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Abstract
Purpose Forward progress in cancer treatment has resulted in fewer adverse consequences of cancer during and after treat-
ment, offering employed cancer patients the possibility of continuing to work during treatment, returning to work after 
treatment, or implementing a combination of strategies to manage the cancer–work interface. Yet, much of the research on 
cancer and employment examines return to work as the primary outcome, neglecting to consider the circumstances of survi-
vors who maintain employment while engaged in active treatment. We introduce the Cancer–Work Management Framework 
(CWMF), a conceptual framework for understanding the cancer and job demands survivors who continue to work during 
active treatment experience and how cancer and job resources and strategies could promote cancer–work fit and ultimately 
optimize employment and health outcomes.
Methods We provide an overview of the research describing the cancer–work management experiences of survivors who 
maintain employment during active treatment and summarize the theories that informed the CWMF including ecological 
systems, boundary-spanning, and job demands and resources theories.
Results The paper presents a description of the components of the CWMF which include cancer demands, cancer care 
resources and strategies, work demands, and workplace resources. We also describe a process—cancer–work fit—that reflects 
the interplay between demands and resources influence employment and health outcomes.
Conclusions Future research directions for developing knowledge about the cancer–work management process are proposed 
with suggestions for study of how cancer and job demands influence cancer treatment and employment decisions.
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Introduction

Advances in early detection and treatment of cancer have 
resulted in improved cancer survival rates in the United 
States (USA) [1, 2]. The five-year relative survival rate for 
period between 2009 and 2015 is 69% for all races and can-
cer sites, a rate much improved from the periods between 
1975 and 1977 (49%) and 1987 and 1989 (55%) [3]. Nota-
bly, between 2010 and 2015, almost two-thirds (61%) of 
all cancer cases (5.25 million) were diagnosed among men 
and women between the ages of 20 and 69 years, indicating 
that the majority of cancer cases occur among working-age 
adults [4]. Forward progress in cancer treatment has resulted 
in fewer adverse consequences of cancer during and after 
treatment [5], offering employed cancer patients the possibil-
ity of continuing to work during treatment, returning to work 
after treatment, or implementing a combination of strategies 
to manage the cancer–work interface [6, 7].
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Employment decisions and cancer treatment behaviors 
may be influenced by several factors, including the context 
of patients’ employment [7, 8]. Employment context refers 
to how work processes are structured and managed, includ-
ing job-level factors such as work schedules, job tasks, social 
support at work, and job security as well as organizational-
level factors that may include paid leave, health insurance, 
schedule control, and supervisor practices. Employment 
context influences every aspect of a worker’s life on the job 
[9] as well as the ability to integrate work with non-work 
responsibilities [10]. Forty-two percent of workers in the 
USA are employed in jobs that pay less than $15 per hour, 
with women and minorities overrepresented in these jobs 
[11]. Such jobs seldom offer employee benefits or workplace 
supports that enable workers to develop personalized strate-
gies to manage cancer treatment and work responsibilities 
[12, 13]. Limited paid leave may prevent patients from tak-
ing time off following a cancer diagnosis or require them to 
take unpaid leave, which may cause unexpected financial 
strain for patients and families [14]. Moreover, pre-existing 
financial insecurity and financial burdens associated with 
cancer treatment may further influence employment and 
cancer treatment decisions among working cancer patients 
[15, 16].

Much of the research on cancer and employment exam-
ines return to work (RTW) as the primary outcome [17, 
18]. Several studies underscore the potential adverse con-
sequences of treatment on survivors’ job performance and 
ability to RTW [6, 17–20]. A systematic review of predictors 
of work and employment among cancer survivors by Van 
Muijen et al. revealed that chemotherapy and a heavy work-
load were negatively associated with RTW, whereas less 
invasive surgery was positively associated with RTW [18]. 
In another systematic review, Mehnert identified several 
work factors positively associated with RTW among cancer 
survivors, including receipt of counseling and rehabilitation 
services, fewer side effects from treatment, flexible work 
arrangements, and perceived employment accommodation 
[17].

