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ABSTRACT

It was analyzed whether the affective self-regulation of women with breast cancer interferes in coping with
cancer and in seeking a cure. For this, 40 women with breast cancer from a health institution specialized
in prevention, diagnosis, and treatment of cancer participated in the study. The instruments used were
the Resilience Scale, the Brief Spiritual/Religious Coping Scale, and the Ways of Coping Checklist. The
results pointed out that there is a significant positive relationship between affective self-regulation and
better ways of coping, that is, the higher the level of resilience and spirituality of an individual, the better
his/her way of coping in adverse and stressful situations. It is concluded that affective self-regulation
can interfere in the physical, mental, and social well-being of women with breast cancer undergoing
chemotherapy, as well as in their strategies for coping with problems.
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RESUMO

Foi analisado se a autorregulagio afetiva de mulheres com cincer de mama interfere no enfrentamento
do cincer e na busca pela cura. Para tanto, participaram 40 mulheres com cincer de mama de uma
instituicio de satide especializada em prevencao, diagnostico e tratamento do cancer. Os instrumentos
utilizados foram Escala de Resiliéncia, Escala de Coping Religioso/Espiritual Abreviada e Escala de
Modos de Enfrentamento de Problemas. Os resultados apontaram que ha relagio positiva significante
entre autorregulagio afetiva e melhores modos de enfrentamento, ou seja, quanto maior for o nivel de
resiliéncia e espiritualidade de um individuo, melhor serd o seu modo de enfrentamento em situagoes
adversas e estressoras. Conclui-se que a autorregulacio afetiva pode interferir no bem-estar fisico, mental
e social de mulheres com cincer de mama em quimioterapia, bem como em suas estratégias de modos
de enfrentamento dos problemas.
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INTRODUCTION

Cancer, a chronic non-communicable
disease (NCD), is considered a public health
problem due to its incidence, prevalence, and
wide search for satisfactory treatments, besides
being considered the second leading cause of
death. It changes the patient’s way of living
and thinking, who finds himself facing a life-
threatening disease. This is because, according to
a literature review, the historical construction of
the terminology of the disease has the attribute
of incurability and consequent death sentence,
generating a deep fear of acquiring it and the
denomination of “survivor” to those affected 3.

Therefore, there is diversification
in the “cancer survivors” terminology, since
some authors include family, friends, and
health professionals in addition to the patients
themselves. Thus, the biopsychosocial context
of the patient must be understood in the face
of difficulties such as: changes in daily routine
due to treatment, greater dependence on third-
party care, changes in habits such as smoking and
drinking, changes in body image, social isolation,
doubts and insecurities, family values and history,
among others *>*7. Moreover, a vital crisis in the
family can be triggered, since the situation can
culminate in psychological suffering, evidenced by
symptoms of depression, anxiety, manifestation
of thoughts of hopelessness, feelings of fear and
uncertainty about the future, and dissatisfaction
with body image >¢78,

Health professionals who work in
oncology are faced daily with situations of
suffering, pain, and loss, generating greater
emotional and physical stress. These professionals
should be in a broad study to help families and
patients to better face the situation and readapt,
aiming to increase positive behaviors and
thoughts, well-being, promote human flourishing,
attenuate depression symptoms in the short term,

and develop positive emotions such as optimism,
gratitude, hope, self-compassion, and resilience
9,10,11,12,13,14.

The coping strategies to deal with the
stress resulting from the disease go beyond
cognition, with emphasis on willpower,
spirituality, hope, empathy, well-being, self-
perception, and resilience, which influence
attitudes and decisions, affecting the perception
and reading of the world, the set of available
alternatives, and the selection of the action to be
performed or not. Because this is a period of life
in which the person is vulnerable, the recognition
of such strategies as sources of strength to face the
disease® and to regulate affective forces becomes
very important.

All actions and thoughts involve
cognitive and affective aspects, given that the
brain areas that generate emotional states
also process information about risks, rewards,
and punishments. Therefore, in any situation,
be it the simplest or the most complex, both
functions intervene. This complex contributes
to self-regulation, an ability to monitor and
modulate emotion, cognition, and behavior to
achieve a goal and/or adapt to specific situations,
especially stressful ones. This process requires
an integration that involves the person and
his/her developmental contexts, thus having a
great interference in transformations, internal
or external, to confront personal balance. This
balance can be reestablished and tend to a more
stable stage than before; with this, human action
consists in this constant and perpetual dynamism
of readjustment or balancing, centered in the
desire that the human being must find answers to
formulated questions 61718192021,

The person regulates his or her thoughts,
feelings, and actions through the interactions
that he or she experiences, in a mediation that
takes place in the social sphere, with the conflicts
that this same person experiences and from
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which he or she learns. The elementary feelings
are regulated by the will, which is generated by
tendency and, consequently, by the conservation
and permanence of values. Such values arise
from the projection of feelings onto objects
that, later, with interpersonal exchanges and
intellectualization of feelings, become cognitively
organized, generating the value system of each
subject. Thus, the values originate from the
regulation system that is established between
the subject and the external world (since birth),
based on their relations with objects, people, and
themselves 2.

In other words, affective self-regulation
consists of a complex series of events that has its
origin in permanent values, acquired during life
and throughout the experience with the internal
and external world. These values turn a tendency
into an act of will, in such a way that there will
be an interaction composed of thoughts, feelings,
and actions; this interaction emerges from the
need to seek a way to cope with the adversity
that arises*, unbalancing the individual and his
personal development. Such unbalance can be
readjusted/reestablished, in the short or long
term, due to the affective and, indirectly, cognitive
self-regulation capacity.

Among the elements that favor self-
regulation are resilience and spirituality. Resilience
is considered a multidimensional construct that
includes thoughts, behaviors, and actions that
occur over time ». It can also be described as a
dynamic process of adaptation and resistance to
different contexts in which several factors (risk
and protective) are involved besides personal
and environmental characteristics, including the
quality and intensity of events experienced, that
is, it is the combination of genetic, constitutional,
psychological, social, and situational factors that
will determine whether there will be resilience .

