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Stroke - basic information01

CAUSES OF STROKE

The cause of a stroke is a sudden disruption of blood flow in the brain’s blood vessels, leading to oxygen deprivation and the death of
nerve tissue. There are two main types of stroke: ischemic (85% of cases) and hemorrhagic (15%). In ischemic strokes, the key factor is
processes that close off an artery’s lumen, such as atherosclerosis of large vessels, which narrows or completely blocks one of the
arteries . Another significant factor is embolism, where clots formed in the heart (e.g., due to atrial fibrillation or after a heart attack)
travel to the brain’s blood vessels, causing 20–30% of ischemic strokes . Another mechanism is small vessel disease, mainly linked to
high blood pressure .

[1,2]

[3]

[4,5]

A hemorrhagic stroke results from the rupture of a brain blood vessel and bleeding into the nervous tissue. The main cause is chronic
high blood pressure, which damages the walls of small arteries, especially in deep brain structures . In older people, amyloid
angiopathy also plays an important role, characterized by the deposition of amyloid protein in the vessel walls, increasing the risk of
bleeding in the brain’s lobes .

[6,7]

[8,9]

Risk factors for stroke are divided into non-modifiable and modifiable factors. Non-modifiable ones include : [10,11]

Among modifiable factors, the most important is high blood pressure, which significantly increases the risk of both ischemic and
hemorrhagic strokes . Atrial fibrillation, by creating clots in the atria, raises the risk of stroke fivefold . Diabetes and obesity
accelerate atherosclerosis, while smoking damages the blood vessel lining, leading to inflammation and clot formation . Physical
inactivity and a diet high in saturated fats and simple sugars further worsen the lipid profile, increasing the risk of vascular events .

[12,13] [14]

[15,16]

[17,18]

Age over 55
Male gender
Genetic predisposition, such as mutations increasing blood clotting.
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PROBLEMS FACED BY STROKE SURVIVORS

The symptoms that occur in patients after a stroke lead to a decrease in their ability to function in daily life, at work, within the family,
and socially. This ultimately results in exclusion and isolation of patients in their communities. Proper care and nursing are crucial for
the patient’s ongoing well-being and quality of life. Below are some of the most important problems faced by stroke survivors.

SPEECH DISORDERS

Dysarthria – caused by damage to the muscles and nerves responsible for speech production, affecting the tongue, lips, palate,
pharynx, and larynx. Speech is slurred, patients have trouble articulating, and may also have breathing and swallowing problems.
Speech becomes slow and often choppy. Therefore, communication should include writing, exercises to improve speech
apparatus, and involving the family .[19]

Motor aphasia – where the patient has difficulty expressing words. This can range from partial to total loss of the ability to speak,
sometimes to the point where no sound can be produced. The patient should be encouraged to try to communicate and
stimulated to use automated speech (e.g., counting aloud) .[20,21]

Sensory aphasia – involves impaired understanding of speech, both spoken by others and by the patient themselves. Naming,
repeating, reading, and writing are also affected. Speech is fluent but lacks sense – many words are used incorrectly or new,
meaningless words appear. Emotional support is crucial to help slow the flood of nonsensical speech .[22]  

Alexia – loss of the ability to recognize written words that the patient could previously read, also called “word blindness.”

These speech disorders can occur simultaneously. Worldwide data on their frequency in stroke patients ranges from 20–40% for
aphasia in the acute phase of stroke, while dysarthria is present in 30–60% of patients in the same phase .[23]
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WRITING DIFFICULTIES

One of the neurological conditions associated with dysphagia is stroke. It is worth emphasizing that over half of patients admitted to
hospital with ischemic stroke have difficulty swallowing due to weakened pharyngeal and laryngeal muscles[26], making stroke the
most common cause of neurogenic dysphagia . Dysphagia is associated with numerous dangerous complications, such as
dehydration, malnutrition, and aspiration complications with the potential for life-threatening lung infections, significantly impacting
the patient's quality of life . This disorder is associated with the risk of aspiration, which can lead to pneumonia. This requires
suctioning of secretions from the respiratory tract and caution when feeding the patient. Early diagnosis of the indicated disorder and
adjustment of the patient's nutrition (intravenously, orally, through percutaneous gastroenterology or gastric tube), as well as
maintaining the correct acid-base balance can prevent bronchopulmonary complications .

