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Prevalence and obstacles to return to work 
three months after ICU discharge

Prevalência e obstáculos ao retorno ao trabalho 
três meses após alta da UTI

Original article

RESUMO | OBJETIVOS: Estimar a prevalência de retorno ao 
trabalho três meses após a alta da unidade de terapia intensi-
va (UTI) e caracterizar os obstáculos relacionados a esse retor-
no. MÉTODO: Estudo transversal aninhado a uma coorte pros-
pectiva, conduzido entre 2022 e 2023, em hospital público de 
grande porte no interior baiano, com adultos três meses após 
a alta da UTI. Utilizaram-se as informações sociodemográficas 
e clínicas, bem como o instrumento Obstacles to Return to 
Work Questionnaire (ORTWQ). Análise realizada pelo SPSS e 
R, com estatística descritiva e analítica. RESULTADOS: Dos 52 
participantes, a maioria era do sexo masculino (76,9%), cor de 
pele preta e parda (96,0%), internamento de natureza clínica 
(52,1%), classificados como graves (65%). A prevalência de re-
torno ao trabalho três meses após a alta da UTI foi de 19,2% 
e, entre os que ainda se encontravam afastados do trabalho, 
43,9% por motivos de saúde. Os principais obstáculos percebi-
dos foram o aumento da dor e a necessidade de descanso; as 
boas relações interpessoais e a autopercepção positiva foram 
aspectos satisfatórios. CONCLUSÃO: Três meses após a alta 
da UTI, a prevalência de retorno ao trabalho foi baixa. Egres-
sos da UTI enfrentam desafios no domínio físico, mas contam 
com suporte social, familiar e ocupacional favorável. 

PALAVRAS-CHAVE: Unidades de Terapia Intensiva. Cuidados 
Críticos. Retorno ao Trabalho. Saúde Ocupacional. 

ABSTRACT | OBJECTIVES: To estimate the prevalence of 
return to work three months after discharge from the intensive 
care unit (ICU) and characterize barriers associated with this 
return. METHODS: This cross-sectional study, nested within a 
prospective cohort, was conducted between 2022 and 2023 
at a large public hospital in the countryside of Bahia, Brazil, 
including adults assessed three months after ICU discharge. 
Sociodemographic and clinical data were collected, along with 
the Obstacles to Return to Work Questionnaire (ORTWQ). 
Statistical analyses were performed using SPSS and R, including 
descriptive and inferential analyses. RESULTS: Among the 52 
participants, most were male (76.9%), identified as Black or 
mixed-race (96.0%), had medical admissions (52.1%), and were 
classified as critically ill (65%). The prevalence of return to work 
three months after ICU discharge was 19.2%. Among those 
who remained away from work, 43.9% reported health-related 
reasons. The main perceived barriers were increased pain and 
the need for rest, whereas positive interpersonal relationships 
and positive self-perception were identified as favorable 
aspects. CONCLUSION: Three months after ICU discharge, 
the prevalence of return to work was low. ICU survivors face 
challenges primarily in the physical domain but benefit from 
favorable social, family, and occupational support.

KEYWORDS: Intensive Care Units. Critical Care. Return to 
Work. Occupational Health.
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1. Introduction

Advances in intensive care have substantially 
increased the survival of individuals experiencing 
critical illness, making the intensive care unit (ICU) a 
central setting for treatment and recovery. However, 
ensuring survival alone does not fulfill the role of 
intensive care. The effects of hospitalization in a high-
complexity environment extend beyond hospital 
discharge, imposing functional, psychological, and 
social challenges that may persist in the long term 
and increasingly demand scientific and clinical 
attention1-3.

The abrupt disruption to daily life caused by ICU 
hospitalization may function both as an immediate 
environmental stressor and as a risk factor for 
reduced short- and long-term well-being4. Surviving 
critical illness is essential; however, the full restoration 
of biological and psychological functions as well as 
reintegration into social life for all individuals involved 
in the illness experience, including return to work, is 
equally important. Ensuring quality of life following 
severe illness remains one of the major contemporary 
health care challenges2.

The cluster of impairments that emerge or worsen 
after ICU discharge has been systematized under 
the umbrella term post-intensive care syndrome 
(PICS), which encompasses physical, cognitive, 
mental, and social impairments that may persist for 
months or years after hospital discharge2,3. Although 
return to work has increasingly been recognized as 
a relevant recovery outcome after ICU discharge, 
bibliometric analyses of the PICS literature indicate 
that scientific production remains concentrated on 
cognitive, mental, and physical domains, whereas 
social role performance, including employment, 
continues to be underrepresented as a focus of 
systematic investigation5.