Thus, a person considered resilient is
characterized by his/her flexibility, intelligence,

freedom, creativity, —openness, empathy,
availability,
emotional balance, and by his/her ability to

authenticity, = communicability,
withstand several situations (regardless of their
level of complication) without losing balance,
despite the difficulties that such situations may
present %,

In addition to resilience for regulating
emotions, another favoring factor is spirituality.
It is considered as a philosophical orientation
that produces behaviors and feelings such as
hope, love, and faith, and that provides meaning
to people’s lives. Spirituality is evident when
the individual finds himself in situations of
emotional stress, physical illness, and death, in
search of a meaning to events, wholeness, peace,
harmony, and individuality. Spirituality has been
increasingly valued in health care practice since
it presents itself as a strong ally in the biological,
social, and emotional confrontation of difficult
moments, such as illness, ratifying its positive
influence on people’s well-being .

The process of falling ill confronts the
patients’ comfort and expectations, imposes
sudden changes, and demands the development
of new abilities or the improvement of existing
ones. Breast cancer, considered a chronic disease,
permeated by risk factors, signs, symptoms, and
care needs, needs to be understood beyond
the physical, cognitive, and social aspects. It
is necessary to empower the population with
knowledge about how the disease affects women
and about the importance of coping strategies
used as a form of expression and experience
of the disease, which affects how the signs and
symptoms are accepted, evaluated, experienced,
modified, generating adherence or abandonment
of the proposed treatments .

Thus, to understand the importance
of the capacity for affective self-regulation in
the ways of coping with the disease, especially
in women with breast cancer, promotes an
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evolutionary contribution to providing a better
quality of life for patients and their social circle
and a reflection on the behaviors that favor
resilience and spirituality. Furthermore, this
enables professionals in the oncologic area to
provide better care and reception and allows
for a therapeutic adjustment to make the
existing treatments more satisfactory. From this
perspective, the proposed theme promotes to the
population the possibility of minimizing suffering
or obtaining greater hope of cure with the current
treatments, reinforcing the bond of trust among
all those involved in the process of becoming ill.
In view of the above, this study aims to analyze
whether the affective self-regulation of women
interferes in facing cancer and in the search for

a curce.

METHODOLOGY

A cross-sectional, descriptive, and
exploratory study with a quantitative approach
was developed with the participation of 40 women
diagnosed with breast cancer and undergoing
chemotherapy treatment.

The number of participants was defined
based on the sample calculation, considering the
total number of women with breast cancer treated
in the period prior to data collection, totaling one
year (from August 2019 to August 2020), and who
were undergoing chemotherapy treatment.

Inclusion criteria were: having a
recent diagnosis of breast cancer and being on
chemotherapy treatment during the first six
months. Exclusion criteria were: presence of
neurological and/or neuropsychiatric disorders
that could alter the domains being investigated,
uncorrected sensory alterations, women using
psychotropic medication, and women diagnosed
with breast cancer, with end of treatment after
maintenance.

The research took place in a healthcare
institution specialized in cancer prevention,
diagnosis, and treatment, located in a city in the
state of Sdo Paulo.

INSTRUMENTS

1) Sociodemographic questionnaire of
health conditions and religious/spiritual activity to
characterize the sample and evaluate the inclusion
and exclusion criteria of the participants.

2) The evaluation of affective self-
regulation was composed of two scales. One
of them is the Resilience Scale %, to measure
resilience through levels of positive psychosocial
adaptation to major life events. This scale is
composed of 25 items ranging from 1 (strongly
disagree) to 7 (strongly agree) - the total score
ranges from 25 to 175 points, with high values
indicating high resilience. The other is the Brief
Scale of Religious and Spiritual Coping - Brief
RCOPE #, made up of 49 items, grouped into 11
factors, being seven Positive Religious/Spiritual
Coping factors and four Negative Religious/
Spiritual Coping factors. The positive factors of
the Brief RCOPE are: Transformation of oneself
and/or one’s life; Actions seeking spiritual help;
Offering help to others; Positive stance before
God; Seeking the institutional other; Detachment
through God/Religion and/or Spirituality. The
negative factors are: Negative Reappraisal of God,
Negative Position before God; Dissatisfaction
with the institutional Other; Negative Reappraisal
of Meaning. The higher the value obtained by
the average of the questions in each dimension,
the higher the assessed person’s religious and
spiritual coping.

3) The evaluation of the Coping
Strategies for the Illness was done using the Ways
of Coping Checklist - WCC *. This is a checklist
that contains 45 items, encompassing thoughts
and actions that people use to deal with internal
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or external demands of a specific stressful event.
The authors propose four classificatory factors,
which investigate the coping strategies: Factor 1
corresponds to problem-focused coping; Factor
2, to the coping focused on emotions; Factor 3
refers to the search for religious practices/wishful
thinking; and Factor 4 relates to seeking social
support.

PROCEDURE

In accordance with the ethical precepts
for research with human beings, the study was
approved by the Research Ethics Committee
under number CAAE 36418520.0.0000.5382. The
inclusion and exclusion criteria were informed to
the person responsible for the institution, who
gave the researchers a list with the names of all
the women. Schedules for data collection were
set according to the days and times when they
were at the institution, and the questionnaires
were applied in a confidential place to ensure
participants’ privacy. Data collection occurred
between October 2020 and January 2021.

On pre-scheduled days, the researchers
approached the women undergoing cancer
treatment who were present at the institution. In
the waiting room, they were briefly explained the
objectives, participation, risks, benefits, and other
project information. Those who met the inclusion
criteria and consented to participate read and
signed the Informed Consent Form (ICF). After
acceptance, the three evaluation instruments
were filled out by the participants personally. The
duration of the sessions ranged from 40 minutes
to an hour and 30 minutes, consisting of rapport,
filling out the questionnaire, and answering any
questions; always done with a lot of receptivity,
empathy, and clear language.

After completion, the instruments were
collected by the researcher, tabulated, corrected
according to standardization criteria proposed by

each of them, analyzed and correlated between
the variables.