Conceptual models developed to understand the complex 
interplay between cancer and work primarily focus on the 
influence of cancer on RTW, productivity, and long-term 
employment [17, 21, 22]. The cancer and work model devel-
oped by Feuerstein and colleagues represents the health and 
functional ability of survivors in relation to work demands, 
work environment, and other factors that influence survi-
vors’ RTW [21]. This clinical model is intended to guide 
cancer care providers in assessing post-treatment challenges 
to a survivor’s optimal work function and employment out-
comes and to assist survivors in managing identified func-
tional challenges that may affect RTW [21].

Informed by the results of a systematic review of the cur-
rent knowledge about employment among cancer survivors, 

a second model, developed by Mehnert, “identified inde-
pendent and mediating factors and outcome criteria that 
have informed studies on cancer and employment in recent 
years” (p. 126) [17]. This model offers a detailed description 
of individual socio-demographic, psychosocial, cancer, and 
work factors that can serve as a guide for researchers seek-
ing to understand the medium and long-term influences of 
cancer treatment on employment. Finally, a third model that 
adapted Feuerstein et al. [21] and Mehnert’s [17] conceptual 
models describes the individual and interpersonal factors, 
work environment factors, and cancer treatments effects 
that may influence employment and RTW [22]. This model 
extends the earlier models by identifying interventions that 
promote return to work and employment.

Though these three conceptual models are systematically 
informed by the accumulating research on the influence of 
cancer on employment and RTW among survivors, their pri-
mary focus is on the post-treatment period of survival. This 
perspective overlooks the unique challenges cancer survivors 
experience when they maintain employment during active 
treatment. More complete knowledge about the cancer–work 
management process during active treatment could optimize 
effectiveness of treatment and help survivors maintain pro-
fessional identity while reducing the potential economic 
burden of cancer treatment through continued employment.

Managing the cancer–work interface during active 
treatment

In recent years, a few studies have attempted to assess the 
experiences of employed cancer survivors who worked dur-
ing active treatment [7, 23–25]. Across three of these stud-
ies, between 30 and 60% of survivors continued to work 
during treatment [7, 23–25]. Opportunities to work flexibly 
were associated with employment continuity during treat-
ment as was disclosure of the cancer diagnosis to co-workers 
[23]. Reasons women with breast cancer continued to work 
included fear of losing their job if they took leave, fear of 
losing employer-sponsored health insurance, and a need for 
income and a sense of normalcy [7]. Although individual 
and workplace strategies enabled survivors to keep work-
ing during active treatment, Pryce and colleagues noted that 
working during treatment was associated with difficulties 
managing fatigue [23]. Multiple workplace resources were 
used to mitigate the negative effects of cancer-related limita-
tions on work [24].

Three critical points emerged from these studies relevant 
to survivors’ employment continuity during cancer treat-
ment: (1) many survivors continue to work while receiving 
treatment, in part, out of economic necessity; (2) individ-
ual and workplace strategies are important for employ-
ment continuity during treatment; and (3) many survivors 
leverage individual and workplace strategies to manage 
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cancer care demands, symptoms of cancer, and employment 
responsibilities.

Although there are similarities between the RTW litera-
ture and the emerging employment continuity literature, 
research indicates that survivors who continue to work dur-
ing treatment experience a different set of circumstances, 
highlighting the need for more research on the cancer and 
work interface among survivors during active treatment. 
A comparable model for how employed cancer survivors 
manage employment during active treatment and the unique 
challenges encountered during treatment is needed. To this 
end, we offer the Cancer–Work Management Framework 
(CWMF; Fig. 1), a conceptual framework that illuminates 
the cancer–work management process from diagnosis 
through completion of treatment.

Theoretical background

Understanding how survivors manage the cancer–work 
interface during active treatment and beyond requires 
recognition that a cancer survivor’s employment and can-
cer outcomes are influenced by both the cancer care and 
employment systems. The CWMF is grounded in ecological 
systems, boundary-spanning, and job demands and resources 
theories. Herein, we briefly summarize how these theories 
informed the CWMF.