Systematic reviews confirm that unemployment is 
a frequent consequence following ICU admission6-8, 
yet despite evidence supporting the importance 
of return to work, this outcome requires greater 
attention in interventional critical care research9-11. 
This knowledge gap is relevant for both scientific 
advancement and clinical practice, as the ability to 
work represents a central dimension of functional 
recovery and social autonomy4,12,13.

Work plays a fundamental role in an individual’s life 
as a source of identity, income, social belonging, and 
quality of life7. The inability to resume occupational 
activities following critical illness cannot be 
considered a secondary outcome, as it further 
reflects incomplete recovery. Estimates indicate that 
approximately two-thirds of individuals remain away 
from work three months after ICU admission6,14, 
and a multicenter cohort study conducted in Brazil 
found that 61.1% of workers had not returned to 
work within the same period15.

Individuals who successfully return to work after 
ICU hospitalization often do so under unfavorable 
conditions, including occupational status deterioration 
or job loss in the short term14. Post-ICU unemployment 
affects household income, social cohesion, and 
collective well-being, disproportionately impacting 
informal workers and socioeconomically vulnerable 
populations7. Consequently, the absence of structured 
post-ICU rehabilitation programs shifts the burden of 
care to families and eventually returns to the health 
care system through avoidable costs associated with 
readmissions and long-term dependency. Within 
the context of the Brazilian Unified Health System 
(SUS), where resource limitations and structural 
vulnerabilities remain important concerns, this gap in 
continuity of care assumes significant relevance and 
requires careful scientific and policy attention6,7,16.

From a societal perspective, work represents a 
valuable component for individuals and families in 
their particular contexts, as well as for society as a 
whole4. Demonstrating how critical illness affects 
the social dimension and particularly employment, 
broadens understanding of the illness experience 
beyond the hospital setting and strengthens public 
health perspectives. Studies have shown that return 
to work after critical illness improves quality of life 
and psychosocial outcomes6,18, whereas prolonged 
work absence negatively affects family income and 
physical and mental health10.

Within this context, nursing plays a central and 
irreplaceable role. Nursing professionals maintain 
continuous contact with ICU patients, monitor clinical 
progression throughout hospitalization, identify early 
signs of functional impairment, and establish initial 
connections with families19. Recognizing barriers 
to return to work, including physical, psychosocial, 

https://doi.org/10.17267/2317-3378rec.2026.e6823


3

J. Contemp. Nurs., Salvador, 2026;15:e6743 
https://doi.org/10.17267/2317-3378rec.2026.e6823 | ISSN: 2317-3378 

and workplace-related factors, is part of the 
comprehensive care that nursing should provide 
not only during hospitalization but also through 
follow-up and transitional care programs12 as well 
as rehabilitation and social reintegration initiatives. 
Scientific production in nursing within this field is 
therefore essential to support protocols, improve 
post-discharge care, and influence long-term care 
policies for ICU survivors19,20.

Because of the social relevance of employment as a 
recovery outcome and the need to expand nursing 
knowledge regarding the long-term consequences 
of intensive care, this study aimed to estimate the 
prevalence of return to work three months after 
ICU discharge and characterize barriers associated 
with this return.

2. Methods

This was a cross-sectional study with a quantitative 
approach, conducted between January 2022 and 
February 2023 at a large public general hospital 
located in the countryside of the state of Bahia, Brazil. 
Data were derived from a patient follow-up cohort, 
with a temporal assessment point at three months 
after ICU discharge. This study was reported following 
the Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) guidelines21.

The study included individuals discharged from ICU 
who met the following eligibility criteria: age ≥ 18 
years, ICU stay of at least 48 hours, being alert and 
oriented during data collection, absence of prior 
cognitive or psychiatric disorders, and no use of 
medications for mental health conditions such as 
anxiety or depression. Participants transferred from 
ICUs at other hospitals, those discharged directly 
home, individuals under contact or respiratory 
isolation precautions, those with preexisting physical 
or cognitive disabilities, and individuals for whom 
telephone contact was not possible were excluded. 
Patients discharged directly home were excluded 
because this condition precluded baseline data 
collection in the hospital inpatient unit.