In view of the statistical analysis, it was
possible to correlate the data between affective
self-regulation, evaluated in relation to resilience
and spirituality, and the strategies for coping with
the disease.

The Kolmogorov-Smirnov test was used
to test the hypothesis of normality of the data
due to the characteristics of the sample: small
and without dependence on the function of the
cumulative distribution. The hypotheses about
affective self-regulation (resilience, spirituality)
and its relationship with patient characteristics
were inferred using Student’s t-test. In the
analysis, a significance level of 5% was considered,
and the comparison was made with the unpaired
Student’s t-test or ANOVA. Furthermore, the
descriptive statistics of the variables were
presented, such as: Pearson correlation, mean,
variance, and standard deviation. All tests were
performed using the Stata software.

RESULTS

The information from this research was
analyzed with the aid of a spreadsheet software
(Excel 2015) and a statistical data processing
program (Stata).

The mean age of the participants was
59.65 (minimum: 38 years; maximum: 74
years). Most had incomplete elementary school
education (35%), were married (77.5%) and/
or had undergone surgery (66.6%). In addition,
65% were Catholic; 17.5% were Evangelical;
7.5% were Deists; and 2.5% were Spiritists.
The participants with the highest frequency
in attending their religion were the Catholics
(20%), who considered religiosity very important
(42.5%), along with Evangelicals (42.5%).

Among the 40 participants, 28.9% had
some relapse, and 30% had sequelae from the
treatment.
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The results of the scales showed (Table tend to have a higher level of spirituality, and vice

1) that people with higher levels of resilience versa, becoming more affectively self-regulated.

Table 1. T-test with the variables Resilience and RCOPE-Total (religious-spiritual coping - total)

T-test . .
Variables Groups Differences Hypothesis
Resilience (20 Resilience (20 Difference . . .
smallest) Biggest) (Dif) Ah: Dif < 0 Ah: Dif # 0 Ah: Dif > 0
RCOPE Total 1.402549 1.772059 -0.3695098 0.06% 0.13 0.94
RCOPE Total RCOPE Total Difference . . .
(20 Smallest)y (20 Biggest) (Dif) Ah:Dif <0 Ah:Dif#0  Ah: Dif >0
Resilience 144.45 152.4 -7.95 0.08%* 0.17 0.92

* 10% statistical significance. Ah: alternative hypothesis.

An individual’s capacity for affective self- adaptive; hence, the individual’s ability to manage
regulation positively influences their coping with problems from various angles, achieve goals, and/
problems, as there is a greater focus on problems, or cope with stressful moments will be lessened
sociability, and spiritual rites/fantasy. Emotion- (Tables 2 and 3).

focused coping tends to make the individual less

Table 2. Pearson’s correlation analysis between the means of the factors of the Ways of Coping Checklist as a function
of the variables

Variables F1 Mean F2 Mean F3 Mean F4 Mean RCOPE - Total Resilience

F1 Mean 1.00 0.11 0.50 0.44 0.49 0.58

F2 Mean 0.11 1.00 0.36 031 -0.06 -0.08

F3 Mean 0.50 0.36 1.00 0.40 0.42 0.18

F4 Mean 0.44 0.31 0.40 1.00 0.22 0.38
RCOPE - Total 0.49 -0.06 0.42 0.22 1.00 0.30

Resilience 0.58 -0.08 0.18 0.38 0.30 1.00

Factor 1: Problem-focused coping strategies. Factor 2: Emotion-focused coping strategies. Factor 3: Religious practices/Wishful
thinking. Factor 4: Seeking social support. RCOPE-Total (religious-spiritual coping - total): is a directly proportional variable,
that is, higher values are considered more positive.

Table 3. Analysis of effect sizes using Cohen’s test (D) for the means of the factors of the Ways of Coping Checklist as
a function of the variables Resilience and RCOPE-Total (religious-spiritual coping - total)

(Continua)
Cohen’s D Estimate 95% Confidence Interval
Resilience - RCOPE - Total - 0.44* - 1.07 0.19
F1 Mean - Resilience - 0.70 ** - 1.34 - 0.06
F1 Mean - RCOPE - Total - 0.70 ** - 1.33 - 0.05
F2 Mean - Resilience - 0.31* - 0.93 0.32
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(Conclusio)
Cohen’s D Estimate 95% Confidence Interval
F2 Mean - RCOPE - Total - 0.11 0.73 0.51
F3 Mean - Resilience - 0.12 0.74 0.50
F3 Mean - RCOPE - Total - 0.63%* 1.26 0.01
F4 Mean - Resilience - 0.31* 0.93 0.32
F4 Mean - RCOPE - Total - 0.11 0.73 0.51

Factor 1: Problem-focused coping strategies. Factor 2: Emotion-focused coping strategies. Factor 3: Religious practices/Wishful
thinking. Factor 4: Seeking social support. RCOPE-Total (religious-spiritual coping - total) Family measures of effect size (D):

Small effect > 0.20; medium effect > 0.50; large effect > 0.80.

It is interesting to point out that age
interferes in the way of coping (Tables 4, 5, 6, and
7) being a negative variable when related to the
emotional focus and the focus on spiritual rites/
fantasy, since, in the context of neurocognitive
reappraisal, older adults tend to attenuate negative
emotions and/or increase positive emotions.
Thus, ways of coping strategies in this context
become more efficient beyond the additional
systems recruited to generate affective regulation
support not used by younger individuals *'.

Furthermore, women with breast cancer
undergoing chemotherapy with a longer breast
cancer diagnosis time, or underwent surgery,
and/or had sequelae tended not to face problems
in a more socially-focused way; and those who
relapsed or underwent radiotherapy treatment
tended to cope in a more emotion-focused way
(Tables 4, 5, 6, and 7), becoming less affectively
self-regulated.