Ecological systems theory asserts that individuals are 
embedded within a series of inter-related systems that 
influence development, behavior, and outcomes [26] 
(Fig. 2). In the CWMF, the cancer survivor is embed-
ded within two primary microsystems—the employment 
and the cancer care systems—that influence cancer treat-
ment and employment decisions and outcomes [27, 28]. 
The cancer survivor is influenced by biological factors, 

socio-demographics, risk status, comorbidities, attitudes 
and beliefs, decision-making preferences, and psychologi-
cal coping [28]. The employment system is comprised of 
the survivor’s role as a worker and fulfillment of the job 
responsibilities associated with this role. It also includes 
organizational factors and job task-related factors [27]. 
The cancer care system is made up of all individuals 
involved in the care of a cancer survivor and their knowl-
edge, communication skills, cultural competency, and 
team functioning [28]. It also includes the organization(s) 
providing care and the features, characteristics and prac-
tices of the organization(s), and the embedded nature of 
the provider and care team within the broader organiza-
tion. How a survivor manages the cancer–work interface 
(i.e., cancer–work fit) is influenced by the connections 
and interactions between these microsystems. These 
interactions between the microsystems (employment and 
cancer care system) create the mesosystem. The exosys-
tem level of the ecological model is represented by indi-
rect environments that create context and influence how 
survivors manage the cancer–work interface. Examples 
of dimensions of exosystems that may influence a survi-
vor’s cancer–work fit include hospital and medical center 
policies, patient education/navigation services, delivery 
system design, appointment availability, employment 
schedules, and work requirements.. Finally, macrosystems 
are the societal, cultural, and state and national policy 
contexts (e.g., economic climate, Affordable Care Act, 
Americans with Disabilities Act (ADA), Family Medical 
Leave Act (FMLA), other employment policies) that cre-
ate the larger context that influence the survivor as well 
as the systems in which the survivor is embedded [16]. 
Although the CWMF focuses primarily on the micro-, 

Fig. 1  Managing the cancer–work interface: introducing the cancer–
work management framework

Fig. 2  Factors at multiple levels associated with the cancer–work 
management process
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meso-, and exosystems, some workplace and cancer care 
resources exist within the respective systems because of 
public policy intervention. Nonetheless, authors focus 
primarily on the three aforementioned systems as ele-
ments in these systems are potentially modifiable without 
changes to federal or state policies or mandates. Employ-
ers, clinical care teams, occupational health, behavioral, 
or health advocates may support cancer survivors in mak-
ing adaptations at the micro-, meso-, or exosystem levels 
that promote cancer–work fit during treatment. Macrosys-
tem factors require more complex approaches for change 
over a longer time horizon precluding immediate benefit 
to a patient managing cancer and work.

Boundary-spanning theory indicates that when bounda-
ries between the cancer care and employment microsystems 
are flexible and porous, the systems reciprocally influence 
each other in ways that are beneficial for the survivor [29]. 
Access to job-related resources or resources provided by the 
cancer care team creates a fluidity and permeability between 
an individual’s roles as a cancer survivor and employee 
(Table 2). This permeability between roles, in turn, increases 
the chances that a survivor can maintain employment 
throughout active treatment without negatively affecting the 
effectiveness of cancer care or compromising job security.

Job demands–resources theory (JD-R) proposes that 
worker behavior is a reflection of the ways in which the 
individual responds to the job demands within the context 
of resources available to support the individual in meeting 
those demands [30]. Job demands are defined as the physi-
cal, psychological, social, or organization features of a job 
that “demand” sustained effort [10, 31]. Thus, job demands 
are associated with a variety of related physical and/or psy-
chological costs [32, 33]. Workplace resources, in contrast, 
are defined as those features of a job that are functional to 
achieving work goals; reducing job demands and associated 
costs; and/or leading to personal growth, learning, or devel-
opment [34]. The CWMF extends JD-R principles to include 
Cancer demands–resources (CD-R) that interact across the 
cancer and employment systems. CD-R reflect demands 
and resources present as part of the cancer care system and 
experiences that require the survivor to make care decisions 
while balancing potentially competing demands across sys-
tems within the context of varying types of resources avail-
able within those two systems.

Components of the cancer–work 
management framework

The CWMF proposes that an employed survivor manages 
the demands of cancer care with his/her job responsibilities. 
Under this framework, employment and treatment decisions/
receipt of treatment (health) are a reflection of the interplay 

between demands (cancer and job) and available resources 
(cancer care and workplace) encountered within each system 
as well as strategies associated with each role and available 
within each system. Cancer–work fit represents the process 
that connects the systems and facilitates cancer–work man-
agement during active treatment.

