@ OPEN ACCESS

Saudi Journal of Medical and Pharmaceutical Sciences
Abbreviated Key Title: Saudi ] Med Pharm Sci

ISSN 2413-4929 (Print) | ISSN 2413-4910 (Online)

Scholars Middle East Publishers, Dubai, United Arab Emirates

Journal homepage: https://saudijournals.com

Review Article |

Role of Social Services in Enabling Families to Care for Long-Stay Patients

after Discharge from the Hospital: A Comprehensive Review
Fawaz Abdullah Alkhateeb®, Anwr Gubran Alabyati', Fatimah Mohammed Hazzazi', Fatma Abdulrhman Abdulrazag?,
Reem Abdullah Aziz Almutairi?

1Senior Social Worker, Prince Sultan Medical City, Riydah, Saudi Arabia

DOI: https://doi.org/10.36348/sjmps.2025.v11i05.005 | Received: 07.04.2025 | Accepted: 13.05.2025 | Published: 20.05.2025

*Corresponding author: Fawaz Abdullah Alkhateeb
Senior Social Worker, Prince Sultan Medical City, Riydah, Saudi Arabia

Abstract

This review article discusses the critical role of social services in helping families care effectively for long-stay patients
following discharge from hospital. Conscious that there are complexities that surround long stay patients, the article
evaluates how integrated social service interventions promote coordinated care, improve patient discharge planning, and
close the gap between hospital and home environment. Such important factors as communication, cultural competence and
allocation of resources are discussed to point out their influence on the families’ willingness to support patients after
discharge. The research shows that high social support systems enhance health outcomes, decreases readmission rate, and
makes the transition to community care easier. However, such persistent barriers; including lack of funding, lack of staff,
and systemic fragmentation impede the effectiveness of social services. Through the identification of these barriers, the
review highlights the need for improved collaboration between healthcare providers, social workers and community
organisations. It requires further studies to shed more light on the dynamics of social services and their effects on patients
and families experience, which in the end would call for policies that favor creation of equitable access and comprehensive
support mechanisms for long-stay patients and caregivers.
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INTRODUCTION re_admission after_issue_s are experienced afte_r discharge.
Discharge planning is of the greatest importance.
Research suggests that early interventions, which are
initiated during hospitalization, may be very helpful for
the transition process and readmission rates. Discharge
planning involves the preparation of the patient and his
or her caregivers for the complexities of care after
discharge from the hospital including what to teach to the
patient regarding medication management, symptoms to
be alerted about that require immediate attention and
resources for follow-up care [2]. Moreover, increasing
awareness of services after discharge can greatly
increase the quality of care that can be provided to
patients after they go home.

The transition from the hospital to home for
long stay patients is an important stage of healthcare that
significantly affects the condition of the patients and
their families. Collaboration among multidisciplinary
teams including social services, is critical at this time.
Social services play a significant role in evaluating
patients’ needs and continuity of care after discharge
especially for vulnerable populations including the
elderly and those with chronic diseases or severe
disabilities who frequently need much support from
family and community resources. These services are
instrumental in determining the overall health outcomes
after discharge, thus justifying the need for customized
approaches that address the medical, psychological, and

social aspects of health [1]. Standards for discharge planning should start at

the admission and hence patients ongoing needs should
be identified from the onset. The perceived quality and
scope of discharge preparation can have a dramatic effect
on family stress levels and overall satisfaction with the
care provided. It has been reported that family

The discharge process may sometimes be
complicated by poor communication between healthcare
providers and families that may inadvertently result in
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caregivers, especially when responsible for patients with
dementia or neurological conditions, frequently feel ill-
prepared to be able to cope with their duties after
discharge, a gap which social services may close by
providing not only materials, but also real-time
assistance. Establishing an environment where care
transitions are supported by consistent communication
and family involvement is essential for successful
outcomes [3].

The roles of social workers, together with
nurses and physicians are critical in filling gaps between
hospital based care and community resourcing.
Successful  discharge planning necessitates the
collaborative effort of healthcare providers, social
services, and families to have a holistic view of all the
aspects of care. Customized care plans should be tailored
to specific needs like medication management, physical
rehabilitation, and emotional support especially to those
patients who have complex medical histories or social
problems that can hinder their recovery. In addition,
social services can support the readjustment of patient’s
preparedness for discharge by analyzing the social
determinants that might influence the patient’s
subsequent discharge experience, such as the patient’s
housing situation and access to family supports [4].