Data collection began with daily screening of 
the hospital information system among patients 
scheduled for discharge, enabling identification and 
selection of eligible participants. Sociodemographic, 
clinical, and social work-related information was 
obtained during hospitalization from electronic 
medical records and supplemented through 
structured interviews conducted using a multi-
topic questionnaire. Before inpatient interviews, all 
participants received information regarding study 
objectives and signed an informed consent form.

Participants were contacted at two distinct time points. 
At baseline, face-to-face interviews were conducted 
in inpatient wards, lasting approximately 25 minutes, 
within 5 days after ICU discharge, while ensuring 
privacy conditions. Clinical data were obtained from 
electronic medical records; variations in sample 
size across variables resulted from missing data. 
Follow-up occurred three months after ICU discharge 
through telephone interviews lasting approximately 
16 minutes, with participants instructed to remain in 
a private setting during data collection.

Both interviews were conducted by nurse researchers 
and undergraduate research scholarship students 
previously trained according to the Data Collection 
Manual (ISBN 978-65-01-76027-8). A structured 
protocol was followed, with real-time completion of 
study instruments. Procedures were refined during a 
3-month pilot study.

Data collection supervision and auditing were 
conducted throughout the study under the 
responsibility of nurse researchers. Collected data 
were anonymized, stored in the Research Electronic 
Data Capture (REDCap) platform, and accessed 
exclusively by authorized investigators for scientific 
purposes. To minimize bias, multiple telephone 
contact attempts at different days and times 
were implemented to reduce attrition bias, and 
independent double data entry into REDCap with 
periodic consistency audits was performed to reduce 
measurement bias.
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Participants were selected through nonprobability sampling. Initially, consecutive sampling was used, whereby all 
eligible patients during the study period were invited to participate. Eligible individuals were approached during 
hospitalization in inpatient wards, resulting in an initial cohort of 212 participants. Of these, only participants 
successfully followed for three months after ICU discharge were included, totaling 77 individuals. Considering only 
participants employed before ICU admission, 52 were eligible for analysis (Figure 1).

Figure 1. Flowchart of participant selection for the study, Feira de Santana, Bahia, Brazil, 2022-2023

Among the 212 participants in the initial cohort, 135 (63.7%) were lost during the 3-month follow-up period: seven 
(3.3%) due to post-discharge death, one (0.5%) due to refusal, and 127 (59.9%) due to unsuccessful telephone 
contact. Follow-up losses are widely reported in ICU survivor studies, with retention rates ranging from 18% to 100% 
depending on follow-up duration, clinical severity, and available support infrastructure22, potentially introducing 
selection bias23. The follow-up retention observed in this study is consistent with investigations conducted in 
resource-limited settings, as demonstrated by previous studies in public hospital contexts22,24.

Occupational status was assessed using the Social Work Characteristics Questionnaire, which investigates income, 
employment status before and after hospitalization, workload, and perceived work capacity. Barriers to return to 
work were assessed using the Obstacles to Return to Work Questionnaire (ORTWQ), a multidimensional instrument 
validated for the Brazilian context25, comprising 55 items distributed across nine domains. For this study, 27 items 
from four domains were strategically selected: i) difficulties returning to work (DRW, 8 items), ii) social support at 
work (SSW, 6 items), iii) family support and situation (FSS, 7 items), and iv) self-perceived prognosis for return to 
work (SPRW, 6 items).

https://doi.org/10.17267/2317-3378rec.2026.e6823
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Partial domain selection prioritized the study 
objective and characteristics of the target population. 
This decision did not compromise interpretation 
because the Brazilian adaptation recommends 
domain-specific assessment without a total score, 
preserving psychometric properties of each subscale 
independently of omitted items. Negatively worded 
items were reverse-scored (0=6, 1=5, 2=4, 3=3, 4=2, 
5=1, 6=0): items 5, 18, and 31 (SSW); items 9, 27, and 
32 (FSS); and items 1, 3, 4, 5, and 6 (SPRW). Higher 
scores indicate greater barriers to returning to work25.

ORTWQ was applied exclusively to the 42 participants 
employed before hospitalization who had not 
returned to work after ICU discharge. Of these, 23 
completed the instrument (response rate: 54.8%; 
losses: 45.2%), partly attributed to the 7-point Likert 
scale (0-6), which proved difficult to understand, 
resulting in refusals and inability to complete 
responses. Among respondents, the number of valid 
participants per item ranged from 16 to 23, with the 
lowest response frequency observed for the item 
regarding supervisors’ understanding of worker pain 
(n = 16), which was not applicable to self-employed 
participants without supervisory structures.

