About us

Bringing
Healthcare
Home

Bringing Healthcare Home
Gray Healthcare has been 'bringing healthcare home' for over 15 years. We support young people and
adults with the most complex care needs to live safely and confidently in their own homes. The key to
successfully supporting this group in a community setting are the specialist teams we have in place and
our person-centred, multi-disciplinary model of care.
We are registered with the Care Quality Commission (CQC) as a provider of healthcare in the
community. This enables us to offer specialist, personalised care and treatment to individuals in their
own homes. Being inspected through the CQC Hospital Directorate rather than the Social Care
Directorate ensures our services are clinically governed enabling us to deliver high quality, intensive care
and support packages. It also means we are subject to the same level of scrutiny as a hospital setting.

‘Families told us they saw positive
changes in their family members
since discharge from long-term
care, for example, being involved
in activities again, showing a sense
of humour, reading, going out and
spending time with siblings and
relatives.’
(CQC, January 2022).

The people we support
We support adults and young people (17+ who may be moving on from children's services) with mental
health conditions, learning disabilities, Autism or an acquired brain injury. Many of the people we care for
have a range of additional complex needs, such as a forensic history or personality disorder and may
exhibit behaviours that other providers have found challenging to support in a community setting. We
invest our time and effort, through our Multi-Disciplinary Team, into understanding the reasons as to why
someone is responding in the way they are and putting strategies in place to positively support behaviour.
For many, a package of care with us may be a final opportunity to live a meaningful life in a community
setting.
Most of the people we support require at least 1:1 staffing 24 hours per day. We develop our staffing
packages in consultation with the referrer, depending upon the individual's needs and risks.

Our Teams
Integral to our ability to provide services for people with the most complex conditions are the specialist
teams we have in place in each location and the additional clinical support we provide to these teams to
avoid burnout and build resilience.
Each individual has their own dedicated team of Support Workers. Each new team member is recruited
with the involvement of the person they will be supporting and receives intensive training tailored to the
individual's needs. In addition, we equip each team member with advanced skills training in Positive
Behaviour Support, PROACT-SCIPr-UK®, National Early Warning Score (NEWS2) for physical health and
the Wellness Recovery Action Plan (WRAP).
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Each package of care sits within
a regional managerial hub and
we operate a regional team of
floating Support Workers who
can 'parachute' in at any time to
provide backup in case of
sickness or annual leave.
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To oversee and manage our
teams, each package of care is
overseen by a dedicated
Community Support Manager.
As well as being part of the care
team, the manager supervises
the staff and works closely with
the wider community care
teams.

up

P

a ti

on

al T

her

a p ist

H ead of R

ilit
ehab

a ti o

n

Further clinical support and oversight is provided in line with each individual's assessed needs by our
national Multi-Disciplinary Team (MDT) led by our Clinical Director. We have intentionally brought
together professionals with the expertise in the specialisms we have identified as being key to
successfully caring for individuals with complex needs in a community setting. Our MDT comprises a
Head of Rehabilitation, Head of Nursing, Nurse Practitioners, Occupational Therapists, a PsychologicallyInformed Therapist and Psychologist and Mental Health and Learning Disability Nurses. Each week, every
person we support on average receives five hours per week of clinical input from our MDT.
Our Regional Community teams and MDT are also there to train our staff teams and provide clinical
support following a difficult day or when an issue arises that is causing a member of staff stress or
concern. They also ensure we are effective in our clinical governance responsibilities and facilitate
sessions for care and treatment reviews, debriefs, reflective practice and clinical supervision. They also
undertake clinical audits for incident reporting, medicine management, health and safety and
safeguarding.
Both our Community Teams and MDT are on call out of hours along with one of our senior managers.

'Gray Healthcare have been brilliant, his care plan is truly person centred with the team
at Gray listening to his needs and concerns and responding and providing a package
focused on his anxieties and presentation in terms of his paranoia etc. His previous
placement broke down which resulted in him being readmitted to hospital because
the service couldn’t individually implement the support he specifically needed, but
Gray Healthcare have done this wonderfully and his recovery so far, is largely due to
the work Rick and his team have done. Gray Healthcare are understanding, have a
brilliant clinical back up and are extremely focused on giving him the best life they can
and we can’t recommend them highly enough.'
(Family Member)

Our Model of Care
Designed by us, tailored for individuals
Our model of care begins with the individual, their needs, wants and risks. With our support we believe the
people in our care can realise their dreams and live happy lives in their own homes. To support people with
complex needs to live safely and confidently in the community our model of care is evidence-based and
clinically-informed.
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Embed an education and
training system that is
evidence-based and
underpinned by research and
evidence
Build the capacity and
capability of our current
workforce to embrace and
engage actively with research
and innovation
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Access to mainsteam services without fear of others not
listening or being understood
Staff trained to recognise when an individual with a learning
disability or mental health condition is un well
All individuals we support will have hospital passport and health
action plan
Annual health checks, flu immunisations and medication
reviews
All our staff are trained in the use of the National Early Warning
Score (NEWS2), a standardised system for monitoring changes
to an individual's physical health and alerting to a sudden
deterioration in health requiring emergency intervention
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A data driven approach to decision making at every stage
Functional assessment to inform function-based intervention
Multi-component interventions to reduce behaviour
(proactively) and manage behaviour (reactively)
Implementation support, monitoring and evaluation of
interventions over the long-term
For those individuals with behaviours perceived as challenging
and who are subject to some form of restraint, we use
PROACT-SCIPr-UK®, an audit-based approach accredited by
the British Institute of Learning Disability (BILD). We work on
the principle that most challenging behaviours can be
managed through proactive support strategies and that
port
physical restraint should only be used as a last
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Create environments that feel sufficiently safe, both
emotionally and physically for conversations to take
place
Provide all staff (not just clinical staff) with knowledge
of trauma and its impact on people's lives
Educate staff on secondary traumatic stress and the
importance of self-care
Leaders to promote a culture of wellness and work/life
balance