We define cancer demands as the structural, psycho-
logical, cognitive, and/or physical requirements associated 
with the cancer survivor role and the expectations and ill 
effects that result from this role [35]. Structural demands 
are institutional or organization barriers that impede a survi-
vor’s access to cancer care. Examples of structural demands 
external to the cancer care delivery system include prox-
imity of the cancer care facility, access to transportation, 
and availability of child or elder care. Structural demands 
that often occur within a cancer delivery system include the 
time of day that appointments are scheduled as well as the 
time required to travel to and from [7, 28, 35]. Psychologi-
cal demands are aspects of cancer care that create emotional 
and/or psychological reactions in the survivor such as mental 
health effects associated with receiving a cancer diagnosis, 
changes in physical appearance or function, worry about 
prognosis, or financial hardship due to missed work or job 
loss due to cancer [16, 36]. Cognitive demands are those 
demands directly related to the intellectual functioning of 
the survivor which in turn may be impacted by short- and 
long-term effects of radiation and chemotherapy treatment 
[37]. Cancer demands may also take the form of physical 
limitations secondary to treatment (e.g., fatigue, physical 
impairments), side effects of treatment (e.g., diarrhea, hair 
loss), or complications of treatment (e.g., surgical infections) 
[38].

The actual impact these demands place on an employed 
survivor during treatment is poorly understood, as is the 
cumulative effect of managing cancer demands with work 
responsibilities. Access to resources and strategies availa-
ble through the cancer care system could mitigate potential 
adverse health consequences of managing the cancer–work 
interface.

Cancer care resources and strategies are the practical and 
organizational elements that support survivors navigating 
the cancer care experience. Access to cancer resources and 
support can affect the adjustment and wellbeing of cancer 
survivors [39]. We extend this logic suggesting that use of 
cancer care resources and supports can facilitate the can-
cer–work management processes. Adapting Andrykowski 
and colleagues’ framework, we group cancer care resources 
and strategies into four domains: intrapersonal (character-
istics internal to the individual), interpersonal (resources 
that are provided by another individual), informational, and 
instrumental/tangible [40]. Table 1 details types of can-
cer care resources and strategies that could help survivors 
manage the cancer–work interface. Although operational 
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procedures vary among medical centers and cancer care 
teams, cancer patients generally are able to access the types 
of cancer care resources and strategies outlined in Table 1 

from cancer patient navigators, oncology social workers, and 
other members of their treatment team who may incorporate 
employment issues into patient care plans [6, 14, 40, 41].

Table 1  Cancer care resources and strategies

Domain Type Examples

Intrapersonal Psychological resources Optimism, spirituality, cognitive behavioral therapy
Financial resources Subsidized medications, Medicaid enrollment, payment plans, gas cards, lodging assistance

Interpersonal Support services Referral for social work services, support groups, integrative medicine, nutrition counseling, 
genetic counseling

Cancer care Patient–provider communication, patient navigator
Informational Health and cancer information Symptoms, diagnosis, treatment, prognosis, what to expect, side effects, managing work 

responsibilities
Federal and state employment 

protection policies
Eligibility criteria and process to apply for protections under the FMLA and ADA

Instrumental Cancer care Hours of operation, weekend appointments
Personal items Prosthesis, wigs, colostomy bags, related accessories
Legal services Discrimination protections (e.g., employment, disability)
Assistance Utilities, medication, financial, health insurance, food, housing, and transportation

Table 2  Cancer and job demands, resources, and boundary-spanning strategies [7, 14, 17–21, 24, 40]

Cancer Job

Within domain demands
 Time for medical appointments Number of paid work hours
 Time for treatment Overtime requirements
 Time for recovery of treatment Work schedule
 Psychological demands Physical job demands
 Cognitive limitations Psychological job demands
 Physical limitations Job insecurity

Worry may be forced to quit/retire
Worry not fulfilling job requirements

Within domain resources
 Patient–provider communication about cancer–work management Social support at work
 Cancer provider support for job-related decisions Job autonomy
 Offer medical/treatment appointments during evening and weekends Meaningful work

