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ABSTRACT
Objective: To understand and describe the experience of the development of coping 
strategies during the professional life of nurses providing care to patients with facial 
image alteration. Method: Descriptive qualitative study with a hermeneutic-dialectic 
framework conducted in the head and neck ward of a reference hospital in Rio de 
Janeiro, with the participation of eight nurses and data produced through semi-
structured interviews conducted between June and August 2013. Results: Three major 
impressions were found: initial estrangement and complexity, consisting in the care given 
to patients with facial image alteration; a threshold between estrangement and coping, 
corresponding to the emergence of coping strategies during care; and image-likeness 
as a (re)cognition of the individual with facial image alteration in the development and 
consolidation of coping strategies during care. Conclusion: Among other contributions, 
the identification and understanding of coping strategies may contribute to better qualify 
nursing education and care. 
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INTRODUCTION
A total of 15,290 new cases of head and neck cancer 

(oral cavity only) was estimated in Brazil for 2014(1). This 
type of cancer requires adaptation and control strategies 
by health professionals, generating challenges for nurses 
as they constantly experience the suffering of patients(2-7).

In the education of nurses, the care to patients with facial 
image alteration is conceived as a complex and impressive 
experience that may affect the care and interaction between 
nurse and patient. The care to head and neck cancer surgical 
patients is a potential threat to the physical and emotional 
balance of nurses(3-5,8). The occupational reality requires the 
ability to adapt to stressing situations that require the devel-
opment of a coping process(3-6,8). These coping strategies are 
either learned and maintained or not throughout the life of an 
individual, depending on reinforcement schemes experienced 
during the professional history of the individual(2,8), and they 
may be seen as a health protection factor for nurses inserted 
in the work context(9). However, in addition to the coping 
strategies and their implementation, the research sought to 
interpret the several speeches, evidencing the particularities, 
confluences, and distinctions of the coping processes evoked 
through the life experience, the field of work, the complexity 
of the social relations of these professionals, and the mean-
ings and senses attributed by them to their experiences(10).

Thus, the aim of this study was to understand and de-
scribe the professional experience of coping developed by 
nurses providing care to patients with facial image alteration.

METHOD
This was a qualitative, descriptive study guided by the 

hermeneutic-dialectic, method adopted as a dual function 
reference: as a configurator of the categories and questions 
related to the object and as an analysis procedure of the em-
pirical material. The union of hermeneutics with dialectics is 
productive in conducting a process that is both understand-
ing and critical of the social reality(11). It is noteworthy that, 
within the specificities of this job, the core and predominant 
theoretical-methodological guidance presents an interpre-
tative-comprehensive nature, considering as relevant not 
the supposed truth of the phenomena themselves, but the 
symbolic truth translated by meanings and senses attributed 
to the phenomena by the participants in the research. Thus, 
the symbolic attributions to the experience of developing 
coping strategies were found to be more relevant than the 
coping strategies themselves, which are pointed out only as 
elements that converse with the empirical categories found 
in the speeches(10-11).

The data production technique was the biographical 
interview, characterized by a respect for the individual-
ity and specificity of the interviewee, seeking a dialogue 
through which “the individual talks about the representa-
tion they have of the facts in their life according to cate-
gories of values and their time codes”(12). In this sense, pri-
or to stimulating the professional life narrative, personal 
and professional data related to gender, age, religion, time, 

and type of education were collected through a script. 
Then, the participants were requested to provide a report 
on the beginning, development, and consolidation of their 
experiences regarding coping strategies during the care to 
patients with facial image alteration. The audio recordings 
were transcribed to enable a comprehensive approach by 
researchers. The analysis was conducted under the “com-
prehension/interpretation” scheme, which presupposes 
both exercises, hermeneutic (i.e., extraction of empirical 
categories and attributed meanings) and dialectic (i.e., 
correspondence between empirical and theoretical cate-
gories). The organization and analysis of data involved: (a) 
comprehensive reading; (b) identification of underlying 
meanings; (c) problematization of ideas and senses and 
articulation with socio-cultural meanings; (d) elaboration 
of a synthesis of senses from the dialogue between em-
pirical data and theoretical contributions; (e) elaboration 
of schemes of interpretative analysis processes containing 
the categorization, empirical-theoretical correspondences, 
and synthesis of senses. Eight nurses participated in the 
study according to the following criteria of inclusion: five 
years or more of experience in head and neck oncologic 
nursing; and agreement to participate in the study. The 
study was conducted between May and December 2013 
in an oncologic reference hospital in Rio de Janeiro with 
the approval of the research project by a research ethics 
committee, under protocol 272.883.

