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ABSTRACT
Return-to-work rates among working-age cancer 
survivors present a complex challenge, varying by cancer 
type and individual characteristics. This study aimed to 
identify prognostic factors influencing return to work in 
cancer survivors. 
A systematic review was conducted following Preferred 
Reporting Items for Systematic reviews and Meta-
Analyses guidelines. Searches in PubMed, Scopus and 
Web of Science databases in December 2024 used 
keywords based on the Population, Prognostic Factors, 
Outcomes framework to identify relevant studies. Study 
quality was evaluated using Joanna Briggs Institute 
tools and the protocol was registered in PROSPERO 
(CRD42024596102).
Twenty studies were selected. Identified factors 
included sociodemographic: older age, educational level, 
marital status and sex; clinical: aggressive treatments, 
comorbidities and physical sequelae; psychological: 
anxiety, stress, fear of relapse and social support; 
occupational: flexible work schedules and tasks versus 
rigid conditions. 
Multiple factors influence return-to-work outcomes for 
cancer survivors.Individualised intervention programmes 
addressing specific patient needs and fostering adapted 
work environments are essential to promote successful 
reintegration.

INTRODUCTION
Cancer is one of the leading causes of morbidity and 
mortality worldwide.1 Approximately 19.3 million 
new cases of cancer and almost 10 million deaths 
were reported globally in 2020.2 The study carried 
out by Sung et al3 states that the most common 
types of cancer are lung, breast, colorectal and 
prostate cancer, yet there is no uniform pattern, 
as the prevalence and type of cancer vary signifi-
cantly across different regions due to factors such 
as lifestyle, genetics, access to health services and 
others.

In North America and Europe, lung cancer is one 
of the leading causes of death in the general popula-
tion and is closely linked to tobacco use.4 According 
to the International Atomic Energy Agency,5 
although antismoking policies have reduced its 
incidence, it remains a significant public health 
concern. In contrast, in sub-Saharan Africa and 
parts of Asia, cervical and liver cancers predomi-
nate, linked to infections such as human papilloma-
virus and hepatitis B, which are prevalent in these 
regions. In addition, breast cancer incidence rates 

are rising rapidly in transition countries in South 
America, Africa and Asia.3

In this regard, there are modifiable risk factors 
such as smoking, which is responsible for 22% of 
deaths globally,5 alcohol consumption, obesity and 
physical inactivity, as well as exposure to carcino-
gens in the workplace, which significantly contribute 
to the incidence of cancers such as those of the 
colorectum, breast and liver.6 7 These factors can be 
addressed through public health interventions, with 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Before this study, return-to-work for cancer 
survivors was known to be complex, with 
various influencing factors but limited research 
on their interactions.

	⇒ There was a shortage of longitudinal and 
comparative studies on returning to work 
(RTW) interventions, cancer types and patient 
characteristics.

	⇒ This study aimed to systematically identify 
prognostic factors for RTW, offering a more 
comprehensive perspective on the issue.

WHAT THIS STUDY ADDS
	⇒ Systematic review of 20 studies on prognostic 
factors affecting cancer survivors’ return to 
work.

	⇒ Emphasises the need for personalised 
interventions and adapted work environments.

	⇒ Identifies research gaps, including a lack of 
longitudinal studies and multifactorial analysis.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ This study emphasises the need for longitudinal 
studies that explore the long-term effects 
of return-to-work interventions, considering 
individual, social and occupational factors as 
well as cancer type and stage.

	⇒ This investigation highlights the importance 
of personalised return-to-work programmes 
that address specific patient needs and create 
adapted work environments, taking into 
account various sociodemographic and clinical 
factors.