Data analysis was performed using IBM SPSS Statistics 
for Windows, version 22.0 (IBM Corp., Armonk, N.Y., 
USA) and R version 4.5.0. Categorical variables were 
described using absolute and relative frequencies. 
Continuous variables, after confirmation of non-
normal distribution using the Shapiro-Wilk test, 
were described as median and interquartile range 
(IQR). Group comparisons (returned to work versus 
did not return to work) were conducted using the 
Mann-Whitney U test for continuous variables and 
Fisher’s exact test for categorical variables (α = 0.05). 
Multicategory variables underwent global testing 
followed by pairwise comparisons. ORTWQ domain 
items were described using median and IQR.

The study was approved by the Human Research 
Ethics Committee of the State University of Feira de 
Santana (Universidade Estadual de Feira de Santana -  
UEFS) under approval number 3.527.238 (CAAE: 
13234419.9.0000.0053) and conducted in accordance 
with Conselho Nacional de Saúde Resolutions No. 
466/2012, No. 510/2016, and No. 580/2018, Good 
Clinical Practice guidelines, and the Brazilian General 
Data Protection Law (Lei n° 13.709/2018).

3. Results

Among the 52 eligible participants who had been 
employed before hospitalization, the median age 
was 49.0 years (IQR 38.0-61.0). Most participants 
were male (76.9%), identified as Black or mixed-race 
(96.0%), had higher educational attainment (67.3%), 
had no partner (53.8%), reported having a religious 
affiliation (90.4%), had a household income of up to 3 
minimum wages (89.6%), were admitted for medical 
conditions (52.1%), and were classified as critically ill 
(65%), as shown in Table 1.

At the end of the 3rd month after ICU discharge, 
only 19.2% had returned to work. Return-to-work 
rates were higher among male participants (22.5%), 
Black and mixed-race participants (20.8%), those 
with higher educational attainment (25.7%), and 
participants with a household income above four 
minimum wages (40.0%). Regarding previous health 
status, most participants had no prior physical health 
conditions or previous ICU admissions. The median 
hospital length of stay was 9 days (IQR 6-15), and the 
median ICU stay was 5 days (IQR 3-10). The sample 
was evenly distributed between medical (52%) and 
surgical (48%) diagnoses, with similar return-to-work 
rates across groups (20.0% and 21.7%, respectively). 
Among participants classified as critically ill, 15.4% 
returned to work.

https://doi.org/10.17267/2317-3378rec.2026.e6823
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Table 1. Sociodemographic and clinical characteristics of patients according to return to work three months after discharge from intensive care unit,  
Feira de Santana, Bahia, Brazil, 2022-2023 (n = 52) (to be continued)

Variables n (%)
Did not return 

n (%)
Returned 

n (%)
p-value**

Sociodemographic characteristics

Sex

   Female 12 (23.1) 11 (91.7) 1 (8.3) 0.420

   Male 40 (76.9) 31 (77.5) 9 (22.5)

Skin color*

    Black/Mixed-race 48 (96.0) 38 (79.2) 10 (20.8) 1.000

    White 2 (4.0) 2 (100) 0 (0.0)

Educational attainment

    Elementary school or less 17 (32.7) 16 (94.1) 1 (5.9) 0.137

    High school or higher education 35 (67.3) 26 (74.3) 9 (25.7)

Marital status

    Without partner 28 (53.8) 21 (75.0) 7 (25.0) 0.309

    With partner 24 (46.2) 21 (87.5) 3 (12.5)

Religious affiliation

    No religious affiliation 5 (9.6) 5 (100) 0 (0.0) 0.569

    Religious affiliation 47 (90.4) 37 (78.7) 10 (21.3)

Household income*

    Up to three MWs 43 (89.6) 35 (81.4) 8 (18.6) 0.276

    Above four MWs 5 (10.4) 3 (60.0) 2 (40.0)

Sole family provider

    Yes 22 (42.3) 17 (77.3) 5 (22.7) 0.725

    No 30 (57.7) 25 (83.3) 5 (16.7)

Previous health status

Previous physical health condition*

    Yes 8 (16.7) 7 (87.5) 1 (12.5) 1.000

    No 40 (83.3) 31 (77.5) 9 (22.5)

Previous ICU admission*

    Yes 6 (11.8) 4 (66.7) 2 (33.3) 0.584

    No 45 (88.2) 37 (82.2) 8 (17.8)

Clinical characteristics

Diagnosis type*

    Medical 25 (52.1) 20 (80.0) 5 (20.0) 1.000

    Surgical 23 (47.9) 18 (78.3) 5 (21.7)

