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Abstract 
 
Objective 
To understand, based on the scientific literature, the care practices used by women with cancer in different 
health care sectors according to Arthur Kleinman’s theoretical framework. 
 
Methods 
An integrative review was conducted using the SciELO, LILACS, Scopus, and CINAHL databases, with search 
strategies combining terms related to health, women, cancer, traditional medicine, and folk medicine using the 
Boolean operators AND and OR. A total of 5,072 records were identified, and after study selection and 
assessment of reporting quality based on items from the Consolidated Criteria for Reporting Qualitative 
Research, 14 articles were included in the final sample. Data were analyzed using directed content analysis 
guided by Arthur Kleinman’s theoretical framework. 
 
Results 
The studies showed that women with cancer use care practices in the popular, folk, and professional sectors, 
with the professional sector predominating, especially through cancer treatments and physical therapy. In the 
popular sector, self-care, spirituality, family support, diet, and the use of medicinal plants were prominent. 
In the folk sector, practices such as garrafadas (traditional bottled remedies), herbal teas, and advice from 
traditional healers or prayer healers were identified. The intersections between sectors showed that these forms 
of care may be used concurrently, as complements to one another, or over time throughout the therapeutic 
itinerary. 
 
Conclusion 
Women with cancer were found to use care practices in the professional, popular, and folk sectors, with 
biomedical care predominating but with spiritual, family-based, traditional, and self-care practices also present. 
The findings reinforce the need for comprehensive, humanized, and culturally sensitive nursing care capable of 
recognizing the coexistence and intersections of different forms of care throughout the course of illness and 
treatment. 
 
Keywords 
Medicine, Traditional; Neoplasms; Women; Complementary Therapies; Informal Sector. 
 
 
 
 
 

https://doi.org/10.71861/pensarenf.v30i1.482
https://orcid.org/0009-0002-8798-7786
https://orcid.org/0000-0002-8672-6907
https://orcid.org/0000-0003-3423-5599
https://orcid.org/0000-0002-5607-6982
https://orcid.org/0009-0007-3814-6944
mailto:agata_justin@hotmail.com
https://doi.org/10.71861/pensarenf.v30i1.482


 

Review Article 

 

 
 

2 
Pensar Enfermagem / v.30 n.01 / Jan-Dec 2026 / DOI: 10.71861/pensarenf.v30i1.482 / e00482 

 

Introduction 
 
Cancer can be understood as a disease characterized by the uncontrolled growth of abnormal cells that evolve 
over time through processes of natural selection.1 Data from a study using a feminist approach show that cancer 
ranks among the three leading causes of premature death among women in most countries worldwide.2 By 
2040, projections for the cancers with the highest incidence among women, considering demographic changes 
alone, follow the pattern observed in 2020: breast cancer (364,000), lung cancer (114,000), uterine cancer 
(99,000), and melanoma (92,000). Colorectal cancer (72,000) then ranks fifth in frequency.3 
Data from the Pan American Health Organization identify breast cancer as the leading cancer in terms of 
incidence and mortality among women, followed by lung, colorectal, cervical, and pancreatic cancers, 
underscoring the magnitude of this health problem for health systems in the region.4 Beyond its clinical and 
physiological repercussions, cancer causes emotional distress, bodily changes, effects on family life, spiritual 
uncertainty, and everyday challenges that permeate the illness experience.5 
Accordingly, understanding health care solely through the biomedical model is insufficient. The experience of 
cancer often leads women to seek multiple formal and informal therapeutic resources that are used 
simultaneously throughout the therapeutic itinerary. This pattern shows that coping with the disease takes place 
not only within health services but also within family, religious, cultural, and community relationships.6 
To understand this plurality of practices, the theoretical framework adopted was Arthur Kleinman’s health care 
system, according to which care is organized into three interdependent sectors: the popular sector, associated 
with self-care, family support, and everyday knowledge; the folk sector, associated with specialists who lack 
formal recognition, such as benzedeiros (traditional healers who use blessings), traditional healers, and prayer 
healers; and the professional sector, corresponding to the institutionalized biomedical model.7 This perspective 
makes it possible to analyze the therapeutic pluralism present in the illness experience, as well as the cultural 
negotiations that permeate women’s care choices and practices. 
Spiritual practices are an important component of the health care sectors, particularly in chronic illness. A study 
of people with cancer in sub-Saharan Africa demonstrated that prayer, counseling, and culturally contextualized 
rituals contribute to reducing anxiety, strengthening hope, and improving quality of life and are recognized as 
part of comprehensive cancer care.8 
Consistent with these findings, a review of spirituality as a coping strategy among women with breast cancer 
demonstrated that religiosity and spirituality permeate the entire illness experience, fostering comfort, meaning-
making, and resilience. Manifested primarily through prayer and faith, these practices show that the therapeutic 
itinerary involves needs that extend beyond biological cure, requiring a nursing approach sensitive to the 
emotional, family, and spiritual dimensions of suffering.9 
Recent studies show that spiritual practices and support networks play an important role in coping with cancer, 
contributing to reducing anxiety, strengthening hope, and finding new meaning in suffering.8-10 Religiosity and 
spirituality have also been described as resources that help women with cancer make sense of illness and sustain 
emotional coping strategies.8,10 At the same time, medicinal plants, body-based practices, and complementary 
therapies are used, showing that health care extends beyond pharmacological therapy.11-12 At the institutional 
level, Integrative and Complementary Health Practices (PICS)13-15, incorporated into Brazilian public policies, 
have also been recognized as adjuncts to the management of pain, anxiety, insomnia, and other discomforts 
associated with cancer treatment.11-12 
However, beyond officially recognized practices, lay and traditional forms of knowledge persist and continue 
to permeate women’s therapeutic itineraries, although they remain underexplored in the scientific literature.16-17 
A gap can therefore be identified in the scientific literature regarding a broader understanding of the care 
practices used by women with cancer, particularly when analyzed from the perspective of the different health 
care sectors and their sociocultural interfaces. Understanding these practices may contribute to strengthening 
nursing care that is culturally sensitive, comprehensive, and oriented toward recognizing the therapeutic 
pluralism present in women’s experience of cancer. 
Therefore, the objective was to understand, based on the scientific literature, the care practices used by women 
with cancer in different health care sectors according to Arthur Kleinman’s theoretical framework. 

 
Method 
 
Study design 
An integrative literature review was conducted, a method that enables the synthesis and broader analysis of 
knowledge produced about a given phenomenon by bringing together findings from studies using different 
approaches and contributing to an understanding of gaps and trends in the scientific literature.18-19 The six 
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methodological stages recommended for integrative reviews were followed in this study: formulation of the 
research question, definition of inclusion and exclusion criteria, literature search, data extraction, critical 
analysis, and knowledge synthesis.18 
The review question was formulated using the PICo framework, considered appropriate for investigations 
involving qualitative phenomena,20 and was defined according to the following components: P (Population) – 
women with cancer; I (Interest) – care practices; and Co (Context) – health services at all levels (primary, 
outpatient, and hospital care). Accordingly, the following research question was established: what care practices 
are used by women with cancer who receive treatment at health services described in the literature? 