	⇒ The authors call for legal support to enable 
tailored return-to-work processes, promoting 
the development of standardised protocols 
and universal return to work programmes to 
enhance survivor well-being and reintegration.
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an emphasis on the importance of prevention and health promo-
tion campaigns.2 8 On the other hand, non-modifiable factors 
include genetic predispositions and family history, age or sex.9

Cancer represents an economic burden on both health systems 
and individuals themselves, estimated at US$208.9 billion in the 
United States in 2020 in direct treatment costs and also indi-
rect costs, such as lost productivity or time off work.10 Beyond 
treatment, cancer survival brings new challenges, particularly for 
working-age adults, who often face disruptions in employment, 
loss of income and difficulties in returning to work.11 Some 
studies indicate that prolonged absence from work and early 
retirement due to cancer leads to considerable economic losses 
for both employees and employers.8 12 Therefore, it is crucial for 
employers and policymakers to understand the financial impact 
associated with cancer-related sick leave and the importance 
of developing strategies to mitigate these costs.12 This is why 
authors such as Mitsui et al13 suggest that implementing flexible 
working policies can reduce these effects, allowing employees to 
better manage their treatments and symptoms without compro-
mising their employment status.

Returning to work (RTW) after cancer is a complex challenge 
that involves multiple inter-related factors. Many survivors 
experience ongoing physical limitations, such as chronic fatigue, 
pain or cognitive impairments related to treatment (eg, ‘chemo 
brain’).14 15 Psychological effects including anxiety, depres-
sion, fear of recurrence and low self-efficacy also contribute 
to the difficulty of resuming employment.16 Workplace-related 
barriers—such as physically or mentally demanding tasks, lack of 
job accommodations or perceived stigma—can further compli-
cate reintegration. Structural inequities, including limited access 
to rehabilitation programmes or flexible work policies, dispro-
portionately affect certain groups.17 Moreover, RTW outcomes 
vary substantially by cancer type: while breast cancer survivors 
often achieve higher return rates, lung, brain and haematologic 
cancers are associated with more severe impairments and delayed 
recovery.18 Individual characteristics such as age, gender, educa-
tional attainment, job type, pre-existing health conditions and 
the presence of social support also play a crucial role in shaping 
RTW trajectories.19 These factors collectively highlight the need 
for individualised, context-sensitive approaches to supporting 
cancer survivors in the workplace.20

RTW is increasingly recognised as a key indicator of functional 
recovery among cancer survivors. However, RTW after cancer 
is not always straightforward.16 19 Mental health is a crucial 
component when it comes to RTW, and anxiety, depression and 
post-traumatic stress disorder are common among cancer survi-
vors and can negatively affect their ability to RTW.21 Perceived 
self-efficacy, or perceived ability to handle job demands, is a 
key predictor of successful return.22 Several studies suggest that 
survivors who feel in control of their work situation and who 
receive adequate support are more likely to successfully RTW 

and remain in employment.21 On the other hand, Munir et al23 
highlight that the stigma of cancer can lead to job discrimination, 
which exacerbates stress and anxiety among survivors.

RTW rates vary widely depending on the type of cancer, treat-
ment intensity and personal and occupational characteristics.20 
According to Mehnert et al,24 approximately 63.5% of cancer 
survivors manage to RTW 1 year after diagnosis, although this 
rate varies across cancer types and countries, ranging from 24% 
to 94%. For example, a systematic review conducted by Tay et 
al25 reports that RTW rates for women with breast cancer within 
12 months of diagnosis range from 43% to 93%, while those 
who have received more intensive treatments, such as prolonged 
chemotherapy or invasive surgeries, may need more time to 
recover before RTW.13 There is no doubt that the work envi-
ronment and company policies are fundamental to a successful 
RTW.8 Successful reintegration into work requires a collabora-
tive approach that includes support from employers, coworkers 
and health professionals1; in addition, several studies suggest 
that personalised RTW programmes that give individual consid-
eration to the worker’s health can significantly shorten the time 
needed to RTW.1 8 Thus, organisations that offer their employees 
flexible working hours and specific adaptations according to 
their health needs, as well as the possibility of teleworking or 
reduced workloads, have higher RTW success rates.13

Despite advances in identifying prognostic factors for RTW 
after cancer-related sick leave, the current literature has signif-
icant limitations. Many studies focus on individual, social or 
occupational aspects alone, without considering how these 
factors interact to influence RTW.26 Moreover, there is a lack of 
comprehensive background summarising the extent and impli-
cations of this issue. Understanding RTW outcomes is not only 
important for the well-being of survivors but also for society, 
given the economic costs associated with workforce detach-
ment.27 28

Additionally, there is a notable paucity of longitudinal research 
analysing the long-term impact of interventions addressing RTW 
as well as of studies assessing differences according to cancer 
type, stage of diagnosis or patients’ demographic and occupa-
tional characteristics.29 Therefore, the aim of this study was 
to identify prognostic factors associated with RTW in cancer 
survivors.

