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Abstract 

Background Home mechanical ventilation (HMV) is a treatment method for patients with chronic respiratory failure. 
HMV is a challenge for both patients and their caregivers. Some studies have shown a higher risk of depression, job 
loss, or lifestyle disturbance in family members caring for HMV patients. The purpose of the study was to measure 
caregiver burden, perceived social support, and coping strategies.

Methods In the cross‑sectional study, 58 caregivers (65.52% female) of HMV patients treated at five healthcare 
institutions were surveyed. The questionnaires including patient/caregiver demographic data, the type and dura‑
tion of MV, the Caregiver Burden Scale (CBS), the Social Support Scale (SSS), and the Brief‑COPE questionnaire were 
applied. For statistical analysis, the Mann‒Whitney U test, the Kruskal‒Wallis H test, Dunn’s test, and Spearman correla‑
tions were used.

Results In the CBS, a high level of burden was observed mainly in the isolation and disappointment subscales. The 
female caregivers achieved a higher score for general strain than did the male caregivers (p = 0.023). Differences 
in the distribution of the isolation (p = 0.028) and disappointment (p = 0.03) variables between the financial situation 
groups were observed. The older the patient, the lower the burden in the domains of isolation (p = 0.015) and disap‑
pointment (p = 0.005) was elicited. Invasive MV was associated with greater burdens of general strain (p = 0.005), isola‑
tion (p = 0.001), and disappointment (p = 0.001). A medium total SSS score was shown (74.5 ± 7.56). Caregivers used 
various coping strategies. The most common were planning, acceptance, and active coping. Self‑blame and denial 
were positively related to several CBS subscales, whereas acceptance of difficult situations and positive reframing 
were related to lower scores.

Conclusions Caregivers most frequently experienced a medium level of burden. Female caregivers were character‑
ized by higher level of burden. Invasive ventilation increased the burden. Respondents who assessed their financial 
situations as good, had lower burden in the selected subscales. Using some positive coping strategies may reduce 
the level of burden. Interventions to ensure that caregivers overcome these burdens should be undertaken.
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Introduction
Long-term mechanical ventilation (LTMV) is a method 
for treating chronic respiratory failure. LTMV is admin-
istered invasively or non-invasively. Invasive mechanical 
ventilation is based on the use of a respirator and trache-
ostomy tube, whereas non-invasive ventilation includes 
oronasal (preferred), full-face, or nasal masks, on a daily 
basis. According to definition, LTMV must be carried 
out daily for a period of at least three months. Treatment 
takes place mainly in homes or long-term facilities [1, 2].

Home mechanical ventilation (HMV) is one of the 
LTMV methods and its goal is to increase life expectancy 
and improve quality of life [2]. Patients can be assigned 
to HMV only when causal treatment is completed [3]. 
Common indications for HMV treatment include neu-
romuscular diseases (e.g., Duchenne muscular dystro-
phy, Becker muscular dystrophy, and myasthenia gravis), 
obstructive lung diseases (e.g., Chronic Obstructive Pul-
monary Disease), and obesity-related respiratory failure 
[1]. Increasing numbers of patients who require pro-
longed mechanical ventilation at home, despite the ben-
efits of this form of treatment, are challenging for both 
patients and their caregivers [4].

Polish institutions that hold a contract with the only 
public payer National Health Fund (pol. Narodowy Fun-
dusz Zdrowia) provides patients with medical equip-
ment and medical care, consisting of physician, nurse and 
physiotherapist visits, with the frequency tailored to the 
patient’s needs. However, patient family commitment is 
essential [3]. This can create a variety of difficulties for 
family members and other informal caregivers.

In the literature there is a limited number of studies 
that comprehensively assess the burden of caregivers of 
mechanically ventilated patients at home. Studies on bur-
den of caregivers of patients who have left the intensive 
care unit (ICU) after acute respiratory failure are closest 
to this topic. Previous studies have shown that informal 
caregivers of ICU survivors have a high level of burden 
and greater risk of depression, post-traumatic stress dis-
order (PTSD), job loss, or lifestyle disturbance [5].

In Poland, research on the burden on caregivers has 
been undertaken only selectively, focusing on fatigue, 
coping strategies, or difficulties in caring for patients ven-
tilated mechanically at home [6, 7].