Table 4. Ways of Coping Checklist factor means focusing on problem (F1) as a function of the variables

(Continua)

Variables F1 Mean F1 Mean F1 Mean F1 Mean F1 Mean F1 Mean
RCOPE Total 0.243%* 0.238%* 0.269%* 0.242* 0.253%* 0.178
2.54) 2.52) (2.59) 2.02) (2.06) (139)

Resilience 0.014%%* 0.013%** 0.014%x* 0.014%+* 0.013%+ 0.014%
(4.67) (4.49) (3.89) (3.38) (3-38) (3.29)
Age -0.008 -0.007 -0.006 -0.005 -0.004
(-142) (-1.07) (-0.77) (-0.67) (-0.49)
Time since diagnosis -0.011 -0.010 -0.007 -0.006
(-0.67) (-0.61) (0.33) (-0.38)
Surgery -0.076 -0.138 -0.099
(-0.46) (-0.76) (-0.49)
Sequelae 0.139 0.206 0.131
(0.93) (1.08) (0.66)
Relapse 0.063 -0.039
(0.38) (-0.21)

Saud Pesq. 2023;16(1):e-11400 - e-ISSN 2176-9206



Fabiano, Prado, Caetano, Agli

(Conclusio)
Variables F1 Mean F1 Mean F1 Mean F1 Mean F1 Mean F1 Mean
Chemoterapy 0.376
(1.23)
Radiotherapy 0.172
(1.13)
Constant 1.638*#+ 2.272%%% 2.168%xx* 2,154 2.189%*%* 1.700%*
(3.30) (3.78) (3.29) (3.15) (3.00) (2.25)
Observations 40 40 37 36 34 34
Square - R 0.4442 0.4660 0.4686 0.4833 0.4893 0.5367
ik 1%, ** 5%, and * 10% statistical significance.
Table 5. Ways of Coping Checklist factor means focusing on emotion (F2) as a function of the variables
Variables F2 Mean F2 Mean F2 Mean F2 Mean F2 Mean F2 Mean
RCOPE Total -0.022 -0.033 -0.006 0.069 0.056 -0.015
(-0.22) (-0.35) (-0.06) (0.69) (0.55) (-0.13)
Resilience -0.002 -0.004 -0.005 -0.008** -0.007%* -0.005
(-0.44) (-1.08) (-1.43) (-2.34) (-2.11) (-139)
Age -0.016%+ -0.015%* -0.017%* -0.013* -0.011
(-2.90) (-237) (-2.49) (-1.97) (-1.48)
Time since diagnosis -0.001 0.002 0.012 0.007
(-0.09) (0.16) (0.74) (0.58)
Surgery 0.150 0.119 0.089
(1.05) (0.80) 0.57)
Sequelae 0.029 0.103 -0.010
(0.18) (0.58) (-0.06)
Relapse 0.209 0.114
(1.42) (0.78)
Chemoterapy 0.155
0.71)
Radiotherapy 0.295%
(1.81)
Constant 2.027%* 3.320%#* 3,471 %% 3.731%%% 3.258%* 2.801 %
(4.27) (6.16) (6.29) (7.36) (6.54) (4.26)
Observations 40 40 37 36 34 34
Square - R 0.0085 0.1668 0.1639 0.2447 0.2793 0.3848

k1%, ** 5%, and * 10% statistical significance.
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Table 6. Ways of Coping Checklist factor means focusing on religious practices/wishful thinking (F3) as a function of
the variables

Variables F3 Mean F3 Mean F3 Mean F3 Mean F3 Mean F3 Mean
RCOPE Total 0.375%* 0.362%* 0.431%* 0.455%* 0.487%* 0.537**
(2.60) (2.60) (2.64) 2.19) 2.27) (2.20)
Resilience 0.002 -0.000 -0.002 -0.001 -0.002 -0.004
(0.38) (-0.10) (-0.31) (-0.13) (-0.25) (-0.49)
Age -0.022%%* -0.018%* -0.022%%* -0.020% -0.022%
(-2.38) (-1.73) (-2.21) (-1.81) (-2.00)
Time since diagnosis -0.012 -0.014 -0.008 -0.001
(-0.62) (-0.80) (-0.38) (-0.04)
Surgery 0.299 0.216 0.284
(1.12) 0.75) (0.94)
Sequelae -0.171 -0.012 0.096
(-0.76) (-0.04) (0.33)
Relapse 0.021 0.086
0.07) (0.28)
Chemoterapy 0.030
(0.08)
Radiotherapy -0.296
(-1.21)
Constant 2.695%#* 4,437 %% 4.430%+* 4,382 4.333%#% 4,648
(3.05) (4.24) (4.04) (3.54) (3.08) (3.47)
Observations 40 40 37 36 34 34
Square - R 0.1805 0.2752 0.2831 0.3090 0.3254 0.3529

ik 1%, ** 5%, and * 10% statistical significance.

Table 7. Ways of Coping Checklist factor means focusing on seeking social support (F4) as a function of the variables

(Continua)

Variables F4 Mean F4 Mean F4 Mean F4 Mean F4 Mean F4 Mean
RCOPE Total 0.146 0.128 0.360* 0.266 0.249 0.193
(0.81) (0.74) (1.96) (1.51) (135) (0.90)

Resilience 0.018%* 0.015% 0.011 0.017* 0.017* 0.021%#*
(2.16) (2.00) 1.21) (1.93) (2.02) (2.18)
Age -0.028** -0.017 -0.014 -0.018 -0.014
(-2.05) (-1.16) (-0.87) (-1.08) (-0.88)

Time since diagnosis -0.046 -0.053 -0.067%* -0.080%*
(-1.48) (-1.69) (-2.13) (-2.56)
Surgery -0.439 -0.293 -0.430
(-1.48) (-0.93) (-1.15)
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(Conclusio)

Variables F4 Mean F4 Mean F4 Mean F4 Mean F4 Mean F4 Mean

Sequelae -0.428 -0.643 -0.801%x
(-1.33) (-1.67) (-2.24)
Relapse -0.268 -0.338
(-0.83) (-0.92)
Chemoterapy -0.219
(-0.46)
Radiotherapy 0.449
(1.32)
Constant 0.563 2.808%* 2.861% 2.394 2.731% 2.387
(0.46) (1.86) (1.82) (1.65) (1.88) (1.46)

Observations 40 40 37 36 34 34

Square - R 0.1607 0.2486 0.2653 0.3881 0.4146 0.4609

*#%1%, **#5%, and *10% statistical significance.