Boundary-spanning resources
 Assistance with cancer–work management Flexible work schedule
 Scheduling of treatment during non-work hours Schedule control
 Provider team supportive of employment responsibilities and job demands Work from home
 Provider communicates about treatment effects on work Reduction of work hours
 Provider team culture that values works and supports survivor work role Paid sick leave/family medical leave

Boundary-spanning strategies
 Cancer care plan with minimal time demands Reduce work hours/overtime hours
 Cancer care plan with fewer negative side effects Job task modification/reduce physical demands
 Consider work requirements within context of cancer care plan Modify work schedule to fit with cancer treat-

ment and side effects
Modify work responsibilities
Reduce travel requirements
Work through treatment
Take breaks
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Job demands refer to those objective or perceived physi-
cal, psychosocial, or organizational aspects of employment 
to which workers must respond or adapt with physical, cog-
nitive, and emotional effort and/or skill [10, 31]. Physical job 
demands pertain to the level of physical exertion required by 
job tasks [42]. In contrast, psychological work demands refer 
to those aspects of the job that requires sustained psycho-
logical, cognitive, or emotional effort (e.g., time pressure, 
heavy workload, job autonomy and control, work hours) 
[32, 33]. The nature of job demands may influence a cancer 
survivor’s decision to continue working during and/or after 
treatment [17, 43]. Research indicates that manual work 
and non-sedentary work are associated with unemployment 
among cancer survivors [44–46], as is physical workload 
[20]. This is especially true when cancer survivors have poor 
physical and mental health and experience physical exhaus-
tion [47–49]. These same job demands that influence survi-
vors’ post-treatment work disposition may also influence the 
cancer–work management processes during active treatment, 
including employment decisions. Accessing work or cancer 
care resources and/or adopting strategies may help mitigate 
potential adverse effects of cancer treatment on employment 
outcomes during treatment.

Workplace resources and strategies are those physical, 
psychological, social, and organizational aspects of the 
job that allow workers to achieve work goals, manage job 
demands that may contribute to physiological and psycho-
logical costs, and contribute to personal growth and devel-
opment [34]. Workplace resources that may aid survivors’ 
continuity of work post-treatment include flexible work 
hours, modification of job duties, paid time off for medi-
cal appointments, and a reduction in standard work hours 
without penalty [50, 51]. Control over job tasks and work 
hours, reduction of physical job demands [52, 53], and social 
support at work [7, 20, 51, 54] yield positive employment 
outcomes for cancer survivors. Although federal and state 
polices (e.g., ADA, FMLA) protect some workers, ultimately 
the cancer survivor is responsible for negotiating access to 
formal and informal workplace policies that can assist with 
managing cancer–work interface [7]. The survivor must 
determine whether or not to disclose his/her diagnosis at 
work, whom to tell (e.g., human resources representative, 
supervisor, co-worker), and then ultimately decide what type 
of resources and supports are needed to successfully manage 
cancer treatment [7].

Table 2 details the types of job and cancer demands and 
resources that survivors may experience and the boundary-
spanning resources and strategies that promote cancer–work 
fit.

Cancer–work fit is the linking mechanism between cancer 
care and employment systems, the demands required of each 
role (cancer survivor and worker), resources accessed within 
both domains, and the employment and health outcomes of 

survivors employed at diagnosis. Thus, overall health and 
employment outcomes are a consequence of cancer–work 
fit [7]. Cancer–work fit is a form of inter-role congruence 
in which resources associated with the worker role and the 
cancer survivor role are sufficient to meet the demands 
of cancer care such that participation in cancer treatment 
can be effective and workers continue to maintain employ-
ment [10]. Cancer–work fit optimization enables survivors 
to more effectively manage employment as desired while 
receiving recommended cancer treatment [7, 24]. Less than 
optimal cancer or employment outcomes may occur when 
the demands of the cancer or work environment exceed 
the resources available to assist with management of those 
demands [7].