Considering the importance of this issue and the lim-
ited number of studies on this subject we conducted 
research to fill the gap. The primary aim of our study was 
to measure caregiver burden, perceived social support, 
and coping strategies in caregivers of HMV patients and 
the relationship between these factors. The main research 
question was “Is there a relationship between burden, 
social support and coping strategies among family car-
egivers of HMV patients?”.

Methods
Study design
This cross-sectional study was conducted using the 
STROBE reporting guidelines in five healthcare institu-
tions that provide services to HMV patients. An anony-
mous online survey and paper forms were sent to the 
caregivers. The approval of the institutions involved was 
obtained for this study.

Population and sample
Family caregivers of HMV patients were recruited from 
various parts of Poland. The inclusion criteria included 
caring for adult HMV patients and providing informed 
consent. Caring for a person under 18 years of age, failure 
to be a primary caregiver, and lack of informed consent 
were exclusion criteria. Of the 300 questionnaires sent 
out through institutions providing care for mechani-
cally ventilated patients at home and having a contract 
with the National Health Fund, 72 questionnaires were 
returned (response rate 24%). Fourteen of them were 
excluded from the study due to incomplete data or 
because respondents met the exclusion criteria. Finally, 
58 fully completed questionnaires were included in the 
study.

Questionnaires
The structured questionnaire included demographic data 
from the HMV patients and their caregivers, and the type 
and duration of mechanical ventilation were recorded. 
The Caregiver Burden Scale, the Social Support Scale, 
and the Brief-COPE were used.

The Caregiver Burden Scale (CBS) by Elmståhl et  al. 
[8] contains 22 items in five subscales: general strain (8 
items), isolation (3 items), disappointment (5 items), 
emotional involvement (3 items), and environment (3 
items). In this study, the Polish version by Jaracz et  al. 
[9] was used. The scale allows to evaluate the subjective 
burden experienced by caregivers of chronically disabled 
people, and the data are expressed as the mean value for 
the individual subscales. The severity of the burden can 
be expressed by the following criteria: low for a mean 
score between 1 and 1.99 points, average for 2.00-2.99 
points, and high for 3.00-4.00 points. The reliability and 
validity of the original tool were acceptable, with Cron-
bach’s α between 0.70 and 0.87 (except for Environment, 
where Cronbach’s α = 0.53). The reliability and validity of 
the Polish adaptation were satisfactory, with a Cronbach’s 
α = 0.89 [8, 9].

The Social Support Scale (SSS) developed by Kmiecik-
Baran [10] is designed to measure the perception of social 
support. The scale contains 24 items in 4 subscales: infor-
mational support, instrumental support, valuing sup-
port, and emotional support. The items are all scored on 
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a five-point Likert scale. The total score ranges between 
24 and 120 points. The higher the score is, the lower the 
social support received. The reliability of the SSS scale 
was satisfactory, with a Cronbach’s α ranging from 0.51 to 
0.87. The original version of this questionnaire was used 
in the present study [10].

The Brief-COPE developed by Carver [11] evaluates 
stress coping strategies. In this study, the Polish adapta-
tion by Juczyński and Ogińska-Bulik [12] was used. The 
questionnaire contains 28 items, scores from 0 to 3, and 
helps to reveal which of 14 stress coping strategies are 
implemented by the participants. The higher the score is, 
the more often the specific coping strategy is used by the 
respondent. The Cronbach’s α of the original scale ranged 
from 0.48 to 0.94, and the Polish adaptation had a Cron-
bach’s α ranging from 0.62 to 0.89. The split-half reliabil-
ity of the Polish version was 0.86 [11, 12].

Data analysis
Data analysis was performed using R statistical software 
version 3.3.2, and normal distribution testing was per-
formed using the Shapiro‒Wilk test. To compare vari-
ables, the Mann‒Whitney U test and the Kruskal‒Wallis 
H test were applied. Post hoc analysis was performed 
using Dunn’s test. Nonparametric Spearman correlations 
were applied to analyze relationships between scales. The 
level of statistical significance was set at p < 0.05.

Ethical considerations
The study was carried out in accordance with the Dec-
laration of Helsinki. The study was approved by the Bio-
ethics Committee of the Jagiellonian University, Krakow, 
Poland (No KBET/25/B/2014). Participants provided 
informed consent after being informed about the aim 
and the course of the study and were assured of their 
anonymity and the right to withdraw.