People we support and carers work
together to co-design, co-produce and
co-receive
Improve services together
Establish a network of Experts by
Experience and carers
Identify and engage with people at a
level they can interpret using a variety of
communication methods
We use the Wellness Recovery Action
Plan (WRAP), a tool that helps the
people we support recognise difficult or
distressing situations and unhelpful
behaviours so that they can gain more
control over their behaviour.

We promote independence, social inclusion and equality of opportunities for everyone in our care. We help
the people we support with:
Basic living skills, for example, food preparation, shopping, budgeting, money management, kitchen
safety, cleaning and laundry skills, medication management, road safety and use of public transport
Accessing education, employment and voluntary work opportunities and developing IT and interview
skills wherever possible
Developing new hobbies and using local amenities and facilities to pursue existing interests
Maintaining relationships with family members and building relationships with new people
We work in close partnership with the individual's Community Learning Disability or Mental Health Team
and we work collaboratively with the following agencies:
Children's Teams
National Offender Management Services
Multi-Agency Public Protection Arrangement (MAPPA)
Ministry of Justice
Leaving Care Teams

Care Environments
We know from experience that providing the right level of support in the right environment can affect how
well people recover and make progress. Our aim is always to provide services in the least restrictive
environment possible.
For this reason, some of the people we support live in a home of their own with their own personal care
team, others live within communities or clusters of six or seven individual bungalows or apartments with a
shared staffing team.

Our Individual Support Model
Just over half the people we work with have moved to Gray Healthcare from either a locked or low secure
hospital. For most of these individuals, some of whom have lived in hospital or residential settings for many
years, the dream has always been to live in a home of their own within a community of their choice. We
tailor the package of care and the training of the staff team exactly to the individual's needs and risks and we
believe we take the term 'person-centred' to the next level, in that we even try to match the interests and
hobbies of the people we support with those of the team we recruit.

Our Shared Cluster Model
Not everyone is suited to living in their own home with their own team. Some of the people we support
prefer to live in a community setting alongside people, who, like them, also need some level of care and
support to live independently. Moreover for some, having a shared staff team which can rotate to avoid
burnout is essential. That is why we also deliver services to individuals, still within separate accommodation
of their own in a 'cluster' arrangement of six or seven bungalows or apartments.
As with our individual model of care, each individual has their own staff team but also benefit from share
staff. Staff are trained specifically to the needs of the individuals living in the cluster setting.

Accommodation
We are able to help with sourcing accommodation for those individuals who will be living individually in the
community, however it is our preference that this is done by the social work team looking after the person
and social housing is always the most financially viable and sustainable route.
We are working with a number of housing partners to develop our Shared Cluster Model. This is always
demand-led and developed in partnership with commissioning teams to respond to local need or for an
identified group of individuals.
We always keep the support element of the package of care and the accommodation separate, so that if an
individual no longer requires our support, or they chose an alternative provider, we can easily withdraw, and
they are still able to continue living in their own home.

We aim to enable the individuals in our care to:
Live sustainable and meaningful lives as
part of their community
Live with dignity, choice and respect
Build self-esteem
We also hope to reduce the likelihood of
an admission to hospital.

‘It was a real pleasure to see J as I
have never seen her before…..calm
assertive and confident. I have
never seen her like this before.'
(Social Worker)

Referrals and Assessment
We welcome referrals from Integrated Care Boards (ICBs) and Local Authority (LA) commissioners as well as
social workers, care co-ordinators and case managers.
Following referral, we undertake a full clinical and risk assessment of the individual being referred. A
member of our assessment team of mental health and learning disability nurses will visit the individual in
their current setting and meet with their care teams and families whilst reviewing a full set of
documentation. a comprehensive report and service proposal will then be provided to the referrer along
with a breakdown of costing for the package. When the level of support and funding has been agreed, our
team will work with the existing care team and arrange a thorough transition and discharge plan.

Referral Process
GHC

Referral
received from
Commissioner,
Case Manager
or Social
Worker.

Clinical
Assessment
team visit
individual in
current setting to
identify care
needs.

Care package
agreed with the
individual, their
family,
commissioners
and referrers.

Recruit and
train a team
for the
individual.

Work with the
individual in their
existing setting to
prepare them for
their move into
the community.

Moving in!

It is not unusual for an assessment to reveal that an individual is not quite ready to transition into a
community setting due to risk or for other reasons. For these individuals, our clinical team are happy to
offer advice and guidance to the existing care team to help prepare the individual and in these cases, we can
reassess the individual within an agreed timeframe.
Most of the people in our care are supported through the following legal safeguards:
Deprivation of Liberty Safeguarding Order (DoLS)
Court of Protection (COP)
Community Treatment Order (CTO)
Restriction Order
Guardianship

Get in touch!
For more information or to make a referral, contact us now on:

0151 236 4807
referrals@grayhealthcare.com
grayhc.referrals@nhs.net

www.grayhealthcare.com

Gray Healthcare Limited
2000 Vortex Court
Enterprise Way
Liverpool
L13 1FB
0151 255 2830