Inclusion and exclusion criteria 
Original qualitative studies published in Portuguese, Spanish, or English, with no publication date restrictions, 
that involved women with cancer and described their care practices, which could be related to the popular, folk, 
or professional sectors, were included. Practices reported by study participants could include those referred to 
as popular practices, traditional medicine, complementary therapies, self-care, spirituality, or professional care. 
Qualitative studies were included because this design was considered to provide greater insight into women’s 
experiences, meanings, and narratives regarding illness and the care practices they used throughout their 
therapeutic itinerary. 
Review articles, quantitative studies, editorials, theses, dissertations, conference proceedings, documentary 
studies, and studies whose participants were not women undergoing cancer treatment or living with cancer 
were excluded. 

Information sources and databases 
The literature search was conducted in Latin American and Caribbean Health Sciences Literature (LILACS), 
Scientific Electronic Library Online (SciELO), Scopus, and Cumulative Index to Nursing and Allied Health 
Literature (CINAHL). These databases were selected because they were considered to include qualitative 
studies related to the illness experience, cultural care practices, and therapeutic itineraries, all central to the focus 
of this study.  

Search strategies 
Searches were conducted in June 2026 by the first, second, third, and fifth authors of the study. The search 
identified 5,072 records across the databases, 387 of which were duplicates, leaving 4,685 records for title and 
abstract screening. The subject headings and keywords used were health, women, cancer, traditional medicine, 
and folk medicine. The Boolean operators AND and OR were used. The subject headings were tested and 
yielded the results by database shown in Table 1. 
 
Table 1. Search strategies and records retrieved 

Database Search strategy Records retrieved 

SciELO 

(saúde) AND (mulheres) AND (câncer) AND (medicina tradicional) OR (medicina popular)  1,360 

LILACS 

(saúde) AND (mulheres) AND (câncer) AND (medicina tradicional) OR (medicina popular) 3,559 

CINAHL 

health AND women AND cancer AND traditional medicine OR folk medicine 113 

Scopus  ( KEY ( health ) AND KEY ( women ) AND KEY ( cancer ) AND KEY ( traditional 
medicine) OR KEY ( folk medicine ) )  

40 

Total records  5,072 

Duplicate 
records 

 387 

Records for 
screening 

 4,685 

Source: Prepared by the authors, 2026. 
 

Different search strategies using specific subject headings were tested, but some combinations did not yield 
satisfactory results. For example, adding the subject heading Pesquisa Qualitativa yielded no results. Therefore, 
broader subject headings and alternative terms, such as saúde, mulheres, câncer, medicina tradicional, and 
medicina popular, were used to increase search sensitivity and retrieve more potentially eligible studies. 
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The Boolean operator OR was used to broaden the results because it would retrieve mentions of either 
medicina popular or medicina tradicional. 

Study selection 
Initially, all records retrieved from the databases underwent title and abstract screening to assess their relevance 
to the study focus and the previously established criteria. Many titles were excluded at this stage because they 
referred to quantitative studies and/or studies on breast cancer prevention (mammography, breast 
self-examination, clinical breast examination) or cervical cancer prevention (knowledge, adherence, 
results, etc.). 
The 55 potentially eligible studies proceeded to full-text review, which was also conducted independently by 
two reviewers. Disagreements regarding inclusion or exclusion were discussed between the reviewers and, when 
necessary, referred to a third reviewer until consensus was reached. 
Of these, 24 proceeded to the reporting quality assessment stage. The other 31 were excluded because they did 
not mention care practices and focused more on feelings and sensations related to living with some type of 
cancer, without mentioning care practices they accessed during their therapeutic itinerary.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. The flow diagram adapted from the PRISMA-ScR model21 illustrates the identification, screening, 
and inclusion stages. 

Assessment of reporting quality 
The reporting quality of the articles was assessed based on the items of the Consolidated Criteria for Reporting 
Qualitative Research (COREQ).22 This instrument was selected because it is an EQUATOR checklist that 
provides guidance on important and essential information for reporting articles, particularly in the Methods 
sections of qualitative research articles, which ensures the possibility of reproducibility, as shown in Table 2. 
The Brazilian validation23 of this instrument showed a significant improvement in the quality of qualitative 
research articles. Fourteen publications achieved a minimum score of 70%; these were analyzed and their data 
were extracted. 
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Table 2. Assessment of reporting quality using COREQ. 
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* Domain 1 – Research team and reflexivity: Q1. Does the article report which author conducted data 
collection? Q2. Does it report the researcher’s credentials? Q3. Does it report the authors’ occupations at the 
time of the study? Q4. Does it report the author’s sex? Q5. Does it report the researcher’s experience or 
training? Q6. Does it report whether any type of relationship was established before the study began? Q7. Does 
it report what the participants knew about the researcher? Q8. Does it report which characteristics of the 
researcher/interviewer were disclosed?  
Domain 2 – Study design: Q9. Does the article report the methodological orientation underpinning the study? 
Q10. Does it report how participants were selected (sampling)? Q11. Does it report how participants were 
approached? Q12. Does it report how many participants were included in the study? Q13. Does it report how 
many people refused to participate or withdrew and the reasons for doing so? Q14. Does it report where the 
data were collected? Q15. Does it report whether anyone other than the participants was present during data 
collection? Q16. Does it report the sample’s sociodemographic characteristics or the date of data collection? 
Q17. Does it report whether the authors provided questions, instructions, or guides and, if so, whether these 
were pilot tested? Q18. Does it report whether repeat interviews were conducted? Q19. Does it report whether 
audio or visual recording was used? Q20. Does it report whether field notes were made during and/or after the 
encounter? Q21. Does it report the duration of the encounter? Q22. Does it report whether data saturation 
was discussed? Q23. Does it report whether transcripts were returned to participants for comments or 
corrections? 
Domain 3 – Analysis and findings: Q24. Does the article report the number of data coders? Q25. Does it 
report whether the authors provided a description of the coding tree? Q26. Does it report whether themes 
were identified in advance or derived from the data? Q27. Does it report which software, if applicable, was 
used to manage the data? Q28. Does it report whether participants provided feedback on the findings? Q29. 
Were participant quotations presented to illustrate the themes/findings? Was each quotation identified by a 
code? Q30. Does it report whether there was consistency between the data presented and the findings? Q31. 
Were the major themes clearly presented in the findings? Q32. Is there a description of different cases or 
discussion of minor themes? 
 
** Y = yes; N = no; N/A = not applicable. 
Source: Prepared by the authors, 2026. 
 
Data extraction 
For data extraction, a table was used to organize information collected from the articles on publication year, 
country, journal, field, women’s race and age, cancer type, and care practices reported or mentioned by 
the women.  

