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Introduction
Washington State is preparing to implement what will be the nation’s fifth comprehensive paid family
and medical leave program (PFML). Beginning January 1, 2020, most workers in the state will be able
to take up to 12 weeks – and in some cases up to 18 weeks – of paid leave to care for a new child, a
seriously ill family member, their own serious health condition, or issues arising from a family
member’s military service. Benefits are funded by payroll premiums which began in January 2019,
totaling 0.4% of wages shared between employers and employees.
California, New Jersey, Rhode Island, and New York have had temporary disability insurance programs
covering their entire workforces since the 1940s, and over the past 15 years have each added paid
family leave to those programs. Experience in these states demonstrates the overall value of these
programs and provides important lessons in barriers to equitable usage, particularly by low income and
other vulnerable workers. Washington drew on these lessons in designing its program, for example by
including progressive and relatively high benefits so that lower and moderate income workers can
afford to take the full amount of leave they need, portability across employers, opt-in for selfemployed and contract workers, and an outreach budget so that workers are more likely to know
about the program.
Massachusetts, the District of Columbia, Oregon, and Connecticut have also approved programs and
are looking to Washington as well as the earlier states on implementation strategies.
It is anticipated that the majority of leaves in Washington’s program will be for workers’ own health
conditions, based on experience in other states. About 30% of leaves will be related to pregnancy or
caring for a new child.1 Maternity and parental leaves have especially long-lasting impacts on the
health of women and infants, rates of breastfeeding, emotional bonding, and family economic stability,
all of which can have lifelong benefits for young children.2
This paper sketches out some base data and key metrics for evaluating program success and
prioritizing efforts to amend the program going forward. Unfortunately, we have little state-specific
data on current leave-taking behavior and impacts before program benefits begin.

Black women and infants especially at risk
PFML has the potential of boosting health and economic security for all families, and of greatly
reducing health disparities by race, gender, and income. These positive impacts could be especially
beneficial for Black communities. Black women experience much higher rates of pregnancy-related
health complications and maternal mortality than women of most other racial groups, and their
children have higher rates of preterm birth and infant mortality. Black women and children also are
more likely to live in or near poverty than their White counterparts.
However, PFML alone is unlikely to completely eliminate race-related differences in outcomes. Lower
incomes and lack of assets among Black Americans compared to other racial groups are rooted in a
long history of structural racism. Moreover, adverse health effects are not based solely on
socioeconomic factors. The daily experience of discrimination and structural racism – including
receiving poorer quality health care – and associated Post-Traumatic Stress Disorder likely also
contribute.3

What we’ve learned from other states regarding equity and
barriers to program use
Evidence from other state programs shows clear benefits for lower-income workers and families.
Existing Temporary Disability Insurance (TDI) programs in California, New Jersey, New York, and Rhode
Island expanded to include pregnancy-related disability and recovery from childbirth in the late 1970s,
providing most birth mothers with 6 to 10 weeks of paid leave. Low weight and preterm births fell as a
result, especially among unmarried and Black women.4
California added 6 additional weeks of family leave for bonding and caring for seriously ill family
members in 2004, followed by New Jersey in 2009, and later by Rhode Island and New York. Multiple
studies have found significant positive impacts on infant and maternal health as a result. Babies
benefited from longer duration of breastfeeding, fewer hospitalizations, and improved rates of
immunization, especially for low income children.5 Mothers experience better physical and emotional
health and less stress. Higher rates of and more prolonged breastfeeding are also associated with
lower risks of breast cancer later in life.6
A study based on administrative data from California’s paid leave program between 2004 and 2014
found a gradual rise in bonding leave among both men and women over that period. Women in the
lowest and the highest quartile of earnings were more likely to take the leave than women with midrange earnings. The majority of women combined disability and bonding leave to take a total of 10 to
18 weeks of leave. By 2014, 45.4 percent of employed new mothers took bonding leave, up from 36.4
percent in 2004. Usage among employed new fathers increased from 4.4 percent to 8.9 percent.7 In
contrast to women, higher-income fathers are much more likely to use the program than other income
groups: 47 percent of fathers have earnings in the highest quartile.8
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Both administrative data and focus group studies show that the majority of people return to the
workforce after taking paid leave. Among California women taking bonding leave, a majority of all
income levels were employed four quarters later, but the higher the earnings, the more likely they
were to be employed. Among women earning less than $10,000 per quarter (in 2014 dollars), 40
percent were working for the same firm, 20 percent for a different firm, and 40 percent had not yet
returned to work four quarters after their claim. Among higher-income women 57 percent were
working at the same firm and 25 percent had not yet returned to work.9
Focus groups of lower-income mothers in California, New Jersey, and Rhode Island found high rates of
appreciation for those states’ paid family leave programs, but some confusion and concerns about low
rates of wage replacement and lack of job security. Women who had not returned to the workforce
cited difficulties in finding suitable child care, concern for their child’s health and well-being, and being
let go from their jobs as reasons.10

