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Abstract
Goals of work The goal of this study is to explore the
characteristics of tumor-free cancer survivors (CSs) who
after their primary treatment were still working but made
work changes due to cancer and compare them to survivors
who did not.
Patients and methods The sample consisted of 431 CSs
(219 females with breast cancer, 212 males with
testicular (N=150) or prostate cancer (N=62)) diagnosed
2–6 years prior to the study. All CSs had good prognosis
and had returned to work after primary treatment. All CSs
filled in a mailed questionnaire covering demography,
morbidity, life style, mental distress, fatigue, quality of life
and job strain.
Results Seventy-two CSs (17%) had made work changes
due to cancer during the observation period, and 359 (83%)
had not. Among CSs who made work changes, significantly
more were females; they showed significantly poorer
physical and mental work ability, worked fewer hours per
week, reported more comorbidity, and had lower physical
and mental quality of life and more neuroticism, compared
to the nonchange group. Work changes were moderately
correlated with current work ability.
Conclusions The majority of CSs did not report any work
changes due to cancer during the 2–6-year observation
period, which is an encouraging finding. A minority had
done work changes, and this group consisted mainly of
women and was also characterized by poorer physical and
mental quality of life and poorer mental work ability due to

cancer. The issue of work changes and work ability should
be considered in the follow-up of cancer survivors.
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Introduction

Recent improvement of prognosis of cancer due to more
effective treatment has increased the population of cancer
survivors (CSs), and many of them are at work when they
get cancer. To illustrate, among 24,228 Norwegian patients
diagnosed with cancer in 2005, 37% (males 4,113; females
4,824) were aged from 25 to 64 years and thus within the
working period of their life cycle [6]. As the employment
rates in Norway for person in this age range were
approximately 83% for males and 76% for females in
2005 [22], we can conclude that a large proportion of
cancer patients are holding jobs at the time of diagnosis and
primary treatment.

The diagnosis and treatment of cancer can lead to side
effects, late effects, and psychological distress that reduce the
mental and physical health of CSs, either temporarily or
permanently. Work ability (WA) can be defined as an
individual’s physical, psychological, and social resources for
participation in any kind of paid work or self-employment.
WA is dependent on mental and somatic health status as well
as on social skills, level of education, work demands, the work
environment, and the organization of the work [15–17, 25, 39,
41]. According to Ilmarinen and Tuomi [16, 22], three sets of
work-related factors have a significant impact on WA:
physical work demands, hazardous work environment, and
poorly organized work. In this perspective, WA is based on a
balance between the individual’s resources and the demands
at the workplace [16, 19].
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Taskila and Lindbohm [36] published an overview of 12
studies on employment and WA in CSs. They concluded
that most CSs were able to continue working, but there was
a subgroup who suffered from impaired health that
sometime implied reduced WA. A study from Finland [38]
compared WA of CSs to a matched control group without
cancer and found that WA of CSs overall did not differ from
that of the controls, but the more diseases people had the
poorer was their WA. Among CSs, 26% reported impaired
physical WA and 19% impaired mental WA, and these
results are in line with other studies [3, 4, 10, 24, 29].

To sum up, CSs are usually able to return to work after the
primary treatment, but their WA ability can be reduced and
eventually become insufficient in relation to their current job
[28, 32, 33]. Thus reduced WA could lead to work changes,
but no studies of such changes in CSs were known to us.
The present study, therefore, explores characteristics of CSs
who had made work changes due to cancer in a sample of
Norwegian patients primarily treated for breast, prostate,
and testicular cancer with good prognosis and without
recurrence and distant metastases. The observation period
for changes was from 2 to 6 years after diagnosis and
treatment. The characteristics of those who changed their
work situation due to cancer (change group) were compared
to those who did not (nonchange group). The strength of
associations between variables significantly associated with
work changes in univariable analyses were tested in
multivariable analyses. Finally, the relationship between
work changes and current WA was explored.

Patients and methods

This study is a part of a Nordic project carried out by the
Nordic Study Group of Cancer and Work Life (NOCWO)
which aimed to examine the living conditions and work
situation of tumor-free cancer survivors living in Denmark,
Finland, Iceland, and Norway. The eligibility criteria of the
NOCWO study were: (1) first cancer diagnosis between 25
and 57 years of age; the upper age limit was chosen in order
to avoid approaching the age of natural pensioning too
much; (2) primary treatment finished 2 to 6 years prior to
the survey (between 1998 and 2002); (3) no evidence of
any malignant disease or distant metastases after primary
treatment (except basocellular skin cancer); and (4) all
cancer surgery and chemotherapy had been terminated,
although ongoing adjuvant systemic hormone treatment
was allowed.