[27-30]

[25]

[31]

After a stroke, patients may lose the ability to write. Depending on the stroke’s extent and location, there may be spelling issues,
problems writing irregular words, or complete loss of cognitive ability to form and combine letters into words .[24]

SWALLOWING DISORDERS AND RESPIRATORY INFECTIONS

Swallowing involves several phases, starting with the oral phase, which is voluntary and includes the pre-oral, preparatory, and oral
phases. The following phases are pharyngeal and esophageal. Neurogenic dysphagia affects the oral and pharyngeal phases (upper
dysphagia), caused by nervous system disorders . Swallowing problems can lead to dangerous complications like aspiration
pneumonia, dehydration, and malnutrition. Dysphagia is accompanied by depression, anxiety, and social withdrawal. Basic
symptoms include:

[25]

difficulty swallowing food (i.e., inefficient swallowing);
a feeling of food stuck in the throat;
choking and coughing when swallowing;
excessive salivation due to inability to swallow saliva;
regurgitation of food or liquids through the nose .[25]
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BEDSORES

Pressure ulcers are a problem that particularly affects
patients with neurological disorders. They constitute a serious
complication in stroke patients. Their incidence is 1.7-2.6%

. Pressure ulcers are defined as limited damage to the skin
and deeper tissues, leading to tissue necrosis, loss, and
ultimately necrosis . Pressure ulcers are a complication of
impaired blood flow in blood vessels, taking the form of
superficial lesions or difficult-to-heal deep wounds that
extend into deeper soft tissues. As a result of prolonged
immobilization, tissues are subjected to mechanical forces in
the form of compression, friction, and shear forces, which
disrupt local circulation, leading to tissue hypoxia and
malnutrition, and ultimately, necrosis . Pressure ulcers limit
the patient's daily functioning and reduce rehabilitation
options, resulting in a significant reduction in quality of life .
The presence of pressure ulcers complicates rehabilitation
and worsens the patient's condition. They are accompanied
by pain, necrosis, and infection, which contribute to
complications and delays in rehabilitation, prolonging
hospitalization and increasing treatment costs. 

[32-

33]

[34]

[34]

[35]

HEMIPARESIS

Paresis is one of the symptoms of stroke . Among survivors six
months after stroke, 48% have persistent hemiparesis, 22% are
unable to walk independently, and 24–53% require complete or
partial assistance in daily activities . Paresis is one of the most
common complications after stroke, representing unilateral or
bilateral muscle weakness . Occurring with varying intensity in
each patient, it is more or less long-lasting. This makes the
treatment process for post-stroke paresis different. This decline
results from ischemic foci in the brain causing dysfunction,
resulting in movement disorders in the form of hemiplegia with
equal involvement of both limbs or with a clear predominance of
the upper or lower limb, as well as paresis. While it does not
constitute paralysis, meaning a complete loss of muscle control,
post-stroke paresis can result in almost complete inability to
move a limb . Post-stroke paresis most often occurs cross-wise,
meaning damage to the right hemisphere of the brain causes
paresis of the left side of the body and vice versa. However, if the
dominant side is affected, speech disorders are also very
common.

[36]

[37]

[38]

[38]
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Hemiparesis is caused by damage to motor neurons in the brain, spinal cord, peripheral nerves, or muscles . Types of
hemiparesis after a stroke include:

[38]

Tetraparesis – caused by brainstem damage, affecting all four limbs.

Hemiparesis – affecting only one side of the body.

Spastic paresis – increased muscle tone and exaggerated deep reflexes, caused by damage to the lower motor neuron.
Fortunately, this paresis develops slowly and usually responds well to rehabilitation.

Myasthenia – muscle fatigue; in stroke patients, this may involve facial muscles, leading to drooping eyelids, altered facial
expression, or speech problems .[38]

URINARY TRACT INFECTIONS

They are most often caused by decreased immunity and the presence of a urinary catheter. Catheterization is necessary due to
impaired sphincter function or coexisting diseases of the genitourinary system, as well as urinary dysfunction caused by lying
down, but it also predisposes to urinary tract infections .  It is worth noting that infection is accompanied by pain, often
associated with a feeling of urinary urgency. The presence of pain symptoms discourages patients from undertaking rehabilitation
efforts and can further exacerbate the depression common among those facing a sudden loss of mobility and independence. The
period of initiation of upright standing and gait training is usually the moment when most patients regain control of their sphincter
function, allowing for rapid discontinuation of catheter use .