DISCUSSION

The capacity for affective self-regulation is
affected by many interferences depending on the
context and changes in the life of the individual;
thus, the integral search for empowering the sick
with positive coping skills is extremely important
32,33,34,35,36,57,38'

The constructs of resilience and
spirituality compose the protective factors along
with self-esteem, social support, flexibility,
positive emotional relationships, positive self-
image, pro-social behavior, life project, problem-
solving skills, cohesion, good social relationships,
and availability of external supports **. Such
factors steer the individual toward coping in a way
which is positively adaptive and more focused on
the problem, sociability, and in spiritual/fantasy
rites.

The first way, problem-focused coping,
indicates a proactive attitude toward a stressful
situation, with the intention to manage and

modify the stressor originating from the problem

41,42,43 44,45 46,35, 47,48,49,50

The second way, coping directed toward
sociability, helps in personal rebalancing when
faced with adverse situations, since it tends to
cause quick recovery and lower rates of medical
complications, lower hospital costs, lower
mortality rates, and better coping in terminal cases.
There is an active coping, positive resignification,
humor, acceptance, optimism, engagement in
leisure activities, feelings of security, belonging,
and grounding in reality, as well as reinforcement

of hope and will to live, which provides better
quality Of hfe 51,52,53,54,55,56,57,58,59,60,61,62,63,64,65,66,67,68,69,

70,71

The third way, coping directed toward
spiritual/fantasy rites, can reduce the sense of
loss of control and hopelessness in the process
of becoming ill, promoting a cognitive structure
that aims to reduce suffering and increase the
sense of meaning. This strategy shows a positive
correlation with better mental health, spiritual
growth, and cooperativity; thus, there is a mutual
control between external control, coming from
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transcendent forces; and internal control,
exercised by the individuals themselves 72737477
6,77,78,79,80,81,82,83_

Thus, the way of coping focused on
emotions is associated with worse quality of
life compared to the coping styles of active
confrontation, since it is a response of emotional
regulation resulting from avoidance attitudes,
moving away from the stressor and, in turn, not
modifying/managing the possibilities of coping.
Its function is to reduce the unpleasant sensation
of the state of stress through indirect cognitive
reevaluations; it includes the release of negative
emotional reactions such as anger, tension, self-
blame, and blaming others. This coping style
is related to low resilience, hyperemotivity,
negative affection, dissatisfaction with life, and
psychopathology B4858687:i2:43.44.8889.90919293.94, 489545
49,96,24,97,98,99,100,101,102'

The method chosen here allowed the
survey of important aspects about affective self-
regulation. However, research with qualitative
models, using semi-structured interviews, for
example, could better explain such dimensions
in the process of coping with the disease in such
a way that it could be a guideline for actions and
practices not only for other women with the same
conditions, but also for the health team involved

in the treatment of these women.

CONCLUSION

It is concluded that there is a great
need to encompass the emotional aspects
during the process of illness to minimize the
negative symbolisms and develop the capacity
for affective self-regulation. A positive and active
adaptation is sought through spiritual and
resilient experiences, given that coping strategies
can be used simultaneously. Thus, the greater
the ability for self-regulation, the greater the

constructive thinking, so that the effectiveness of
the individual’s characteristic coping strategies
increases.

The individual tends toward an adaptively
descending intensity of use of the coping
strategies: ways of coping focused on spiritual
rites/fantasy; ways of coping focused on the
problem; ways of coping focused on sociability;
and ways of coping focused on emotion.

We conclude our reasoning by
emphasizing that affective self-regulation can
interfere with the physical, mental, and social
well-being of breast cancer patients undergoing
chemotherapy, as well as their coping strategies.
There is a significant positive relationship
between affective self-regulation and better ways
of coping, that is, the higher the level of resilience
and spirituality of an individual, the better his/her
way of coping in adverse and stressful situations.
In this way, coping strategies focused on the
problem, sociability, and spiritual/fantasy rites
interfere positively in the reevaluation of the
situation and consequent action of the individual.

The present study provides subsidies
for women with breast cancer, family members,
health professionals, and the population with an
interest in the theme to consider new possibilities
of apprehension and understanding of emotional
and behavioral manifestations linked to coping
strategies. Thus, this public can incorporate into
their practices care models that contribute to
the minimization of suffering, not restricted to
interventions of biological nature, but favoring
affective self-regulation and, consequently, greater
adherence to treatment. Thus, the importance
of humanized and sensitive listening to women
with breast cancer stands out. It is necessary
to consider all the services offered during the
treatment, from the diagnostic process to the
prognosis, chemotherapeutic or radiotherapeutic
conditions, whether in health care units or
in hospitals, with the implementation of
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receptivity and interprofessional care, promoting

comprehensive care centered on the person and

on those involved contextually in the process of

becoming ill.

REFERENCES

1.

Toledo EHR, Diogo MJD. Idosos com afec¢ao
onco-hematoldgica: acoes e as dificuldades
para o autocuidado no inicio da doenca. Rev
latinoam enferm. 2003.

Porto AO. Pacientes oncoldgicos: respostas
emocionais frente a doenca. Monografia nio
publicada. 2004.

Andrade FP. Perfil dos sobreviventes ao cincer
segundo o grau de resiliéncia de um servigo
de oncologia. Master’s thesis. 2011.

Centers for Disease Control and Prevention
(CDC). National Center for Chronic Disease
Prevention and Health Promotion. Division
of Cancer Prevention and Control. Survive
Cancer and Live. Atlanta: CDC, s.d., 2010.

Amar A, Rapoport A, Franzini SA, Bisordi C,
Lehn CN. Qualidade de vida e prognostico
nos carcinomas epidermoides de cabeca e
pescoco. Rev bras Otorrinolaringol. 2002, 68,
400-403.

