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INTRODUCTION
Periodic illness is an ordinary occurrence that affects all workers and families. Casual contact with
colleagues, family members, classmates and strangers leads to the spread of infections such as
seasonal influenza, the common cold and gastroenteritis. In fact, healthy adults average about two to
four colds a year, while children experience six to ten per year.[1]
When illness strikes, most salaried, professional workers enjoy paid sick leave and the peace of mind
that it affords; they are able to stay home to rest and recuperate or take care of an ill family member
without fear of losing their jobs or foregoing needed wages. However, a significant number of
California workers don't enjoy this benefit. Forty percent of all workers and 76% of low-wage workers have jobs that don't provide any paid sick days.[3]
In February, Assemblywoman Fiona Ma (D-San Francisco) introduced AB 2716, a bill that would
address this gap by extending paid sick leave to all workers. The legislation would allow employees
to accumulate one hour of paid sick leave for every 30 hours worked, up to a maximum of nine days
per year.
AB 2716 would have clear benefits for individual workers but, importantly, it would also have public
health benefits that extend beyond the household and workplace. Specifically, such a policy could
reduce the transmission of foodborne illness, decrease disease outbreaks in nursing homes, reduce
the spread of infections in childcare settings and mitigate the transmission of seasonal influenza.
There is also some evidence that paid sick leave influences workers’ decisions to see a doctor,
parents’ decisions to stay home and care for a sick child and patients’ decisions about treatment

NOROVIRUS OUTBREAKS
ON THE RISE

choices. Finally, AB 2716 has the potential to improve patient
compliance with preventive health-care guidelines and chronic care
management, and thus to reduce health-care spending over the long
term.

Between 2005 and 2006, California
experienced a 445% increase in
norovirus outbreaks.[2] Many of the
256 outbreaks that occurred during
this period were associated with
food service establishments and

Below is a review of the literature on the public health impacts of
paid sick leave. To date, research in this area has been somewhat
limited. Generally speaking, the literature focuses on a few key
industries and illnesses. These include the commercial food, healthservices and child-care industries, and common illnesses such as
gastrointestinal and respiratory infections.

long-term care facilities. In such
settings, one sick worker can potentially infect hundreds of customers
or clients. In 2005, a Blimpie sandwich shop worker with norovirus illness sickened over 100 customers
who consumed contaminated submarine sandwiches.[4] Similarly, in
2006, several Carrabba’s restau-

FOODBORNE ILLNESS
More than half of all U.S. foodborne disease outbreaks reported to
the Centers for Disease Control and Prevention (CDC) occur in
restaurant settings.[7] Restaurant food is often handled by multiple
persons, contains ingredients that come from various sources and is
prepared with varying degrees of adherence to recommended
guidelines. These factors contribute to the elevated risk of illness
associated with eating in commercial establishments.

rant workers came to work with
norovirus illness and infected over
500

customers

in

Lansing,

Michigan. Neither establishment
provided paid sick leave benefits to
employees.[5, 6]

Foodborne illness outbreaks linked
to ill food workers result in substantial financial losses to firms, their
customers and the public. The
Blimpie outbreak led to the partial
closure of one client’s business,
employee absences, additional pay
for substitute workers, and loss of
wages and revenue to the restaurant during a week-long closure.[4]
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One pathogen has emerged as a common culprit in restaurantbased illness outbreaks: norovirus. This agent, which causes vomiting and diarrhea, is responsible for 50% of all foodborne illnesses in
the United States.[8] While 48% to 93% of all foodborne norovirus
outbreaks may be linked to ill food-service workers [8, 9], only 15% of
workers in restaurants and food-processing plants have paid sick
days.[3]
A key strategy in preventing norovirus outbreaks in food service
establishments is encouraging sick employees to stay home from
work. According to the CDC, “relatively simple measures, such as
correct handling of cold foods, strict hand washing after using the
bathroom and before handling food items and paid sick leave, may
substantially reduce foodborne transmission of noroviruses.”[10]
Many health departments now require food workers with certain illnesses—including gastroenteritis—to stay home.[11] The FDA made
a similar recommendation in its 2005 Food Code which advises food
workers with symptoms of illness to exclude themselves from work,
whereas the California Retail Food Code (July 2007) puts the onus on
the local health officer to exclude a symptomatic and infectious food
employee from working. However, because lower-wage employees
are less likely to have paid sick leave than other workers, complying
with such recommendations may require significant financial
sacrifice on the part of food service workers.[7, 12-14]