[39]

[40]
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POST-STROKE DEPRESSION

The diagnosis of depression should be confirmed by a
psychiatrist. In addition to pharmacological treatment,
psychotherapy is used. It can be roughly estimated
that post-stroke depression will develop in
approximately 40% of patients within 4 months of a
stroke . The main factor contributing to the
development of depression is the fact that patients
remain under the influence of chronic stress due to
persistent symptoms of disability, dependence on
others, and fear for their own life and the lives of their
loved ones. The incidence of depression varies
depending on the time elapsed since the stroke. In the
first 2 weeks after stroke, the incidence ranges from
6% to 41%, after 3–4 months it is 47–53%, after 1 year
it is 21–47%, and after 5 years it is 35%. Limited verbal
contact makes it difficult or even impossible to
understand the patient's experiences, and therefore to
identify the symptoms and characteristics necessary to
diagnose depression as a psychopathological
syndrome .

[41]

[42]

Taking into account the problems listed above, stroke survivors face
daily challenges, including:

Anxiety, worry, and a low mood due to reduced quality of life.

Risk of blood clots (thrombosis and embolism).

Risk of contractures.

Difficulty moving and performing self-care tasks.

Constipation from prolonged immobilization and slowed
bowel movements, and problems urinating.

Trouble sleeping .[43]
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Will the hospital provide safe transport for the
patient?

Yes, the hospital can provide medical transport for the patient if
they have difficulty moving.

Is it possible to contact someone from the medical
staff 24/7 if something arises that concerns the family
and patient so much that they cannot wait for a
scheduled follow-up visit?

In such a situation, one should use the night and holiday medical
assistance or go to the nearest Emergency Department –
information about the nearest place to receive these services can
be obtained from the Patient Telephone Information at 800-190-
590.
If the caregiver feels that something alarming is happening with
the patient, they should immediately call 999 or 112.

1Should the caregiver/patient report to the Primary
Health Care (PHC) that the patient has had a
stroke?

Yes, it is necessary to inform the PHC about the patient's stroke
and provide a copy of the hospital discharge.

The first hours and days after the
patient's return to home 

02

HOW TO PROVIDE SPECIALIZED CARE AFTER THE PATIENT RETURNS
HOME?

Who in the healthcare system has a role similar to
that of a patient care coordinator after a stroke?

It may be the family doctor (PHC) or the PHC nurse.

Does the hospital arrange follow-up visits for the
patient, or should the caregiver arrange them at
the outpatient specialist care?

The attending physician arranges necessary follow-up visits, and
all appointments should be recorded in the patient's hospital
discharge summary.
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Is the patient's transport to follow-up visits organized by the facility where the visit takes place, or should it be
arranged by the PHC doctor?

If the family is unable to transport the patient themselves, they should apply for medical transport through the PHC doctor.

What basic equipment must we provide before
bringing the patient home?

It all depends on the patient's health condition. If the patient is
bedridden, a bed with an anti-bedsore mattress, wedges, pillows to
help maintain the patient’s position (e.g., on their side), adult
diapers, underpads, creams, and wipes should be provided.
For patients who can move: a crutch/walker, adult diapers, hard
plastic cups.

Is it possible to rent this equipment? Is there a fee for
such rentals? Is it available to everyone?

It is possible to rent medical equipment, but usually for a fee,
except for people with a disability certificate who may receive
financial support.

How long can you rent such equipment?

Rental periods vary – from a few days to several months.

Is there a long wait to get this equipment?

Usually, it takes 2-3 days.

Is equipment that is not basic but helps with
patient care and regaining lost bodily functions
available for free rental? Where to look for such
options?

One should expect that supportive equipment for recovery will
either have to be rented for a fee or purchased.

WHAT SHOULD BE PREPARED AT HOME BEFORE THE PATIENT
RETURNS?
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What is the most important element not to neglect at the beginning, after returning home?

