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ABSTRACT
Objectives  Return to work is a key rehabilitation goal, 
however, people recovering from cardiovascular disease 
(CVD) often struggle with returning to work. The aim of 
this study was to conduct a systematic review and meta-
synthesis of the existing qualitative evidence on barriers 
and facilitators to return to work experienced by people 
with CVD.
Methods  A systematic literature search was conducted in 
PubMed, Embase, Web of Science, PsycINFO, Scopus and 
CINAHL in August 2022. The reference lists of the included 
articles were searched. The Critical Appraisal Skills 
Programme was used for quality appraisal and a meta-
synthesis was employed.
Findings  This review includes 15 studies of overall high 
methodological quality. Barriers covered four themes: 
physical limitations, psychological and relational factors, 
the working context and support within health and social 
care systems. Facilitators were related to five themes: 
return to normality, enhancing well-being, financial 
concerns, the working context and support within health 
and social care systems.
Conclusion  Our findings highlight that return to 
work following CVD is a complex process influenced 
by individual factors, as well as work-related factors, 
factors in the health and social care systems and social 
security policies and regulations. To improve return to 
work, this review illustrates a need for individualised, 
multidisciplinary and coordinated vocational rehabilitation 
programmes that accommodate potential barriers to 
re-employment. Similarly, this review highlights how 
vocational rehabilitation programmes should ensure 
individualised information and support early in the 
rehabilitation process, as well as the importance of 
engaging relevant stakeholders, such as employers, in 
making individualised return-to-work plans.

INTRODUCTION
Cardiovascular disease (CVD) constitutes 
a substantial disease burden with approxi-
mately 523 million cases worldwide, and is 
a leading cause of global mortality, despite 
improved survival rates.1 CVD is increasingly 
common in the working-age population,1 2 
and for these individuals returning to work is 

often a significant rehabilitation goal. Return 
to work may facilitate a sense of normality,3 
and is crucial for self-esteem, social identity 
and quality of life.3–5 Adding to this, return to 
work is of great societal importance, as CVD 
is associated with significant costs caused by 
patients being absent from work.6

As described in contemporary models 
of work disability, such as the Sherbrooke 
model,7 returning to work is a complex process 
shaped by multiple factors on both micro, 
meso and macro level.8 9 Predictors of return 
to work have been explored in recent quan-
titative studies,10–18 and factors specifically 
associated with non-return to work include 
female gender,12–15 17 older age,12 13 15 17 lower 
educational level12–15 17 and low income.13 14 17 
In addition, many people with CVD feel pres-
sured to return to work,19 and face numerous 
barriers, including physical and psychological 
limitations,15–17 comorbidities12–15 17 and lack 
of support at the workplace or from cardiac 
rehabilitation programmes.19

While return to work following CVD has 
mainly been explored in quantitative studies 
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	⇒ This systematic review identified, appraised and 
synthesised the existing qualitative research on bar-
riers and facilitators to return to work experienced 
by people with cardiovascular disease (CVD).

	⇒ A robust methodological approach was employed to 
identify studies relevant for inclusion.

	⇒ The included studies were of overall high meth-
odological quality, which was revealed through a 
quality assessment conducted using the Critical 
Appraisal Skills Programme.

	⇒ The included studies were published between 2011 
and 2022 to ensure that contemporary issues relat-
ed to return to work would be identified. This time 
frame, however, could have resulted in omittance of 
relevant studies published before 2011.
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and surveys,10–18 qualitative studies have previously inves-
tigated patients’ experiences of returning to work after 
CVD. However, to our knowledge, no systematic review 
has summarised the totality of evidence from the perspec-
tive of the individual. Understanding and categorising the 
factors that shape the return-to-work process following 
CVD is complex as factors interact and differ in impor-
tance as experienced by the patient. In addition, it is 
difficult to make a clear distinction between barriers and 
facilitators, as some factors might have a positive impact 
on return to work for some individuals and a negative 
impact for others. To improve vocational rehabilitation, 
there is a need to identify factors that hinder (barriers) 
and promote (facilitators) return to work after a CVD 
diagnosis. As such, the aim of this study was to conduct a 
systematic review and meta-synthesis of the existing qual-
itative evidence on barriers and facilitators to return to 
work for people with CVD.