Results
Participants characteristics
The study group consisted of 58 caregivers with a mean 
age of 53.81 (SD ± 13.73) years (95% Confidence Interval: 
50.28 to 57.34), and most of them were females (65.52%). 
In contrast, the HMV patients were mainly males 
(51.72%), the mean age of the patients was 56.47 years 
(SD ± 14.62; 95% Confidence Interval: 52.71 to 60.23), and 
the patients were mostly (63.79%) invasively ventilated. 
The average duration of mechanical ventilation (MV) was 
3.54 years  (SD ± 2.63; 95% Confidence Interval: 2.86 to 
4.22). The characteristics of the participants and patients 
are detailed in Table 1.

Burden
In the subscale general strain, 37.93% of participants 
ranked their burden as average and 36.21% as high. As 
shown in Table 2, a high level of burden was chosen most 
often in the isolation and disappointment subscale, and 
emotional involvement was chosen least often.

The female caregivers achieved a significantly 
(p = 0.023) greater score in the domain general strain than 
did the male caregivers (2.77 vs. 2.29), which indicates 
that females perceived themselves as more burdened.

Considering financial status, statistical significance was 
not revealed in the general strain subscale (p = 0.237); 
however, differences in the distribution of the isola-
tion (p = 0.028) and disappointment (p = 0.03) variables 
between the financial situation groups were observed. 
Post hoc analysis showed that respondents who rated 
their financial status as good had a lower burden on this 
subscale than did those who rated it as bad or very bad.

Patient age had a statistically significant impact on the 
scores in the domains of isolation (p = 0.015) and disap-
pointment (p = 0.005), as it was shown that the older the 
patient was, the lower the burden. Invasive MV was also 
shown to be associated with greater burdens on the sub-
scales of general strain (p = 0.005), isolation (p = 0.001), 
and disappointment (p = 0.001) than was non-invasive 
mechanical ventilation (NIMV).

No statistically significant differences were detected 
between general strain and age (p = 0.173), marital sta-
tus (p = 0.925), place of residence (p = 0.187), education 
(p = 0.961), professional activity (p = 0.641), livelihood 
(p = 0.278), patient gender (p = 0.255) or period of MV in 
years (p = 0.198) (Table 1).

Social support
According to the Social Support Scale (SSS), the average 
total score was 74.5 (SD = 7.56), and caregivers gave the 
highest rating to informational support and the lowest to 
valuing support. The SSS scores were not related to those 
obtained for any of the CBS subscales (Table 3).

Coping
In response to stress, caregivers used various strategies, 
and among all planning, acceptance, and active coping 
were the most common. In contrast, the least commonly 
used were substance use, humor, and behavioral disen-
gagement. The study showed that the more frequently the 
respondents used a self-blaming strategy, the greater their 
disappointment (p = 0.032) and emotional involvement 
(p = 0.002) were. It was also revealed that the more fre-
quently the denial strategy was presented, the greater the 
emotional involvement (p = 0.001), and the more frequently 
the acceptance of difficult situations was presented, the 
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lower the general strain (p = 0.007), isolation (p = 0.001), 
disappointment (p = 0.031), and emotional involvement 
(p = 0.041). Furthermore, it was revealed that the more fre-
quent the use of positive reframing, the lower the isolation 
was (p = 0.027). The other relationships were not statisti-
cally significant (Table 4).

Discussion
The specificity of caring for MV patients may have a 
negative impact on the functioning of family caregiv-
ers, causing lifestyle disruptions, depression, increased 

overload, daily life fatigue and risk of losing one’s job 
and worsening physical health [5, 7, 13]. We focused on 
examining the burden among family caregivers of indi-
viduals mechanically ventilated at home as well as factors 
related to both care recipients (e.g. type of MV) and the 
caregivers (e.g. sociodemographic and economic factors), 
as studies show that they may influence the burden [14]. 
We also investigated coping strategies and social sup-
port in caregivers and the relationships between these 
three variables in order to obtain a more comprehensive 
assessment of factors that affect caregiver burden.