Procedures and response rates

In 2004, a questionnaire covering demography, morbidity,
life style, mental distress, fatigue, quality of life, impact of
cancer, and job strain was mailed to 852 eligible CSs who
had been treated at the Norwegian Radium Hospital in
Oslo. The sample invited consisted of 427 females with
breast cancer and 425 males with prostate cancer (N=110)
or testicular cancer (N=315; Fig. 1) [10, 11]. Breast cancer
is the most common form of cancer in females and affects
both younger and older females. Because there is no type of
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Cancer subject content eligibility criteria and contacted 

852 

Female: 427  (50%) Male: 425  (50%) 
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Accepted invitation and  
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513 (60%) 

(Breast: 269 Prostate: 71 Testes: 173) 

Declined to participate 

120 (14%) 

(Breast: 79 Prostate: 13 Testes: 28) 

No response 

219 (26%) 

(Breast: 79 Prostate: 26 Testes: 114) 

At work on time of diagnosis and 

returned to work after primary treatment 

431 (84%) 

(Breast: 219 Prostate: 62 Testes: 150) 

Fig. 1 Flowchart of subjects
and recruitment. Cancer
survivors
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cancer in males with a prevalence and age distribution
corresponding to breast cancer, the age spectrum in males
was covered by including testicular cancer (younger men)
and prostate cancer (older men) [12].

The number of patients who accepted the invitation and
returned valid questionnaires was 513 (response rate 60%),
among which 431 (84%) had returned to work after primary
treatment. The working sample consisted of 212 males with
testicular (N=150) or prostate (N=62) cancer and 219
females with breast cancer.

An attrition analysis of nonresponding (N=339) and
responding (N=513) CSs did not show any statistically
significant difference as to age at survey, gender, cancer
diagnosis, stage, and treatment modalities. The nonres-
ponders were younger at the time of diagnosis (p=0.02)
and had longer intervals from the diagnosis to the survey
(p=0.002). These differences were not clinically significant
because the effect sizes were 0.08 and 0.11, respectively
[31].

Treatment issues

All survivors with breast cancer had stage I disease and was
treated with local surgery (either mastectomy (N=58) or
lumpectomy without axillary lymph node dissection (N=
161)), which was followed by radiotherapy in case of
lumpectomy. After mastectomy, no radiotherapy was
applied, but dependent on clinical stage, histological grade,
and/or hormone receptor status of the tumor tissue, adjuvant
chemotherapy, hormone treatment, and/or regional lymph
node irradiation were given.

Survivors with prostate cancer had either retropubic
radical prostatectomy (N=20) or high-dose pelvic radio-
therapy (N=42), which in high-risk patients (N=23) was
combined with adjuvant hormone treatment for 3 years.
Depending on the type of tumor and staging, survivors with
testicular cancer had either entered into a surveillance
program (N=26), had infradiaphragmatic radiotherapy (N=
49), or had received chemotherapy (N=75) followed by
resection of residual masses.

Measurements

Nordic and Norwegian questionnaire on cancer and work

Under the direction of the Finnish Institute of Occupational
Health, NOCWO developed a common Nordic question-
naire to be used in all countries. The questionnaire was
based on several valid and reliable international and
national measures in order to cover relevant issues
concerning work in general, somatic and mental health,
and work consequences of cancer. In addition, the Norwe-
gian sample included a national questionnaire covering

other socioeconomic-, social-participations-, and more
work-related issues.

Change in the work situation due to cancer

The Nordic questionnaire contained five questions covering
work changes namely concerning employer, occupation,
work tasks, unemployment, or pensioning. In case of an
affirmative answer to any of these questions, a second
question then asked if the change was due to cancer. The
change group was defined as those CSs who scored “Yes,
partially” or “Yes, mainly” on any of the “due to cancer”
items. Those who rated “No” on all the work change items
or rated their changes as “not due to cancer” were defined
as the nonchange group. Based on these definitions, we
identified 72 CSs reporting various work changes due to
cancer (change group), and 359 survivors who reported no
work changes or changes not due to cancer (nonchange
group).