One should try to give the patient time to perform basic activities independently, e.g., during meals, allow them to eat on their own, even if
this means making a mess or taking longer. If possible, do not feed the patient if they can attempt to eat by themselves.
One should try to carry out with the patient those speech therapy, rehabilitation, and physiotherapy exercises that specialists recommend
performing at home.

Does the patient after a stroke understand what we say to them?

Yes, the patient understands. But the caregiver should be patient and calm – often, it takes repeating something several times for the
patient to grasp it. It is important to use short and simple sentences when addressing the patient. In addition, it is essential to respect their
space and silence, as each person has their own pace in coping with the situation.

THE PATIENT ALONE AT HOME 

Can a bedridden patient be left alone at home? For how long? Is there a risk of choking or other sudden life-
threatening situations? Is the risk the same as with a healthy person? 

One should avoid leaving a bedridden patient without supervision. There is a significant risk of life-threatening events, and the risk of
choking is much higher than for a healthy person. 

What strange behaviors can be observed after a stroke?

They may forget things, have trouble retaining new information, or repeat themselves frequently. Communication can become challenging
due to difficulties with speech and comprehension. Additionally, many individuals struggle to concentrate or maintain attention. Impulsive
behavior may also arise, leading to hasty decisions or actions without considering the consequences. In more severe cases, the patient
might show verbal or physical aggression, or engage in socially or sexually inappropriate behavior, all of which reflect the neurological
impact of the stroke rather than intentional conduct.
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Can another stroke occur after the initial one?

Sudden weakness or numbness: usually on one side of the body, involving the
face, arms, or legs.
Speech problems: slurred speech, difficulty understanding or expressing words.
Vision disturbances: double vision, blindness in one eye, or other vision field
changes.
Dizziness: which may be accompanied by loss of balance.
Loss of balance: trouble maintaining balance, uncoordinated movements.
Sudden severe headache: especially with a subarachnoid hemorrhage.
Other symptoms: nausea, vomiting, confusion, behavioral changes.

Symptoms of a mini-stroke (TIA)
Similar to stroke symptoms, but usually brief (often resolving within 24 hours).
May involve vision disturbances, speech problems, limb weakness, or balance loss.

FIRST AID IN AN EMERGENCY SITUATION
PROVIDED BY THE CAREGIVER

Yes, there is a possibility of a second stroke.

What are the warning signs of a stroke?

What to do in such a situation?

In the event of a second stroke, it is absolutely necessary to call an ambulance
immediately and ensure hospital admission for the patient. 
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PATIENT’S HEALTH DEFICITS

SPEECH CENTER

URINARY SYSTEM

Will the patient’s speech return? (Aphasia)

This will depend on several factors: the severity of the brain damage, the affected area, and the time elapsed
since the stroke. Rehabilitation through speech and language therapy, along with other forms of therapy, can
help the patient recover or improve their communication skills.

How to exercise with a post-stroke patient?

According to specialist recommendations. It’s also important to remember that during exercises at home, one
should not get frustrated – it’s essential to remain very calm and patient. This way, the patient, who may also
feel discouraged and frustrated, will be more willing to participate in exercises and follow instructions.

How to talk to a patient suffering from aphasia after a stroke?

Avoid constantly interrupting or correcting the patient. Complement verbal language with gestures, facial
expressions, and visual aids. Be patient and understanding—it is very important to show support and
encouragement.

The patient has a catheter placed in the hospital. Should the caregiver change it at home?
How often? Can nursing support be provided as part of public health services?

No, the caregiver should not change the catheter themselves. Such procedures should be carried out by the
primary health care nurse.
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When putting on a garment on
the upper body, always start

with the weaker limb. The
sleeve should be pulled all the

way to the shoulder before
moving on to the otherarm.

Supporting the patient in performing
daily activities
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The most common mistake:
putting on the sleeve only

partially and trying to pull the
garment over the back and the
otherarm. Thismovement can

cause the limb to lift
uncontrollably and risk a

shoulder injury.
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02PUTTING ON PANTS

When pulling the pants up over the hips, it’s helpful to
alternate lifting the pelvis – left, right – which makes putting

the garment on easier. 

The patient may need assistance when pulling pants over
the weakened side.

A mistake is to start putting
on pants with the healthy

leg first.