METHODS
The reporting of this systematic review follows the 
Preferred Reporting Items for Systematic reviews and 
Meta-Analyses20 and the Enhancing Transparency in 
Reporting the Synthesis of Qualitative Research state-
ments21 (see Research Checklist, online supplemental 
file A).

Study selection criteria
Eligible studies were defined as those including partic-
ipants diagnosed with CVD (ischaemic heart disease, 
heart valve disease, heart failure or atrial fibrillation) of 
working-age (35–65 years), who were in paid employ-
ment before CVD-diagnosis. Studies with mixed popu-
lations where not all participants had engaged in paid 
work prior to diagnosis were also included, but only 
findings pertaining to the return-to-work process for 
those working prior to diagnosis were extracted from 
these studies. Eligible studies addressed barriers and/or 
facilitators associated with return to work. Studies where 
participants had not returned to work yet or had decided 
not to return were also included to ensure that barriers 
experienced by people on sick leave and by people who 
had left the workforce following their CVD were also 
explored. Eligible studies applied a qualitative or mixed-
methods design and were published in Danish, English, 
Swedish, Norwegian or German. Studies were limited 
to those published in the past 11 years (2011 to August 
2022) to ensure that the barriers and facilitators identi-
fied reflected contemporary issues, in particular changes 
in models of cardiac rehabilitation, policies related to sick 
leave and increasing retirement ages in many countries. 
Lastly, to ensure comparability in employment status 
prior to CVD, as this is expected to affect subsequent 
return-to-work experiences, we excluded studies that only 
considered unpaid work, such as volunteer work.

Information sources and search strategy
A preplanned and comprehensive, systematic literature 
search was conducted on 30 August 2022 in the following 

search engines: PubMed, Scopus, CINAHL (through 
EBSCOhost), PsycINFO (through EBSCOhost), Web of 
Science and Embase. Together these databases index a 
broad scale of qualitative and mixed-methods publica-
tions within the area of healthcare, occupational health 
and work reintegration.

The search-strategy contained exhaustive keyword 
combinations for each of the two concepts of interest, 
CVD and return to work. The searches included combina-
tions of the following keywords related to CVD and return 
to work: heart patient OR cardiac patient OR heart disease 
OR cardiovascular disease AND return to work OR voca-
tional rehabilitation OR work participation OR work rein-
tegration OR employment. The full search strings used in 
each database are available in online supplemental file B.

Data collection process
The search was conducted by two reviewers (EBA and 
SMBJ), and the software tool Covidence was used for 
data management and selection of studies. First, titles 
and abstracts of the identified studies were imported, and 
duplicates were removed. After title/abstract screening, 
full texts of potentially relevant studies were assessed. If 
consensus was not reached between the two reviewers 
(EBA and SMBJ), a third reviewer was consulted (MK). 
Finally, the reference lists of the studies selected for inclu-
sion were searched for additional relevant studies. The 
detailed data collection process is visualised in figure 1.

Descriptive information, data items and synthesis of results
Two reviewers (EBA and SMBJ) independently extracted 
descriptive information from each study, including 
study design, objectives, number and characteristics 

Figure 1  Preferred Reporting Items for Systematic reviews 
and Meta-Analyses flow chart of the study selection process.
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of participants, including type of CVD, as well as pre-
diagnosis employment status, return-to-work status and 
research methods. Additionally, a summary of the original 
findings was provided for each included study (please see 
table 1 and online supplemental table 1S, online supple-
mental file C). In this systematic review we employed a 
meta-synthesis in which unaltered texts of the included 
studies formed the data for analysis.22 Two reviewers 
(EBA and SMBJ) independently extracted data related 
to facilitators or barriers to returning to work from the 
result sections of the included studies. Regarding studies 
applying a mixed-methods design, only the qualitative 
results were extracted for synthesis. Subsequently, going 
through the identified barriers and facilitators line-by-
line, themes were discussed and established in a consensus 
discussion (EBA and SMBJ). Using an inductive approach 
when generating themes, related barriers and facilitators 
were grouped, categorised into relevant overarching 
themes and summarised into main findings.