Data analysis and synthesis 
Directed content analysis was used to analyze the data extracted from the articles. The primary goal of this 
approach is to validate or conceptually extend an existing theoretical framework or theory. In addition, it can 
generate predictions about variables of interest or relationships among them, contributing to the initial 
definition of the coding scheme and the identification of relationships among codes; this application is known 
as deductive categorization.24 
The concepts applied to the identified care practices corresponded to the health care sectors proposed by 
Arthur Kleinman: the popular sector, the folk sector, and the professional sector.7 The analytical process 
continued with a reading of the care practices column in the data extraction table. When, for example, the use 
of herbal teas was mentioned, the context in which they were used was examined to determine whether 
instructions for their use or preparation originated within the family—in which case the practice was classified 
in the popular sector—or whether the practice had been recommended by a traditional healer or another 
traditional practitioner—in which case it was classified in the folk sector. Intersections between sectors that 
occurred concurrently at times reported by study participants were also considered, along with their use of 
different sectors over time according to their experience of cancer treatment. 

 
Results  
 
A caracterização dos estudos incluídos nesta revisão está apresentada no Quadro 3. Observa-se que a temática 
foi investigada em diferentes períodos e contextos nacionais, com predomínio de estudos desenvolvidos no 
Brasil. Também foram identificadas produções realizadas em outros países, como Colômbia, Chile, Zâmbia, 
Gana e México. 
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Table 3. Characteristics of the included studies 

Author/Year Journal Study country Field Women’s race Women’s age 

Gazola et al., 

201725 

Revista de Terapia 

Ocupacional da 

Universidade de 

São Paulo 

Brazil Physical therapy 

Not reported 18–35 years 

Oliveira et al., 

202426 

Revista Mineira de 

Enfermagem 
Brazil Nursing 

7 Brown (parda), 6 

White, and 2 Black 

Mean age: 50.9 

years 

Brilhante et al., 

202527 
Saúde e Sociedade Brazil Multidisciplinary 

Not reported 24–54 years 

Cunha et al., 

201928 

Escola Anna Nery 

Revista de 

Enfermagem 

Brazil Nursing 

Not reported 43–65 years 

Castañeda e 

Buriticá, 202029 

Investigaciones 

Andina 
Colombia Nursing 

Not reported Not reported 

Soares et al., 

201930 

Avances en 

Enfermería 
Brazil Nursing 

3 Brown, 1 Black, and 

1 White 

25–73 years 

Maree, Cur e 

Kaila, 201431 

International 

Journal of 

Gynecological 

Cancer 

Zambia Nursing 

Not reported 34–75 years 

Mensah et al., 

202432 

BMC 

Complementary 

Medicine and 

Therapies 

Gana Nursing 

Not reported 34–77 years 

Jaman-Mewes e 

Rivera, 201433 
Aquichan Chile Nursing 

Not reported Mean age: 56.2 

years 

Ferreira, Salazar e 

Peruchi, 201534 

Psicologia 

Hospitalar 
Brazil Psychology 

Not reported 39–64 years 

Machado, Soares e 

Oliveira, 201735 

Physis: Revista de 

Saúde Coletiva 
Brazil Nursing 

Predominantly Brown 30–70 years 

Mairink et al., 

202036 

Escola Anna Nery 

Revista de 

Enfermagem 

Brazil Nursing 

Not reported 18–40 years 

Souza et al., 202137 Aquichan Brazil Nursing Not reported 43–72 years 

Salazar et al., 

202538 

Revista de 

Investigación en 

Salud 

Brazil, Colombia, 

and Mexico 
Nursing 

Not reported 41–70 years 

Source: Prepared for this study. 
 

The three health care sectors used by women with cancer are presented below: popular, folk, and professional.  

Popular sector  
Among the care practices reported by study participants that originated in the popular sector and circulated 
among family members, friends, neighbors, and the community were: diets excluding meat and including fruits 
and vegetables that could improve symptoms; preparation of detox juices; use of teas learned from family 
members or friends; bathing practices as a way of saying goodbye to a body part that would be surgically 
removed or avoiding mirrors after surgery; practices involving faith, prayer, reading, dialogue with the divine, 
and church attendance; and caring for plants or contact with nature. 
Study28 found that dietary practices involved selecting certain foods that, although not chosen specifically to 
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relieve chemotherapy symptoms, were described by the women as a way to prevent, alleviate, or reduce 
unwanted effects and adverse reactions during chemotherapy. These foods included green juices, perceived as 
a way to strengthen the immune system. They could contain ora-pro-nóbis, mint, parsley, lemon, bananas, 
apples, papaya, ginger, etc. Mate tea was also mentioned for oral hydration. Passion fruit juice was used to calm 
the mind and keep the body more relaxed. Another study29 highlighted one participant’s aversion to meat and 
her choice of vegetables and fruits in her daily meals. 
One study25 showed that, while bathing, one participant performed a kind of farewell ritual for her breast before 
surgery, crying intensely and trying to imagine what the following day would be like. Another study27 described 
a postoperative practice in which the participant cried while bathing and avoided looking at herself in the mirror. 
Regarding religious or spiritual practices, study26 showed that the women reported that spirituality was like a 
force everyone possesses and that each woman needs to discover within herself, regardless of religion. Faith 
was understood as spiritual uplift and a way of coping that made the process easier. From the women’s 
perspective, dialogue with the divine could occur anywhere and was not restricted to the church; according to 
study29, it was associated with prayer, Bible reading, and spiritual reflection. It was also noted that the women, 
particularly Christians, found meaning in their illness in the belief that spirituality could be strengthened and 
that this could help with treatment. Another relevant aspect of faith practices, identified in study35, was viewing 
God as a living physician and attributing advances in conventional medicine to God’s will. Hope was 
highlighted in study37, as was trust in physicians, based on the belief that there is something between Earth 
and Heaven. 
Finally, regarding caring for plants and contact with nature identified in study28, participants reported that these 
practices reduced mental fatigue and gave them an opportunity to move to an environment outside the confines 
of their homes, where their daily routines and interactions took place. In this sense, greenery 
represents a respite.  