Family member involvement in the discharge
process planning has been found to improve the outcome
of both the patient and caregiver competency. Families
normally want to know what they need to do to continue
to care for the boy and they are more likely to succeed if
they are involved in decision-making. For instance, well
developed communication strategies may provide family
caregivers with knowledge and confidence to take care
of their loved ones at home thus greatly reducing the
chances of readmission resulting from
misunderstandings or failure to manage care needs.
Training sessions and organized follow-ups with social
workers can help reduce possible complications of
premature discharges, which highlight the need of
coordinated efforts after discharge [5].

Furthermore, the pre-discharge period is a good
opportunity to involve families in having conversations
on possible resources that may be available to them such
as home healthcare services, community resources and
educational programs that are specific to managing their
loved ones’ conditions. This preparatory education
imparts necessary knowledge to families, as well as
promotes a collaborative interest in health outcomes.
Regular assessments of existing post-discharge services
can help keep pace with changes in patients’ needs,
hence improving service quality along the care
continuum [6]. Challenges within the care delivery
system, such as fragmented services and lack of
coordination among providers, often contribute to
inadequate patient support during transitions from
hospital to home. Social services should streamline
communication between healthcare settings and

community support systems, reinforcing the need for
closed-loop communication that ensures continuous
care. Technological advancements and data management
systems provide opportunities to better track patient
progress and facilitate communication, thereby
enhancing the responsiveness of care teams and
improving overall patient outcomes post-discharge [7].

Definition and Scope of Long-Stay Patients

The term long-stay patients, denotes the
individuals that have extended hospital admissions
because their health, social, or institutional issues
prevent their early discharge. In this demographic are
people who need intensive rehabilitation services or
chronic illness management and people who have
difficulty in resuming their life at home or community
setting. The conception of the long-stay patients differs
across healthcare systems but is typically defined as the
one that has a hospitalization period that far outlasts the
average period of hospitalization for some medical
conditions; this period is frequently extended because of
non-clinical components (absence of post-acute care
facilities and social support structures) [8].

Long-stay patients face barriers to discharge in
form of functional impairments that call for
rehabilitative services which cannot be effectively
offered in home environments. These are chronic
ilinesses; complex comorbidities; inadequate social
support systems; and shortages of suitable post-
discharge rehabilitation services. For example, a study
revealed that those who needed rehabilitation after hip
procedures were considerably more likely to be referred
to a long-stay center if such centers were widely
available in their locality, which suggests that
availability of community resources has a significant
impact on the length of stay in hospitals [9].

The consequences of long-term stay in hospital
are far reaching and include both physical and
psychological component. Patients who spend more time
in hospitals are exposed to bed rest and restricted
movement which contributes to health complications
like muscle atrophy, and heightened risks of hospital-
acquired infections. Moreover, the mental health issue
cannot be underestimated because prolonged
hospitalizations can lead to alienation, anxiety and
depression. This emotional impact underscores the
necessity of taking steps towards supporting the mental
health of long-stay patients. Interventions targeting the
psychological aspects of recovery as a component of
comprehensive discharge planning can have better
overall outcomes [10]. Long-stay patients often have
unique needs that require coordinated multidisciplinary
interventions. Effective discharge planning is essential
and necessitates collaboration among healthcare
providers, social workers, and community services to
address the various obstacles these patients face. Some
patients may need special directions on how to handle
medication, nutritional care and therapy services that are
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customized according to the conditions of each patient
and if these are not taken care of they end up with
readmissions. Whereas patients are discharged to
environments where they have poor support, there is a
high risk of deterioration of the health status, as it implies
the need for long term follow up and support
mechanisms [11].

Long-stay patients’ complexity requires holistic
assessments and complex understanding of social
determinants that affect them in caring and recovering.
Studies reveal that the long-stay patients are often
characterized by lower socio-economic status, where
their recovery processes may be hampered since they
may reside in the environment that prevents recovery.
Thus, comprehensive evaluation of patients living
conditions, supported by measures from social services,
are key to successful transition from hospital to home or
other care facilities [12].