METHODS
Study design
A systematic review was conducted following the Preferred 
Reporting Items for Systematic reviews and Meta-Analyses guide-
lines30 on prognostic factors associated with RTW after cancer-
related sick leave. The authors relied on a protocol to carry out 
this systematic review, which was registered in the International 
Prospective Register of Systematic Reviews (PROSPERO) of the 
University of York, with identification code CRD42024596102.

Search strategy
Using the Population, Prognostic Factors, Outcomes (PFO) 
format,31 the research question from which the keywords used 
were derived was formulated (table 1).

The search was carried out in the PubMed, Scopus and Web 
of Science electronic databases, without restrictions of language 
or year of publication, based on the keywords resulting from 
the PFO.

Based on these keywords, the Medical Subject Heading 
(MeSH) thesaurus was consulted, so that studies were identi-
fied by combining terms related to employees and workers 

Table 1  PFO format: keywords

Population Working-age adults diagnosed with cancer who are 
employed or self-employed and currently receiving or 
having completed treatment.

Prognostic Factors Socio-demographic, clinical, psychological and 
occupational variables affecting return to work.

Outcomes Measurable return-to-work indicators such as time, 
rate and quality of reintegration.

Research question What are the prognostic factors associated with 
return to work in working-age cancer survivors?

PFO, Population, Prognostic Factors, Outcomes.
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with terms related to sick leave (sick leave, disability leave, sick 
day or illness day) and terms related to neoplasms and cancer 
(neoplasms, tumour, neoplasia, cancer or malignancies). In addi-
tion, specific RTW or back to work terms were included. These 
terms were applied both in titles/abstracts and MeSH terms to 
ensure retrieval of relevant articles.

Online supplemental table 1 lists the search strategy employed 
on 28 December for each of the above-mentioned databases used 
during the search process.

Inclusion criteria
The following criteria were used for the selection of the articles:

	► Population: studies involving working-age adults (employed 
or self-employed) who have been diagnosed with any type of 
cancer and are either receiving treatment or have completed 
it. This includes individuals who are or have been on sick 
leave due to their cancer diagnosis and treatment.

	► The review also included studies that explored prognostic 
factors for RTW from various perspectives, including not 
only patients but also healthcare professionals, employers 
and stakeholders involved in cancer survivorship and 
employment. This inclusive approach was intended to 
capture a more comprehensive understanding of barriers 
and facilitators related to RTW. During synthesis, the origin 
of each data source was considered in order to distinguish 
between individual-level and systemic-level influences in the 
interpretation of findings.

	► Prognostic factors: studies that examine sociodemographic, 
clinical, psychological or occupational variables as prog-
nostic factors—either as barriers or facilitators—related to 
RTW.

	► Outcomes: studies that report clear RTW outcomes, such as 
time to RTW, RTW rates or quality of work reintegration.

	► Study design: observational studies (quantitative or qualita-
tive), controlled clinical trials and meta-analyses published 
in any language.

Exclusion criteria
	► Studies that are not observational or controlled trials (eg, 

narrative reviews, case reports, editorials, commentaries, 
technical reports, theses).

	► Studies involving populations without a cancer diagnosis.
	► Studies that systematically omit relevant subgroups of the 

working-age population, such as self-employed individuals 
or people receiving cancer treatment, even if they have 
already returned to work.

	► Studies that include other health conditions but do not 
specifically focus on cancer survivors. Studies that examine 
cancer in combination with other major pathologies (eg, 
cardiovascular disease, mental illness, musculoskeletal disor-
ders) were excluded to reduce clinical heterogeneity and to 
focus specifically on the prognostic factors related to cancer 
as a distinct condition.

	► Studies that do not assess prognostic factors related to RTW.
	► Studies lacking minimum methodological quality as assessed 

by validated tools, or those reporting limitations such as data 
insufficiency, poor participation or unreliable measures.