Table 1 Characteristics of the participants and caregiver burden (n = 58)

Abbreviations: n sample size,  x̅ arithmetic mean, SD standard deviation 
* Mann‒Whitney U test
** Kruskal‒Wallis test
a including: Carer’s allowance

General strain Isolation Disappointment Emotional 
involvement

Environment

n (%) x̅ (SD) p - value x̅ (SD) p - value x̅ (SD) p - value x̅ (SD) p - value x̅ (SD) p - value

Caregivers
Gender

 female 38 (65.52%) 2.60 (0.70) 0.023* 2.79 (0.85) 0.081* 2.83 (0.90) 0.028* 1.89 (0.83) 0.435* 1.94 (0.68) 0.498*

 male 20 (34.48%) 2.63 (0.83) 2.36 (0.78) 2.30 (0.77) 1.68 (0.61) 2.13 (0.86)

Marital status

 married 41 (70.69%) 2.60 (0.70) 0.925* 2.57 (0.80) 0.576* 2.58 (0.86) 0.324* 1.82 (0.74) 0.903* 2.00 (0.74) 0.979*

 single 17 (29.31%) 2.63 (0.83) 2.80 (0.94) 2.82 (0.95) 1.82 (0.84) 2.02 (0.79)

Place of residence

 town 38 (65.52%) 2.52 (0.78) 0.187* 2.63 (0.86) 0.869* 2.60 (0.88) 0.549* 1.79 (0.82) 0.388* 2.00 (0.67) 0.836*

 rural 20 (34.48%) 2.76 (0.63) 2.66 (0.83) 2.74 (0.92) 1.88 (0.67) 2.01 (0.90)

Education

 primary 8 (13.79%) 2.61 (0.82) 0.961** 2.54 (0.69) 0.553** 2.35 (0.83) 0.365** 1.71 (0.76) 0.263** 2.37 (1.17) 0.677**

 vocational 10 (17.24%) 2.68 (0.67) 2.70 (0.78) 2.92 (0.88) 2.10 (0.67) 1.80 (0.67)

 secondary 18 (31.03%) 2.54 (0.68) 2.48 (0.79) 2.47 (0.90) 1.90 (0.82) 1.96 (0.73)

 higher 22 (37.93%) 2.62 (0.82) 2.79 (0.97) 2.78 (0.89) 1.66 (0.76) 2.00 (0.60)

Livelihood

 work 20 (34.48%) 2.73 (0.73) 0.278** 2.75 (0.81) 0.461** 2.70 (0.91) 0.305** 1.76 (0.78) 0.696** 2.23 (0.73) 0.158**

 disability  benefitsa 12 (20.69%) 2.65 (0.74) 2.52 (1.00) 2.65 (0.80) 2.00 (0.78) 2.11 (0.83)

 pension 15 (25.86%) 2.31 (0.73) 2.42 (0.76) 2.33 (0.90) 1.78 (0.90) 1.86 (0.77)

 others 11 (18.97%) 2.74 (0.74) 2.88 (0.85) 2.98 (0.89) 1.78 (0.58) 1.66 (0.54)

Subjective financial situation

 good 23 (39.66%) 2.42 (0.79) 0.237** 2.32 (0.95) 0.028** 2.31 (0.94) 0.030** 1.78 (0.76) 0.191** 1.93 (0.67) 0.534**

 average 28 (48.28%) 2.67 (0.66) 2.74 (0.64) 2.77 (0.78) 1.72 (0.70) 2.13 (0.82)

 bad or very bad 7 (12.06%) 2.94 (0.77) 3.33 (0.77) 3.26 (0.75) 2.33 (0.93) 1.76 (0.68)

Patients
Gender

 female 28 (48.28%) 2.51 (0.77) 0.255* 2.75 (0.89) 0.466* 2.75 (0.89) 0.606* 1.69 (0.75) 0.146* 2.02 (0.71) 0.688*

 male 30 (51.72%) 2.69 (0.70) 2.54 (0.80) 2.54 (0.80) 1.94 (0.77) 1.99 (0.79)

Type of MV

 invasive 37 (63.79%) 2.82 (0.72) 0.005* 2.14 (0.86) 0.001* 2.15 (0.83) 0.001* 1.81 (0.77) 0.928* 1.81 (0.77) 0.452*

 noninvasive 21 (36.21%) 2.23 (0.61) 2.93 (0.69) 2.93 (0.8) 1.83 (0.77) 1.83 (0.77)
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In our study, the caregivers were primarily women, and 
the patients were mainly men. The same relationship has 
been shown in other studies [5, 15–18].