Background variables

The following sociodemographic variables were defined:
age at survey, two levels of education (<13 years and
≥13 years), marital status categorized as nonpaired (single–
divorced–widow(er)) versus paired (married–cohabiting).
Social class were defined as social class I, II, III according
to the grouping professions in the international Erikson
Goldtorpe Portocare social class schema [8, 20] using the
Occupation Classification 2000 [23]. In this paper, Social
class I comprised higher-grade professionals, while Social
class II consisted of lower-grade professionals and admin-
istrators, and Social class III contained routine nonmanual
employees [10, 11, 20]. Working time was defined as
working full time (≥37 h/week) or part time (<37 h/week).

Quality of life, psychological distress, personality traits,
and WA

Quality of life (QoL) was measured by the Medical
Outcome Study Short Form 12 (SF-12) [40], resulting in
scores on the physical (PCS) and mental component
summary (MCS) scales, in which lower scores mean
reduced and higher values improved QoL. Global health
status was measured by item 1 of the SF-12 and was
dichotomized into very good–good versus moderate–rather
bad–bad health.

Anxiety–depression was measured by the Hospital
Anxiety and Depression Scale (HADS), which is consisting
of an anxiety subscale (HADS-A) and a depression
subscale (HADS-D) [2]. Higher scores mean higher levels
of anxiety or depression. Due to high correlations between
HADS-A, HADS-D, and MCS, only the latter variable was
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included in the regression analyses. Internal consistencies
of HADS-D and HADS-A were α=0.85 and 0.81,
respectively.

The Eysenck Personality Questionnaire (EPQ-18) is a
short version of the original 90-item EPQ [9, 27] covering
the personality dimensions of neuroticism, extraversion,
and psychoticism with six items each. Neuroticism repre-
sents the tendency to be emotional and nervous and is
strongly associated with vulnerability for anxiety and
depression. Neuroticism was the only personality dimen-
sion included in the present analyses. Each item on the
EPQ-18 is scored as 0 (no) and 1 (yes), and the six-item
scores on each dimension are added, giving a sum score
ranging from 0 to 6 on each dimension [27]. Internal
consistency of neuroticism was α=0.72.

The Work Ability Index (WAI) is a validated tool for
measuring self-assessed WA that reveals how well a worker
thinks she or he is able to perform her or his work, and it is
commonly used to measure work ability in health exami-
nations and workplace surveys [16, 43]. Current WA
compared with the lifetime best is rated on an 11-point
scale from 0 (completely unable to work) to 10 (WA at its
best). Current physical and mental WA were also rated on
5-point Likert scales from 1 (very good) to 5 (very poor),
and these ratings were dichotomized into very good–rather
good and moderate–rather poor–very poor [16].

The WAI also covers the “number of current diseases
diagnosed by a physician” covering: injuries from accidents,
musculoskeletal disease, cardiovascular disease, respiratory
disease, mental disorder, metabolic disease, neurological or
sensory disease, or other severe diseases. The total number of
comorbid diseases reported was dichotomized into comor-
bidity present (≥1 other disease) or absent.

Symptom scale measuring the referents’ own opinion of
somatic symptoms has been applied in combination with
the WAI in a comprehensive questionnaire among Finnish
municipal employees in an 11-year follow-up study of
aging workers [41, 42] and examined the association
between perceived health and early retirement among men
aged 42 to 60 from Eastern Finland. The symptom scale
consisted of the following symptoms: tiredness, nervous-
ness, concentration problems, headache, palpitation, verti-
go, nausea, chest pain, stomach ache, and insomnia were
scored on Likert scales with five response alternatives from
0 (never) to 4 (all the time). Symptom score was defined as
the total symptoms score ranging from 0 (no symptoms) to
40 (maximum). The referents self estimated how often they
subjectively experienced these symptoms.

The Demand–Control–Support Questionnaire (DCSQ)
is based on the job strain model of Karasek and Theorell
[18, 26]. The DCSQ has 17 items covering three aspects
of job strain that is a subjective, self-reported evaluation
of the work situation seen from the worker’s perspective

[7]. The demands subscale (demands caused by task of
work or work load) has five items; the control subscale
(decision authority over own work situation) has six items
and the support subscale (social support from colleagues
at work) has six items. Each item of the DCSQ items is
worded as a statement and is scored on a 4-point scale
from 1 (right) to 4 (wrong). In this study the internal
consistencies were for demands α=0.90, control α=0.91
and support α=0.96.