Data collection and extraction
Two researchers conducted the searches independently, elimi-
nating duplicate studies and selecting articles that were likely 
to be included after reading the abstract and title, according 
to previously established criteria. Subsequently, the same two 

authors reviewed the full text of studies potentially eligible for 
inclusion in the review, and the decision to include or exclude 
them was made by consensus. Discrepancies were resolved with 
the intervention of a third author. A summary table of the selected 
articles is presented, including authors and year of publication, 
country, type of study, objectives, participants, methods, main 
findings and quality of the study.

Methodological quality assessment
The methodological quality of the selected studies was deter-
mined using the critical appraisal tools for studies of the Joanna 
Briggs Institute at the University of Adelaide (Australia).32 These 
tools allow assessment of the methodological quality of a study 
and determine the extent to which a study has excluded or 
minimised the possibility of bias in its design, conduct and/or 
analysis. The versions for cross-sectional studies (8 items), for 
qualitative studies (10 items) and for cohort studies (11 items) 
were used. The cut-off points were set at 6, 8, 9 and 10 points, 
respectively, for acceptance for inclusion in this review (online 
supplemental tables 2–4).

RESULTS
The initial search strategy identified a total of 427 references, 
of which 20 studies were selected after further screening 
according to the objective of this review. These included 10 qual-
itative studies,33–42 7 cross-sectional studies43–49 and 3 cohort 
studies50–52 (figure 1).

By country, four studies were conducted in Sweden35 36 46 50; two 
in the Netherlands,40 51 the USA,34 48 France43 47 and Belgium38 39; 
and one in each of the following countries: Taiwan, Canada, 
Ireland, Norway, Brazil, Japan, Spain and Australia.33 37 41 42 44 45 49 52

Regarding cancer type, 8 of the 20 studies focused on 
breast cancer,36–39 42 43 46 51 3 on head and neck cancer,33 35 44 
2 on colorectal cancer,34 50 1 on cervical cancer52 and 6 studies 
involved mixed cancer types.40 41 45 47–49

The included studies varied in methodological design and 
outcome reporting, with a wide range of qualitative and quan-
titative approaches. While this diversity contributed to a more 
holistic understanding of prognostic factors, it also introduced 
heterogeneity in terms of measurement tools, populations studied 
and analytical depth. No subgroup analysis was conducted based 
on cancer site, country or study design due to this variability and 
the limited number of studies per category.

It is also important to note that the included studies varied in 
how RTW was defined and measured. Some studies reported 
time to RTW as a primary outcome,43 44 51 while others focused 
on RTW rates at fixed follow-up intervals.47 48 52 Several studies 
distinguished between full and partial RTW, particularly in rela-
tion to part-time reintegration or gradual return strategies.35 42 43 
In terms of data sources, some studies relied on self-reported 
RTW status,36 46 50 while others used administrative or employ-
ment records.47 52 This lack of consistency in operational defi-
nitions and measurement tools made it difficult to compare 
outcomes directly across studies. The use of standardised RTW 
indicators would improve comparability and strengthen the 
evidence base for identifying prognostic factors.27

A number of studies also addressed the quality of RTW, 
describing whether individuals returned to the same position, 
required job modifications or experienced changes in work-
load or satisfaction.35 42 In several cases, outcomes were inter-
related with clinical or occupational characteristics; for instance, 
persistent fatigue37 or physical limitations42 delayed RTW and 
led to partial or modified returns. Similarly, quality of return 
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was closely linked to workplace flexibility, employer support and 
psychological readiness.45

The characteristics of each of the 20 articles included in the 
review are shown in online supplemental table 5, based on the 
Iberoamerican Cochrane Centre Handbook.53 A summary of the 
main findings by prognostic factors extracted from these studies 
is provided in table 2.