Quality appraisal
The quality of the studies included in this review was 
evaluated using the Critical Appraisal Skills Programme 
(CASP), which is appropriate when conducting health-
related qualitative syntheses.23 Regarding the mixed-
methods studies, only the qualitative components of these 
studies were assessed using CASP. The quality appraisal 
aimed to assess the reporting, methodological rigour 
and conceptual consistency of the studies. Studies were 
rated as being of high, medium or low quality if ≥8, 5–7 
or ≤4 of the questions in the CASP tool could be answered 
positively (‘yes’ or ‘somewhat’). Two reviewers (EBA and 
SMBJ) independently appraised the selected studies, 
whereafter consensus was reached.

Patient and public involvement
Patients or the public have not been directly involved in 
this specific publication. However, the study is part of a 
larger research project within The Danish Heart Foun-
dation, which is a patient organisation that substantially 
involves patients, relatives and other relevant stakeholders 
in research and policy activities. Furthermore, to ensure 
that the findings of the present study are widely dissemi-
nated in order to inform practice, we will involve relevant 
members of the public in dissemination activities.

RESULTS
Study selection
The initial search yielded 3982 publications, of which 
1057 were excluded based on duplication. The remaining 
2925 were then screened based on title and/or abstract, 
resulting in the exclusion of 2876 publications. Two 
reviewers (EBA and SMBJ) independently assessed the 
full text of the remaining 49 publications. Subsequently, 
35 publications were excluded due to wrong study design, 
type of publication, language, population, irrelevance or 
because we were unable to locate the publications. The 

reference lists of the 14 remaining studies were then 
searched, and 1 additional study was included.24 Thus, 15 
studies were included in the review. Two of the studies 
were based on the same primary data. However, they were 
included as two separate studies as they are published 
in separate papers with different aims and analytical 
focus.25 26 Figure  1 visualises the systematic search and 
screening process.

Study characteristics
The characteristics of the 15 included studies are 
presented in table 1 and online supplemental file C. Most 
studies were conducted in European countries (n=8), 
with the remaining being conducted in Canada (n=3), 
Australia (n=2), Turkey (n=1) and Singapore (n=1). 
All studies included participants who had worked prior 
to diagnosis, with 10 studies including mixed popula-
tions with both working and none-working participants. 
Studies included between 6 and 93 participants (median 
23 participants), with a total of 501 participants across 
all studies. Participants’ age ranged from 35 to 83 years, 
and the studies covered a variety of CVD diagnoses, for 
example, acute coronary syndrome, acute myocardial 
infarction, out-of-hospital cardiac event, heart failure 
and ischaemic chest pain. Some studies did not specify 
the type of CVD. All studies were published between 
2011 and 2022 and were based on qualitative methodol-
ogies. A mixed-methods design was applied in three of 
the studies.27–29 Regarding the quantitative components 
of these studies, only two explored factors associated 
with returning to work,28 29 whereas the third focused on 
patients’ symptoms and needs in the early rehabilitation 
phase.27

Appraisal of studies
A summary of the methodological quality assessment of 
each study according to the CASP-tool is shown in online 
supplemental file D). Most of the studies were assessed 
to be of high quality. Only two studies were assessed to 
be of medium quality. All studies had a clear statement 
of the research aim and applied appropriate qualitative 
methodology. In addition, all studies clearly described 
the recruitment strategy, data collection procedure and 
included a clear statement of findings. Most of the studies 
reported that ethical approval was obtained. However, the 
relationship between the researcher and the participants, 
such as whether the researcher critically examined their 
own role, was only adequately evident in five studies.

Synthesis of results
Most studies identified both barriers and facilitators to 
return to work, while two studies only described either 
barriers or facilitators. In most studies, barriers and facil-
itators appeared in descriptions of participants’ lived 
experiences of recovering from CVD, while other studies 
had a more explicit focus on participants’ return-to-work 
process. While barriers and facilitators on micro and meso-
level were identified in 15 and 11 studies, respectively, only 
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3 studies reported on macro-level factors impacting on 
return to work. The identified barriers were categorised 
under four themes: physical limitations, psychological and rela-
tional factors, the working context and support within health and 
social care systems. The identified facilitators were categorised 
under five themes: return to normality, enhancing well-being, 
financial concerns, the working context and support within health 
and social care systems. The themes are visualised in figure 2. 
Although barriers and facilitators are presented separately, 
it is important to acknowledge the complexity of each 
theme and the interplay between them. For example, as we 
will subsequently unfold, the working context both encom-
passes factors that hinder and facilitate return to work.