Folk sector  
Among the practices used in the folk sector, based on guidance or interventions from traditional healers and 
specialists in these practices, were: foods that could contribute to recovery, such as peanuts, vegetables, and 
fish; removal of signs of cancer through consultations; consultations with traditional medicine practitioners 
advertised on the radio with promises of curing cancer; seeking herbal teas from traditional healers; mixtures 
of herbs and foods recommended by healers; naturopathy involving natural foods and physical exercise; topical 
application of ointments to the skin, holy water, and anointing oil; and spiritual surgery. 
Study29 showed that women placed great importance on traditional treatments and lay recommendations 
concerning foods that could be consumed by people with cancer and could aid recovery. They also recognized 
aloe vera gel as a treatment for burns to protect the skin from radiation therapy. Study31 also mentioned the 
use of herbs by a mother and son. Another practice identified was consulting traditional healers to remove 
signs of cervical cancer. 
Study32 identified the media as a means of disseminating information about traditional medicine and its use in 
breast cancer treatment. On the radio, traditional healers and users of traditional medicine claimed that 
medications were effective; herbalists and users participated in the program by providing testimonials, thereby 
informing listeners about herbal medicines. 
Mixtures of herbs with natural, healthy foods constituted treatment modalities, and herbalists advised that herbs 
should be added to daily meals or boiled into a mixture to be drunk as the remedy. Another method of using 
herbs involved applying medicines and ointments to the skin supplied by traditional medicine practitioners, 
who provided instructions on their preparation and application, such as cream applied to the affected area of 
the breast or a towel soaked in an herbal decoction and used to massage the breast.32 
The use of naturopathic methods was also identified in study32, in which a healthy diet, physical exercise, and 
sufficient rest were recommended as treatment to reduce a breast lump. 
Seeking care from a spiritual healer was also identified; the healer provided holy water to drink and anointing 
oil to massage the chest.32 In another study37, the patient sought spiritual surgery before undergoing physical 
surgery, reinforcing her sense of being in good health before the physical surgery.  

Professional sector 
Care practices originating in the professional sector included chemotherapy, brachytherapy, radiation therapy, 
and consultations with physicians and physical therapists. Chemotherapy prompted observations and a 
reframing of the body in physical, mental, and emotional terms in relation to treatment, including the 
reorganization or disruption of daily life27, hair loss29,32,36,38, and symptoms such as nausea, weakness, 
dyspareunia, itching of the arms, lack of thirst27,36, and bone pain.38 Brachytherapy caused painful moist 
desquamation31, particularly because of the antiseptic used before the procedure. Radiation therapy29 caused 
nail damage, tooth loss, anemia, weight loss, burns, worsening pain, and drowsiness. 
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Medical consultations provided support from the cancer investigation stage onward and offered possibilities 
for controlling symptoms such as pain.36 Consultations with the physical therapist27 focused particularly on 
sexuality and involved massage, laser therapy, and greater awareness of internal organs. 
Study24 reported a lack of sexual desire for a partner during chemotherapy. In another study27, this complaint 
was alleviated through treatment of dyspareunia with physical therapy and vaginal laser therapy, with reports 
of marked improvement in sexuality. It was also reported that physical therapy promotes greater awareness of 
the pelvic area. 

Intersections among the popular, folk, and professional sectors 
The intersection between the popular and folk sectors occurred through encouragement from family members 
or friends who already used traditional medicine and emphasized its effectiveness. Study32 shows that the family 
circle is one of the main sources of information and trust regarding traditional medicine in cancer treatment. 
Among the practices that emerged from women’s accounts in the studies and involved an intersection between 
the professional and popular sectors were: dialogue with the divine, both when using medications and 
undergoing surgery; use of religious objects during biomedical procedures; the belief that treatment was 50% 
conventional and 50% dependent on one’s own state of mind; association of something familiar with receiving 
chemotherapy; and separation from a body part, viewed as culturally acceptable in society as a consequence of 
conventional treatment, such as mastectomy. 
Study26 identifies faith as being present during chemotherapy; patients engage in practices such as undergoing 
the procedure with a rosary in hand and praying and talking with Jesus to calm themselves. It was also observed 
that, during surgical procedures, patients imagined that the blood of Christ was present at that moment and 
that physicians were merely instruments of Jesus. In addition, the findings indicate that patients who turn to 
faith focus on the belief that, if the disease prevails, they will go to a better place. Study28 identified faith as 
confidence in being able to go through the treatment process, as patients relied on listening to music or reading 
a Gospel to calm themselves. Similarly, study34 reports that Spiritist doctrine gives patients faith, as they believe 
that half of treatment comes from medicine and the other half from spiritual support. 
Study27 shows that hair is part of womanhood and is a woman’s charm; during chemotherapy, women lose 
their hair, eyebrows, and eyelashes and become completely disfigured, no longer identifying themselves as wives 
and women, but only as patients undergoing treatment. 
The care practices identified at the intersection of the folk and professional sectors reflected the movement of 
women with cancer between these sectors, motivated by information about traditional medicine disseminated 
on the radio, as well as by financial considerations, access to treatment, the noninvasive nature of the treatment, 
and its therapeutic effects, since traditional medicine was more accessible, less costly, and entailed fewer adverse 
effects. In contrast, conventional medicine involved a longer treatment process, as tests were required to 
establish a diagnosis. 
Accordingly, the intersection could occur concurrently or over time: traditional treatment could be used first 
and conventional treatment sought afterward; both could be used together as complementary approaches; or 
women could leave conventional medicine because of side effects and turn to traditional medicine, which was 
perceived as less aggressive. Traditional medicine could be discontinued for two reasons: advice from health 
professionals to discontinue its use or the perception of no improvement. 
Study32 shows that patients initially choose traditional medicine because of its lower cost and the perception 
that it is more effective in addressing the cause of the disease—for example, by reducing a breast lump and 
thereby eliminating the need for mastectomy—as well as because its practices are less invasive and faster, since 
traditional medicine centers do not require the battery of laboratory and imaging tests that delay hospital care. 
The same study32 reports that some health professionals in conventional care discouraged the use of traditional 
medicine because they feared it could interfere with the effectiveness of hospital treatment, and that one patient 
reported that the herbal cream she had used was ineffective. 
Care practices were identified in all three sectors: in the popular sector, through the nuclear family and 
religiosity; in the folk sector, through consultations with prayer healers or traditional healers and the 
prescription of garrafadas and herbal teas; and in the professional sector, through conventional diagnosis and 
treatment. These practices could occur concurrently, complement one another, or be used at different points 
over time. Study30 showed that there is a plurality of care systems surrounding the patient, which are used not 
antagonistically but concurrently and as complementary forms of care. In other words, patients use herbal teas, 
are devoted to God, have faith, attend outpatient clinics for biopsies, use health centers and hospitals, use 
garrafadas, and consult prayer healers. 
For better visualization and organization of the information on the health care sectors accessed by women 
undergoing cancer treatment, Figure 2 is presented. The biomedical model is clearly central, although demands 
for user embracement and humanized care also permeate these forms of care. 
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Figure 2. Mind map of care practices used by women with cancer by health care sector. 
Source: Prepared for this study. 