The Public Health Impacts of AB 2716

CHILD CARE
Child day-care centers, like schools, are hotspots for the spread of infection, primarily because young
children when grouped together tend to have many social contacts and an increased exposure to
infectious agents. Indeed, class size is a key risk factor for infections among day-care attendees.[15]
Sick leave may play a role in preventing child-care center illness outbreaks. In a randomized control
trial, child day-care centers that undertook an infection prevention program, which included
encouraging sick staff to stay home, experienced fewer illnesses than day-care centers that did not
participate in the program.[16]
When young children get sick, parents often make the choice to stay home from work to care for their
children even when it requires financial sacrifice. Forty percent of parental absenteeism from work
is taken to care for an ill child.[15] However, parents are much more likely to make this choice if they
have paid sick day benefits— those with paid sick days are 5.2 times more likely to care for their sick
children than those without the benefit.[12]
Extending paid sick leave to all workers would allow all parents to tend to their children without
losing wages. Some evidence suggests that this is a wise investment. One study found that sick
children recuperate faster when cared for by their parents, [17] thus accelerating children’s and
parents’ return to school and work. Moreover, when sick children are able to stay home from school
or daycare they are less likely to expose their classmates to their illness and therefore prevent other
children and families from falling ill.

CAREGIVING
Women provide over 72% of all informal caregiving for aging parents and other relatives.[18] Studies
have consistently shown that as the level of caregiving burden increases, women’s health deteriorates.[19] For working women, the demands of work, family life and caregiving may be especially
overwhelming.
The more time a woman spends caring for others, the less likely she is to engage in prevention behaviors that would protect her own health such as exercising, getting appropriate rest and taking
prescribed medications.[20] More than half (54%) of women caregivers have one or more chronic
health conditions, compared with two-fifths (41%) of other women.[21] Moreover, half of all
caregivers exhibit high depressive symptoms, while 38 percent of other women do so.[21]
Under AB 2716, workers may use accrued sick time to care for a spouse, child, family member or
other designated person. As such, it may help alleviate the periodic time and financial burden
currently borne by caregivers when a loved one requires increased assistance. Ultimately, the respite
that paid sick leave provides may lead to improved caregiver health and wellbeing.

Korey Capozza

|

MAY 2008

3

NURSING HOMES
Patients in nursing home settings tend to be frail and in poor health—in fact, one third of residents
die within one year of admission.[22]
Transmissible illnesses are of particular concern in such settings because chronically ill patients
have difficulty fending off infections, even common ones such as influenza. Recently, sporadic
norovirus illness has become a problem for long-term care facilities—according to the CDC, 23% of
all norovirus outbreaks occur in nursing homes.[10]
In California, at least 100 norovirus outbreaks occur in nursing homes each year.[23] The vast majority of patients with norovirus infections will recover within a few days, but an estimated 10% will
experience more serious symptoms and eventually require hospitalization.[24] In addition, approximately 2% of those afflicted will die.[24]
In spite of the high incidence of norovirus infection among nursing home residents, a significant
proportion (27%) of nursing home workers do not have paid sick leave benefits.[25] As a result,
workers may come to work ill, thus putting patients and coworkers at risk of contracting an illness.
Research has shown that the risk of gastrointestinal and respiratory outbreaks in nursing home
settings can be mitigated if employees have access to paid sick leave. Specifically, one study found
that nursing homes with paid employee sick-leave policies had a significantly lower risk of experiencing a gastrointestinal or respiratory disease outbreak as those that did not.[13] Such research
suggests that workers with sick leave are more likely to stay home when ill, thus preventing the
spread of illness to patients.