Burden
Caregiver burden is a multidimensional challenge influ-
enced by many factors [19]. Our study showed that most 
caregivers had an average level of burden. In comparison, 
caregivers from Canada experienced a high average level 
of burden, reporting that the most difficult time they 
experienced was the first couple months after their loved 
ones returned home [20]. Similar results were achieved 
in South Korea, where studies showed that family car-
egivers had a high level of burden that could impact their 
quality of life [17, 21].

A large burden was shown in German caregivers of 
invasively ventilated patients with Amyotrophic Lat-
eral Sclerosis (ALS) [22], and in Italy, where more than 

half of HMV patients met at least two of the five cri-
teria established by the researchers as conditions that 
are major causes of caregiver burden [23]. One-third 
of Spanish caregivers of HMV patients were found to 
be overburned or at risk of strain [16], and the study 
conducted by Van Pelt et  al. [5] suggested that car-
egiver burden was high and did not depend on pre-ICU 
patient functional status. Chiò et al. [24] proved that in 
the group of caregivers of patients with ALS (both non-
invasive ventilated and tracheostomized), the level of 
burden increases as the patient’s disability deteriorates.

The opposite results were obtained by Tsara et al. [15] 
among caregivers of NIMV patients in Greece. Most of 
the participants rated their burden as light on all sub-
scales (employment issues, household management, 
financial issues, social relations), similar to the find-
ings of Siciliano et al. [25] in the group of caregivers of 
patients with ALS (with 35% NIMV patients), and most 
respondents showed a low level of burden.

A study conducted in Taiwan and Israel revealed that 
caregivers of HMV patients experience a greater level 
of burden than caregivers of patients staying in chronic 
respiratory care facilities [18, 26].

Our study showed that females presented a higher 
burden level in CBS significantly more frequently than 
males, and a similar relationship was revealed in several 
studies [18, 24, 27]. A review by Adelman et al. [28] also 
indicated that female gender is a risk factor for chronic 
patient caregivers. Male caregivers of MV patients in 
South Korea presented a greater burden than females 
did; however, these relationships were not statistically 
significant [17].

Our research also revealed that the use of invasive 
ventilation had a significantly greater burden on car-
egivers than did the use of NIMV. Similar conclusions 
were reached by Van Kesteren et  al. [29], Kaub-Wit-
temer et  al. [22], and Yotani et  al. [30] in a group of 
caregivers of children older than 15 years. However, 
different results were obtained by Kim et al. [21].

Table 2 Level of caregiver burden (n = 58)

Abbreviation: n sample size

Domain Level of burden n (%)

General strain low 15 (25.86%)

average 22 (37.93%)

high 21 (36.21%)

Isolation low 10 (17.24%)

average 22 (37.93%)

high 26 (44.83%)

Disappointment low 13 (22.41%)

average 20 (34.48%)

high 25 (43.10%)

Emotional involvement low 36 (62.07%)

average 14 (24.14%)

high 8 (13.79%)

Environment low 26 (44.83%)

average 23 (39.66%)

high 9 (15.52%)

Table 3 Social support and burden (n = 58)

Abbreviations: n sample size, x̅ arithmetic mean, SD standard deviation, Me median, Min minimal value, Max maximum value, Q1 lower quartile, Q3 upper quartile, 
R value of the Spearman’s rank correlation coefficient

Social Support Scale General strain from 
CBS

Domain x̅ SD Me Min Max Q1 Q3 R p - value

Informational 17.81 2.24 18 12 25 17 19 0.021 0.876

Instrumental 18.83 3.26 18 11 28 17 22 ‑0.085 0.528

Valuing 19.16 2.75 19 13 29 18 20.75 0.163 0.222

Emotional 18.71 2.34 18 14 27 18 19 0.106 0.430

Total score 74.50 7.56 74.5 63 104 69 79 0.069 0.609
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Social support
In our study, the participants valued information sup-
port the most. However, no significant correlations were 
found between perceived social support and burden. 
Some research shows that social support is crucial for 
the functioning of caregivers, as in the study by Boettcher 
et  al. [31], where it was shown that social support was 
a significant predictor of mental health for mothers of 
pediatric patients requiring long-term mechanical venti-
lation. Likewise, in the meta-analysis by Del-Pino-Casado 
et al. [32], in caregivers of adults and older adults burden 
was negatively related to perceived and received social 
support. Furthermore, in the clinical review by Adel-
man et al. [28], burden was a risk factor for social isola-
tion. According to Liu et  al. [18], healthcare personnel 
should provide social support to reduce burdens and 
ease stress among caregivers. Liang et  al. [33] indicated 
that people who receive greater social support are more 
willing to choose HMV. Additionally, a study by Nadig 
et al. [34] showed that family members of ICU survivors 
developed more frequent adaptive coping behaviors and 
presented lower rates of depression, anxiety, and post-
traumatic stress if provided with better social and eco-
nomic support.