 
Discussion 
 
This integrative review showed that the care practices used by women with cancer are not limited to the 
professional sector but span different ways of coping with illness, revealing the coexistence of the popular, folk, 
and professional sectors.7 Although the professional sector predominated, especially through biomedical 
treatments, consultations, tests, therapeutic procedures, and physical therapy follow-up, the findings show that 
the experience of cancer involves needs that extend beyond the clinical management of the disease, including 
emotional support, spirituality, family relationships, traditional knowledge, self-care, and maintaining well-being 
in everyday life. 
The persistence of cancer as a public health problem, with impacts that extend beyond its biological 
repercussions and affect body image, family life, sexuality, and social relationships, reinforces the relevance of 
examining care from the perspective of the sectors proposed by Kleinman, recognizing that coping with the 
disease involves both biomedical practices and family, community, cultural, and spiritual resources.4 In the 
Brazilian context, epidemiological data reinforce the importance of studies that address cancer as a biological, 
social, and cultural phenomenon.39 
The predominance of the professional sector in the studies analyzed demonstrates the centrality of the 
biomedical model in cancer treatment, although such practices may cause physical discomfort, bodily changes, 
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and emotional suffering in women’s daily lives. Professional care needs to go beyond technical aspects by 
considering each woman’s individual circumstances and attending to the psychosocial repercussions of illness 
through attentive listening40, since treatments such as chemotherapy produce physical symptoms and emotional 
impacts that reinforce the need for sensitive and continuous care.41 
In addition to physical therapy follow-up, nursing plays a strategic role by maintaining close contact with 
women and their families and providing health education, symptom management, and emotional support 
throughout treatment, thereby contributing to improvements in women’s psychological well-being and quality 
of life.42 Individualized guidance and psychological support likewise promote understanding of the disease and 
treatment adherence43, so nursing care should not be limited to the technical dimension but should encompass 
the experiences, questions, and beliefs that accompany women during treatment. 
In the popular sector, the findings of this review showed the presence of practices developed in everyday life 
and shared among family members, friends, neighbors, and the community. Diet, the use of herbal teas and 
medicinal plants, spirituality, prayer, family support, body care, and seeking well-being are forms of care that 
are part of women’s lives before, during, and after cancer treatment. These practices should not be interpreted 
solely as alternatives to health services, but as coping resources that provide meaning, comfort, and continuity 
of care. Traditional medicinal knowledge can be transmitted across generations through everyday interaction, 
observation, and community participation.44 Similarly, knowledge of medicinal plants circulates through family 
and community relationships and is preserved through oral tradition and everyday experience.45 In this process, 
family members such as parents and grandparents, as well as other members of the close social network, play an 
important role in maintaining and transmitting this knowledge.11 
The folk sector was associated with traditional practices mediated by people socially recognized as possessing 
specific forms of care knowledge, such as benzedeiros, traditional healers, prayer healers, or other traditional 
practitioners. Garrafadas, prayers, the guided use of medicinal plants, herbal teas, and spiritual practices show 
the persistence of traditional knowledge in coping with illness, although these practices were less represented 
than those in the professional sector. In many contexts, these practices are sustained by community trust, oral 
tradition, and the social recognition of practitioners who occupy an important symbolic role in care. Garrafadas 
are described as artisanal preparations made by combining medicinal plants and other natural ingredients.16 
This type of preparation also reflects the persistence of traditional knowledge related to the combined use of 
natural resources.46 The persistence of these practices demonstrates the strength of community trust and the 
social recognition of traditional practitioners in health care.47 
Spirituality also emerged as a dimension that cuts across the care sectors, as it may appear in the popular sector 
through individual prayer, faith, and family support; in the folk sector when associated with prayer healers or 
traditional practices; and in the professional sector when recognized by the health care team as an important 
dimension of comprehensive care. In the context of cancer, spirituality may contribute to making sense of 
illness, strengthening hope, reducing anxiety, and coping with suffering. Spiritual practices, such as prayer, 
counseling, and culturally contextualized rituals, may contribute to emotional comfort and improved quality of 
life among people with cancer.8 
Religiosity may also help women with cancer sustain hope, find new meaning in suffering, and cope with the 
uncertainties of treatment.10 Thus, recognizing spirituality as a care practice does not mean replacing biomedical 
treatment but rather understanding that many women use faith and religiosity as sources of emotional support 
during treatment. 
Another relevant aspect concerns the sociodemographic gaps observed in the included studies, particularly 
regarding participants’ race/skin color. The absence or insufficient reporting of this information limits more 
in-depth analyses of inequalities in women’s experience of cancer, since race/skin color, income, education, 
geographic context, and access to health services influence the time from diagnosis to treatment, continuity of 
care, and conditions for coping with the disease. Brown and Black women living in rural areas, facing financial 
difficulties, and with less access to information are more vulnerable to developing cervical cancer.48 In addition, 
profiles indicating greater social vulnerability tend to be associated with longer intervals between diagnosis and 
initiation of treatment.49 Thus, the lack of sociodemographic data limits understanding of how different women 
experience cancer and access the health care sectors. 
The professional approach, therefore, needs to recognize that women do not come to health services detached 
from their histories, beliefs, family ties, community experiences, and care practices they have already developed. 
When these practices are silenced, disregarded, or judged, distance may develop between women and health 
professionals, making communication about the use of herbal teas, medicinal plants, garrafadas, and other 
traditional practices more difficult. In contrast, attentive listening allows the team to identify potential risks, 
interactions with treatment, meanings attributed to care, and safe ways to discuss these practices. Resistance or 
lack of interest among health professionals toward popular and traditional practices may constitute a barrier to 
comprehensive care.11 Health professionals therefore need to develop a culturally sensitive stance that is open 
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to therapeutic dialogue. 
Finally, the findings indicate that the popular, folk, and professional sectors are not isolated, fixed, or mutually 
exclusive categories, but intersect throughout the course of illness and treatment.7 The same practice may take 
on different meanings depending on the context: the use of medicinal plants is linked to the popular sector 
when learned within the family45 and to the folk sector when recommended by traditional healers or prayer 
healers.17 Similarly, spiritual practices, prayers, bathing practices, and garrafadas coexist with consultations, tests, 
chemotherapy, radiation therapy, surgery, and multidisciplinary follow-up, showing that professional care does 
not eliminate other forms of coping but coexists with them in women’s lived experience, which calls for 
listening, dialogue, and cultural sensitivity within the professional sector.8 Understanding this intersection 
makes it possible to recognize that cancer care for women is shaped by the interplay of biomedical, family, 
traditional, and spiritual knowledge. 

Conclusion 
 
This integrative review showed that women with cancer use different care practices throughout the course of 
illness and treatment, involving the professional, popular, and folk sectors. Although the professional sector 
predominated, particularly through biomedical treatments, consultations, tests, therapeutic procedures, and 
physical therapy follow-up, practices associated with the popular and folk sectors were also identified, including 
spirituality, self-care, family support, diet, medicinal plants, herbal teas, garrafadas, and advice from traditional 
healers or prayer healers. These findings show that coping with cancer is not limited to clinical treatment, as it 
involves emotional, family, spiritual, cultural, and social dimensions that influence women’s choices, the 
meanings they attribute to illness, and the forms of care they use. In this multidisciplinary context, nursing plays 
a key role in recognizing these different forms of care and promoting comprehensive, humanized, safe, and 
culturally sensitive care that takes each woman’s life context into account. The limited sociodemographic 
information in the included studies, particularly regarding race/skin color, restricted more in-depth analyses of 
inequalities in women’s experience of cancer, while the lower visibility of practices in the folk sector points to 
the need for further research on traditional knowledge and its relationship with health care. 
This study therefore contributes to a broader understanding of the different health care sectors accessed by 
women with cancer, showing that these practices do not occur in isolation but may occur concurrently, 
complement one another, or be used over time throughout treatment. Future research should therefore further 
investigate the intersections among the professional, popular, and folk sectors, considering the sociocultural 
contexts in which care trajectories unfold and that influence care practices in women’s experience of cancer. 