Severity level*

    Critically ill 26 (65.0) 22 (84.6) 4 (15.4) 0.640

    Non-critically ill 14 (35.0) 13 (92.9) 1 (7.1)

Mechanical ventilation*

    Yes 17 (33.3) 14 (82.4) 3 (17.6) 1.000

    No 34 (66.7) 27 (79.4) 7 (20.6)

Use of vasoactive medications*

    Yes 18 (36.0) 14 (77.8) 4 (22.2) 1.000

    No 32 (64.0) 26 (81.3) 6 (18.8)

Parenteral nutrition*

    Yes 2 (3.9) 2 (100) 0 (0.0) 1.000

    No 49 (96.1) 39 (79.6) 10 (20.4)

https://doi.org/10.17267/2317-3378rec.2026.e6823
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Variables n (%)
Did not return 

n (%)
Returned 

n (%)
p-value**

Blood transfusion*

    Yes 9 (18.0) 6 (66.7) 3 (33.3) 0.358

    No 41 (82.0) 34 (82.9) 7 (17.1)

Dialysis*

    Yes 3 (6.1) 3 (100) 0 (0.0) 1.000

    No 46 (93.9) 36 (78.3) 10 (21.7)

Sedation*

    Yes 14 (27.5) 11 (78.6) 3 (21.4) 1.000

    No 37 (72.5) 30 (81.1) 7 (18.9)

Sepsis diagnosis*

    Yes 5 (9.8) 4 (80.0) 1 (20.0) 1.000

    No 46 (90.2) 37 (80.4) 9 (19.6)

Infection diagnosis*

    Yes 12 (23.5) 10 (83.3) 2 (16.7) 1.000

    No 39 (76.5) 31 (79.5) 8 (20.5)

Shock diagnosis*

    Yes 8 (15.7) 4 (50.0) 4 (50.0) 0.038

    No 43 (84.3) 37 (86.0) 6 (14.0)

Glycemic alterations*

    Yes 14 (28.0) 10 (71.4) 4 (28.6) 0.245

    No 36 (72.0) 31 (86.1) 5 (13.9)

Pressure injury*

    Yes 3 (6.1) 2 (66.7) 1 (33.3) 0.504

    No 46 (93.9) 37 (80.4) 9 (19.6)

Note. MW = minimum wage. n (%): absolute and relative frequencies calculated based on the total number of participants within each category (row total).  
*n < 52 indicates missing data. **Comparisons were performed using Fisher’s exact test; p < 0.05 was considered statistically significant.  

The first category of each variable represents the comparison group, whereas the second category represents the reference group.  
Clinical severity level was classified according to the Brazilian Consensus on Hemodynamic Monitoring and Support26.

Table 1 also shows that most participants did not undergo invasive therapeutic interventions and did not experience 
the evaluated clinical complications. Return-to-work rates were similar across subgroups, ranging from 14% to 
22%, regardless of exposure to supportive interventions or occurrence of complications. The only exception was 
shock of any type, which was absent in 84.3% of participants and showed a return-to-work rate of 14% within this 
subgroup, representing the only clinical variable significantly associated with return to work (p = 0.038).

Regarding work status characteristics, presented in Table 2, all 52 participants were employed before 
hospitalization. At three months after ICU discharge, 19.2% had returned to work, whereas 80.8% remained away 
from occupational activities. Among participants who reported their employment status at the time of assessment, 
most were on medical leave (43.9%), followed by unemployment (24.4%). Among unemployed individuals and 
those on medical leave, most respondents believed that work absence affected their quality of life and was related 
to their health condition (88.9%).

Table 1. Sociodemographic and clinical characteristics of patients according to return to work three months after discharge from intensive care unit,  
Feira de Santana, Bahia, Brazil, 2022-2023 (n = 52) (conclusion)

https://doi.org/10.17267/2317-3378rec.2026.e6823
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Table 2. Work status characteristics of patients three months after discharge from intensive care unit, Feira de Santana, Bahia, Brazil, 2022-2023 (n = 42)

Variables N (%)

Employed before hospitalization (n = 52) 52 100

Did not return to work (n = 42)a 42 80.8

Current work status (n = 41)b

Unemployed 10 24.4

On medical leave 18 43.9

Retired 6 14.6

Living on investment income 3 7.3

Homemaker 4 9.8

Believe that work absence affected quality of life (n = 27)c 24 88.9

Believe unemployment is related to health status (n = 9)d 8 88.9

Note. aA total of 10 participants returned to work (10/52 = 19.2%). bOne participant did not answer the question regarding current work status (n = 41).  
cSubgroup composed of unemployed participants and those on medical leave (n = 28), of whom one did not respond (n = 27).  

dSubgroup of unemployed participants (n = 10), of whom one did not respond (n = 9).