RESULTS
The age of the participants ranged between 32 and 

56 years. In relation to religious orientation, four were 
Catholic, three were Spiritualist, and one was agnostic. 
Professional experience ranged from eight to 30 years. 
Only one of the interviewees had no specialization in 
oncologic nursing. All of them reported a lack of specific 
training to deal with the complexity inherent to patients 
with facial image alteration.

With the objectives of the research as a reference, 
46 reports of speeches distributed into three empirical 
categories were selected. Initial estrangement of coping 
contained 16 reports; Emergence of coping strategies con-
tained 14 reports; and Development and consolidation of 
coping strategies contained 16 reports. Within each em-
pirical category, the reports were regrouped into empiri-
cal subcategories.

The category Initial estrangement of coping covers the 
meanings of the first reactions to the initial impact of the 
experience in patient care.

The category Emergence of coping strategies covers the 
meanings of the processes of cognitive changes and be-
havioral efforts in order to manage the specific demands 
of patient care.

The category Development and consolidation of coping 
strategies covers the meanings of the cognitive and behav-
ioral development applied to manage to specific demands 
related to patient care.
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Chart 1 – Relation between empirical categories and subcategories.

EMPIRICAL CATEGORIES EMPIRICAL SUBCATEGORIES

Initial estrangement of coping
Reactions to mutilation; Reactions to the social context of the 
patient; Empathy and feminine identity; Reactions to the unknown; 
and Mutilation as a cure.

Emergence of coping strategies

Coping through imagination; Coping through affection; Coping 
through altruism; Coping through the professional duty; Coping 
through the separation of professional and personal lives; Coping 
through study; Coping through teamwork; Coping through self-
esteem; and Coping through religiosity.

Development and consolidation 
of coping strategies

Consolidation of a strategy through humanism; Consolidation of 
a strategy through belief in cure by mutilation; Consolidation of 
a strategy through study; Consolidation of a strategy through the 
professional duty; Consolidation of a strategy through the model of 
struggle for life; Consolidation of a strategy through affection and 
effectiveness in care; Consolidation of a strategy through teamwork; 
and Consolidation of a strategy through belonging to social groups.

Source: Interviews of the research.

EMPIRICAL CATEGORY EMPIRICAL SUBCATEGORIES SYNTHESIS OF SENSES

REACTIONS TO

MUTILATION

INITIAL

ESTRANGEMENT

OF COPING
REACTIONS TO THE SOCIAL

CONTEXT OF THE PATIENT

EMPATHY AND

FEMININE IDENTITY

REACTIONS TO

THE UNKNOWN

MUTILATION AS A CURE

SOCIAL STIGMA OF CANCER

THEORY OF HUMAN CARE

HUMAN CARE;

NURSING AS A

PROFESSION

EPIDEMIOLOGY;

COPING

IDEA OF SURGICAL

MUTILATION AS

CONSTITUTING CURE

IDENTIFICATION OF THE NURSE

AS THE PATIENT THROUGH

SOCIAL CONDITION

INSECURITY IN FACE OF THE

UNKNOWN AND MOBILIZATION

TOWARD THE NEW

SOCIAL STIGMA GENERATED

THROUGH REJECTION OR

PREJUDICE

ALTERED BODILY IMAGE

PROJECTIVE IDENTIFICATION

PRACTICAL EMOTIONAL

INTELLIGENCE

NURSING AS A PROFESSION

NURSING AS A MISSION

EMOTIONS AND MEANINGS OF

THE FIRST CARE EXPERIENCES

MISSIONARY IDEAL WITH

OVERCOMING OF THE INITIAL

ESTRANGEMENT

ESTRANGEMENT THROUGH THE

PROJECTION OF SEEING ONESELF

AS THE PATIENT

ADJUSTMENT OF FEELINGS

TO ADVERSE SITUATIONS TO

OVERCOME INITIAL ESTRANGEMENT

THEORETICAL CATEGORIES

PROFISSIONAL MOBILIZATION

TOWARD THE PATIENT´S BENEFIT

Figure 1 – Scheme of the interpretative analysis process related to the empirical category Initial estrangement of coping.