ACCESS TO NEEDED OR WANTED HEALTH CARE
Research has shown that taking time off to rest and recuperate can speed recovery from illness.[26]
However, the decision to stay home is often complicated by economic imperatives. Health coverage
being equal, ill workers without paid sick days pay more for a doctor’s visit than those with paid sick
leave. Workers without access to the benefit must take into account the price of lost wages in their
decision to seek medical care. Consequently, the high price of seeing a doctor may serve as an
obstacle to seeking needed and wanted health-care services.
However, a 2002 study of Medical Expenditure Panel Survey data cast doubt on this hypothesis. It
found that the availability of paid sick time had no effect on single mothers’ self-reported access to
health-care services.[27] The study did not distinguish between acute care and chronic or preventive
care, however, and utilization of recommended preventive care may be particularly sensitive to
financial barriers. Compared with more immediate needs, preventive care may seem non-essential
and unworthy of a sacrifice in earnings. Employers may also see a disincentive to provide paid time
off for such visits—the firm is unlikely to accrue the long-term cost savings associated with promoting preventive care because workers change jobs frequently.
However, from a public health perspective, promoting preventive and chronic care has the potential
to avert serious illness, save costs over the long term and protect the community at large from certain
infections (in the case of routine immunizations).[28, 29]
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In the case of dental care, preventive visits may have a more immediate pay off for employers. One
study found that workers who utilize preventive dental care (i.e., regular cleaning) are less likely to
experience work loss and take less time off work overall than workers who visit the dentist only for
curative treatments.[30] This suggests that, because paid sick leave removes a barrier to regular
dental check-ups, it may decrease work absences and their associated costs in the long run.
Paid sick leave may also afford workers the option of pursuing preferred but more time-consuming
treatments. For example, depressed patients with paid sick leave are 59 percent more likely to prefer
counseling over medication.[31]

INFLUENZA CONTROL
Every year, 5 to 20% of the U.S. population acquires the flu, 200,000 people are hospitalized from
influenza complications and about 36,000 people die from the illness.[32] A recent study estimated
direct medical costs associated with influenza at $10.4 billion annually, and the price of lost earnings
and loss of life at $16.3 billion annually.[33] Pandemic influenza outbreaks are more severe,
resulting in greater morbidity, mortality and cost.
A person with influenza will typically infect 1.8 other people.[34] As noted, some workers may have
a greater impact on the localized spread of the flu because they have a high level of contact with the
public or work with populations who are susceptible to infection such as patients, the elderly or
children. Depending upon a number of factors, including the infectivity of the illness, immunity in
the population and how many social contacts the infected individual is likely to have over the course
of the day, the act of coming to work or school can potentially have a ripple effect in terms of disease
transmission. For these reasons, the CDC recommends that sick workers and school-age children
stay home when they have the flu to prevent others from getting sick.[35]
Evidence from historical pandemic influenza outbreaks suggests that “social distancing,” or minimizing social contacts between people, can be an effective strategy for controlling the spread of disease. The Department of Health and Human Services recommends “liberal leave” policies and other
workplace social distancing measures in its planning guidelines for pandemic flu mitigation.[36]
Researchers at Sandia National Laboratories have shown that policies that encourage adults and
children to stay at home can be effective in decreasing pandemic influenza transmission in a
computer simulation of a typical community. School closures and social distancing of children is a
very effective intervention because, as noted, children are key drivers of influenza transmission.[37,
38] A simulation of the Asian flu outbreak of 1957–58 found that closing schools and keeping children
and teenagers at home for a prolonged period of time would reduce the number of people who fall
ill by 90%.[37] Paid sick leave would enable parents to care for their children during at least part of
school closure or other social distancing measures recommended during pandemic influenza.
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CONCLUSION
Evidence from the research literature suggests that the proposed paid sick days legislation, AB 2716,
will likely have a positive impact on public health.
Public health regulations typically seek to address issues that cannot be resolved individually,
through market solutions or through private efforts alone. In the context of paid sick leave, low-wage
workers—the group most likely to currently lack paid sick days—have an economic disincentive to
stay home from work when ill. Moreover, in the short term, employers may see no immediate benefit from offering paid sick leave to workers; preventing the spread of illness beyond the workplace or
encouraging workers to take time off for preventive or chronic disease care visits may not deliver any
immediate savings. Therefore, guaranteeing paid sick leave to all workers is one way to encourage
behaviors that promote public health across families, firms and communities.
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