Clothing for the lower body
should also start with the

weakened leg.
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PUTTING ON PANTS
WHILE STANDING

If the patient has good standing balance, they can pull
the pants up independently. It’s advisable to do

thisnear a wall – itprovides additional stabilization and
safety.



PUTTING ON SOCKS

To put a sock on the
weakened leg:

1. 
Place the weakened leg on
the knee of the healthy leg.

2. 
Use fingers to widen the
sock opening and slip it

onto the toes.

3. 
Then pull it over the

midfoot and the entire
foot.

Thistechnique reduces the
risk of injury and makes

putting on the sockeasier
and more precise.
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STANDING UP FROM THE TOILET

When getting up from the toilet
independently, the patient

should use their healthy hand
to grab a handle attached to

the wallor a drop-down support
– depending on which side is

affected by weakness. 

Good preparation of the
bathroom (stable handles)

increases patient safety and
independence.

18



U
SI

N
G

 T
H

E 
SH

O
W

ER

For safe showering, it’s
recommended to use a special

shower chair.

If the patient has good posture control, they can shower while standing,
holding ontohandles installed on the walls.

Important: the shower floor should be non-slip.
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EATING AT THE TABLE

During meals, the weakened
arm should be supported on

the table with the entire
forearm.

The most common mistake:
resting the arm on the lap

ortorso – thiscanlead to
pain, swelling, or

contractures.

Avoid feeding in a lying position – it can lead to choking and
other complications.
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EATING IN A LYING POSITION 
(IF THE SITUATION REQUIRES IT, E.G., 
THE PATIENT CANNOT SIT UP YET)

Even in a semi-reclining
position, the weakened

arm should be supported
– ideally on a pillow or a

bedside table.
 The head and

torsoshould be elevated.
The food should have an
appropriate consistency
to minimize the risk of

choking.

Eating in a completely
lying position is not

recommended.
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INDEPENDENT TRANSFERS

2.
Avoid transferring

through the
weakened side – it

poses a risk of losing
balance and falling.

3.
Przejść do pozycji

stojącej.

4.
Przyciągnąć się ręką do
łóżka i usiąść biodrami

jak najgłębiej.

To safely transfer (e.g.,
from wheelchair to bed):

1.
Position the healthy side

as close to the bed as
possible.

Avoid transferring
through the weakened
side – it poses a risk of

losing balance and
falling.
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TRANSFERS WITH ASSISTANCE

Throughout the entire process, the
caregiver monitors the patient’s
safety and correct body position.

The patient, during standing up,
supports themselves with the

weakened arm on the bed, and
the caregiver helps them up from
the chair/wheelchair, controlling

the lower limb position.

The caregiver should control the
positioning of the weakened leg

around the knee area.
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TRANSFERRING A COMPLETELY 
DEPENDENT PATIENT

Transferring a fully
dependent patient

should be done while
standing in front of

them, holding their hips
on both sides. The

caregiver stabilizes the
patient’s weakened leg

with theirownlegs.

During the transfer, it’s
important that the

caregiver controls the
movement of lifting the
patient’s hips by holding

them with their hands and
ensures the lift is done by
leaning backward – so the
caregiver doesn’t bear the

patient’s weight with
theirarms and strain their

back.

After lifting the hips
above the bed’s edge,
the caregiver pivots

together with the
patient towards the bed,

constantly controlling
the patient’s body and

ensuring safety.

It’s important that the
grip on the patient’s

healthy-side hip is under
the upper limb – this

stabilizes the patient’s
body and ensures

safety.

A mistake is to grab the
patient’s hips above the
shoulder joint – it can
lead to falls when the
patient leans forward.
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GOING DOWNSTAIRS WITH THE RAILING 
ON THE HEALTHY SIDE

Going downstairs facing
forward should start by
lowering the weakened

leg to the lower step
first. The entire lowering

motion should be
controlled by the

healthy leg.

Stepping down with the
healthy leg first is very
risky and can lead to
falls because of poor

control over the body’s
weight on that leg.

Whiledescending, the
caregiver should control

the movement of the
weakened leg by the hip,
so the patient can safely

place it on the step
below.

If the leg tends to
turninward or there’s
tension, the caregiver

can also control it by the
thigh.