572 Rev Esc Enferm USP · 2016;50(4):569-577 www.ee.usp.br/reeusp

Coping strategies of nurses in the care of patients with head and neck neoplasms

EMPIRICAL CATEGORY SYNTHESIS OF TENSES

EMERGENCE OF

COPING

STRATEGIES COPING THROUGH THE

SEPARATION OF PROFESSIONAL

AND PERSONAL LIVES

COPING THROUGH EMOTION,

EXPERIENCE AND LIVING

DISCONNECTION BETWEEN

PRACTICAL EXPERIENCES AND

PERSONAL DAILY LIFE

COPING THROUGH

PROFESSIONAL DUTY

HUMAN CARE; PROFESSIONAL

DEONTOLOGY
PROFESSIONAL DUTY AS A TRIGGER

FOR COPING STRATEGIES

COPING THROUGH

ALTRUISM
COPING THROUGH THE

PROBLEM; OTHERNESS

PERSONAL MOBILIZATION

TOWARD THE PATIENT´S BENEFIT

COPING THROUGH

AFFECTION
HUMAN CARE; COPING
THROUGH EMOTION

EMOTION AND AFFECTION RESULTING

FROM DAILY RELATIONSHIPS BETWEEN

PROFESSIONAL AND PATIENT

COPING THROUGH

IMAGINATION
COPING THROUGH

EMOTION

SUBLIMATION OF THE REAL

APPEARANCE BY THE PATIENT´S

IDEALIZED PROJECTION

COPING THROUGH

STUDY

COPING THROUGH THE

PROBLEM; PROFESSIONAL

DEONTOLOGY

BELIEF IN THE ACCUMULATION OF

THEORETICAL KNOWLEDGE AS A

TRIGGERING FACTOR FOR COPING

COPING THROUGH

TEAMWORK

COPING THROUG

THE PROBLEM

BELIEF IN TEAMWORK AS A

FUNDAMENTAL ELEMENT

COPING THROUGH

SELF-ESTEEM

COPING THROUGH EMOTION;

CARE FOR ONESELF

PERSONAL WELLBEING AS

A REQUISITE FOR CARING

FOR THE OTHER

COPING THROUGH

RELIGIOSITY

COPING THROUGH

RELIGIOSITY

RELIGION AS A SOURCE OF

MOBILIZATION AND STRENGTH

EMPIRICAL CATEGORYEMPIRICAL CATEGORY

Figure 2 – Scheme of the interpretative analysis process related to the empirical category  Emergence of coping strategies.

EMPIRICAL CATEGORY EMPIRICAL SUBCATEGORIES THEORETICAL CATEGORIES SYNTHESIS OF SENSES

DEVELOPMENT AND

CONSOLIDATION OF

COPING STRATEGIES CONSOLIDATION OF A STRATEGY

THROUGH THE MODEL OF

STRUGGLE FOR LIFE

CONSOLIDATION OF A

STRATEGY THROUGH

THE PROFESSIONAL DUTY

CONSOLIDATION OF A STRATEGY

THROUGH STUDY

CONSOLIDATION OF A

STRATEGY THOURGH

BELIEF IN CURE BY MUTILATION

CONSOLIDATION OF A STRATEGY

THROUGH HUMANISM

CONSOLIDATION OF A

STRATEGY THROUGH

TEAMWORK

CONSOLIDATION OF A STRATEGY

THROUGH AFFECTION AND

EFFECTIVENESS IN CARE

CONSOLIDATION OF A STRATEGY

THROUGH BELONDING TO

SOCIAL GROUPS

TRANSPERSONAL CARE;

COPING THROUGH

THE PROBLEM

MONOMITY

TRANSPERSONAL CARE;

COPING THROUGH

THE PROBLEM

TRANSPERSONAL CARE
CONSOLIDATION OF A STRATEGY

THROUGH THE HUMAN

REDISCOVERY OF APPEARANCE

VALUATION THOURGH

PERSONAL DISCOVERY

CONSOLIDATION OF A STRATEGY

THROUGH THE ACCUMULATION

OF THEORETICAL KNOWLEDGE

COMMITMENT TO

PROFESSIONAL DUTY

CONSOLIDATION OF A STREATEGY

THROUGH SELF-KNOWLEDGE AND A

BROADEN PERCEPTION OF CARE

SHARING OF WORK AMONG

TEAM MEMBERS

CONSOLIDATION OF A STRATEGY

THROUGH AFFECTION BETWEEN

NURSE AND PATIENT

CONSOLIDATION OF A STRATEGY

THROUGH INSERTION AND

INTERACTION WITH SOLIDARY

SOCIAL GROUPS

TRANSPERSONAL CARE

TRANSPERSONAL CARE;

COPING THROUGH

THE PROBLEM

TRANSPERSONAL CARE;

COPING THROUGH

THE EMOTION/PROBLEM

TRANSPERSONAL CARE;

COPING THROUGH

THE EMOTION

Figure 3 – Scheme of the interpretative analysis process related to the empirical category Development and consolidation of coping 
strategies.
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DISCUSSION
Three comprehensive social senses became relevant in 

the empirical material; each one is connected to one of the 
categories and their respective subcategories.