Employment continuity during active treatment requires 
multiple strategies at the individual and work levels [7, 24]. 
Individual-level strategies are approaches used by patients to 
coordinate care within the context of work, such as planning 
treatments around work schedule, considering treatment side 
effects when coordinating work schedule with employer, and 
modifying schedule to attend medical appointments [7]. 
Workplace-level strategies involve the utilization of formal 
and informal workplace policies and practices (resources) 
(Table 2). Cancer–work management strategies may evolve 
over the course of treatment according to impact of treat-
ment on survivor’s physical, cognitive, and psychological 
health [23].

Although individuals employed at the time of diagnosis 
may prefer to keep working throughout treatment, the inter-
play between cancer-related factors and job demands influ-
ences the trajectory of a survivor’s employment decisions 
during treatment [7, 55]. Figure 3 illustrates possible path-
ways of employment decisions. Upon diagnosis, employed 
survivors must decide whether to continue or discontinue 
working. Survivors maintaining employment during treat-
ment may encounter additional employment decisions. Some 
survivors may continue working with limited or no time off; 
others may take intermittent leave or take a leave of absence. 
At any of these critical employment decision points, cancer 
survivors may decide to resign from their job altogether. 
Survivors’ cancer care and employment decisions may be 
subject to change as care proceeds.

The consequences of cancer treatment on a survivor’s 
health is well documented. However, less is known about the 
health consequences of managing the cancer–work interface 
during active cancer treatment. Working during treatment 
is associated with higher levels of fatigue in comparison 
to not working, and RTW is associated with higher levels 
of cancer–work management stress [23]. Relatedly, extant 
evidence suggests that employment conditions may influ-
ence cancer care. The 2008 National Health Interview Sur-
vey found an association between paid sick leave and health 
care visits; workers with paid work leave benefits were more 
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likely to participate in preventative health care visits and 
visit a health care provider (e.g., mammography) [56]. Simi-
larly, a narrative review of the oncology literature that evalu-
ated the influence of employment on treatment decisions 
discovered survivors: (1) missed treatment appointments 
to avoid job termination and maintain employment [6, 57], 
(2) maintained employment to preserve employer-provided 
health insurance [6, 58], (3) discontined treatment due to 
job interference [6, 58], and (4) postponed/missed scheduled 
treatment due to conflicts with a work responsibilities [6, 
59]. Further evidence suggests that survivors with high job 
stress are more likely to miss treatment due to work than 
survivors with minimal job stress [59]. Delaying or forgoing 
cancer treatment can diminish treatment effectiveness and 
shorten survival [60, 61].

Conclusions and directions for future 
research

Maintaining employment during active treatment concerns 
many working-age cancer survivors. This article presents 
the conceptual CWMF to describe cancer care and employ-
ment characteristics that facilitate or hinder cancer–work fit, 
thereby influencing employment, cancer treatment decisions, 
and receipt of recommended treatment. We believe this is 
the first framework on the cancer–work management process 
among employed survivors from diagnosis through comple-
tion of active treatment.

The CWMF provides a structure to guide researchers 
and practitioners in understanding the nuanced interac-
tions between the cancer care and employment systems that 
influence employed survivors’ treatment decisions, receipt 
of treatment, and employment decisions. We argue these 
outcomes are influenced by an employed survivors’ cancer 
and job demands, the relationship between these demands, 
and the types of resources and strategies available and then 
leveraged by survivors. Ultimately, cancer care will be 
enhanced when survivors optimize the fit between cancer 
care needs and job responsibilities by accessing available 
resources. Yet, oncology providers may not fully appreciate 
the potential impact of employment on cancer care deci-
sions and treatment. Recent analyses of 2014 Health Infor-
mation National Trends Survey confirm this suspicion [62]; 
results indicate a majority of cancer survivors employed at 
diagnosis never discussed employment with a health care 
provider [62]. When asked about employment concerns by 
cancer patient navigators, financial barriers, work and treat-
ment conflict, taking unpaid leave for cancer treatment, and 
working through cancer treatment were common concerns 
for their patients [41]. Navigators identified employment, 
employment protections, and financial resources as impor-
tant topics that would help survivors manage cancer–work 
fit and optimize positive cancer and work outcomes [41]. 
Similarly, supervisors and managers may not be well 
informed about the implications of a cancer diagnosis [63] 
or strategies that could promote cancer–work fit, beyond 
what is required by law such as flexible work arrangements, 
modifying work hours, job task modification, and supervi-
sor support.