Statistics

The SPSS for PC version 13.0 were used for statistic
analyses. Continuous variables were analyzed by t-tests,
and in case of skewed distributions, nonparametric tests
were applied. Categorical variables were analyzed by χ2-
tests. Significant differences between groups on continuous
variables and 2×2 contingency tables were calculated as
effect sizes, and ≥0.40 were considered as significant
concerning clinical issues and work issues [21, 31]. The
internal consistency of scales was examined with Cronbach’s
coefficient α. The associations of relevant variables and
“work changes due to cancer” were examined with
univariable and multivariable logistic regression analyses.
The strength of associations was expressed as odds ratios
with 95% confidence intervals. The associations of various
independent variable and “current work ability” were
examined with univariable and multivariable linear regres-
sion analyses. Due to skewed distribution, “current work
ability” was log transformed. The strength of associations
of the latter method was expressed as standardized β-
values. The statistical significance level was set at p<0.05
and all tests were two tailed.

Ethics

The study was approved by the Regional Committee for
Medical Research Ethics of South Norway and approved by
the Norwegian Data Inspectorate. All survivors received
written information about the study and returned written
informed consents.

Results

Socioeconomic and demographic findings

A higher proportion of female survivors had changed work
due to cancer than the male ones (p=0.003, ES=0.39). No
other sociodemographic differences of clinical significance
were found between the change and nonchange groups
(Table 1).

1166 Support Care Cancer (2008) 16:1163–1171



Work situation findings

Compared to the nonchange group the change group
reported a poorer current WA (p≤0.001, ES 0.75), higher
proportion of part-time work (p<0.001, ES 0.83), reduced
physical and mental WA both in general and due to cancer
(p≤0.001, ES>0.50 for all) than found in the nonchange
group. The DCSQ demands subscale score was higher (p=
0.005, ES=0.38) while the support subscale score was
lower (p=0.005, ES=0.38) in the change versus the
nonchange group (Table 2).

Health, quality of life, and psychological distress findings

The change group had more weeks on sick leave due to
cancer diagnosis and treatment (p≤0.001, ES=0.63), but
they showed lower mean score on the Symptom scale (p≤
0.001, ES=0.44) although they reported poorer subjective
health status (p<0.001, ES=0.60) and more comorbid
diseases (p≤0.001, ES=0.53) than the nonchange group
(Table 3).

The mean scores of anxiety and depression were higher
in the change group (p<0.001, ES≥0.60 for both), and that
group also showed poorer physical (p<0.001, ES=0.74)
and mental QoL (p=0.004, ES=0.35) and higher score on
neuroticism (p<0.001, ES=0.54) than the nonchange
group.

Table 2 The characteristics of the samples work situationa

Variables No work change
(N=359), N (%)

Work change
(N=72), N (%)

P Effect size

Evaluation of own work ability, mean (SD) 8.5 (1.8) 6.9 (2.4) <0.001 0.75
Working time each week, N (%)
Full time (≥37 h) 243 (70) 29 (41) <0.001 0.83
Part time (<37 h) 104 (30) 41 (59)
Physical work ability, N (%)
Very good–rather good 283 (84) 37 (62) <0.001 0.51
Moderate–rather poor–poor 53 (16) 23 (38)
Physical work ability reduced due to cancer, N (%)
Not at all–relatively little 262 (78) 31 (52) <0.001 0.56
Moderate–quite a lot–very much 74 (22) 29 (48)
Mental work ability, N (%)
Very good–rather good 288 (86) 36 (60) <0.001 0.61
Moderate–rather poor–poor 48 (14) 24 (30)
Mental work ability reduced due to cancer, N (%)
Not at all–relatively little 286 (85) 32 (54) <0.001 0.70
Moderate–quite a lot–very much 50 (15) 27 (46)
DCSQ subscale, mean (SD)a

Demands 13.0 (2.8) 14.0 (2.5) 0.005 0.38
Control 17.6 (3.0) 17.4 (2.9) 0.91
Support 19.5 (2.6) 18.5 (2.6) 0.005 0.38

DCSQ Demand–Control–Support Questionnaire
a All calculations adjusted for gender

Table 1 Socioeconomic and demographic characteristics of the
samples

Variables No work
change
(N=359),
N (%)

Work change
(N=72),
N (%)

p Effect
size

Age, mean (SD) 49.9 (9.5) 51.4 (7.6) 0.19
Gender
Male 188 (52) 24 (33) 0.003 0.39
Female 171 (48) 48 (67)
Education
≤12 years 207 (58) 36 (50) 0.22
> 12 years 151 (42) 36 (50)
Civil status
Paired 325 (92) 60 (88) 0.30
Nonpaired 28 (8) 8 (12)
Children ≤17
years at home