Sociodemographic factors
The studies reviewed show that characteristics such as age, sex, 
marital status and educational level influence RTW. People over 
the age of 50 have higher rates of RTW compared with those 
under the age of 30.43 44 46 49 54 However, in women with breast 
cancer, some studies indicate that older women do not manage 
to RTW, while others find no significant relationship between 
age and RTW.36 51

In terms of sex, while research on cancers such as breast and 
cervical cancer has a focus on women,43 46 51 52 in head and neck 
cancer, a male predominance is reported. Yet, in other cancer 
studies, equal distributions by sex are observed.33 35 44 Differ-
ences in the type of employment are also identified: women 
predominate in salaried jobs, while self-employment is more 
predominant among men.49

Moreover, married people have higher rates of RTW than 
single or divorced people.43 44 46 49 51 In addition, those with a 
university education face the fewest barriers to RTW.43 44 46

Clinical factors
The duration and type of cancer treatment can affect RTW. Aggres-
sive treatments, such as lymph node dissection, make it more 
difficult to RTW than other treatments such as chemotherapy and 
radiotherapy.43 However, the combination of these treatments 
often impedes RTW, especially in the self-employed.36 44 49–51

Cancer stage is also key: patients in remission have it easier to 
return to the labour force,47 while those with advanced-stage cancer 
face longer work absences.34 35 Physical sequelae, such as lymphoe-
dema or loss of mobility, especially in cases of head, neck and breast 
cancer, also limit work performance as well as side effects such as 
fatigue due to treatment.33 38 44 51 The presence of comorbidities, 
such as hypertension or kidney disease, can aggravate these diffi-
culties, and this particularly affects the self-employed, who report 
a poorer quality of life and work capacity.49 52

Psychological factors
Psychological sequelae, such as anxiety, depression or fear of 
relapse, can impede RTW due to emotional vulnerability and 

Figure 1  PRISMA flowchart. PRISMA, Preferred Reporting Items for Systematic reviews and Meta-Analyses.
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perceived stigma in the work environment.33 37 38 43 Conversely, 
support from family members, friends and coworkers can 
improve emotional well-being, thereby reducing stress and 
anxiety.35 43 44

For some patients, RTW means returning to normality and 
overcoming being a ‘patient’.33 36 44 However, this process also 
generates emotional conflicts, particularly in less financially 
stable patients, who must balance their emotional needs with 
work demands.39 40 48

Occupational factors
The work environment plays a crucial role in the RTW. While 
adjusted working hours and tasks facilitate the process, lack of 
support and rigid working conditions represent major obsta-
cles.33 35 42 44 Likewise, patients with permanent contracts or in 
administrative positions are more likely to successfully RTW 
than those in manual or particularly demanding jobs.42 44 47 49

At the economic level, the self-employed face greater chal-
lenges due to the lack of benefits and are forced to RTW before 
they are fully recovered.38 42 48 49

Legal inequalities in access to sick leave are observed, partic-
ularly affecting self-employed workers in countries with incon-
sistent regulations.34 41 42 49 Lack of information on labour rights 
also hampers RTW, leaving employees vulnerable to dismissal in 
cases of prolonged absences.37–39

DISCUSSION
The results of this systematic review highlight the complexity of 
factors influencing RTW in patients with cancer. The analysis 
shows that this process is determined by sociodemographic, clin-
ical, psychological and occupational factors.

Individual factors, such as age and educational level, play a 
crucial role in cancer patients’ RTW. In the case of age, studies 
indicate that patients over 50 years of age tend to have higher 
rates of RTW—possibly due to greater job and family stability—
and are able to RTW more easily. Similarly, people with higher 
education take less physical effort in their work and have more 
flexibility to adapt their working patterns.43 44 46 49 The system-
atic review and meta-analysis carried out by Fong et al55 and the 
Delphi study by Kiasuwa et al56 report that people over 50 are 
more likely to RTW than those under 30, and note that people 
with a university education RTW earlier, possibly owing to 
higher incomes and less physically demanding jobs, while people 

with a low level of education often have physically demanding 
jobs (usually with low incomes), so they are less inclined to RTW 
and are more concerned about their health.

The literature review carried out by the European Agency for 
Safety and Health at Work28 on rehabilitation and RTW after 
cancer confirms the results discussed in this review. Less aggres-
sive and early-stage cancers with shorter duration of sick leave 
and mild physical symptoms are positively associated with RTW. 
In contrast, advanced stages, extensive disease, functional limita-
tions and severe symptoms significantly hinder RTW. Further-
more, they state that patients with breast cancer are more likely 
to RTW compared with those with other types of cancer. Rollin 
et al47 reported that patients in remission returned to work more 
easily, while those with progressing cancer faced greater difficul-
ties. Isaksson et al35 also found that patients with advanced stage 
III and IV head and neck cancer experienced more barriers to 
RTW. Similarly, Gruß et al34 identified longer work absences in 
survivors of advanced stage (II and III) colon cancer due to more 
intensive treatments.