Barriers to return to work
Physical limitations
Physical limitations were among the most frequent factors 
hindering return to work, reported by participants in 

12 studies.24–26 28 30–37 Feeling physically impaired, tired, 
weak and experiencing long-term fatigue were reported 
to prevent participants from rejoining the workforce or 
reduce their capability to work.28 30 31 34–37 In addition, 
comorbidity, general health status, medical restrictions, 
as well as side effects of medication were listed as barriers 
to re-employment.25 26 28 30 32

Psychological and relational factors
Internal challenges faced by participants in relation to 
return to work were reported in six studies. Worries, inse-
curity and lack of motivation were commonly reported 
barriers.24 25 28 29 31 35 Mild cognitive impairment and lack 
of mental resources, including concentration difficulties, 
short-term memory problems and feeling irritable were 
also mentioned as barriers, as these impairments impacted 
on participants’ work ability.28 31 35–37 In addition, fear of 
not fitting in at work, struggles with maintaining identity 

Figure 2  Identified barriers and facilitators to return to work following cardiovascular disease. RTW, return to work.
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and self-perception of work ability were barriers to re-em-
ployment in several studies.24 29 31 38 Feelings of discour-
agement, fear of work-stress and even fear of death often 
caused participants to reappraise their lifestyle, making 
them more interested in spending time with family than 
working.33 34 38 In a Turkish study, similar fears were 
present among relatives and colleagues of participants, 
who requested that the participants worked less or not at 
all to take care of their health.34

The working context
Manual work, limited possibility of workplace adaptations, 
unfavourable terms of employment and lack of under-
standing and support from colleagues and employers 
were some of the factors that discouraged participants to 
return to work.25 26 28 32 35 36 38 Among these factors, high 
work demands and low control as well as restrictive condi-
tions for work reintegration emerged as primary barriers. 
For example, in two Canadian studies conducted among 
men working at an auto-manufacturing plant, the partic-
ipants reported how an intensive and high continuous 
workload at the production line was the most significant 
impediment to return to work.25 26

Support within health and social care systems
Limited or no professional support from health profes-
sionals to assess work ability, insufficient focus on re-em-
ployment in cardiac rehabilitation and lack of knowledge 
on the limits of one’s own physical condition were factors 
identified by participants as hindering work resump-
tion.24 25 31 34 36 38 In a Canadian study, participants described 
that they did not benefit from participating in cardiac 
rehabilitation, as it was of limited intensity, lacked speci-
ficity to work activities and focused on people of a higher 
age.26 In a Swedish study, participants described how they 
had difficulty understanding and applying complex legis-
lation and felt left alone with the responsibility of their 
own rehabilitation process and management of their 
sick leave.38 Besides relational support, participants in a 
Dutch study expressed how public support, in terms of 
social security rights, acted as a barrier to returning to 
work, as it gave them the possibility of early retirement.35

Facilitators to return to work
Return to normality
Returning to work was an important aspect of returning to 
a meaningful life after CVD, and in seven studies a desire 
to return to a normal everyday life and becoming mean-
ingfully occupied were factors identified as facilitators to 
return to work.24 26 27 29 31 32 37 For many participants re-em-
ployment marked a return to normality, where rejoining 
the workforce meant resuming the life they had before 
turning ill.24 27 29 31 32 37 Several studies reported how 
work was perceived as an integral part of life and iden-
tity and was an important means for regaining purpose 
in life.24 26 27 29 Male gender roles, such as identifying as 
the breadwinner or the pillar of the family, were similarly 
identified as facilitators of work resumption.24 33 34 In a 

Finnish study, a feeling of guilt and shame was explained 
by male participants as a facilitating factor. These partici-
pants found it particularly difficult to stay at home as they 
preferred working and participating in social life, wanting 
to resume the life they had before they fell ill.24 Similarly, 
in a Canadian study, male participants reported feeling 
obliged to return to work due to a sense of masculinity 
both within the family and in society at large.33