Costa NSB, Aratjo TCC, Curado MP. Avaliacio
da qualidade de vida de pessoas portadoras

de cancer de cabega e pescoco. Acta oncol
bras. 2000, 96-104.

Nucci NAG. Qualidade de vida e cancer: um
estudo compreensivo. Doctoral dissertation,
Tese. 2003.

Zanin CR, Corréa CG, Maniglia JV. Transtorno
mental em pacientes com cincer de cabega e
pescoco submetidos a cirurgia e radioterapia.
In Congreso Iberoamericano de Psicologia
Clinica y de la Salud: Avances Recientes em
Psicologia Clinica y de la Salud. 1999, (1),
332.

Carver CS, Scheier MF, Segerstrom SC.
Optimism. Clin psychol rev. 2010, 30(7), 879-
889.

10.

11.

12.

Csikszentmihalyi M. Flow: The psychology
of optimal experience. New York: Harper
Perennial Modern Classics. 2001.

Fredrickson BL. The role positive emoticons
in positive psychology: The broaden-and-
build theory of positive emoticons. Am
psychol. 2001, 56, 218-226.

Gilbert F. Introducing compassion-focused
therapy. Adv psychiatr treat. 2009, 15(3), 199-
208.

13. Joseph S, Linley PA. Growth following

14.

15.

16.

17.

18.

19.

20.

21.

adversity:  theoretical perspectives and
implications for clinical practice. Clin psychol
rev. 2000, 26(8), 1041-1053.

Reis HT, Smith SM, Carmichael CL, Caprariello
PA, Tsai FF, Rodrigues S A, Maniaci MR. Are
you happy for me? How sharing positive
events with others provides personal and
interpersonal benefits. J pers soc psychol.
2010, 99(2), 311-329.

Santos RZ, Oliveira RAD. A espiritualidade e
a religiosidade na pratica pedidtrica. Blucher
Medical Proceedings. 2013, 1, 92-92.

Loewenstein G, Lerner JS. The role of affect in
decision making. 2003.

De Padua JFP, Neto PJS, da Silva FEM, De
Oliveira MG. A influéncia da autorregulacio
nas heuristicas e vieses utilizados no processo
de tomada de decisio. RECADM. 2014, 13(3),
414-433.

Freitas AL, Higgins ET. Enjoying goal-directed
action: The role of regulatory fit. Psychol sci.
2002, 13(1), 1-6.

Viacava F, Ugd MAD, Porto S, Laguardia J,
Moreira RDS. Avaliacio de desempenho de
sistemas de saude: um modelo de anilise.
Cién Saude Colet. 2012, 17, 921-934.

Sameroff AJ, Chandler MJ. Reproductive risk
and the continuum of caretaking casualty.
Review of child development research. 1975,
4, 187-244.

Carlson EA, Sroufe IA. Contribution of
attachment  theory to developmental
psychopathology. 1995.

Saud Pesq. 2023;16(1):e-11400 - e-ISSN 2176-9206



Fabiano, Prado, Caetano, Agli

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

Snyder WB. Language acquisition and
language variation: The role of morphology.
Doctoral dissertation, Massachusetts Institute
of Technology. 1995.

Rothbart MK, Jones LB. Temperament, self-
regulation, and education. School psychology
review. 1998, 27(4), 479-491.

Lisboa C, Koller SH, Ribas FF, Bitencourt
K, Oliveira L, Porciuncula LP, Marchi RBD.
Coping strategies of domestic violence
victimized and non-victimized children.
Psicol reflex crit. 2002, 15(2), 345-362.

De Lima JB, De Araujo TCCF. Avaliacio de
resiliencia: Um estudo exploratorio com
pacientes oncoldgicos. Psicol argum. 2017,
30(68).

Lopes KC. O bem-estar espiritual e
resiliéncia em doentes oncoldgicos. Doctoral
dissertation. 2014.

Narayanasamy A, Owens J. A critical incidente
study of nurses’responses to the spiritual
needs of their patients. J ad nurs. 2001, 33(4),
446-455.

Pesce RP, Assis SG, Avanci JQ, Santos NC,
Malaquias JV, Carvalhares R. Adaptagio
cultural, confiabilidade e validade da escala
de Resiliéncia. Cad Sadde Publica. 2005, 21
(2), 436-448.

Panzini RG, Bandeira DR. Escala de coping
religioso-espiritual (Escala CRE): elaboragio
e validacao de constructo. Psicol Estud. 2005,
10(3), 507-516.

Seidl EMF, Troccoli BT, Zannon CMMC.
Anilise Fatorial de Uma Medida de Estratégias
de Enfrentamento. Psicol teor pesqui. 2001,
17, 225-234.

Reuter-Lorenz PA, Jonides J., Smith EE,
Hartley A, Miller A, Marshuetz C, Koeppe RA.
Age differences in the frontal lateralization of
verbal and spatial working memory revealed
by PET. J cogn neurosci. 2000, 12(1), 174-187.

Vahia IV, Deep CA, Palmer BW, Fellows I,
Golshan S, Thompson W, Allison M, Jeste
DV. Correlates of spirituality in older women.
Aging of the Mental Health. 2011, 15(1), 97-
102.

33.

34.

35.

30.

37.

38.

39.

40.

41.

42.

43.

44.

Lawler KA, Younger JW. Theobiology:
An analysis of spirituality, cardiovascular
responses, stress, mood, and physical health.
J relig health. 2002, 41(4), 347-362.

Chequini MCM. Resiliéncia e Espiritualidade
em Pacientes Oncoldgicos: Uma abordagem
junguiana.  Dissertacio  apresentada a
Universidade Catélica de Sao Paulo. 2009.

Koenig HG. Religion and medicine II: religion,
mental health, and related behaviors. Int j
psychiatry med. 2001, 31(1), 97-109.

Panzini RG, Bandeira DR. Coping
(enfrentamento)  religioso/espiritual.  Rev
psiquiatr clin. 2007, 34(1), 126-135.