Regarding treatment, aggressive procedures, such as extensive 
surgery and chemotherapy, tend to negatively affect RTW, while 
less invasive treatments have a more favourable impact. Although 
the duration and side effects of treatment are also important 
factors, the evidence on their influence is inconclusive. A wide 
variety of studies in recent years have confirmed that more 
aggressive treatments, such as lymph node dissection, combina-
tion chemotherapy and radiotherapy or hormonal treatments, 
lead to greater difficulties in RTW compared with less inten-
sive treatments, such as radiotherapy alone.36 43 44 49 The phys-
ical effects of cancer treatments represent significant barriers to 
RTW, a clear documented example being patients with head and 
neck cancer, who have reported to experience physical symp-
toms such as difficulty swallowing, sleeping, breathing or chronic 
pain, which directly affect their performance at work.33 44 Also 
in the assessed studies, patients who returned to work reported 
fewer symptoms, indicating a link between the ability to work 
and better physical recovery. In the case of breast cancer, studies 
report that breast-conserving surgeries, such as mastectomy, and 
postoperative treatments, such as irradiation and chemotherapy, 
may have long-term effects on the patients’ ability to perform 
work activities,38 39 51 as the physical sequelae range from loss of 
shoulder mobility to lymphoedema or fatigue, affecting quality 
of life and, in some cases, limiting RTW.37 43 51

Table 2  Prognostic factors associated with return to work (RTW) after cancer: main findings

Category Key findings Facilitators identified

Clinical Persistent fatigue, pain, physical limitations (eg, shoulder mobility), side 
effects from treatment, advanced stage.

Physical activity, functional rehabilitation and medical follow-up.

Psychological Anxiety, depression, emotional distress, self-demand, fear of recurrence, 
loss of work identity.

Emotional support, psychosocial programmes, personal motivation.

Occupational Lack of accommodations, physically demanding tasks, low-skilled jobs, 
inflexible work conditions.

Task adaptations, phased return, cognitive roles, reduced hours.

Social Varying social support (partner, family, colleagues), perceived stigma or 
discrimination.

Strong personal support network, understanding workplace 
environment.

Legal/workplace policy Lack of clear protocols, legal uncertainty, poor coordination between 
employer, employee and healthcare system.

Legal counselling, inclusive workplace policies, collaboration with 
occupational health.

Organisational context Company size influenced flexibility: larger firms offer structured policies; 
smaller ones, informal arrangements.

Personalised approaches, direct communication with employer, flexible 
corporate culture.

Socioeconomic Income loss, financial pressure, unstable employment (especially among 
self-employed or low-wage workers).

Social benefits, job stability, insurance, RTW support programmes.

RTW outcomes Sick leave ranged between 6 and 18 months; RTW rates varied from 50% 
to 91% across studies.

Higher quality of life and reduced mortality linked to successful RTW.
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In line with the data presented in the review by the Euro-
pean Agency for Safety and Health at Work,28 at the workplace 
level, environments that offer flexibility, specific adaptations and 
social support from colleagues facilitate RTW, while jobs with 
inflexible conditions make it more difficult. Having a supportive 
environment from workers, peers and supervisors, offering 
emotional support, visits and opportunities to participate in 
work activities contributes significantly to improving the return 
experience.35 37 42 Also, to reduce barriers to RTW, it is essential 
to adapt the workplace through flexible working hours, reduc-
tion of workload or adjustments in tasks.33 44 46

However, failing to take these measures can create significant 
barriers. There is documented evidence that a hostile environ-
ment, lack of flexibility, pressure to return prematurely, lack of 
empathy or recurring inappropriate comments impede reinte-
gration.34 38 42 In the study conducted in the USA, some cancer 
survivors faced a work environment in which they were pres-
sured to RTW quickly, even when they were not ready.34