Barriers to return to work were investigated in 42 participants who remained away from work at the 3rd month 
after ICU discharge. However, the number of respondents varied across ORTWQ items (16 to 23 participants) due 
to partial missing data. Table 3 presents barriers according to domain.

Within the DRW domain, participants demonstrated a high perception of barriers. Median scores ranged from 
3.0 to 5.5 across most items, particularly regarding pain-related functional limitations, need for rest, and social 
isolation. Items related to the impact of fatigue on life meaning showed lower median values (2.0-3.5), with wide 
interquartile variability.

Within the SSW domain, median scores were predominantly zero or close to zero, indicating low perceived 
workplace barriers. Items related to supervisor relationships demonstrated greater variability (median 0.0-1.5; 
wide IQR), suggesting that managerial support represented a more substantial barrier for some participants.

Within the FSS domain, nearly all items presented median scores of zero and narrow IQRs, demonstrating a more 
homogeneous pattern than the other domains. The exception was the item regarding difficulty finding energy to 
work because of family or social problems (IQR 0.00-4.00), which showed greater variability within the domain, 
suggesting that this factor exerted a more substantial impact on a subset of respondents.

https://doi.org/10.17267/2317-3378rec.2026.e6823
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Table 3. Barriers related to return to work three months after discharge from intensive care unit, Feira de Santana, Bahia, Brazil, 2022-2023 (n = 42)

Items n* Median (IQR)

Domain – Difficulties returning to work (DRW)

3 – When I return to work, fatigue will be a problem for me 23 3.0 (0.00-5.00)

8 – Increased pain will be a problem for me 21 5.0 (0.00-6.00)

11 – After work, I do not have energy to do anything else except rest 20 3.5 (0.00-6.00)

16 – I have been spending less time with friends and acquaintances since I have been on sick leave 22 5.0 (2.25-6.00)

20 – I have had to give up leisure activities because of my pain 23 5.0 (0.00-6.00)

21 – I am too ill and/or disabled to continue in my work 23 5.0 (0.00-6.00)

22 – Life feels meaningless when I do not have energy to do anything after work 21 2.0 (0.00-5.00)

23 – I need to rest when my pain increases 22 5.5 (0.00-6.00)

Domain – Social support at work (SSW)

5 – My supervisor is understanding about my pain problem 16 1.5 (0.00-5.50)

6 – There are frequent conflicts in my workplace 22 0.0 (0.00-2.25)

18 – My supervisor tries to support me and make things easier for me in my workplace 17 0.0 (0.00-3.00)

24 – My workplace has a tense atmosphere 21 1.0 (0.00-5.00)

31 – I have a good relationship with my coworkers 21 0.0 (0.00-5.00)

40 – It is difficult that my coworkers do not understand my pain 20 0.0 (0.00-3.00)

Domain – Family support and situation (FSS)

9 – I can cope with my pain because of support from friends and family 23 1.0 (0.00-3.00)

14 – It is difficult to find energy to work because of family or social problems 23 0.0 (0.00-4.00)

25 – My family consumes much of my energy, making it difficult to find strength to work 22 0.0 (0.00-0.00)

27 – I feel that my family and friends understand my situation 22 0.0 (0.00-2.25)

32 – When I am in pain, my family and friends try to help me forget my pain 22 0.0 (0.00-3.00)

38 – When I am in pain, my family and friends cannot tolerate being around me 22 0.0 (0.00-3.00)

41 – I need to stay home because of family-related problems 22 0.0 (0.00-0.25)

Domain – Self-perceived prognosis for return to work (SPRW)

1 – In your opinion, what is the likelihood that you will be able to return to work? 18 0.0 (0.00–2.25)

2 – How do you think your return to work will be? 18 1.5 (0.00-6.00)

3 – How convinced are you that you will recover? 18 0.0 (0.00-1.25)

4 – How likely do you think it is that you will be able to return to work within the next 6 months? 18 0.5 (0.00-3.00)

5 – How do you feel when thinking about your chances of returning to work? 18 0.0 (0.00-2.25)

6 – How do you feel when thinking about your chances of living without medical assistance in the future? 18 3.0 (0.00-6.00)

Note. IQR = interquartile range. *n = total number of participants differs across items because of missing responses. Item scores range from 0 to 6.  
The lower number of respondents for item 5 in the SSW domain reflects item non-applicability to self-employed participants.  