The sense of initial estrangement and complexity 
that comprise the care to patient with facial image 
alteration

In their totality, the speeches comprising the category 
Initial estrangement of coping point out a sense of estrange-
ment in relation to the consequences of the surgical treat-
ment aggravated by the complexity of the care.

Reactions to mutilation cover the expression of affec-
tions and feelings resulting from the early experiences of the 
care to patients with facial image alteration. The aesthetic 
characteristics of the patient are detailed: “Head and neck 
patients are unpleasant to the eyes. There is a distance from 
the ideal of beauty” (E7). The participants also express the 
discomfort and fear generated by viewing the image of the 
patients, exposing the difficulties in the early contacts: “At 
the time, surgeries presented a high level of mutilation. The 
reconstructions were terrible. Patients looked like horrible 
simians. So I was very scared; in fact, on that first day of 
duty, I talked to the person in charge and said that I would 
not be able to deal with that” (E1). There is a contradiction 
evidenced by the senses of rejection and solidarity, simul-
taneously: “My God, how can a person be in this situation 
and look well, talking with me? Then I returned stronger 
to do his dressing” (E6). The reactions to the disfiguration 
involve the relation with the other, who, even though they 
might be alike, looks different. Such reactions, if impreg-
nated with social stigma, may awaken a latent prejudice or a 
projective identification(13) in the occurrence of assimilation 
of an individual by the other in the process of transfer-
ence of the person or situation experienced: “The infested 
wounds caused me rejection. I thought: ‘Guys, I think I 
couldn’t go out to the streets in this situation’” (E7).

Unlike rejection, in mutilation there is the identification 
of a motivating element to overcome and mitigate the ini-
tial estrangement: “Of course they [mutilated faces] gener-
ated an impact, but it was for my professional development” 
(E5). It is possible that, even implicitly, the interviewee ex-
pressed an emotional intelligence, an ability to control the 
emotions and motivate themselves(14) when dealing with 
their own feelings. They were able to adapt them to the 
experienced situation as they experience them by putting 
them at the service of professional performance and devel-
opment in a daily exercise of practical intelligence(15). This is 
identified as practical emotional intelligence due to its relation 
between thought and action.

Another way to deal with the initial estrangement is a 
kind of appeal to the senses of vocation and mission attrib-
uted to modern nursing that some nurses seem to internal-
ize as a providential option to overcome emotional obstacles 
in professional practice when dealing with facial mutila-
tion. Vocation and mission stem from concepts, ideals, 
and stereotypes historically established that influence the 

understanding of the meaning of nursing as a health profes-
sion. In the construction of this professional model, the legacy 
of the founder of modern nursing(16) Florence Nightingale is 
decisive. This is both due to the notion of vocational skills 
reaffirmed by education and work as enhancements and to the 
idea of a profession with a missionary nature, namely: I faced 
the facts smoothly. My reaction was to help the doctor with 
the dressings. For me it was normal. “I was neither horrified, 
nor was scared or frightened. I think that from that moment 
I felt that I had been chosen” (E2).

Reactions to the social context of the patient evidence ex-
pressions related to the social stigmatization of patients by 
their own families. While most reactions focus on facial 
appearance, some found in the behavior of family members 
the causative elements of the initial estrangement: “What 
affected me and made me feel bad was the son complain-
ing that his father smelled bad and that he didn’t want to 
stay with the patient. He wanted him to be hospitalized. 
He wanted to leave him there and all” (E2). Social stigma-
tization may be motivated by fear, lack of esteem, disgust, 
rejection, or prejudice. Having cancer produces physical, 
emotional, affective, professional, and financial implica-
tions for patient and his family, leading to stress, tension, 
and conflict(17).

Empathy and feminine identity cover a sense of identi-
fication of the nurse with the patient, possibly due to their 
social condition of being a woman. The initial coping does 
not occur through distancing, fear, or rejection. The care 
represents an interpersonal meeting with therapeutic and 
comfort purposes, and is strengthened by welcoming, soli-
darity, and empathy with the patient(18). The focus is not on 
the disease, but in the condition of the woman: “There was 
nothing so shocking like this… Except for putting myself 
in the place of those women undergoing tracheotomy” (E3).