Other personal factors, such as mental and emotional health, 
are also determinants. Problems such as depression, anxiety, 
fear of becoming unemployed or frustration may impede RTW, 
while a positive perception of the disease, time since diagnosis 
and access to psychological and medical counselling favour 
RTW.37 43 The results of this review show that, despite emotional 
difficulties, in some cases, RTW can be perceived as a means 
of emotional recovery. Johnsson et al36 found that for many 
women, RTW meant returning to the normality they had lost, 
seeing it as a ‘personal victory’ to reconnect with an active life 
and overcome the feeling of being a ‘patient’. Similarly, Morales 
et al44 concluded that those patients who were able to return to 
the same workload or even more working hours reported better 
levels of emotional well-being and quality of life, emphasising 
the role that work can play in psychological recovery.

Conversely, in other cases, the fear of relapse or physical 
limitations may outweigh the emotional benefits of RTW. Tiedtke 
et al38 observed that many patients with breast cancer faced 
emotional distress after their diagnosis, and the RTW was seen 
as a struggle between their emotional needs and work demands. 
In addition, financial concerns also play a significant emotional 
role. In this sense, Swanberg et al48 found that the working poor 
in the USA experienced greater psychological distress due to the 
possibility of losing their health insurance and the pressure to 
RTW quickly. Moreover, in countries such as Ireland or Austria, 
where medical expenses are not covered by insurance, reduced 
income leads to worsening financial precariousness, forcing 
many individuals to RTW prematurely.34 41 44

The wide variety of countries in which studies have been 
conducted indicates that significant progress is yet to be made 
with respect to cancer patients’ employment rights and access 
to sick leave. For instance, although sick leave entitlements exist 
in Brazil and Ireland, the inconsistent enforcement of these 
provisions often results in many patients lacking the necessary 
support to RTW.41 42 In countries such as the USA and Spain, 
many employees are unaware of legal protections that could help 
them during their recovery, which delays access to benefits and 
increases financial insecurity.34 37 In the case of Belgium, legisla-
tion does not actively facilitate RTW, leaving employees vulner-
able to dismissal for prolonged absences.38 39

Limitations and strengths
This review has a number of limitations. First, there is an over-
representation of studies focused on breast cancer, while other 
types such as prostate, lung or haematological cancers are 

notably absent. This imbalance, combined with the diversity of 
cancer types and treatment-related sequelae, makes it difficult 
to establish generalisable conclusions. Recovery time and work 
reintegration conditions vary widely depending on the cancer 
site, treatment intensity and physical or psychological after-
math.57 Additionally, another limitation relates to the exclusion 
of studies involving participants with comorbid conditions in 
addition to cancer. While comorbidities such as cardiovascular 
disease, mental illness or musculoskeletal disorders often influ-
ence RTW outcomes,58 they were excluded to preserve the spec-
ificity of the analysis and reduce heterogeneity. As a result, the 
findings may not fully reflect the complexity of real-world cases 
where cancer coexists with other chronic conditions. Future 
reviews or primary studies could explore these interactions more 
explicitly to address the cumulative impact of multiple health 
conditions on work reintegration.

Second, there is substantial methodological heterogeneity 
across the included studies, with different designs (qualitative, 
cross-sectional, cohort), diverse occupational backgrounds and 
the use of non-standardised measurement instruments. This 
heterogeneity limits the comparability of findings and precluded 
the possibility of conducting subgroup analyses based on cancer 
type, country or methodological design, which could have 
strengthened the explanatory power of the results.

Furthermore, few studies adopt an integrated approach that 
considers the interaction of sociodemographic, clinical, psycho-
logical and occupational variables. There is also a persistent 
lack of longitudinal research exploring the long-term impact of 
workplace interventions and how these effects vary according 
to cancer stage, employment type or legal context, which 
discourages the ability to draw cross-national or context-specific 
conclusions.

Third, another limitation of this review is the inclusion 
of studies that collected data not only from cancer survivors 
themselves but also from health professionals, employers and 
representatives of patient associations. While these diverse 
perspectives enrich the analysis and provide valuable contextual 
insights into the RTW process, they may also introduce hetero-
geneity that complicates the interpretation of prognostic factors 
strictly from the patient’s point of view. As a result, some conclu-
sions may reflect broader systemic or organisational dimensions 
rather than patient-specific predictors. This limitation should be 
considered when interpreting the findings.