Non-normal distribution was confirmed using the Shapiro-Wilk test.

Within the SPRW domain, beliefs regarding the possibility of returning to work were predominantly favorable. 
Items assessing perceived likelihood of return and motivation presented median scores of zero or close to zero 
after reverse scoring, suggesting absence of perceived barriers for most participants in this domain. Greater 
uncertainty was observed for items related to perceived difficulty in the return-to-work process (median 1.5) and 
future independence from medical care (median 3.0), both showing wide interquartile dispersion.
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4. Discussion

The sample consisted predominantly of male 
adults, self-identified as Black or mixed-race, with 
low educational attainment and a monthly income 
ranging from 1 to 3 minimum wages, a profile 
consistent with previous investigations involving 
ICU survivors11,15. Prior research indicates that lower 
educational attainment is a predictor of delayed 
return to work6,7,15, whereas more years of education 
are associated with a lower likelihood of developing 
PICS27. In the current study, no statistically significant 
associations were identified between clinical 
characteristics and return to work. However, existing 
evidence suggests that disease severity at admission 
and complications occurring during hospitalization 
contribute to inability to return to work3,15.

The prevalence of return to work three months after ICU 
discharge in this study was 19.2%. A systematic review 
with meta-analysis including data from more than 20 
cohort studies across different countries estimated 
that approximately one-third of ICU survivors return to 
work within the first three months after discharge, with 
substantial variation according to follow-up duration, 
disease severity, and institutional context6.

In settings with greater post-discharge support 
infrastructure and organized rehabilitation programs, 
such as those described in European cohorts, return-
to-work rates tend to be higher, ranging from 30% 
to 50%9,28. This finding suggests that occupational 
outcomes after critical illness are not determined 
solely by clinical severity. Rather, availability of health 
care resources and the survivor’s socioeconomic 
context also appear to play substantial roles. 
Additionally, the high follow-up loss observed in 
this study may have introduced selection bias, and 
estimates should therefore be interpreted in light of 
this structural limitation23.

In Brazil, a multicenter cohort study found that 
61.1% of ICU survivors had not returned to work 
three months after discharge15. Although this finding 
highlights the magnitude of the issue nationally, 
return-to-work rates in that study were proportionally 
higher than those observed in the present 
investigation. This difference may partially reflect 
characteristics of the study setting, a public hospital 
in the countryside of Bahia, Brazil, with a relatively 
small sample predominantly composed of workers 

with low educational attainment, household income 
below 3 minimum wages, and unstable employment 
conditions, characteristics that define a profile of 
marked socioeconomic vulnerability.

Among the 80.8% of participants who had not 
returned to work by the end of the 3rd month, 
employment situations were heterogeneous, 
with medical leave and unemployment being the 
most frequent conditions. Although medical leave 
interrupts work participation, it preserves formal 
employment and temporary income, whereas 
unemployment represents complete employment 
disruption, carrying more severe economic and 
psychosocial consequences29.

Employment outcomes have also been investigated in 
the United Kingdom, where a substantial proportion 
of ICU survivors became dependent on social 
benefits after discharge, representing a trajectory 
of prolonged economic dependence18. Another 
12-month follow-up study documented substantial 
deterioration in occupational status among ICU 
survivors, accompanied by income reduction and 
worsening socioeconomic conditions10.

The finding that 88.9% of participants who were 
unemployed or on medical leave reported a negative 
impact of work absence on quality of life, and that 
an equivalent proportion attributed unemployment 
directly to their current health condition, is consistent 
with existing evidence. A systematic review with meta-
analysis investigating associations between return to 
work and psychosocial outcomes demonstrated that 
employment after critical illness is associated with 
better mental health, stronger sense of identity, and 
improved perceived quality of life7.

Regarding barriers to return to work, the DRW domain 
showed the most prominent pattern among the four 
domains evaluated, particularly concerning increased 
pain and perceived inability to continue working. 
This barrier profile aligns with the manifestations 
commonly observed in PICS, which encompasses 
persistent physical, cognitive, psychological, and 
social impairments after ICU discharge1,3. An 
additional systematic review identified physical 
impairments, including pain, fatigue, and reduced 
functional capacity, among the most consistent 
predictors of inability to return to work after critical 
illness, regardless of setting or outcome definition8.
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A prospective study following patients for 1 year 
after ICU discharge demonstrated that both physical 
and psychosocial factors influence return to work, 
with physical limitations exerting particularly strong 
effects during the first months after discharge11. Social 
isolation, also captured within the DRW domain, is 
consistent with evidence documenting social network 
withdrawal as an indirect consequence of PICS10,13. 
This phenomenon may create a cycle in which 
physical limitations intensify social isolation, which in 
turn compromises motivation and perceived ability to 
return to work.