The financial impact of long hospital stays is
also of considerable concern because the length of stay
can stress the healthcare resources as well and the overall
operation of the hospital. Hospitals are motivated to
reduce length of stay to ensure maximum bed
availability, improved patient turnover and reduced
operational costs. However, this should be
counterbalanced with the quality of care given because
of the adverse outcomes and additional healthcare costs
in the long run due to readmissions [13].

Health care systems are embracing new
approaches to better control the trajectory of long stay
patients by, for example, using guidelines for discharge
planning that take the functional status, support systems,
and rehabilitation needs of a patient into account. Such
forward thinking steps could enhance care continuity as
well as the readiness of a patient in being discharged
hence enhancing the overall recovery experience.
Initiatives to educate and assist families and caregivers
are vital in preparing them to cater for the complex needs
of long-stay patients after discharge because their
participation tends to be linked with more positive
outcomes for patients [14].

Assessment of Patient and Family Needs by Social
Services

Assessment of patient and family needs by
social services is an important part of the healthcare
continuum especially when looking after long stay
patients after discharge from the hospital. Social cares
are significant as they help in the identification and
management of the complex requirements of the patients
and their families and ease the transfers from
institutional to home or community settings. In view of
the growing complexity of care and emotional, socio-
economic burden on families, the importance of these
assessments is vital to sustain patient health and well-
being for the long term [15].

Long stay patients tend to have a variety of
health problems and may need daily support from family
caregivers. Care giving involves heavy responsibilities,
which include not only physical support, which involves
medication and personal care but also emotional support
and logistical support for health and personal care needs.
Consequently, the part played by the social services in
determining such needs is not simply ancillary but is a
basic necessity in improving patient care [16].

Family caregivers, who are sometimes called
“invisible backbone” of healthcare systems need to be
systematically assessed to have a better understanding
about and better ability to address both their own needs
and those of the patient. This need for a detailed support
system is especially acute in cases where caregivers
express feelings of isolation that can be reduced through
enhanced social relations and availability of community
resources. Prescriptions of family support frameworks
should emphasize the necessity of periodic consultations
with caregivers for enhanced ability to help patients to
navigate through healthcare complexities; [17].
Availability of ongoing specialist health care and
psycho-educational interventions for members of the
family will go a long way towards reducing the burden
of caregiving and improving the quality of life for both
the caregiver and the cared for.

The importance of social service integration is
beyond debate especially in terms of concrete healthcare
programs. This initiative shows how integrating social
determinants of health into communicative care models
can deliver very significant results in managing
vulnerable populations. Social services can offer holistic
care plans that will take into account the varied needs of
patients with chronic illnesses and their families by
solving the underlying problems of housing, mental
health, and emotional distress [18].

A sound assessment process needs to identify
specific unmet needs of patients and families with
respect to the resources available in the healthcare
system. Inadequately addressed social needs may result
in poor health outcomes and caregiver burden. In this
regard, directing patients and their families toward
community-based resources for social support is part and
parcel of maintaining health post — discharge [19].

Social capital also has an important role to play
in the functional dynamics between patients, caregivers
and social services. Trust and satisfaction can have a
major influence on the accessibility to care in community
settings and it is evident that communication between
families and health care professionals is important for
managing healthcare services. Therefore social services
should actively promote educational program that will
enable families to use their social network and appreciate
the care continuum hence increasing their autonomy in
accessing support when they need such [20].
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Taking care of long-stay patients often presents
families with a whole set of psychological challenges.
Studies propose that families’ resilience and caregiving
capacity in general, especially in coping with complex
medical needs, can be strengthened by the perception of
support from healthcare providers. Thus, the regular
assessments must not only address the physical and
logistical problems which families have to overcome, but
their psychological and emotional health as well. Such
assessments allow for designing the interventions aimed
to contribute to the mental well-being, thus, a more
supportive environment for both patients and their
caregivers [21].