Enhancing well-being
In several studies, participants expressed how returning to 
work was a way of enhancing personal well-being.29 32 33 35 
For some participants work served as a distraction from 
worries and gave a feeling of mastery29 33 and self-
confidence.32 33 For others, early return to work, even 
against medical advice, was reported as a problem-solving 
strategy to reinforce self-confidence and overcome 
stress.33 Additionally, one Dutch study reported how 
no physical complaints and feeling good after a cardiac 
event also served as facilitators of re-employment.35 Lastly, 
participants in a Singaporean study mentioned that a 
greater awareness of left ventricular assist devices would 
be beneficial for return to work, as it would reduce their 
feeling of stigmatisation.32

Financial concerns
Frequently mentioned motivators for return to work were 
poor economic circumstances and the need for finan-
cial stability.29 32 34 36 In a Turkish study, male participants 
described that they had resumed work to financially 
support themselves and dependent family members.34 
In a Danish study, participants additionally reported how 
they would have preferred to stay at home, had it been 
financially feasible.31

The working context
It emerged from many of the included studies that 
workplace accommodations, adjustments, flexibility and 
autonomy acted as significant enablers for return to 
work.26–29 31 35 36 38 For some participants accommodations 
such as working part-time, doing less strenuous tasks or 
being able to control one’s own work schedule helped to 
facilitate return to work.26 29 36 38 Return-to-work planning 
by occupational health staff at the workplace played an 
equally important part. In example, seniority provisions 
allowed some participants to change to positions with less 
job strain or jobs with more control.26 In addition, support 
from occupational health departments at the worksite, 
as well as support and acceptance from colleagues and 
employers were expressed by participants as encouraging 
work resumption.25 26 28 31 36

Support within health and social care systems
Within the health and social care systems, support from 
professionals, guidance on managing acquired impair-
ments and specific assistance to reintegrate into the 
workforce acted as facilitators.25 27 31 32 35 Uncertainty 
about returning to work was a concern for many partic-
ipants,25–27 35 36 and in a Norwegian study, professional 
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advice on how to approach the work situation, especially 
for those with manual work, served as a facilitator to 
return to work.27 Good supervision from health profes-
sionals equally gave participants the reassurance that they 
could manage re-employment.25

DISCUSSION
This systematic review synthesised the qualitative 
evidence in relation to barriers and facilitators to return 
to work from the perspective of people living with CVD. 
By applying a comprehensive and robust methodology, a 
limited evidence base comprising 15 studies was revealed. 
Three of the studies applied a mixed-methods approach, 
where the quantitative evidence was diverse and limited. 
The included studies, which were of overall high quality 
and represented various settings and populations were 
synthesised through a qualitative meta-synthesis. Barriers 
were identified under four themes: physical limitations, 
psychological and relational factors, the working context 
and support within health and social care systems. Simi-
larly, facilitators were identified under five themes: return 
to normality, enhancing well-being, financial concerns, 
the working context and support within health and social 
care systems. This review showed that returning to work 
following CVD is a complex process affected by multiple 
factors that may impact positively or negatively on re-em-
ployment. The identified barriers and facilitators to 
returning to work are interconnected and mirror compo-
nents of contemporary biopsychosocial models of work 
disability, such as the Sherbrooke model.7 In line with this 
model, our findings show that the return-to-work process 
is influenced by personal factors (eg, physical, and psycho-
logical well-being), factors in the workplace system (eg, 
workplace adaptation and assessment of work ability), 
the health and social care system (eg, information and 
support) and the legislative and insurance system (eg, 
social security policies and regulations).