Study limitations 
One limitation of this study was that most of the titles initially identified using the subject heading “cancer” 
concerned disease prevention rather than diagnosis, treatment, or care practices used by women during their 
experience of cancer. This reflects a limitation of the subject heading itself, since the term “cancer” does not, 
by itself, delimit the context of diagnosis and treatment and also retrieves studies focused on prevention. 
Another limitation was the use of COREQ as a guide for assessing the quality of the articles, because many 
articles were excluded for not reporting at least 70% of the required information. Relevant sociodemographic 
information was also limited in several included studies, particularly information on women’s race/skin color 
and age, as shown in the sample characteristics. These limitations do not compromise the findings but reveal 
gaps in the literature and indicate the need for further research to expand knowledge of the different health 
care sectors in women’s experience of cancer. 

Authorship and contributions 
AFF: Study conception/design; Data collection; Analysis and interpretation; Drafting the manuscript; Critical 
review; Approval of the final version and responsibility for it. 
SGO: Study conception/design; Data collection; Analysis and interpretation; Drafting the manuscript; Critical 
review; Approval of the final version and responsibility for it. 
FEM: Study conception/design; Data collection; Analysis and interpretation; Drafting the manuscript; Critical 
review; Approval of the final version and responsibility for it. 
KSP: Data collection; Analysis and interpretation; Drafting the manuscript; Critical review; Approval of the 
final version and responsibility for it. 
AFJ: Data collection; Analysis and interpretation; Drafting the manuscript; Critical review; Approval of the 
final version and responsibility for it. 
 
 

https://doi.org/10.71861/pensarenf.v30i1.482


 

Review Article 

 

 
 

13 
Pensar Enfermagem / v.30 n.01 / Jan-Dec 2026 / DOI: 10.71861/pensarenf.v30i1.482 / e00482 

 

Conflicts of interest and funding 
No conflicts of interest were declared by the authors. 

Sources of support / Funding 
This study did not receive any funding. 

Data availability statement 
Because this is an integrative literature review, the study did not generate a primary dataset; therefore, the 

provision of additional data is not applicable. 

Supplementary Material 
- Reviewer A’s Comments 
- Reviewer B’s comments 
- Reply Letter to Reviewers 
 
References 

Brown JS, Amend SR, Austin RH, Gatenby RA, Hammarlund EU, Pienta KJ. Updating the definition of 

cancer. Mol Cancer Res [Internet]. 2023 [citado 2026 jan 14];21(11):1142-1147. Disponível em: 

https://doi.org/10.1158/1541-7786.MCR-23-0411.  

2. Ginsburg O, Vanderpuye V, Beddoe AM, Bhoo-Pathy N, Bray F, Caduff C, et al. Women, power, 

and cancer: a Lancet Commission. Lancet [Internet]. 2023 [citado 2026 fev 03];402(10417):2113-2166. 

Disponível em: https://doi.org/10.1016/S0140-6736(23)01701-4. 

3. Rahib L, Wehner MR, Matrisian LM, Nead KT. Estimated projection of US cancer incidence and 

death to 2040. JAMA Netw Open [Internet]. 2021 [citado 2026 mar 12];4(4). Disponível em: 

https://doi.org/10.1001/jamanetworkopen.2021.4708 

4. Pan American Health Organization. Cancer [Internet]. Washington (DC): PAHO; 2023 [citado 2025 

dez 15]. Disponível em: https://www.paho.org/pt/topicos/cancer. 

5. Junqueira LC, Santos MA. Going through the storm: body image and sexuality of women after 

breast cancer. Rev Fam Ciclos Vida Saúde Contexto Soc [Internet]. 2020 [citado 2026 mar 15];8(Suppl 1):562-

574.  Disponivel em: https://seer.uftm.edu.br/revistaeletronica/index.php/refacs/article/view/4669  

6. Xavier LV, Tavares LM, Santos JN. O processo de informação e comunicação em saúde com 

usuários em tratamento oncológico. RECIIS [Internet]. 2025 [citado 2026 abr 03];19(1):1-16. Disponível em: 

https://www.reciis.icict.fiocruz.br/index.php/reciis/article/view/4307 

7. Kleinman A. Patients and healers in the context of culture. Berkeley: University of California Press; 

1980. 

8. Gedfew M, Getie A, Ayenew T, Kassie A, Aynalem BA, Akalu TY. Holistic spiritual care practices, 

competencies, and needs in cancer treatment in Sub-Saharan Africa: a scoping review. J Relig Health 

[Internet] 2025 [citado 2026 mar 23];64:3542-3565. Disponível em: https://doi.org/10.1007/s10943-025-

02376-6 

9. Machado FS, Vieira JVS, Oka SCR, Marques MAN. O papel da espiritualidade como estratégia de 

enfrentamento no tratamento de pacientes com câncer de mama: uma revisão integrativa. Rev Contemp 

[Internet] 2025 [citado 2026 mar 17];5(6):1-32. Disponível em: https://doi.org/10.56083/RCV5N6-028 

10. Pires MN, Neto NCD, Santos DA, Loyola CMD, Trindade DAP, Melo MAS, et al. Spirituality and 

faith in the treatment of oncologic patients: integrative review. Res Soc Dev [Internet] 2022 [citado 2025 dez 

17];11(12):e328111234678. Disponivel em: https://doi.org/10.33448/rsd-v11i12.34678 

11. Moura ACA, Gonçalves CCS. Práticas integrativas e complementares para alívio ou controle da dor 

em oncologia. J Contemp Nurs [Internet]. 2020[citado 2025 dez 15];9(1):101-108. Disponível em: 

https://www5.bahiana.edu.br/index.php/enfermagem/article/view/2649 

12. Bonow CT, Ceolin T, Lopes CV, Zillmer JGV, Vargas NRC, Heck RM. Medicinal plants used in 

self-care by people with cancer in palliative care. Texto Contexto Enferm [Internet]. 2020 [citado 2025 jun 

07]; 29:e20190329. Disponivel em: https://doi.org/10.1590/1980-265X-TCE-2019-0329 

13. Ministério da Saúde (BR). Política Nacional de Práticas Integrativas e Complementares no SUS - 

PNPIC-SUS [Internet]. Brasília: Ministério da Saúde; 2006 [citado 2025 jun 22]. Disponível em: 

https://bvsms.saude.gov.br/bvs/publicacoes/pnpic.pdf. 