To effectively assess patient and family needs,
social workers must adopt a comprehensive and
individualized approach that considers cultural, social,
and economic contexts. This means ensuring that care
plans are tailored not only to the medical requirements of
patients but are also sensitive to the dynamics within
their families and immediate environments. Holistic
approaches that include family education and support
systems can mitigate caregiver burden and enhance
adherence to treatment plans for patients with chronic
conditions [22].

Family dynamics can significantly influence
how needs are perceived and addressed. A study on
family caregivers emphasizes that caregivers engage in
various roles depending on the patient’s condition,
necessitating regular evaluations of their well-being and
access to resources. This underscores the need for social
services to provide targeted psychoeducation and
resources that enhance caregivers’ knowledge and assist
in their emotional and logistical planning [23].

Impact of Social Services on Patient Outcomes

The effect of social services on patient
outcomes in the hospital discharge context is
multidimensional and critical for safe discharge from
hospital to home / other care environments. Social
services have a crucial outlet with regards to discharge
planning which involves beyond just medical care, but
also social, emotional and financial issues that can affect
recovery trajectory of a patient substantially. Efficient
discharge planning entails thorough analysis of patient
needs, mobilization of available resources and provision
of key supporting services that enhance better health
outcomes and decreased risk of readmission [24].

Discharge planning has been identified as a
major measure of reducing readmissions into hospitals
and continuity of care. Studies show that if healthcare
providers and social workers work together in a
discharge process, patients are likely to enjoy better
outcomes including readmission rates and quality of life
after discharge. A systematic review outlined the
necessity of good discharge planners, who aggregate
community resources and plan services per individual

patient requirements, not only medically stable but also
ready for managing their health at home [25].

Involvement of social services in discharge
planning enhances the contribution in the identification
of the social determinants that are the basis for health
outcomes. Social workers have been proven to bridge
gaps between clinical care and community resources by
noting patient needs with regard to housing,
transportation and access to follow-up care. This
comprehensive approach is especially important for
vulnerable populations, e.g., the elderly and individuals
with chronic diseases, who may be at increased risk for
negative outcome if their social needs are neglected [26].

The other major aspect of discharge planning
that social services facilitate is the inclusion of families.
Family caregivers involvement in patient discharge
enhances their readiness and willingness to care for
patients when they are discharged from the hospital.
Research has shown that patients whose caregivers are
well informed and armed with resources tend to do better
when recovering, a relationship that shows caregivers’
support and health outcomes of patients are reciprocal.
Studies have revealed that active family involvement in
the discharge process results in better patient outcomes
and satisfaction [27]. Furthermore, social services
provide mental health aspect of care during discharge.
Psychological needs often aggravate after hospitalization
especially chronic patients. Offering access to
counseling services and mental health support, social
workers assist patients in managing the emotional
difficulties related to their health status and hospital care
transition. It has been recorded that there is an increased
rate of readmission to hospital following unaddressed
psychological distress. Social workers also participate in
post-discharge follow up that continues to support
patients and keep them linked to mental health services
that are very important in promoting recovery and
preventing relapses [28].

Multi-disciplinary based structured discharge
planning process implementation is essential in
improving patient outcomes. Studies have shown that the
integration of discharge planning by various health care
providers, such as nurses, physicians, social workers,
and community services, enhances care coordination and
communication. This develops a continuity of care
model that caters for patients needs as a whole and
minimizes the risks of unnoticed requirements that can
hinder recovery. Focus on team-based care models
permits more individualized discharge strategies that
take into account medical as well as non-medical
determinants of health that follow best practice in
patient-centered care [29].The role of social services
extends to ensuring that patients have access to necessary
resources after discharge. A study has shown that
patients discharged without adequate planning or
community resources are at increased risk for
complications and readmissions. Social services
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facilitate connections to vital support systems that can
significantly alleviate the burden on patients and their
families by assisting with long-term care arrangements
and follow-up services.

Furthermore, the increasing awareness of health
equity underscores the importance of social services in
addressing disparities that certain patient populations
may face during the discharge process. Marginalized
groups often experience additional barriers that impact
their health outcomes post-discharge. Social workers can
advocate for these patients, ensuring they receive
equitable access to care and resources, thereby reducing
the gaps in healthcare access and outcomes. Enhancing
awareness of social services within hospital settings can
help identify these disparities, ultimately leading to
better health for underserved populations [30].