Skevington SM. Advancing cross-cultural
research on quality of life: Observations
drawn from the WHOQOL development.
Qual life res. 2002, 11, 135-144.

Teixeira JJV, Lefevre F. Significado da
intervencdo médica e da fé religiosa para o
paciente idoso com cancer. Cién Saide Colet.
2008, 13(4), 1247-1256.

Pesce RP, Assis SG, Avanci JQ, Santos NC,
Malaquias ]V, Carvalhaes R. Adaptagio
transcultural, confiabilidade e validade da
escala de resiliéncia. Cad Saude Publica.

2005, 21(2), 436-448.

Masten A, Garmezy N. Risk, vulnerability
and protective factors in developmental
psychopathology. Advances in clinical child
psychology. 1985, 1-52.

Folkman §, Lazarus RS. If it changes it must
be a process: Study of emotion and coping
during three stages of a college examination.
J pers soc psychol. 1985, 50, 571-579.

Campbell-Sills L, Cohan SL, Stein MB.
Relationship of resilience to personality,
coping, and psychiatric symptoms in young
adults. Behav res ther. 2000, 44(4), 585-599.

Antoniazzi AS, Dell’Aglio DD, Bandeira DR.
O conceito de coping: Uma revisdo tedrica.
Estud Psicol. 1998, 3(2), 273-294.

Lazarus RS, Folkman S. The concepto f
Coping. Stress, appraisal and coping. 1984,
117-139.

Saud Pesq. 2023;16(1):e-11400 - e-ISSN 2176-9206



Fabiano, Prado, Caetano, Agli

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

50.

Moos RH. Coping Responses Inventory
CRI-Adult Form  Professional ~Manual.
Psychological Assessment Resources. 1993.

Heim E, Valach L, Schaffner L. Coping and
psychosocial ~ adaptation: ~ Longitudinal
effects over time and stages in breast cancer.
Pscychosomatic Medicine. 1997, 59(4), 408-
418.

Pargament KI, Raya HA. A decade of research
on the psychology of religion and coping:
Things we assumed and lessons we learned.
Psyke and logos. 2007, 28(2), 25-25.

Carver CS, Scheier MF, Weintraub JK.
Assessing coping strategies: A theoretically
based approach. J pers social psychol. 1989,
56, 267-283.

Clark KA, Bormann CA, Cropanzano RS,
James K. Validation evidence for three coping
measures. ] personal assess. 1995, 65, 434-
455.

Seidl EMF, Troccoli BT, Zannon CMLDC.
Anilise fatorial de uma medida de estratégias
de enfrentamento. Psicol teor pesqui. 2001,

17(3), 225-234.

Bianchini DCS, Dell’Aglio DD. Processos de
resiliéncia no contexto de hospitalizacio: Um
estudo de caso; Paidéia. 2006, 16(36), 426-
430.

Pesce RP, Assis SG, Santos N, Oliveira RVC.
Risco e protecio: Em busca de um equilibrio

promotor de resiliencia. Psicol teor pesqui.
2004, 20(2), 135-143.

Couto MCPP. Fatores de Risco e de Protecio na
Promocio de Resiliéncia no Envelhecimento.
2005.

Goldstein S, Brooks RB. Resilience in
children. New York: Springer. 2005.

Carvalho FT, Morais NA, Koller SH, Piccinini
CA. Fatores de protecio relacionados a
promog¢do de resiliéncia em pessoas que
vivem com HIV/AIDS. Cad Saude Publica.
2007, 23(9), 2023-2033.

Costa CRBSF, Assis SG. Fatores protetivos
a adolescéncia em conflito com a lei no
contexto socio-educativo. Psicol soc. 2000,
18(3), 74-81.

57.

58.

59.

00.

0l.

02.

03.

04.

05.

00.

07.

08.

Mota DCGD, Benevides-Pereira AMT, Gomes
ML, Aratjo SM. Estresse e resiliéncia em
doenca de Chagas. Aletheia. 2006, 24, 37-68.

Shatté A, Perlman A, Smith B, Lynch WD.
The positive effect of resilience on stress
and business outcomes in difficult work
environments. J occup environ med. 2017,
59(2), 135.

Cano A, Sirgo A, Pérez G, Rodriguez J, Terol
M, Lopez S, Frias Puente AB. Cancer y estilo
repressivo de afrontamiento. Ansiedad y
estrés. 1994, 3(29), 35-46.

Gongalves TR, Pawlowski J, Bandeira DR,
Piccinini CA. Avaliacio de apoio social em
estudos brasileiros: aspectos conceituais e
instrumentos. Cién Saude Colet. 2011, 16,
1755-1769.

Dias TL, Leite LLG. Rede de apoio social e
afetivo e estratégias de enfrentamento na
doenca falciforme: um olhar sobre a pessoa
e a familia. Psicol rev. 2014, 20(2), 353-373.

Chahraoui K, Laurent A, Bioy AM Quenot
JP. Psychological experience of patientes 3
months after a stay in the intensive care unit:
A descriptive and qualitative study. J crit care.
2015, 30(3), 599-605.

Alpers LM, Helseth S, Bergbom I. Experiences
of inner strength in critically ill patientes-a
hermeneutical approach. Intensive crit care
nurs. 2012, 28(3), 150-158.

Gouveia MJ, Marques M, Ribeiro JLP. Versio
portuguesa do questionirio de bem-estar
espiritual (SWBQ): Andlise confirmatoria da
sea estrutura factorial. Psicol saide doencas.
2009, 10(2), 285-293.

Alport CJM. One Nation: A Tory Approauh
to Social Problems. Conservative Political
Centre. 1950.

Ventis WL. The relationships between religion
and mental health. ] soc Issues. 1995, 51(2),
33-48.

Wong-McDonald A, Gorsuch RL. Surrender
to God: Na additional coping style? J psychol
theol. 2000, 28(2), 149-161.

Ferriss AL. Religion and the quality of life. J
happiness stud. 2002, 3(3), 199-215.