In reactions to the unknown a hybrid sense of insecurity 
and mobilization was found. In insecurity, it is necessary to 
face the uncertainties of the unknown: “I felt helpless, (...) 
unable, because during my education I had never provided 
care to a patient that had undergone tracheotomy. I didn’t 
know that type of patient” (E4). In mobilization it is neces-
sary to change the concept of care through practical learn-
ing, and such a challenge represents a source of inspiration 
for professional development: “It was very challenging. I 
had to face a new view of nursing care, rich in care, very 
rich, in which I could learn a lot and also offer my best” 
(E4). Both reactions refer to the idea of a bridge between 
education and dedication to work as professional improve-
ment. The care practice represents the core of nursing and 
the tone for transpersonal relations that generates insecuri-
ties and mobilizations in the process of knowledge about 
themselves and others(18).

Mutilation as a cure involves a sense – immersion in 
common sense – that the surgical removal of the tumor 
consists of the definitive eradication of the disease, maybe 
as an attempt to justify the losses and deformations re-
sulting from the surgeries, reinterpreting the condition 
of the patient in a positive manner(2), as the possibility of 
cure through surgery is opposed by a probable irreversible 
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evolution of the disease: “In surgical cases you have mutila-
tion, but at least that individual was free from cancer” (E7).

The sense of threshold between the estrangement 
and coping that make up the emergence of coping 
strategies during care

The prevailing sense in the category Emergence of cop-
ing strategies evidences the early cognitive and behavioral 
tests of identification of strategies by nurses when they were 
inserted in the threshold between the initial estrangement 
and the coping. It is also possible to interpret the sense of 
threshold as a borderline between internal/external prob-
lematic situations (initial estrangement) and development/
affirmation of the professional identity (coping).

Coping through imagination involves abstraction of the 
real appearance by the projection of an idealized appear-
ance, indicating a transition between the initial estrange-
ment and the search for a coping strategy conducted by 
cognitive changes and behavioral efforts intended to man-
age specific (personal) and/or external (environmental) de-
mands resulting from stressing events(2,8). The identification 
of the coping strategy is based on emotion (idealized pro-
jection, possibly as a defense mechanism): Therefore, as a 
matter of humanity, I tried to create a perfection mask. Your 
nose is not there, but it is okay. “(...) Those realities literally 
became normal. Each day I tried to forget about the face. I 
had to be used to that. It is my profession” (E1).

Coping through affection translates a sense arising from 
daily relations between nurses and patients as a triggering 
element of the identification of the coping strategy that 
may have a new meaning as a positive interpretation(8), en-
abling the nurse to aggregate the production of emotions to 
their occupation(19). Such a process is inherent to the care, 
particularly in nursing(18), as it implies sensitivity and co-
participation: “(...) patients have brought me so much af-
fection, so much attention, so much emotional dependence, 
so I became a kind of mother” (E1).

The subcategory coping through altruism points out a 
sense of balance of the emotions resulting from the initial 
estrangement, through the initiative to help from the personal 
dimension, and transcends the professional dimension, focus-
ing on the exclusive benefit of patient care. It implies availabil-
ity of the I to the Other, creating a possible reception to what 
the Other offers differently from the I(20). The condition of 
the Other impels the I to dedicate attention to him/her. The 
welcoming by the I is determined by the needs of the Other: 
“I don’t know if I have inside myself a certain strength to deal 
with that (...). Always trying to mobilize myself internally in 
the sense of helping the person” (E7).

Coping through the professional duty is the deontological 
aspect, indicating a moral choice in view of the coping, a 
conscious decision to do what has to be done, with the profes-
sional attributions as triggering factors of the coping strat-
egies. To operate as a driving force, the professional duty 
requires provision of an environment that offers support, 
protection and, according to the context, a kind of mental, 
physical, and spiritual neutralization(18). “My duty as a nurse 
is to provide care to patients as a whole, from the beginning, 

without judging and without demonstrating any type of re-
vulsion/horror in relation to their image” (E4).

Coping through separation between professional and per-
sonal lives points out a supposed separation between the 
experiences of the professional practice and the personal 
daily life requiring a problematization, as there are con-
troversies in relation to the possibility of a total separation 
between them. The promotion of mutual emotional igno-
rance between professional and personal experiences is a 
defensive strategy of sleight(8), avoiding reflection on the 
actual consequences of such separation. In general, there 
is a harmful superposition of the professional life over the 
personal life by means of an increasing negligence of this 
in favor of that(21). In both experiences (professional and 
personal) the absence of praxis is envisioned, that is, the 
non-thinking about the doing, establishing an experiencing 
that is not reflected in the recent experience as “The experi-
encing differs from the experience because it consists in the 
elaboration of the individual about everything they experi-
ence”(22). The interviewee does not seem to immerse herself 
into the most severe meanings of her experience, which may 
represent a way to mitigate the adverse feelings of a stress-
ing condition: “I live there, to that moment of care. When 
I leave that moment I disconnect myself. It is as if that was 
unreal and I was looking to experience other things. I avoid 
thinking too much” (E5).