In contrast to findings within the physical domain, the 
SSW and FSS domains demonstrated predominantly 
null median scores, indicating that interpersonal 
conflict, unfavorable organizational climate, and 
family burden were not perceived as relevant barriers 
by most participants. Positive workplace relationships 
and family support were generally perceived as 
satisfactory. Previous evidence identifies social 
support as a consistent facilitator of return to work 
after hospitalization7,11,14. Favorable psychosocial 
factors, including workplace and family support, have 
been associated with better occupational outcomes 
during the first year after ICU discharge.

The SPRW domain revealed a predominantly 
favorable pattern, with null or near-null median 
scores regarding perceived likelihood and motivation 
to return to work, indicating absence of major 
barriers in this dimension for most respondents. This 
finding contrasts with the low prevalence of actual 
return to work observed in the study and suggests 
that positive self-perception, despite recognized 
predictive value in the literature, is insufficient when 
structural barriers, such as employment instability, 
lack of workplace accommodation, and limitations in 
social security support, interfere between intention 
and actual return14.

The broad interquartile dispersion observed for items 
regarding perceived difficulty in the return-to-work 
process and future independence from medical care 
indicates internal heterogeneity within this domain, with 
substantial uncertainty among a subset of respondents. 

This finding carries direct practical implications, as 
health care team interventions aimed at promoting 
realistic expectations during care transitions may help 
reduce discrepancies between self-perceived prognosis 
and actual barriers to return12,19.

The absence of organized post-ICU rehabilitation 
programs within SUS represents a substantial gap 
in care delivery. A Brazilian multicenter cohort 
demonstrated that failure to return to work remained 
frequent even in referral centers with greater health 
care capacity15, which suggests that this challenge 
cannot be addressed solely through improvements 
in inpatient care quality but also requires continuity 
of care after discharge. A study investigating the 
influence of intensive care quality on return to 
work among survivors of acute respiratory distress 
syndrome identified ICU care quality as a determinant 
of long-term outcomes28, which reinforces the role of 
nursing not only in acute management but also in early 
rehabilitation planning and discharge preparation19.

Nursing professionals are continuous members of the 
ICU health care team and hold a central role in care 
transitions and occupy a strategic position in early 
identification of risk factors associated with failure to 
return to work, screening physical and nonphysical 
impairments during hospitalization, referral to 
rehabilitation services, and post-discharge follow-up19,20.

Key study limitations include the small sample size, 
absence of instrument validation for the investigated 
population, operational challenges related to 
telephone follow-up, and difficulties understanding 
ORTWQ items, which contributed to participant 
loss. Additionally, data collection may have imposed 
emotional burden because participants were asked to 
recall experiences related to critical illness and report 
financial vulnerabilities. The cross-sectional design 
precludes causal inference, and findings should not 
be generalized given the sample’s vulnerability profile 
and the substantial follow-up losses. Nevertheless, 
this study presents important strengths, including 
investigation of an emerging topic within the national 
scientific agenda and use of a multidimensional 
instrument to assess barriers to return to work.
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5. Conclusion

ICU survivors demonstrated a low prevalence of return 
to work three months after discharge. Predominant 
barriers were physical in nature, particularly pain and 
need for rest. Social support domains (workplace and 
family) and return-to-work perceptions demonstrated 
favorable patterns for most participants, without 
major barriers. However, the broad variability 
observed in items related to perceived return 
difficulty and future independence suggests internal 
group heterogeneity, with substantial uncertainty 
among a subset of respondents.

These findings highlight the need for early and 
continuous nursing interventions beginning during 
ICU hospitalization, considering that physical, 
cognitive, psychological, and social sequelae 
compromising return to work, grouped under the 
concept of PICS, originate during the critical phase of 
illness. Furthermore, multicenter investigations with 
follow-up focused on occupational reintegration 
are recommended, as they are essential for 
understanding structural and individual barriers 
faced by this population and for supporting 
development of rehabilitation programs and 
interventions aimed at improving functionality and 
quality of life after ICU discharge.
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