Washington’s workforce and population
Washington has a workforce of 3.7 million and a total population of 7.5 million. The population overall
is 68% White, 4.3% Black, 13%, Latino, 9.3% Asian, 2% Native American, and 5% two or more races.11
Much of the Black population of the state (68%) lives in King and Pierce counties, in the Seattle-Tacoma
area.
Statewide, Black families with children under 5 years old are much more likely to have incomes below
the federal poverty level than White or Latinx families. Poverty rates are higher for single moms of all
races, but particularly high for Black single mothers with young children, with over half living in
poverty.12
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Births and outcomes
About 92,000 women gave birth in Washington State in 2018. Of those, 71% were to white women,
19% to Latinas, and 5% to Black women. 13 Close to half of births are covered by Medicaid, indicating
low incomes, including 40% of births to White women, 71% to Black women and 80% to Latinas.14
In Washington as in the U.S. generally, Black women and their infants are at greater risk than White
women. Black women experience stillbirth rates of 9.7 per 1,000 births and infant deaths of 7.1 per
1,000, compared to rate of 5.3 and 4 respectively for White women.15
79% of Black mothers breastfeed 8 or more weeks 2012-14, compared to 83% of White women, 81% of
all women. About 64% of Washington women still breastfeed at 6 months, according to a 2013 survey.
16

Washington’s Paid Family & Medical Leave Program
Washington adopted PFML in 2017 after a multi-year campaign by advocates. The policy that was
adopted by the state legislature was negotiated by representatives of the Washington Work and
Family Coalition, business lobbyists, and a bipartisan group of legislators. In many ways, the policy that
resulted was the strongest and most progressive to pass up to that time, but also included a number of
compromises necessary to achieve bipartisan support.17
The program will begin providing benefits on January 1, 2020 and is administered by a new division in
the Employment Security Department which also administers unemployment insurance. The program
provides:


up to 12 weeks of family leave to bond with a newborn or newly placed adopted or foster child;
care for a seriously ill family member (child, spouse, parent, parent-in-law, sibling,
grandparent, or grandchild); or deal with issues arising from a family member’s military
deployment;



up to 12 weeks medical leave to deal with the worker’s own serious health condition, with 2
additional weeks available for pregnancy-related complications;



a total of up to 16 weeks in a year combining both family and medical leave (18 weeks with a
pregnancy complication).

Benefits are progressive, providing 90% wage replacement for workers making less than half of
statewide average weekly wage (less than $628 in 2018), with the percentage gradually decreasing for
earnings above that level to a maximum weekly benefit of $1,000 per week. Employees pay a payroll
premium of 0.25% of their wages and employers contribute 0.15%.
To be eligible, workers must have worked at least 820 hours the previous year (an average of 16 hours
per week) for any combination of employers, regardless of whether or not they are currently employed
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when their need for leave begins. For example, a construction or contract worker could schedule a
surgery for after their current job ends. Employees are automatically covered by the program. Selfemployed people and contract workers may opt in.
Policy elements that may negatively impact equitable usage include:


The 820 hour eligibility threshold. (Advocates had originally proposed 340 hours.)



Limited job protection. Workers also covered by FMLA (a full year and at least 1250 hours of
work for an employer with 50 or more employees) have job protection for their full length of
PFML plus any required waiting period. However, workers in smaller companies or with less
time in their current job are not guaranteed getting their job back. (Advocates had originally
proposed that employers of 8 employees or more be required to restore workers who had
been on the job at least 6 months.)



A week waiting period before benefits can begin for medical leave or a family members’
serious health condition (which can be covered by sick leave or other employer-provided paid
time off.)

Once Washington’s program is fully implemented in 2020, it will be important to carefully monitor
program usage for equitable access and to evaluate outcomes on issues such as infant and maternal
health, worker and senior health, family and individual worker economic security, and business
prosperity. Key questions and metrics for program evaluation are suggested below. In some cases, ESD
or other state departments will already have data available for analysis. In other cases, researchers will
have to collect additional data from a variety of sources.
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Key questions and metrics for program evaluation:
Question
Is program usage
proportionately
distributed?
Are there
improved health
outcomes?

Metrics
 Income levels
 Race, ethnicity, and gender
 Business size
 Geography
 Reductions in infant and maternal mortality
and in income and racial disparities
 Fewer low birth weight babies
 Higher and prolonged rates of
breastfeeding

Possible data sources
Administrative data will be
available





Improvements in infant immunization rates
Improvements in maternal health
Fewer rehospitalizations and complications
associated with use for workers and family
members with serious health conditions
Reductions in nursing home stays
Reductions in emergency room visits
Increases in women’s workforce
attachment a year following bonding leave
Increases in women’s earning levels one
and two years following bonding leave

WADOH Immunization data

Reductions in poverty rates and racial
disparities for families with preschoolers
and school-aged children
Reductions in 0-3 month olds in subsidized
child care
Reductions in TANF, SNAP, childcare
subsidies, and other programs
Improved school readiness among
kindergarteners starting in 2025
Changes in homecare assistance needs for
elderly, disabled, or ill family members
Changes in retention of workers
Stability of smaller businesses that had
workers take leaves
Use of small business grant program and
comparison of businesses that did not
access grants

DCYF, DSHS, WIC


Is family
economic
security and
resiliency
strengthened?





Are there
impacts on state
programs and
costs?






Are there
impacts on
business
prosperity?





DSHS First Steps Database; DOH
infant mortality by race
DOH, Health Care Authority
DOH PRAMS, WIC, Public Health
community health indicators

DOH?
OIC?
new surveys
Area Agencies on Aging?
Administrative data

Administrative data

DCYF, DSHS

OSPI
DSHS
Area Agencies on Aging
ESD, Department of Revenue,
and Commerce Department
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