14. Ministério da Saúde (BR). Portaria nº 849, de 27 de março de 2017. Inclui práticas na Política 

Nacional de Práticas Integrativas e Complementares [Internet]. Brasília: Ministério da Saúde; 2017 [citado 

https://doi.org/10.71861/pensarenf.v30i1.482
https://pensarenfermagem.esel.pt/index.php/esel/libraryFiles/downloadPublic/122
https://pensarenfermagem.esel.pt/index.php/esel/libraryFiles/downloadPublic/123
https://pensarenfermagem.esel.pt/index.php/esel/libraryFiles/downloadPublic/121


 

Review Article 

 

 
 

14 
Pensar Enfermagem / v.30 n.01 / Jan-Dec 2026 / DOI: 10.71861/pensarenf.v30i1.482 / e00482 

 

2025 jun 22]. Disponível em: 

https://bvsms.saude.gov.br/bvs/saudelegis/gm/2017/prt0849_28_03_2017.html. 

15. Ministério da Saúde (BR). Portaria nº 702, de 21 de março de 2018. Inclui novas práticas na Política 

Nacional de Práticas Integrativas e Complementares [Internet]. Brasília: Ministério da Saúde; 2018 [citado 

2025 jun 22]. Disponível em: 

https://bvsms.saude.gov.br/bvs/saudelegis/gm/2018/prt072_21_03_2018.html. 

16. Santos EM, Braule GP, Almeida TS. Tradição e transformação: o caminho dos fazedores de 

garrafadas em Benjamin Constant-AM. Identidade! [Internet]. 2024 [citado 2026 jan 2];29(1):32-63. 

Disponível em: http://revistas.est.edu.br/Identidade/article/view/3116. 

17. Bernardes L. Entre a doença e a cura popular. Rev Bras Hist Cienc [Internet]. 2023 [citado 2025 jun 

13];16(1):235-251. Disponivel em: https://doi.org/10.53727/rbhc.v16i1.838 

18. Mendes KDS, Silveira RCCP, Galvão CM. Use of the bibliographic reference manager in the 

selection of primary studies in integrative reviews. Texto Contexto Enferm [Internet]. 2019 [citado 2025 jun 

17];28: e20170204. Disponivel em: https://dx.doi.org/10.1590/1980-265X-TCE-2017-0204  

19. Casarin ST, Porto AR, Gabatz RIB, Bonow CA, Ribeiro JP, Mota MS. Tipos de revisão de literatura: 

considerações das editoras do Journal of Nursing and Health. J Nurs Health [Internet]. 2020 [citado 2025 jun 

23];10(5). Disponível em: https://periodicos.ufpel.edu.br/index.php/enfermagem/article/view/19924 

20. Hosseini MS, Jahanshahlou F, Akbarzadeh MA, Zarei M, Vaez-Gharamaleki Y. Formulating 

research questions for evidence-based studies. J Med Surg Public Health [Internet]. 2024 [citado 2026 jun 

28];2:100046. Disponível em: https://doi.org/10.1016/j.glmedi.2023.100046. 

21. Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. PRISMA extension for 

scoping reviews (PRISMA-ScR): checklist and explanation. Ann Intern Med [Internet]. 2018 [citado 2025 jun 

03];169(7):467-473. Disponível em: https://doi.org/10.7326/M18-0850  

22. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 

32-item checklist for interviews and focus groups. Int J Qual Health Care [Internet]. 2007[citado 2026 ago 

24];19(6):349-357. Disponível em: https://doi.org/10.1093/intqhc/mzm042 

23. Souza VRS, Marziale MHP, Silva GTR, Nascimento PL. Tradução e validação para a língua 

portuguesa e avaliação do guia COREQ. Acta Paul Enferm [Internet]. 2021 [citado 2026 mar 

24];34:eAPE02631. Disponível em: https://doi.org/10.37689/acta-ape/2021AO02631 

24. Hsieh HF, Shannon SE. Three approaches to qualitative content analysis. Qual Health Res[Internet]. 

2005 [citado 2025 mar 06];15(9):1277-1288. Disponível em: https://doi.org/10.1177/1049732305276687 

25. Gazola C, Bredow D, Pivetta HMF, Braz MM. Percepção de mulheres jovens sobre a sexualidade e 

a imagem corporal pós mastectomia. Rev Ter Ocup Univ [Internet]. 2017 [citado 2025 ago 16];28(1):93-99. 

Disponível em: https://revistas.usp.br/rto/article/view/120708  

26. Oliveira VH, Duarte TA, Gozzo TO, Gomes-Sponholz FA, Paiva ACPC, Vitorino LM, Amorim 

TV, Barbosa NG. Religiosidade e espiritualidade de mulheres com câncer de mama: um estudo qualitativo. 

REME Rev Min Enferm [Internet]. 2024 [citado 2026 ago 25];28:e-1561. Disponível em: 

https://periodicos.ufmg.br/index.php/reme/article/view/49698  

27. Brilhante AVM, Sampaio LAM, Martins LC, Brito REN, Dantas LBL. Quando o câncer de mama 

atravessa a vida real: sexualidade, conjugalidade e questões de gênero na perspectiva de mulheres 

sobreviventes. Saúde Soc [Internet]. 2025 [citado 2026 ago 05];34(2):e240198. Disponível em: 

https://doi.org/10.1590/S0104-12902025240198pt  

28. Cunha NF, Querino RA, Wolkers PCB, Anjos ACY. Experiências de mulheres em quimioterapia no 

manejo da fadiga: estratégias de autocuidado. Esc Anna Nery [Internet]. 2019 [citado 2025 jun 

09];23(4):e20190097. Disponível em: http://dx.doi.org/10.1590/2177-9465-EAN-2019-0097 

29. Castañeda JJG, Buriticá DPL. Percepciones de las mujeres frente al proceso de padecer cáncer de 

mama, Armenia, 2015. Investig Andina [Internet]. 2020 [citado 2025 jun 26];40(22):303-325. Disponivel em: 

https://revia.areandina.edu.co/index.php/IA/article/view/1603/1538 

30. Soares DA, Batista JA, Santos MC, Oliveira SB, Santos DJS, Cavalcante GLF. Itinerários 

terapêuticos de mulheres com câncer do colo do útero na Bahia, Brasil. Av Enferm [Internet]. 2019 [citado 

2025 jul 08];37(3):333-342. Disponível em: https://doi.org/10.15446/av.enferm.v37n3.78149 

31. Maree JE, Cur D, Kaila I. Zambian women’s experiences and understanding of cervical cancer: a 

qualitative study. Internat J Gynecol Canc [Internet]. 2014 [citado 2025 jun 07];24(6):1065-107. Disponível 

em: https://www.international-journal-of-gynecological-cancer.com/article/S1048-891X(24)05725-6/fulltext 

https://doi.org/10.71861/pensarenf.v30i1.482


 

Review Article 

 

 
 

15 
Pensar Enfermagem / v.30 n.01 / Jan-Dec 2026 / DOI: 10.71861/pensarenf.v30i1.482 / e00482 

 

32. Mensah ABB, Asuo SB, Mensah KB, Okyere J, Kulasingam S, Virnig B, Clegg-Lamptey JN. 

Utilisation of traditional medicine among women diagnosed with breast cancer in Ghana: a descriptive 

phenomenological study. BMC Complement Med  Ther [Internet]. 2024 [citado 2026 mar 04];24(1):50. 