133 (37) 16 (22) 0.02 0.33

Social class
Class I 149 (43) 32 (45) 0.97
Class II 133 (39) 27 (38)
Class III 61 (18) 12 (17)
Annual household income
<62.500 EURa 179 (51) 43 (60) 0.16
≥ 62.500 EUR 174 (49) 29 (40)

a EUR is the currency of the European Union
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Factors associated with change of work due to cancer

All variables that showed significant differences between
the change and nonchange groups in the descriptive
statistics were confirmed in the univariate logistic regres-
sion analyses (Table 4). In multivariable logistic regression
analyses, however, only mental work ability reduced due to
cancer was significantly associated with belonging to the
change group. Female gender, increased job demands, and
lower physical quality of life showed trends toward
significant associations with the change group (p=0.05–
0.07).

Factors associated with current WA

Because most of the literature on CSs concerns WA rather
than work changes, we examined the relationship between
these two concepts. The correlation between them was r=

0.30. In univariable analyses, work changes, age, symptom
score, comorbidity, PCS-12, MCS-12, physical and mental
work ability due to cancer, support at work, and neuroti-
cism were all significantly associated with current WA
(Table 5). In the multivariable analyses, PCS-12 was most
strongly and positively associated with current WA. MCS-
12 also showed a similar but somewhat less strong
association. Finally, reduced mental work ability due to
cancer showed a significant but weak negative association
with work ability. Work changes showed no significant
association with current WA in the multivariable analysis.

Discussion

According to our definition of “work changes due to
cancer,” 83% of CSs did report any such changes during
the observation period, while 17% reported one or more

Table 3 Health, quality of life, and psychological distress of the samplea

Variables No work change
(N=359)

Work change
(N=72)

p Effect size

Time from diagnosis in months, mean (SD)a 48.2 (16.3) 49.9 (14.8) 0.40
Sick leave time due to cancer diagnosis and treatment
in weeks, mean (SD)

23.5 (20.0) 47.3 (49.7) <0.001 0.63

Symptom score, mean (SD) 39.4 (7.4) 35.2 (7.1) <0.001 0.44
Global health status, N (%)
Very good–good 261 (73) 31 (44) <0.001 0.60
Moderate–bad–very bad 97 (27) 40 (56)
≥1 Comorbid diseases, N (%) 146 (41) 48 (67) <0.001 0.53
HADS anxiety score, mean (SD) 4.6 (3.5) 6.9 (4.0) <0.001 0.61
HADS depression score, mean (SD) 2.3 (2.5) 4.3 (3.6) <0.001 0.65
SF-12 PCS, mean (SD) 50.5 (8.4) 43.1 (11.7) <0.001 0.74
SF-12 MCS, mean (SD) 53.5 (9.0) 50.1 (10.3) 0.004 0.35
EPQ-18 neuroticism, mean (SD) 2.4 (1.8) 3.4 (1.9) <0.001 0.54

HADS Hospital Anxiety and Depression Scale, PCS SF-12 physical component, MCS SF-12 mental component, EPQ-18 Eyseneck Personality
Questionnaire
a All calculations adjusted for gender

Table 4 Factors associated with work changes due to cancer versus no changes due to cancer (reference) in cancer survivors

Variables Univariate analysis Multivariate analysis

OR 95%CI p OR 95%CI p

Gender (male = ref) 2.20 1.30–3.74 0.004 1.94 1.01–3.70 0.05
Physical work ability reduced due to cancer 3.31 1.88–5.85 <0.001 1.05 0.49–2.26 0.90
Mental work ability reduced due to cancer 4.83 2.67–8.74 <0.001 2.58 1.18–5.56 0.02
DCSQ-demands 1.15 1.04–1.27 0.008 1.12 0.99–1.27 0.06
DCSQ-support 0.86 0.77–0.96 0.006 0.98 0.85–1.12 0.71
Symptom scale score 0.94 0.91–0.97 <0.001 0.99 0.94–1.04 0.74
Comorbidity present 2.84 1.66–4.84 <0.001 1.56 0.82–2.97 0.18
PCS-12 0.93 0.91–0.96 <0.001 0.96 0.93–1.00 0.07
MCS-12 0.97 0.94–0.99 0.006 1.00 0.96–1.04 0.98
Neuroticism 1.32 1.15–1.51 <0.001 1.06 0.87–1.29 0.57
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changes. Significantly more women than men reported
work changes, and those belonging to the change group
reported significantly poorer current WA, poorer physical
and mental WA both in general and due to cancer. They
experienced more demands and less support at work
compared to the nonchange group. The change group had
a lower mean score of symptoms but poorer general health
status and more comorbid diseases, psychological distress,
and neuroticism, and their physical and mental quality of
life were poorer compared to the nonchange group. In
multivariable analyses, only poor mental WA due to cancer
was significantly associated with work change, while
female gender, demands at work, and physical quality of
life showed trends.