Barriers to Effective Social Service Provision

One of the primary barriers in social service
provision is related to resource accessibility and
allocation. Poverty of funding and lack of resources
frequently cause insufficiency of the staff in social
services departments, which in turn causes overworked
case managers and social workers with big caseloads.
This constraint may restrict them from being able to give
individualized and holistic support to the families of long
stay patients in the end impacting the patient’s post-
discharge  outcomes. Studies show that the
overburdening of social workers may result in their
difficulties in coordinating care or conducting
comprehensive assessment of the needs of a patient who
is essential in discharge planning. Moreover, the
insufficient resources for transportation, housing and
community support make the situation for patients and
families worse especially those with poor socio-
economic background [31].

Language and cultural barriers are some of the
biggest barriers in social service provision. A large
number of patients, especially in heterogeneous
populations, might not possess skills in the dominant
language of the health care system. Findings suggest that
language discordance between patients and health care
providers causes misinterpretation, poor adherence to
care plans, and poor treatment results. Certain challenges
are characteristic for immigrant and refugee
communities. Cultural differences may make it
complicated for them to receive social services and for
them to seek help. Furthermore, cultural beliefs
regarding health and well-being may also shape use of
services and, thus, increase disparities in accessing and
effectiveness [32].

The stigma of specific health condition is
another important barrier to effective delivery of social
services. Individuals with either mental health problems
or substance abuse problems may encounter heavy
societal stigma which may prevent them from seeking
the requisite care or dealing with the available support

services. As a result, this phenomenon causes
underutilization of critical social services meant to help
such populations, as people feel ashamed or
marginalized. Furthermore, care providers also may have
biases that may maintain stigma and prevent
compassionate care, alienating patients from getting to
social services that can aid in their recovery [33].

Furthermore, systemic issues within healthcare
infrastructure can severely limit the effectiveness of
social services. Fragmentation of care is a pressing
concern, as many healthcare systems lack coordination
between medical care and social services. For example,
communication breakdowns between hospitals and
community providers can result in patients not receiving
adequate follow-up care or necessary resources post-
discharge. Where structures exist, clear pathways for
referral and delivery of services, such as home care, can
be complex, leading to confusion and poor access to
needed supports. This lack of integrated care means that
even when social services are available, they may not be
accessed in a timely or effective manner [34].

Socioeconomic factors act as prominent
barriers as well. Many patients from lower socio-
economic backgrounds may lack transportation to
appointments, which is fundamental for maintaining
their health post-discharge. This barrier is often
compounded by inadequate public transportation
systems, particularly in rural areas, which can leave
vulnerable patients isolated from healthcare resources.
Additionally, the effects of financial strain may result in
a reluctance to seek care due to fears of incurring costs
associated with services, even when they are available.
This aligns with findings demonstrating that uninsured
individuals or those with unstable employment are less
likely to utilize necessary health services, thereby
negatively impacting their overall health [35].

CONCLUSION

In conclusion, the role of social services in
enabling families to care for long-stay patients after
discharge from the hospital is critical to improved health
outcomes and quality of life. Effective social service
provision can bridge gaps in care, ensuring that both
patients and their families receive the necessary support,
education, and resources to navigate the complexities of
home care after hospitalization. However, numerous
barriers continue to impede this essential process,
including inadequate resources, language and cultural
differences, and systemic fragmentation. Addressing
these barriers requires a holistic approach that prioritizes
the integration of social services within the healthcare
framework. By enhancing collaboration among
healthcare providers, social workers, and community
organizations, we can improve discharge planning and
support systems tailored to individual patient needs.
Additionally, emphasizing family involvement fosters
enhanced communication, which can mitigate the risks
of readmission and promote better long-term outcomes.
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A proactive focus on social determinants of health is
essential to positively influence the experiences of

families caring for

long-stay patients, ultimately

fostering a supportive environment that facilitates
healing and autonomy for all involved. Consequently,
further research and advocacy are necessary to refine
these models of care, ensuring that social services remain
a cornerstone of effective healthcare delivery for long-
stay patients and their families.
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