Each step (especially at
the beginning) should be

done slowly, one at a
time. The caregiver

should stand one step
below to react quickly if

needed.
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GOING UPSTAIRS WITH THE RAILING 
ON THE HEALTHY SIDE

Going upstairs should start with the
healthy leg. If the patient feels insecure
or is learning thisactivity, the caregiver
should stand one step below, behind

and diagonally to the side. The
caregiver’s hands should support the
patient’s hips and knee to prevent the

knee from giving out under the full body
weight.

 

The caregiver controls the patient’s knee
while stepping up with the healthy leg

and supports them at the hips to
prevent backward leaning. The patient’s

task is to step up with the healthy leg
and bring the weakened leg up to meet

it.
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GOING DOWNSTAIRS SIDEWAYS WHEN THE
RAILING IS ON THE WEAKENED SIDE

Sideways descent should start with the
weakened leg. If the patient feels

unsure or is learning this, the caregiver
should stand one step below, behind

and diagonally to the side. The
caregiver’s hands should support the
patient’s hips and knee to prevent the

knee from giving out under the full
body weight.

The caregiver controls the patient’s knee
and stabilizes their hips to ensure safety
and security. The patient’s task is to step
down with the healthy leg and bring the

weakened leg down to meet it.
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Patients’ memories04

A stroke is a moment when time stops. Suddenly, you have to relearn things that were once obvious – like eating or speaking. Suddenly,
everything is different – not just your body but also your mind. I remember how I kept forgetting words. That was the most frustrating. I
could see things in my mind, knew what I wanted to say – but the words just wouldn’t come.

Yes, it’s a moment when everything changes. You lose control of your body. You need others – there’s no choice. But even in all this, you’re
still a person. You have your own moments of shame and your own needs. There are times when I just wanted to do something silly, on
my own. Even if it was slow and clumsy – I wanted to do it myself. I didn’t feel like my caregiver was “over-caring” – but I know that would
have been difficult for me. All of us want to feel like there’s still something we can do ourselves. That’s important.

There were moments of breakdown. I didn’t believe it could get better. That’s when I needed support. Not from a doctor – though they are
important. I needed family. Their presence was the most important thing for me. Because the system – well, it doesn’t always provide
everything. The information about my health was too complicated. The doctor didn’t always have time. But the caregiver? They had time.
They had patience.

Each of us after a stroke may have different symptoms, different limitations. But one thing is common: rebellion. That rebellion isn’t
about being mean to the caregiver. It’s our way of fighting what happened to us. Sometimes it’s anger, sometimes sadness – but it’s
always a way of trying to deal with the new reality.

And one more thing – the patient is still a person. They still need something that gives their life meaning. Even if it’s a small activity that
lets them “unwind” and forget about everything for a moment. Because in this fight for recovery, the most important thing is not to lose
yourself. Support us, but let us be ourselves.
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Before I felt that caring for my husband had become my daily routine, it took about a month. The hardest part was understanding what
he was really trying to tell me. At first, I just couldn’t figure out what he needed – it was a huge stress and challenge.

I remember how scared I was about how our life would change. Talking with someone else who had been through something similar
really helped. I felt I wasn’t alone – that was important. Fortunately, my daughter is a nurse, and she taught me how to properly take care
of my husband, how to look after his skin, and how to prevent blood clots. Without her, it would have been much harder.

I’m not going to hide it – this situation really affected my own health. It wasn’t about physically lifting him, but about never having time
for myself. Yes, my mood dropped, and I had to look for psychological support to stop myself from sinking even deeper into sadness.
Luckily, I didn’t have to quit my job – I’m already retired – but I still had no time just for me.

With time, my husband learned to speak better, and I learned to listen better. At first, I often had to guess what was hurting him or what
was annoying him. But after a month, things got easier – we learned to understand each other again.

Together, we worked out something else – something that helps us both. We take care of our grandson together. He gives us energy.
Thanks to him, my husband doesn’t feel like a child who needs to be looked after – our grandson is the child in this relationship. My
husband still feels needed and knows he has an important role. For me, that’s the most precious thing – to see him as my partner, not as
my patient.