First, regarding personal factors, we found that well-
being, motivation, self-perception and identity and the 
desire to return to normality were key factors impacting on 
return to work across most studies. For some individuals, 
returning to work meant resuming a meaningful occupa-
tion and returning to life as it was pre-CVD. In this case, 
and in line with previous research, work was perceived as 
an integral part of life and identity.3 9 39 For other indi-
viduals, the prospect of returning to work sparked fear 
and insecurity as they worried that they would not fit in 
at the workplace or would not be physically capable of 
performing their job. This is similar to the findings by 
Brannigan et al, who found that fear of failure to perform 
adequately at work serves as a barrier to returning to work 
for stroke survivors.39 Worries and insecurities related to 
re-employment emphasise the need to include psychoso-
cial counselling as part of comprehensive cardiac reha-
bilitation programmes, which has also been suggested in 
recent reviews and meta-analyses.9 40 Another important 
barrier to work resumption was related to physical 

limitations, for example, long-term fatigue, weakness, 
comorbidity and general health status. Similarly, self-
perceived health was a significant predictor of work status 
in one of the mixed-methods studies included in this 
review.29 These findings are supported by several quan-
titative studies showing that comorbidity is a predictor of 
no-return to work,12–15 17 and demonstrate the need for 
reintegration strategies that focus on each individual’s 
disease and condition, as suggested in a recent systematic 
review and meta-analysis.11 These results are also in line 
with a recent Cochrane review that identified evidence 
showing that interventions combining exercise and 
psychosocial counselling components may increase the 
number of patients returning to work in the first 6 months 
after diagnosis and probably reduce the time away from 
work.9

Second, our findings show that the workplace system 
encompasses both barriers and facilitators to returning 
to work. Facilitators included workplace adaptations, flex-
ible working hours, assessment of work ability and under-
standing and acceptance from colleagues and employers. 
This illustrates the importance of involving the employer 
in making individualised return-to-work plans. Addition-
ally, access to vocational rehabilitation programmes at 
the workplace played an important part, especially for 
participants with manual occupations. In line with these 
findings, a negative association between labour-intensive 
occupations and returning to work, was identified in one 
of the mixed-methods studies included in this review.28 
Furthermore, Reibis et al highlights, in a review addressing 
determinants of reintegration of patients experiencing 
acute coronary syndrome, a need to pay special atten-
tion towards patients with physically demanding jobs and 
how stepwise reintegration is a supportive return-to-work 
strategy.10 Additionally, we found that acceptance and 
understanding from colleagues and employers are bene-
ficial for work resumption, which corresponds well with 
other studies showing that social relations at the work-
place are important for re-employment.41

Third, regarding factors in the healthcare system, we 
found that people with CVD often express a need for 
information and support from healthcare professionals 
during their recovery. Supervision and assistance from 
healthcare professionals to reintegrate into the work-
force served as facilitators. Furthermore, some partici-
pants felt left alone with the responsibility of their own 
rehabilitation with lack of professional support. They 
similarly described an insufficient focus on re-employ-
ment in cardiac rehabilitation programmes, which mirror 
previous research, indicating that vocational rehabilita-
tion is not adequately implemented within cardiac reha-
bilitation programmes19 42 43 and that most European 
countries lack clear guidelines for vocational rehabili-
tation.10 However, other researchers have documented 
that cardiac rehabilitation programmes hold potential in 
improving return to work,9 11 44 and our findings illustrate 
the value of including vocational rehabilitation within 
cardiac rehabilitation efforts.
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Fourth, this review shows how social security policies 
and regulations, including possibilities of withdrawal 
from paid employment, for example, for retirement, 
impact on participants’ decision to return to work. It 
should be acknowledged that people with CVD living in 
countries with poor social security policies are more likely 
to experience difficulties with returning to work. Further-
more, the need for financial stability and the potential 
loss of income served as a significant motivator for re-em-
ployment in many studies. This was especially found 
among men who often self-identified as the breadwinner 
of the family. This supports previous research showing 
that people with CVD often feel pressured to return to 
work due to financial reasons.19 Similarly, as described by 
Hegewald et al, delayed return to work can have negative 
financial consequences on individuals, especially when 
adequate financial support is not provided and this may 
be the main reason to decide if, and when, to return.9