Disponivel em: https://doi.org/10.1186/s12906-024-04364-x   

33. Jaman-Mewes P, Rivera MS. Vivir con cáncer: una experiencia de cambios profundos provocados 

por la quimioterapia. Aquichan [Internet]. 2014 [citado 2025 ago 25];14(1):20-31. Disponível em: 

https://aquichan.unisabana.edu.co/index.php/aquichan/article/view/2394 

34. Ferreira VS, Salazar V, Peruchi RC, Donelli TMS, Castro EK. Vivências emocionais e perspectivas 

de futuro em mulheres com câncer de mama. Psicol Hosp [Internet]. 2015 [citado 2025 jun 02];13(1):42-63. 

Disponivel em: http://pepsic.bvsalud.org/scielo.php?script=sci_arttext&pid=S1677-

74092015000100004&lng=pt&nrm=iso 

35. Machado MX, Soares DA, Oliveira SB. Significados do câncer de mama para mulheres no contexto 

do tratamento quimioterápico. Physis [Internet]. 2017 [citado 2025 set 05];27(3):433-451. Disponível em: 

https://doi.org/10.1590/S0103-73312017000300004 

36. Mairink APAR, Gradim CVC, Gozzo TO, Canete ACS, Fendrich L, Panobianco MS. Prática sexual 

de mulheres jovens com câncer. Esc Anna Nery [Internet]. 2020 [citado 2025 jun 09];24(3):e20190360. 

Disponível em: https://www.scielo.br/j/ean/a/FDVFXw7tMcPLVqhgRmy98Sf/?format=pdf&lang=pt 

37. Souza GM, Rosa LM, Arzuaga-Salazar MA, Radünz V, Santos MJ, Rangel-Flores YY. Meaning of 

breast cancer in women’s discourse. Aquichan [Internet]. 2021 [citado 2026 jun 16];21(3):e2138. Disponível 

em: https://doi.org/10.5294/aqui.2021.21.3.8. 

38. Salazar MAA, Rosa LM, Flores YYR, Colunga CMP. Significados de la quimioterapia por cáncer de 

mama en mujeres de Florianópolis, Medellín y San Luis Potosí. Vive Rev Salud [Internet]. 2025 [citado 2026 

ago 15];8(24):1149-1166. Disponivel em: 

http://www.scielo.org.bo/scielo.php?script=sci_arttext&pid=S2664-32432025000301149&lng=es. 

39. Instituto Nacional de Câncer (BR). Estatísticas de câncer [Internet]. Rio de Janeiro: INCA; 2022 

[citado 2025 jun 22]. Disponível em: https://www.gov.br/inca/pt-br/assuntos/cancer/numeros. 

40. Jesus TM, Martinez SBF, Sampaio FLA, Rebelo ACD, Roncal PIP, Spagnollo JC. Efeitos colaterais 

da quimioterapia: impactos sistêmicos e estratégias de manejo clínico. Cad Pedagógico [Internet]. 2025 [citado 

2026 jul 11]; 22(4):e14028. Disponível em: 

https://ojs.studiespublicacoes.com.br/ojs/index.php/cadped/article/view/14028 

41. Teixeira LM, Sabóia RCA, Palmeira IP, Matos WD, Ferreira AMR, Oliveira LL. Pedaço arrancado 

de mim: mulheres com alopecia por quimioterapia antineoplásica. Rev Enferm Cent O Min [Internet] 2023 

[citado 2026 ago 15];13. Disponível em: http://www.seer.ufsj.edu.br/recom/article/view/4600 

42. Tang X. The effect of multi-supportive nursing on the postoperative rehabilitation of breast cancer 

patients. Am J Transl Res [Internet]. 2021 [citado 2025 dez 15];13(6):7327-7334. Disponível em: 

https://pmc.ncbi.nlm.nih.gov/articles/PMC8290794/pdf/ajtr0013-7327.pdf 

43. Li H, Li J, Wang X, Lin S, Yang W, Cai H, et al. Systematic review and meta-analysis of the efficacy 

and safety of psychological intervention nursing on the quality of life of breast cancer patients. Gland Surg 

[Internet]. 2022 [citado 2026 ago 20];11(5):882-891. Disponível em: https://doi.org/10.21037/gs-22-206 

44. Ouma A. Intergenerational learning processes of traditional medicinal knowledge and socio-spatial 

transformation dynamics. Front Sociol [Internet]. 2022 [citado 2026 ago 27];7:661992. Disponível em: 

https://doi.org/10.3389/fsoc.2022.661992. 

45. Novais JS, Mota MRL, Kffuri CW, Lauer-Leite ID. Discourse of the collective subject of river 

dwellers in the Brazilian Amazon regarding the transmission of knowledge about medicinal plants. An Acad 

Bras Cienc [Internet]. 2023 [citado 2025 set 20];95(3):e20220832. Disponível em: 

https://www.scielo.br/j/aabc/a/t4zNDCfLTZntfGLkNXZzxfQ/?format=pdf&lang=en&ilang=en 

46. Brandão MAV, Santos CAB, Andrade WM. Impactos das práticas culturais e religiosas sobre a 

biodiversidade em comunidades tradicionais do Semiárido brasileiro. Interações [Internet]. 2024 [citado 2026 

jul 17];25(2):e2523889. Disponível em: https://interacoes.ucdb.br/interacoes/article/view/3889 

47. Pereira SG, Maruyama RR. Saberes tradicionais de benzedeiras e os processos místicos da fé. Rev 

Comunic Cient [Internet]. 2024 [citado 2026 jul 07];1(15):33-46. Disponível em: 

https://periodicos.unemat.br/rcc/article/view/12419 

https://doi.org/10.71861/pensarenf.v30i1.482


 

Review Article 

 

 
 

16 
Pensar Enfermagem / v.30 n.01 / Jan-Dec 2026 / DOI: 10.71861/pensarenf.v30i1.482 / e00482 

 

48. Antonio CLS, Nunes SF, Frazão AGF. Características sociodemográficas de mulheres acometidas 

pelo câncer cervical. Rev Pol Púb Cid [Internet]. 2025 [citado 2025 jul 11]; 14(3):e1889. Disponível em: 

https://journalppc.com/RPPC/article/view/1889 

49. Cabral ALLV, Giatti L, Casale C, Cherchiglia ML. Social vulnerability and breast cancer: differentials 

in the interval between diagnosis and treatment of women with different sociodemographic profiles. Cien 

Saude Colet [Internet]. 2019 [citado 2025 jul 11];24(2):613-622. Disponível em: 

https://doi.org/10.1590/1413-81232018242.31672016 

https://doi.org/10.71861/pensarenf.v30i1.482