Caregivers’ memories05
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Formal and legal support from state
institutions

06

ALLOWANCES AND BENEFITS

Poland offers a range of programs and benefits to support people who care for sick family members, including stroke survivors. This
support includes various forms of help, both financial and organizational.

In Poland, caregivers of sick people, including stroke survivors, can apply for various financial benefits provided by state institutions.
These include:

C A R E
A L L O W A N C E

granted to people who must give up their jobs to care for a sick or disabled person. It can be granted
for up to 14 days per year, and in the case of long-term care, it can be extended to 30 days.

The care allowance is paid by ZUS (the Social Insurance Institution) to those who cannot work because they must care for a sick family
member or child. It applies in situations such as:

Caring for a child under 8 years old when the child is sick, and the parent cannot work.

Caring for other family members – for example, a spouse, parent, or sibling, when they need care and it cannot
be provided in another way.

The care allowance usually amounts to 80% of the benefit calculation basis and its amount depends on the caregiver’s insurance basis.

30



N U R S I N G
ALLOWANCE

intended for people with disabilities, including stroke survivors, who need constant care, as well as their
families. It can be paid to the caregiver.

The nursing allowance is a financial benefit granted to people who require constant care or help in daily life because of illness,
disability, or old age. It aims to help cover the costs of caring for someone who cannot function independently. The nursing allowance
is granted based on a disability certificate or a doctor’s certificate confirming the need for permanent care.

To receive the nursing allowance, you need to meet certain conditions, such as:

Having an appropriate disability certificate (e.g., from the County Disability Assessment Team) or another
document confirming the need for care.

Submitting an application to the relevant municipal or city office.

The nursing allowance is granted regardless of the caregiver’s income. Its amount may change depending on legal regulations.

C A R E G I V E R ’ S
B E N E F I T

paid to caregivers of disabled people who are not employed. This benefit is higher than the
nursing allowance and is considered the main form of financial support for caregivers.

The caregiver’s benefit is financial support granted to people who provide permanent care or help to those who, because of age,
illness, or disability, have difficulties in independent functioning. In Poland, it is mainly for family caregivers who look after someone
unable to function independently and needing assistance.

To receive this benefit, certain conditions must be met, e.g., confirmation of the need for care by doctors and income criteria (if
required). For caregivers of children with a disability certificate, the caregiver’s benefit is also available in other cases.
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LONG-TERM CARE
LEGISLATION

In Poland, long-term care is also available, especially for conditions like stroke, which can require
chronic care. It’s possible to use home care services as well as institutional care in facilities such as
hospices or nursing homes. Within this system, caregivers can count on both organizational and
financial support.

The Long-Term Care Act is a legal act in Poland that regulates issues related to providing care for
people requiring long-term health and social care. The purpose of the Act is to organize a system
of care for the elderly, chronically ill, disabled, and others who need support for an extended
period.

This Act may regulate issues such as:

Principles for organizing and financing long-term care services – covering both public and
private care forms.
The rights of people needing care – defining the criteria and procedures for granting care
benefits.
Types of care services – both in-home care and institutional care (e.g., nursing homes).
Qualifications of caregivers – setting professional standards for caregivers, such as nurses
and medical caregivers.
Financing of care – rules for funding long-term care by the public health insurance system,
local governments, or other sources like government programs.

Long-term care is usually provided to people who are unable to perform basic life activities, such
as eating, dressing, or moving around. The Act aims to ensure them dignified living conditions and
support in everyday life.
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CAREGIVER CARD The Caregiver Card is a document that allows a caregiver of a disabled or sick person to obtain
various discounts and benefits, including in transport and access to public services like healthcare.
The Caregiver Card is available in municipalities and gives caregivers access to many everyday
privileges.
The Caregiver Card is a document in Poland that aims to support people who care for family
members who are dependent, such as the elderly, chronically ill, or disabled. The card entitles
caregivers to various forms of support that make it easier to fulfill caregiving duties and improve
their material and organizational situation.

The aims of the Caregiver Card include:

1.Providing access to discounts and benefits – the Caregiver Card allows the use of discounts
and benefits for public transport, cultural and sports services, and other services, depending
on local regulations.

2.Assistance in organizing care – the card may serve as a basis for access to various forms of
support, such as legal advice, training, or psychological help.