Among the strengths of this review is the geographic diver-
sity of the research, which allows for the identification of 
common patterns and cultural and legislative differences in the 
RTW process. This review identifies and examines multiple 
dimensions—sociodemographic, clinical, psychological, occu-
pational and legal—providing a comprehensive picture of RTW 
in patients with cancer. The findings can guide the design of 
inclusive workplace policies as well as drive the development 
of cancer screening, monitoring and follow-up programmes for 
workers.

Although this review does not allow for the analysis of 
interactions between prognostic factors due to the lack of 
individual-level data, the findings suggest potential synergies 
between clinical, psychological and occupational dimensions. 
For example, the negative effects of physical sequelae may be 
intensified in individuals with low educational attainment and 
limited social support.36 44 These types of interactions should be 
explored in future studies using multivariable statistical models.

Conceptually, possible interactions can be inferred from recur-
rent patterns observed across different studies. For instance, 
women with low education and physically demanding jobs tend 

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

b
y g

u
est

 
o

n
 A

u
g

u
st 13, 2025

 
h

ttp
://o

em
.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

12 A
u

g
u

st 2025. 
10.1136/o

em
ed

-2025-110212 o
n

 
O

ccu
p

 E
n

viro
n

 M
ed

: first p
u

b
lish

ed
 as 

http://oem.bmj.com/


7López-Faneca L, et al. Occup Environ Med 2025;0:1–8. doi:10.1136/oemed-2025-110212

Systematic review

to experience lower RTW rates.43 46 Similarly, self-employed 
women with significant physical impairments often report greater 
financial pressure to RTW before full recovery.42 Emotional 
vulnerability—such as anxiety or fear of recurrence—may 
also combine with inflexible working conditions and minimal 
employer support, creating additional challenges.21 35 Other 
combinations, such as younger age with unstable employment,59 
or immigrant status with limited awareness of labour rights,60 
can contribute to complex situations that make the RTW process 
more difficult.

Furthermore, theoretical frameworks and integrative 
models27 55 56 highlight the value of considering multiple 
domains simultaneously. These perspectives point to the need 
for longitudinal studies that assess the long-term effects of RTW 
interventions, while explicitly incorporating interaction analyses 
and cross-context comparisons. Such approaches would support 
the development of more effective and inclusive reintegration 
strategies for cancer survivors.

CONCLUSION
This systematic review highlights the multifactorial nature of 
RTW outcomes among cancer survivors. The evidence shows 
that sociodemographic factors (eg, age, sex, marital status and 
education level), clinical factors (eg, cancer stage, treatment 
type, physical sequelae), psychological factors (eg, anxiety, fear 
of recurrence, perceived stigma) and occupational factors (eg, 
job type, contract stability, workplace flexibility and support) all 
influence RTW processes, often in overlapping ways.

Patients with higher education, stable employment and access 
to supportive and adaptable work environments had better 
reintegration outcomes, while those facing complex physical or 
emotional sequelae, precarious job conditions or legal uncer-
tainty encountered greater obstacles. Importantly, the review 
also identifies a persistent gap in studies analysing how these 
factors interact, and a lack of longitudinal research examining 
long-term RTW trajectories.

To improve RTW outcomes, it is essential to promote person-
alised intervention programmes that address individual barriers 
and promote supportive, flexible workplaces. Furthermore, 
legal and institutional frameworks should facilitate personalised 
RTW processes that protect vulnerable groups, especially self-
employed workers and those in precarious employment.

In practical terms, employers should implement gradual 
RTW options, adjust workloads according to medical needs and 
provide clear communication channels for affected employees. 
Policymakers are encouraged to ensure equitable access to 
extended sick leave, job protection measures and income support 
schemes that cover both salaried and self-employed workers. For 
clinicians, systematic screening for work-related needs during 
follow-up care, coordinated referrals to occupational health 
services and collaboration with employers and insurers can 
significantly enhance work reintegration. Future research should 
focus on multifactorial and longitudinal approaches to better 
understand the interplay of prognostic factors and to inform 
more inclusive, evidence-based RTW policies.
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