Overall, this systematic review illustrates how multiple 
and diverse factors impact on the return-to-work process, 
and this knowledge should inform vocational rehabili-
tation programmes. There is a need for targeted inter-
ventions towards high-risk groups, namely those with 
high-disease burden, low socioeconomic status and 
high-work demands. The review further demonstrates 
the importance of ensuring individualised support and 
information as well as improving physical and psychoso-
cial well-being within multidisciplinary and coordinated 
rehabilitation programmes, involving relevant stake-
holders (eg, employers, healthcare professionals and 
social workers). To inform vocational support strategies, 
future studies could in more detail investigate patients’ 
information and support needs and explore the perspec-
tives of relevant stakeholders. We also suggest that future 
studies investigate the impact of the duration of sickness 
absence. In the included studies information on sickness 
absence was not systematically reported, and therefore we 
could not explore the influence of duration of sickness 
absence on the nature of barriers and facilitators. In addi-
tion, as a large proportion of the included studies focused 
on individual characteristics and factors operating at the 
level of health and social care systems, the findings of this 
review are somewhat skewed towards micro and meso 
level factors. Therefore, more knowledge is needed on 
the importance of macro level factors, such as the poten-
tial impact of legislation and inflation on return to work.

Strengths and limitations
To our knowledge, this is the first systematic review of 
qualitative research into barriers and facilitators to return 
to work among people with CVD. A robust methodolog-
ical approach was employed to identify and select studies 
relevant for inclusion, and included studies underwent 
thorough quality appraisal. Overall, studies were of high 
quality. The consistent and systematic approach of the 
meta-synthesis allowed us to synthesise findings, making 
them more accessible for healthcare professionals, organ-
isations and policymakers.

Nevertheless, results should be appraised in the light 
of the methodological limitations. First, we included 
studies published between 2011 and 2022 to ensure 
studies are from the same period, reflecting more recent 
contextual issues of relevance for the experience of 
returning to work. We cannot exclude the possibility 
that this time frame has resulted in omittance of rele-
vant articles published before 2011. Second, the quality 
appraisal of the mixed-method studies27–29 could have 
been done using the mixed-method appraisal tool, which 
is recommended for appraisal of mixed-method studies.45 
However, as this review only considered the qualitative 
components of the mixed-method studies, CASP was 
found appropriate. Third, the included studies were 
conducted in several countries. Hence, participants to 
some extent had different conditions for their return-to-
work process, due to socio-political differences, including 
differences in pension systems and sick-leave legislation. 
On the other hand, this allowed us to achieve a deeper 
understanding of the diverse factors impacting on return 
to work. Fourth, in many of the included studies, return 
to work was not the primary focus. Many studies included 
mixed populations with both working and non-working 
individuals, and explored recovery from CVD more 
broadly, why some aspects of the return-to-work process 
still may need more exploration. In example, we suggest 
that the impact of macro-level structures shaping return 
to work, patients’ information and support needs, as well 
as how to successfully involve stakeholders in making 
effective return-to-work plans, are areas worth further 
in-depth explorations.

Lastly, it is relevant to consider the process of extracting 
information on experienced barriers and facilitators to 
return to work. Specifically, the differential impact of 
factors should be recognised. In example, returning to 
work was a means of coping with worries and insecuri-
ties for some participants, while these internal chal-
lenges kept others from returning to work. In addition, 
as factors are often inter-related, it is difficult to make a 
clear distinction between barriers and facilitators and to 
prioritise between single factors. Accordingly, barriers 
and facilitators should not be considered as isolated and 
independent entities. Rather, to offer direction for future 
research and interventions, the complexity and interde-
pendency within factors and across levels are important 
to understand and acknowledge.

In conclusion, by identifying, appraising and synthe-
sising the existing qualitative research on barriers and 
facilitators to return to work for people with CVD, this 
systematic review contributes to a better understanding of 
how to improve vocational rehabilitation efforts. People 
with CVD experience diverse barriers and facilitators 
associated with returning to work, and to address the 
hindering factors, early identification of individuals at 
risk of poor work reintegration is important. By attending 
to the individual’s physical and mental well-being, specific 
job characteristics and the surrounding context, social 
workers and healthcare professionals could be involved 
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in this process. Vocational rehabilitation should be part 
of comprehensive cardiac rehabilitation programmes, 
and to improve return-to-work outcomes and the lives 
of people living with CVD, this review illustrates a need 
for ensuring individualised, multidisciplinary and coor-
dinated vocational rehabilitation efforts that address 
potential barriers for re-employment experienced by the 
individual.
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