the 14 weeks recom-
mended by the APHA. As schools of public
health have an important role in setting
standards related to parental leave and related
policies for infant and maternal health, this
inconsistency deserves attention. When we
considered policies for staff, the gap between
recommendations and actual policies was
even greater, with fewer than half (12/25)
providing any form of paid leave for birth
mothers, raising questions of equity.

Previous literature suggests that these gaps
may undermine public health goals. For ex-
ample, the lack of paid maternity leave may
undermine the likelihood that women meet
recommendations to exclusively breastfeed
for 6 months.22 In the first month a mother
returns to working outside the home, she has
2.18 times higher odds of breastfeeding ces-
sation as those who are not working outside
the home.23 Conversely, women who take
longer leave are more likely to initiate
breastfeeding and to breastfeed beyond 3
months.22,24 Furthermore, while staff were
less likely than faculty to receive paid leave
and, on average, to have shorter leave dura-
tions, they likely face greater barriers to
continuing breastfeeding after returning to
work. Previous literature indicates that pro-
fessional women, such as academic faculty, are
significantly more likely to breastfeed than
women in other occupations.25,26 Several
factors likely contribute to this difference,
including greater autonomy, privacy, and
freedom to accommodate breastfeeding, as
well as greater access to employer-sponsored
breastfeeding programs, evenwithin the same
company.27,28 That these differences likely
also exist in the context of public health in-
stitutions is notable, given the longstanding
commitments of public health to address
health disparities related to income and so-
cioeconomic status.29

Additional shortcomings exist related to
the reliance of institutions on accrued vaca-
tion time or sick leave in lieu of providing
dedicated parental leave. For example, birth
mothers who require bed rest during preg-
nancy may exhaust their available paid leave
before delivery, leaving themwith little if any
paid leave after giving birth. Reliance on
accrued leave can also be challenging for those

with uncomplicated pregnancies, leaving
individuals without leave days for illness
(personal or of their infant) following their
return towork. Schools that are committed to
enabling their faculty and staff to attain rec-
ommended standards for breastfeeding and
other maternal–infant health goals should
consider extending the paid leave available to
birth mothers.

Second, family leave policies can be ex-
tremely difficult to ascertain.While all schools
in this study had publicly available policies,
policies were often unclear, difficult to cat-
egorize, and potentially contingent upon
obtaining proof of medical necessity. Fur-
thermore, as we discovered in contacting
institutional representatives to confirm the
accuracy of our classifications, oversight of
relevant policies was often siloed across
multiple administrative departments, which
can create challenges for individuals whowish
to ascertain their institution’s leave policies.
Such complexities are particularly concerning
when viewed against the backdrop of long-
standing patterns of pregnancy-based dis-
crimination in employment in the United
States, as women may be understandably
reticent to inquire about maternity leave
policies out of concern for undermining their
prospects for hiring or advancement.30 Fur-
thermore, in some settings, the duration of
leave taken is viewed as a signal of a parent’s
commitment to her career, which may en-
courage some women to dedicate less time to
their infants than is recommended.16

Third, our results suggest that many in-
dividuals employed by schools of public
health may lack reliable access to on-site
childcare. On-site childcare offers several
potential advantages for new parents, re-
ducing commute times, enabling mothers to
nurse during the work day, and offering all
parents additional opportunities to bond with
their children.31 It also serves an expressive
function, signaling an institutional commit-
ment to supporting parents in the workplace.

Fourth, deficiencies in policies related to
parental leave, accommodations for nursing
mothers, and childcare are associated with a
persistent gender gap in academia. Women
are substantially less likely to achieve tenure,
to receive federal grant support, and to be
senior authors of papers published in presti-
gious medical journals.32–35 It is estimated
that women are only half as likely as men to

attain senior leadership roles in academic
medicine, after controlling for academic
productivity.32 We identified several features
that may similarly perpetuate this gap in
schools of public health. For example, paid
leave for nonbirth parents was less common,
and for shorter duration, than was paid leave
for birth mothers. While this may reflect a
recognition of the real and important physical
impact of pregnancy and childbirth, it may
also reinforce gendered norms regarding
caretaking responsibilities.

Crafting policies that both recognize and
accommodate the physical impact of child-
birth on women while facilitating shared
responsibility for childcare between parents,
regardless of gender, is no easy task. As noted
previously, all schools in our sample provided
tenure clock extensions to both birth mothers
and nonbirth parents. Yet at least 1 study has
found that gender-neutral tenure clock-
stopping policies, while intended to “level the
playing field,” may nevertheless dispropor-
tionately benefit men, exacerbating gender-
based promotion disparities.36 Additional
research is needed to guide the development
of policies that both acknowledgewhere birth
mothers are different and promote gender-
neutral caregiving policies.37

Limitations
Our study has some limitations. We in-

cluded policies for the top 25 schools of public
health, but we recognize that these policies
may not be generalizable to other institutions.
Furthermore, although we contacted the
schools we studied to confirm accurate in-
terpretation of policies, our findings may
deviate from the lived experiences of those
within the institution. For example, previous
research suggests that policies may vary at the
department or other organizational group
level. Such variation complicates the ability of
potential parents to prospectively research
relevant policies. In addition, our data do not
capture the experience of students within
schools of public health, who may face ad-
ditional challenges related to their dual roles as
both learners and caretakers. Finally, while
our results suggest that policies within schools
of public health may not support expressed
goals related to parent–child health, future
research is needed to examine the effects
of longer duration, standardized leave
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policies on outcomes of interest, including
infant feeding practices and on the academic
gender gap.

Public Health Implications
We found that policies for faculty and staff

at top schools of public health often fall short
of public health policy statements related to
the health of new mothers and their infants.
Given the critical role of public health in-
stitutions in modeling policies to support
infant and maternal health, schools should
take steps to better enable their faculty and
staff to dedicate time to bewith their infants in
the earliest months of life.
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