Coping
The families of HMV patients are characterized by a high 
level of stress, which also has a significant impact on 
deterioration of quality of life [35]. In our research, we 
focused on determining how caregivers respond to stress. 
Most often, the participants used positive strategies 
such as planning, acceptance, and active coping. Similar 
results were obtained by Pérez-Cruz et  al. [36], where 
caregivers of elderly dependent relatives most often 
applied coping strategies, such as acceptance, active cop-
ing and the use of emotional support. Among caregivers 
of patients in the vegetative state and in the minimally 
conscious state, positive coping strategies (active cop-
ing, use of instrumental support, planning, and accept-
ance) also prevailed. Maladaptive coping strategies such 
as denial or self-blame were associated with anxiety and 
depression, whereas acceptance was associated with their 
absence [37]. Our study revealed that the more frequent 
the acceptance of difficult situations was, the lower the 
general burden was.

Previous Polish studies have indicated that the greater 
the degree of daily life fatigue is, the more often car-
egivers of HMV patients experience strategies of avoid-
ance and manifested helplessness [7]. Other research has 
shown that caregivers seek support from their families 
and friends and resort to religion in difficult situations 
[6].

Studies among families of patients receiving home NIV 
indicated that respondents most often used coping strat-
egies related to the reorientation of goals, resignation, 
and passivity [16]. Other research also conducted among 
German caregivers of ALS patients treated with home 
NIV revealed acceptance and denial as the most common 
coping strategies [38], whereas caregivers of patients 
with ALS in Italy most often adopted task-oriented cop-
ing strategies. Furthermore, it was stated that there was 
a significant association between emotion-oriented 
coping strategies and high levels of burden and anxiety 
symptoms [25]. Tramonti et al. [39] showed that among 
hospitalized patients with ALS, the coping strategies 
of avoidance and venting were positively related to the 
physical burden of caregivers. As shown in research by 
Petrinec [40], among family decision makers of patients 
placed in long-term acute care hospitals, a problem-
focused coping strategy was most often applied, and the 
least commonly used was an avoidant coping strategy. 
Additionally, an avoidant coping strategy was moderately 
associated with signs and symptoms of anxiety and PTSD 
[40].

Conclusions
In our study group, most of the caregivers were female, 
while the majority of the patients were male. Female car-
egivers were characterized by the higher level of burden 
in CBS. Invasive ventilation in patients increased the bur-
den. It was shown that adaptive coping strategies, such 
as acceptance and positive reframing, may reduce the 
level of burden. There was no statistically significant rela-
tionship between caregiver burden and perceived social 
support.

The results of our study revealed the extent to which 
caregivers of HMV patients are burdened and how spe-
cific factors affect it. In view of the negative impact of 
this burden on caregivers’ lives, macro- and microlevel 
evidence-based psychological, educational, financial and 
organizational interventions should be implemented. 
Further research is needed to comprehensively exam-
ine difficulties and challenges of caregivers and evaluate 
the effectiveness of various strategies (e.g. respite care) 
to reduce the burden of carers and thus improve their 
functioning.

Limitations
The limitations of the study include the relatively low 
number of participants and the fact that some of the 
questionnaires (less than 14%) were completed online. 
The representativeness of the sample could be question-
able, as only 24% of caregivers responded to the ques-
tionnaires. This may lead to bias and makes it impossible 
to extrapolate results. Another limitation is that the CBS 
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used in our research was validated in Poland among car-
egivers of stroke survivors, not in mechanically ventilated 
patients, and invariance of the scale across gender was 
not examined. Although the results confirm the data of 
some other authors, they do not allow for unambiguous 
conclusions to be drawn regarding the greater burden 
on women. It should be noted that the research instru-
ments used have been self-reported and characterized by 
the examination of subjective perception. Inaccuracies or 
misunderstandings could affect the accuracy of the data 
collected.
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