In coping through study there is the investment in the 
accumulation of knowledge as a triggering factor of a pos-
sible coping strategy. Attempt to change the reality that 
causes estrangement occurs through the acquisition of in-
formation and knowledge that would enable the appropri-
ate coping with adverse situations of the labor practice. This 
would characterize a problem-based strategy(2,8), if consid-
ered the intention of the nurse to intervene on the source of 
tension: “I researched articles. I start to read because in the 
articles (...) some articles state that the family is the second 
patient of the nurse” (E8).

Coping through teamwork also refers to a problem-
based strategy(2,8), with a sense of belief in teamwork as a 
facilitator of the emergence of coping strategies. The team, 
understood as a technical body but also as a social group, 
works as a promoter of the emergence of strategies, con-
sisting in support for the professional work and a source of 
resolution of problems: “I really like my work team. (...) It 
is a group that you know you can count on. (...) You know 
that, in the next duty, they will be together with you, and 
this is very nice” (E6).

In coping through self-esteem there is the own well-being 
as a condition to provide care to the other. Providing care 
to the other requires proving care to oneself as a strategy 
of coping through the conscious cultivation of self-esteem. 
Providing care to oneself implies self-care with one of the 
techniques of the self, which enables the individual to inter-
vene on the part of himself/herself with view to a state of 
satisfaction(23). Its application is not restricted to nursing(24). 
It is extended to other professionals, although nurses have 
a more intense experience in relation to the suffering of 
others, leading to the lack of a healthy relationship with 
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themselves: “I do yoga and Pilates. Yoga to control and sta-
bilize body and mind. And this is very nice” (E6). Another 
possible reflection refers to questioning whether the self-
care, besides being a necessary condition, is also a sufficient 
condition, as self-care may not ensure a level of satisfaction 
that is able to mobilize for the care to others, especially if, 
to be complete, the state of one’s own well-being implies the 
well-being state of the other, which is not always achieved.

Coping through religiosity considers faith as a confes-
sional feeling, institutionalized or not, that reduces dis-
comfort and tension and propitiates the search for coping 
strategies. It presupposes a superior being or power to the 
human condition(25) that works as a promoter of coping 
through the possibility of overcoming the distress that is 
inherent to the care: “In religion I seek the strength I need 
to perform my duty. I am a Spiritualist; my mother is a 
Spiritualist”(E8). Sometimes religiosity is expressed as part 
of a doctrine, a system that mediates the relation between 
the human and the sacred, giving a sense to life and guid-
ing the doing, enabling nurses to transcend estrangement 
in the presence of the patient. It has an intrinsic function 
when it integrates the life of the individual, characterizing it 
as genuinely religious, or extrinsic when it meets the needs 
of self-protection and safety(25). In addition to the idea of 
doctrine, the religiosity is expressed through the notion of 
spirituality that, in relation with the transcendent, unravels 
the production of a human energy(18,25-26) that is potentially 
transformative of emotions, attitudes, and behaviors: “Oh, 
my religion helps a lot. I am a non-practicing Catholic. I 
have faith in God. I often talk with God. Sometimes I ask 
Him to rescue me, because sometimes we do not feel well 
but we have to do our job” (E5). In both of these speeches it 
is possible to infer that religion represents a source of com-
fort, favoring the appearance of coping strategies through 
emotion and through the defensive attitude of an abstrac-
tion of reality.

The sense of image-likeness as re(cognition) of 
the individual with facial image alteration in the 
development and consolidation of the coping 
strategies during care

The major sense present in the category Development 
and consolidation of coping strategies is that providing care to 
patients with facial image alteration requires an authentic 
relationship of mutuality based on the three principles: help-
confidence-empathy. Its contradictions, as well as the vulner-
able condition of the patient, also integrate the idiosyncra-
sies of the human condition. Nurses find and understand 
themselves as finite beings who are, however, full of infinite 
possibilities. They recognize that the other, although aes-
thetically different, exists in their image and likeness, being 
a co-producer of a care that goes beyond the deontology 
and technique inherent to the doing in nursing.

Consolidation of strategy through humanism evokes the 
rediscovery and reaffirmation of the human. After the initial 
reactions of both nurses and patients there is the occurrence 
of the phenomenon of transpersonal care(18) through a mat-
uration of human relations: “Over time, less and less I saw 

the mutilations; and I increasingly saw that being behind 
that, depending on me, needing me to stimulate them” (E1).