Saud Pesq. 2023;16(1):e-11400 - e-ISSN 2176-9206



Fabiano, Prado, Caetano, Agli

09.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

Hoffmann FS, Muller MC, Rubin R. Amulher com
cancer de mama: apoio social e espiritualidade.
Mudangas. 2006, 14(2), 143-150.

Balboni TA, Vanderwerker LC, Block SD,
Paulk ME, Lathan CS, Peteet JR, Prigerson HG.
Religiousness and spiritual support among
advanced cancer patients and associations
with end-of-life treatment preferences and
quality of life. J clin oncol: oficial journal of
the American Society of Clinical Oncology.
2007, 25(5), 555.

Howsepian BA, Merluzzi TV. Religious beliefs,
social support, self-efficacy and adjustment
to cancer. Psycho-Oncology. 2009, 18, 1069-
1079.

LaPierre LL. A model for describing
spirituality. Jounal Religion and Health. 1994,
33, 153-161.

Vidor AC, Fisher PD, Bordin R. Utilizacio
dos sistemas de informacio em saide em
municipios gaichos de pequeno porte. Rev
Satde Puablica. 2011, 45, 24-30.

Costa DS. Espiritualidade: Um recurso
importante na terapéutica do paciente
oncoldgico. 2010.

Hoffman C, Rice D, Sung HY. Persons with
chronic conditions: their prevalence and
costs. Jama. 1996, 276(18), 1473-1479.

Pargament KI, Smith BW, Koenig HG, Perez
L. Patterns of positive and negative religious
coping with major life stressors. Journal for the
Scientific Study of Religion. 1998, 18, 710-724.

Nielsen HS. Discrimination and detailed
decomposition in a logit model. Economics
Letters. 1998, 61(1), 115-120.

Pargament JI, Hahn J. God and the just world:
Causal and coping attributions to God in
health situations. Journal for the scientific
study of religion. 1986, 193-207.

Koenig HG, Larson DB, Larson SS. Religion
and coping with serious medical illness. Ann
pharmacother. 2001, 35, 352-359.

Siegel K, Anderman §J, Schrimshaw EW.
Religion and coping with health-related
stress, Psychol health. 2001, 16(6), 631-653.

81.

82.

83.

84.

85.

80.

87.

88.

89.

90.

91.

92.

93.

Geertz C. Deep play: notes on the
Balinese cockfight. The interpretation of
cultures. Selected Essays. 1973, 412-453.

Speck P, Higginson I, Addington-Hall J.
Spiritual needs in health care. 2004.

Folkman S, Moskowitz JT. Coping: Pitfalls and
promise. Annu ver psychol. 2004, 55, 745-
774.

Folkman S, Lazarus RS. Na analysis of coping
um a Middle-aged Community sample. J
health soc behav. 1980, 21, 219-239.

Folkman §, Lazarus RS. If it changes it must
be a process: study of emotion and coping
during three stages of a college examination.
J pers soc psychol. 1985, 48(1), 150.

Lazarus RS, Folkman S. Stress, appraisal and
coping. Springer publishing company. 1984.

Campbell-Sills L, Cohan SL, Stein MB.
Relationship of resilience to personality,
coping, and psychiatric symptoms in young
adults. Behav res ther. 2000, 44(4), 585-599.

Endler NS. Stress, Anxiety and coping:
the multidimensional interaction model.
Canadian Psychocoly/Psychologie
canadienne. 1997, 38(3), 136.

Costa PT, McCrae RR. Inflence of extraversion
and neuroticismo n subjective well-being:
happy and unhappy people. ] pers soc
psychol. 1980, 38(4), 668.

Clarck KK, Bormann CA, Cropanzano RS,
James K. Validation evidence for three coping
measures. ] personal assess. 1995, 65(3), 434-
455.

Coelho R, Amorim I, Prata J. Coping styles and
quality of life in patientes with non-insulin-
dependent diabetes mellitus. Psychosomatics.
2003, 44(4), 312-318.

Leao AM, Gomes IP, Ferreira MJM, Cavalcanti
LPG. Prevaléncia e Fatores Associados a
Depressio e Ansiedade entre Estudantes
Universitarios da Area da Saude de um Grande
Centro Urbano do Nordeste do Brasil. Rev
bras educ méd. 2018, 42(4).

Leite FMC, Amorim MHC, Castro DS, Primo
CC. Estratégias de enfrentamento e relacdo
com condigoes sociodemogrificas de

Saud Pesq. 2023;16(1):e-11400 -

e-ISSN 2176-9206



Fabiano, Prado, Caetano, Agli

94.

95.

96.

97.

98.

99.

mulheres com cancer de mama. Acta Paul
Enferm. 2012, 25(2), 211-217.

Gruen RJ, Folkman S, Lazarus RS. Centrality
and individual diferences in the meaning of
dally hassles. J personal. 1988, 56(4), 743
762.

Endler NS, Parker JDA. Coping Inventory for
Stress-ful Situations (CISS). Manual Second
Edition. 1999.

Vitalino PP, Russo J, Carr JE, Maiuro RD, Becker
J. The Ways of Coping Checklist: Revision and
psychometric properties. Multivar behav res.
1985, 20, 3-26.

Gimenes MGG, Queiroz B. As diferentes fases
de enfrentamento durante o primeiro ano
apos a mastectomia. A mulher e o cancer.
1997, 171-195.

Zanini DS, Forns M. O conceito de risco e
protecdo a saide mental e sua relagio com a
teoria de coping. 2005, 32(1), 69-80.

Paula Junior WD, Zanini DS. Estratégias
de coping de pacientes oncoldgicos em
tratamento radioterdpico. Psicol teor pesqui.
2011, 27(4), 491-497.

100.Aquino VV, Zago MMF. O significado

das crencas religiosas para um grupo de
pacientes oncoldgicos em reabilitacio. Rev
latinoam enferm. 2007, 15(1), 42-47.

101. Carvalho MMM]J. Introducio a psiconcologia;

Livro Pleno. 2003.

102. Prada AA. Manual de psiconcologia. Javegraf;

2000.

Saud Pesq. 2023;16(1):e-11400 - e-ISSN 2176-9206