3.Facilitating access to benefits – caregivers can obtain information about available forms of
institutional help (e.g., nursing homes, social assistance) and apply for additional benefits.

4.Social support – the card can help caregivers obtain allowances that cover caregiving costs
(e.g., the care allowance).

Who can apply for the Caregiver Card?

The Caregiver Card is available to people who care for:
Older people, chronically ill people, and disabled people who need constant care.
People who are dependent in daily life due to disability or chronic illness.
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CARE LEAVE

The card is issued upon request from the caregiver, who must meet specific conditions, e.g., show
they are providing care for a certain number of hours daily or weekly.

Procedure for obtaining the Caregiver Card:

Submit an application to the relevant office (usually at the municipal or city level).
The application is verified and the situation of the person needing care is assessed.
After a positive review, the caregiver receives the card.

The Caregiver Card may also be regulated locally, depending on the municipality or city, which can
lead to differences in available benefits in different regions.

Caregivers of sick people can also use care leave under the Labor Code. An employee can apply
for leave to care for a family member, e.g., after a stroke. This leave lasts a maximum of 14 days
per year, and the employer is obliged to grant it.

SELF-HELP
PROGRAMS

At the local level, municipalities organize psychological and advisory support programs that
include legal counseling and training on how to care for sick people.

NGO SUPPORT
In Poland, non-governmental organizations play a key role in supporting caregivers of sick people, including those after a stroke. These
organizations offer various forms of help, such as counseling, training, emotional support, and direct material assistance. Here are
some examples of how NGOs support caregivers.

34



ORGANIZATIONS
PROVIDING
PSYCHOLOGICAL
SUPPORT

Some NGOs offer professional training on how to care for stroke survivors. Through these training
programs, caregivers can gain knowledge about care techniques, first aid, and how to handle
difficult situations like post-stroke disabilities. Examples of organizations offering such services
include:

Polish Multiple Sclerosis Society (PTSR) – organizes courses and training on caring for
people with various neurological diseases, including stroke survivors.
“We Give a Chance” Foundation – offers workshops and training for both patients and their
families, helping caregivers cope with difficult situations.

TRAINING AND
COUNSELING

Some NGOs offer professional training on how to care for stroke survivors. Through these training
programs, caregivers can gain knowledge about care techniques, first aid, and how to handle
difficult situations like post-stroke disabilities. Examples of organizations offering such services
include:

Polish Multiple Sclerosis Society (PTSR) – organizes courses and training on caring for
people with various neurological diseases, including stroke survivors.
“We Give a Chance” Foundation – offers workshops and training for both patients and their
families, helping caregivers cope with difficult situations.

FINANCIAL AND
MATERIAL SUPPORT

Many non-governmental organizations support caregivers of sick people through financial
assistance, such as fundraising for medical equipment, medications, and other supplies needed
for daily care. They also provide financial support for organizing transportation to medical
facilities and hospices.

The "Hearts for Children" Foundation organizes charity fundraising events for those in need
of support and also assists in the purchase of essential medical equipment.
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LEGAL ADVICE NGOs often provide caregivers with access to legal advice, so they can effectively apply for
allowances, nursing benefits, or other entitlements. In many cases, these organizations offer legal
assistance in fighting for caregivers’ rights.

“Accessibility” Foundation – organizes meetings where lawyers help caregivers of disabled
people understand their rights and apply for various benefits.

SUPPORT FOR
REHABILITATION

Rehabilitation is an important part of caring for someone after a stroke. Many NGOs organize
rehabilitation programs, both physical and psychological, that help patients regain independence
and make daily life easier for caregivers.

“Stroke Survivors – Support Matters” Association – a public benefit organization that
educates about stroke and cardiovascular disease prevention, and provides specialized help in
the treatment and physiotherapy of chronically ill and disabled people, especially with
neurological diseases. For many years, it has worked with scientific, medical, and
governmental institutions, as well as other associations in Poland and abroad.

One of the main activities of the association is the original “We Prevent Strokes” campaign, which
uses various communication tools to spread knowledge about strokes. The association co-
initiated the “Stop Strokes – You Too Can Be a Superhero” program and is the main partner of the
“Long-Term Care Academy” campaign. In addition, “Stroke Survivors” offer medical consultations,
physiotherapy advice, and support for those recovering from stroke.
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