In consolidation through belief in cure by mutilation the 
conformation of the coping strategy transcends the initial 
rejection, idealization, and projective identification. It culmi-
nates in the recognition of the human dimension that sub-
limates the vulnerable condition of the patient as it occurs 
through the rediscovery of the individual patient as greater 
than the disease and its consequences. Again, subject to the 
criticism of the idea of cure through mutilation, transpersonal 
care(18) eventually consists in a distinct way from the afore-
mentioned: “In the beginning it was a little difficult to keep 
that mask of ‘Oh, it is okay,’ but then (...) that became usual 
to me. I got used to them, and I learned with them that it was 
not really important how they were; the important thing was 
that they were free from cancer. Their mutilation was much 
better than the tumor that they had before that” (E1).

Consolidation of strategy through study indicates the ap-
propriation of knowledge as a way to justify the coping. It 
is related to the consolidation anchored in the technique 
in relation to the procedures of application and the in-
terpersonal skill during the care, translating into a coping 
through the problem(2,8). This study as a strategy underlies 
the ambition of the greater domain of care-related prob-
lems. Although focused on the problem, the main focus of 
the strategy consists in ensuring a better care to the human 
individual: “That is the reason I am studying. I am doing my 
master’s degree in order to specialize and be able to provide 
a better care. This is it. It is the strength of will that they 
have to live. That’s all” (E1).

Consolidation of strategy through the professional duty 
evidences a deontological sense of professional commitment, 
referring to a moral precept of the Nursing Professionals 
Ethics Code(27), in which humanism substantiates profes-
sional duty and works as a consolidator of the coping strat-
egy: “As a professional, I think that at this moment I am 
helping them to establish themselves as persons in the face 
of life. They are strong, undergoing an experience, but they 
are here and may count on my help at any moment” (E2).

Consolidation of strategy through the model of 
struggle for life indicates the desire of the patient to live as 
the triggering factor of a process of self-knowledge in the 
nurse that, under a broader perception of care permeated 
by the dualism between vulnerability and bravery, qualifies 
the patient as a fearless individual that follows their way: “I 
think that in the face of so many things in life, these people, 
even suffering, they want to live. So, I think they are heroes” 
(E4). The journey of the hero as a monomyth(28) consists of 
three sections (starting, initiation, and return) built from 
various stages involving trials and putting the individual on 
the threshold between life and death, thus requiring from 
them an exceptional determination. If the hero is the one 
that suffers a rite of transformation(28) it is possible to infer 
that the hero is also the one who inspires the transforma-
tion rite of the other, as the monomyth of the patient in-
spires the nurse in the consolidation of the coping strategy.

Consolidation of strategy through teamwork points 
out the shared coping, which as a collective construct 
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combines social and emotional aspects and favors the care 
process: “We sit and talk, and share the problems” (E3) or 
“Everything you do is a process that has to have the group” 
(E8). It characterizes coping through the problem(2,8) as the 
requirement of the social support of the pairs work, because 
coping during the care demands an environment of sup-
port, protection or mental, physical, and spiritual neutral-
izations(18). Sharing is not restricted to the division of tasks; 
it also involves the search for solutions to collective and 
individual difficulties.

Consolidation of strategy through affection and effective-
ness of care emphasizes a sense of mutuality resulting from the 
cooperative relation between patient and nurse, resulting in 
positive impacts to the physical state of the patient as a result 
obtained through the care practiced by both. The consolida-
tion of the strategy occurs through the circular movement of 
mutual affective and effective care, suggesting a transpersonal 
care(18) of coping through emotion(2,8) based on a relationship 
of help and confidence between nurse and patient. It marks 
the care process as a precious experience of authentic, ethical, 
and intentional care: “We always learn from patients. Once a 
patient helped me. I was facing a personal problem. He prayed 
for me. And came to know if I was feeling better. And this 
helped me wonderfully. This makes me a happy person, be-
cause I work in a place that I like and I have a return both 
from patients and the wounds that are healed” (E2).

In consolidation of strategy through belonging to social 
groups the attribution of senses is focused on the idea of 
insertion into and interaction in solidarity social groups. 
Apparently the consolidation of the coping strategy is ex-
pressed through the search for solidarity as a formal or in-
formal social support that may be characterized as coping 
through emotion(2,8). This occurs in two distinct senses: as 
a transpersonal care(18) practiced in social groups acting as 
a support to the nursing care practice, and as a defensive 
behavior marked by a certain level of distance. In the latter, 
attempts to regulate the emotional impact of the coping 
of the individual with the difficult and stressing realities 
become diffuse between religion, family, and friends: “It was 
in fact my religion, my friends, my family, daily events. So, 
for myself, I was looking for something, too” (E5).