Studies published during the last 10 years have mostly
focus on CSs return to work and showed that the
employment rates of CSs range from 30% to 90% with
slightly lower labor participation than among controls [30,
36]. Recent studies show that working CSs are more likely
to report poorer health and more comorbid chronic somatic
conditions [5, 10, 29, 32, 33, 35] than controls without
cancer. These studies also have found that a minority of
CSs reported that cancer had impaired or reduced their WA
in negative way [1, 13, 30, 34, 36, 38].

In our sample, work changes concerned several aspects
namely: changes of workplace, prior occupation, work
tasks, becoming unemployed or early retirement. One could
argue that these changes are different in character, and they
should not be lumped together. However, they have in
common that they were attributed to the cancer illness and
have many similar characteristics as CSs described in
earlier studies such as weaker general health status, more
comorbid diseases, and poorer quality of life. The majority
of CSs in our sample did not have to do such work changes
due to their cancer however, and this is an encouraging

results. The implication is that cancer treatment hardly
affects WA to any significant extent among the majority of
tumor-free cancer patients with good prognosis.

The correlation between work changes and WA was
moderate, but work changes were not significantly associ-
ated with WA in multivariable analysis. Poorer mental WA
due to cancer was significantly associated with both work
changes and WA in multivariable analyses and so was
physical quality of life. Mental quality of life was
significantly associated with WA but not with work
changes. Thus, both poorer scores on both mental and
physical factors were associated with the need to make
work changes and to current WA in our sample.

A limitation of our study is the lack of registrations of
the de facto practical working conditions in our samples,
and thus we cannot reject the possibility of selection bias
because there is a possibility that those with the most
successful work situation are the ones who responded
positively to our invitation.

That we only have examined survivors of early stage
breast, prostate, and testicular cancer is another limitation
of our study. Examination of other types and more
advanced stages of cancer could lead to different findings
concerning work change due to cancer. A response rate of
approximately 60% for a questionnaire study of cancer
survivors is not optimal. Patients treated at our hospital are
exposed to several follow-up investigations particularly
those with breast and testicular cancer, and this fact can
explain the low response rate among these cancer survivors.
An attrition analysis of the total sample showed no
significant differences between responding and nonres-
ponding cancer survivors in the variables available for
examination. We therefore suggest that our findings can be
generalized to the sample of cancer survivors who fulfill
our selection criteria.

Table 5 Association of various independent variables and “current work ability” as dependent variable

Variables Univariable analyses Multivariable analyses

Standardized β P Standardized β P

Work change (no change = reference) −0.229 <0.001 −0.063 0.11
Age 0.126 0.01 −0.053 0.18
Gender (male = ref) −0.075 0.14 – –
Physical work ability reduced due to cancer −0.407 <0.001 −0.040 0.40
Mental work ability reduced due to cancer −0.466 <0.001 −0.139 0.003
DCSQ-demands −0.065 0.20 – –
DCSQ-Support 0.241 <0.001 0.000 1.00
Symptom scale score 0.396 <0.001 0.032 0.48
Comorbidity present −0.269 <0.001 −0.010 0.82
PCS-12 0.521 <0.001 0.445 <0.001
MCS-12 0.407 <0.001 0.342 <0.001
Neuroticism −0.341 <0.001 0.001 0.98
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Conclusion

In this sample of tumor-free CSs after primary treatment of
breast, prostate, and testicular cancer with good prognosis,
who had returned to work, we found that the majority of the
CSs did not have to make work change due to their cancer.
In the minority of 17% who had to do so consisted mainly
of women and was further characterized by poorer mental
work ability due to cancer and poorer physical and mental
quality of life. Both health care workers and the occupa-
tional health care system should have these factors in mind
for follow-up programs for CSs.
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