We recommend future research to advance the under-
standing of the cancer–work management process. First, 
descriptive research and surveillance will be important to 
understand the following: (1) the prevalence of employment 
continuity and the trajectory of this decision throughout 
treatment, (2) the prevalence of care teams that systemati-
cally discuss cancer–work management with survivors, (3) 
the resources offered by cancer care systems and the varia-
tion of these resources by cancer type and stage of diagnosis, 
and (4) the types of resources available at the workplace. It 
is also necessary to understand variation by patient socio-
demographic characteristics across all four of these areas. 
Moreover, it is necessary to understand how variation in 
employer size and industry across all of four of these areas 
influence the cancer–work management process.

Second, identification of cancer care and job factors that 
support or undermine treatment decisions, receipt of rec-
ommended cancer treatment, and employment is needed. 
The CWMF proposes factors that may independently or 
in combination influence these outcomes. More complete 
knowledge about the cancer–work management process 
will allow cancer care teams to better prepare survivors to 

Fig. 3  Cancer–work management: employment decision process
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optimize cancer treatment and possibly increase employment 
continuity and will provide researchers more information 
from which to draw hypotheses about relationships between 
elements of the framework.

Additional information about cancer care and employ-
ment factors that promote cancer–work fit is an another 
area of research that is needed to understand the influence 
of these factors on treatment decisions and receipt of rec-
ommended care. For instance, identification of the types, 
quality, and content of patient–provider communication 
about work, and results of this communication on survi-
vors’ cancer–work management is a necessary first step 
towards developing interventions that will optimize cancer 
outcomes. From a work perspective, a systematic inquiry 
into the treatment effects of survivors’ cancer disclosure 
decisions at work is overdue. DeMoor et al. found a notable 
proportion of survivors never discuss the potential impact of 
cancer diagnosis on work, but survivors who receive a treat-
ment summary are significantly more likely to discuss the 
impact on employment [62]. Considered together, one area 
for future research would be to evaluate the extent to which 
cancer survivorship plans can be used as a tool to facilitate 
patient–provider communication about management of the 
cancer–work interface.

Finally, the development of new knowledge about how 
working survivors make treatment and employment deci-
sions across the course of treatment is suitable for longitudi-
nal research. This type of study design allows researchers to 
examine how domains in the CWMF influence other areas, 
in real-time and throughout the course of treatment, and to 
observe the ways in which an interaction between cancer 
care and employment influences a decision and possibly an 
outcome. Future longitudinal studies also offer the opportu-
nity to more fully characterize how elements of the CWMF 
influence decision-making and outcomes and to identify how 
features of the framework positively and negatively influence 
cancer and employment outcomes.

Given the formative nature of the CWMF, the authors 
acknowledge its limitations. Due to the dearth of research 
on cancer and work management during active treatment, 
the development of this model relied on theory and related 
research rather than a systematic literature review. Conse-
quently, our ability to comment on the direction of influ-
ence among and across features of the framework is lim-
ited. Available research on the topic were primarily small, 
cross-sectional studies. Authors acknowledge factors other 
than those identified in the model that may influence the 
cancer–work management process. Resources and demands 
associated with survivors’ other life roles (e.g., caregiver, 
family, or community member), comorbid conditions, other 
forms of social supports (e.g., family, friends), and/or geo-
graphic proximity to a medical facility could affect how a 
survivor manages cancer and work, as could knowledge 

about and access to federal employment protections such 
as ADA and FMLA. Moreover, employer resources and 
demands vary significantly by employer size, industry, and 
job type. As future research refines our understanding of 
the cancer–work management process, the CWMF may also 
need further refinement.

When faced with a cancer diagnosis, employed survivors 
must consider their mortality along with the complexity of 
treatment, related side effects, associated financial expenses, 
and the time-sensitivity and time-intensity of receiving 
appropriate care while simultaneously taking into account 
their work situation and related responsibilities. The CWMF 
is available to researchers, healthcare providers, and employ-
ers to identify and ease the strain associated with co-man-
aging cancer care and employment and ultimately optimize 
employment and cancer care outcomes.
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