CONCLUSION
The report of the professional life history of nurses in the 

care of patients with facial image alteration enabled a better 
approximation of the processes of identification, development, 
and consolidation of the coping strategies and their respec-
tive reinterpretations. For most nurses the initial estrangement 
in dealing with these particular patients was permeated by 
both technical-scientific and emotional difficulties. Despite 
the difficult beginning, however, their professional histories 
were marked by discoveries and rediscoveries of themselves 
and others, developing them both as human beings and as 
professionals. The consolidation of coping strategies enabled 
the evolution of an initial situation of estrangement to a situ-
ation of satisfaction and consolidated care.

In addition to the technical and emotional aspects, nurs-
es exercised their ability to overcome by means of one of the 
more valued attributes in nursing: recognition of the human 
condition marked by the fortuity of life in an awareness of 
the singularity that makes up each individual. The conscious 
search for solutions to the daily practice problems in the 
care favors decision-making and the effective and appro-
priate adjustment processes. Considering the complexity of 
the care within the area of oncology, the identification and 
understanding of coping strategies may be useful to the cur-
ricular planning in the training of future nurses, thus con-
tributing to a better qualification of the nursing care. The 
training of these nurses must be able to bridge the existing 
gap in the preparation of this professional to deal with the 
typical adversity inherent to oncologic nursing.

A possible goal would consist in reducing the time be-
tween the initial estrangement – marked by the difficulty 
of absorption – and the consolidation of coping strategies. 
This would facilitate the coexistence with the adverse and 
stressing situations and enable future nurses to alter or miti-
gate the cognitive and emotional challenges resulting from 
them. From a perspective of future developments from this 
research, more in-depth studies in the fields of Pedagogy 
and Psychology may contribute to the consolidation of an 
appropriate professional profile to meet the specificities of 
the nursing care to patients with head and neck neoplasms.

RESUMO
Objetivo: Compreender e descrever a experiência de desenvolvimento de estratégias de enfrentamento durante a vida profissional de 
enfermeiras no cuidado aos pacientes com imagem facial alterada. Método: Pesquisa qualitativa descritiva, com referencial hermenêutico-
dialético, realizada na Seção de Cabeça e Pescoço de um hospital de referência do Rio de Janeiro, com participação de oito enfermeiras 
e dados produzidos por meio de entrevista semiestruturada entre junho e agosto de 2013. Resultados: Emergiram três amplos sentidos: 
estranhamento e complexidade iniciais, que constituem o cuidado ao paciente com imagem facial alterada; limiar entre estranhamento 
e enfrentamento, correspondendo à emersão das estratégias de enfrentamento durante o cuidado; e imagem-semelhança como (re)
conhecimento da pessoa com imagem facial alterada no desenvolvimento e na consolidação das estratégias de enfrentamento durante o 
cuidado. Conclusão: Entre outras contribuições, a identificação e a compreensão das estratégias de enfretamento podem contribuir para 
melhor qualificar a formação e a assistência de enfermagem. 

DESCRITORES
Neoplasias de Cabeça e Pescoço; Adaptação Psicológica; Enfermagem Oncológica; Pesquisa Qualitativa.

RESUMEN
Objetivo: Comprender y describir la experiencia de desarrollo de estrategias de enfrentamiento durante la vida profesional de 
enfermeras en el cuidado a los pacientes con imagen facial alterada. Método: Investigación cualitativa descriptiva, con referencial 
hermenéutico-dialéctico, llevada a cabo en la Sección de Cabeza y Cuello de un hospital de referencia de Río de Janeiro, con la 
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participación de ocho enfermeras y datos producidos mediante entrevista semiestructurada entre junio y agosto de 2013. Resultados: 
Emergieron tres amplios sentidos: extrañamiento y complejidad iniciales, que constituyen el cuidado al paciente con imagen facial 
alterada; umbral entre extrañamiento y enfrentamiento, correspondiendo a la emersión de las estrategias de enfrentamiento durante el 
cuidado; e imagen-semejanza como (re)conocimiento de la persona con imagen facial alterada en el desarrollo y la consolidación de las 
estrategias de enfrentamiento durante el cuidado. Conclusión: Entre otros aportes, la identificación y la comprensión de las estrategias 
de enfrentamiento pueden contribuir para mejor cualificar la formación y la asistencia de enfermería.

DESCRIPTORES
Neoplasias de Cabeza y Cuello; Adaptación Psicológica; Enfermería Oncológica; Investigación Cualitativa.
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