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Centre name: 

 
Gallen Priory 

Centre ID as provided by 
the Authority: 

 
0037 
 
Main Street 
 
Ferbane 

 
 
 
Centre address: 

 
County Offaly 

 
Telephone number: 

 
0906 454742 

 
Fax number: 

 
0906 453930 

 
Email address: 

 
info@gallenpriory.com 

 
Type of centre: 

 
Private              Voluntary              Public 

 
Registered providers: 

 
Jim McCrystal 

 
Person in charge: 

 
Lena Turley 

 
Date of inspection: 

 
09/09/2009  

Time inspection took place: 
 

 
Start: 14:30 hrs                           Completion:16:00 hrs 

 
Lead inspector: 

 
Mary O’Donnell 

 
Support inspector: 

 
Carol Grogan 

 
 
Type of inspection: 
 
 

 
 Triggered 
 Follow up 
 Announced 
 Unannounced  

   
Health Information and Quality Authority
Social Services Inspectorate 
 
 
Additional inspection report 
Designated centres for older people 
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About the inspection 

 
The purpose of inspection is to gather evidence on which to make judgments 
about the fitness of the registered provider and to report on the quality of the 
service. This is to ensure that providers are complying with the requirements and 
conditions of their registration and meet the Standards, that they have systems 
in place to both safeguard the welfare of service users and to provide 
information and evidence of good and poor practice. 
 
In assessing the overall quality of the service provided, inspectors examine how 
well the provider has met the requirements of the Health Act 2007, the Health 
Act 2007 (Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 and the National Quality Standards for Residential Care 
Settings for Older People in Ireland. 
 
Additional inspections take place under the following circumstances: 

 to follow up on specific matters arising from a previous inspection to 
ensure that the action required of the provider has been taken 

 following a change in circumstances; for example, following a notification 
to the Health Information and Quality Authority’s Social Services 
Inspectorate that a provider has appointed a new person in charge     

 arising from a number of events including information received in relation 
to a concern/complaint or notification to the SSI of a significant event 
affecting the safety or well-being of residents 

 to randomly “spot check” the service. 
 
All additional inspections can be announced or unannounced, depending on the 
reason for the inspection and may take place at any time of day or night.   
 
All inspection reports produced by the Health Information and Quality Authority 
will be published. However, in cases where legal or enforcement activity may 
arise from the findings of an inspection, the publication of a report will be 
delayed until that activity is resolved. The reason for this is that the publication 
of a report may prejudice any proceedings by putting evidence into the public 
domain. 
 
Purpose of this inspection visit  
 
  Follow up to previous inspection findings 
 An application by the provider to vary conditions 
 Notification of a significant incident or event 
 Notification of a change in circumstance  
 Information received in relation to complaint or concern  
 Other ________________________________________ 
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Background 
 
 
Gallen Priory was first inspected by the Health Information and Quality 
Authority’s Social Services Inspectorate on 17 and 18 August 2009. The 
inspectors found that Gallen Priory failed to comply with the Health Act 2007 
(Care and Welfare of Residents in Designated Centres for Older People) 
Regulations 2009 and the National Standards for Residential Care Settings for 
Older people in Ireland on a number of counts. The provider was required to 
meet with the inspection team on 20 August 2009 and to complete an action 
plan to specifically address seven areas where significant improvements were 
immediately required. The inspection team also met with the provider on 28 
August 2009, to discuss and monitor service improvements. The inspection 
report can be found at www.hiqa.ie, under centre number 0037 
 
This additional inspection report outlines the findings of a follow up inspection 
that took place on 9 September 2009. The inspection was unannounced and 
focused on the seven areas where significant improvements were immediately 
required, outlined as points one to seven in this report. 
 
Summary of findings from the follow up inspection  
 
The provider was not on site on the afternoon of the follow up inspection and 
the person in charge was off duty. Inspectors met with Ms Jill Canavan, the 
administrative support person. Ms Canavan and two nurses on duty provided 
information about actions taken and progress made since the last inspection. 
 
The inspectors were satisfied that the seven actions outlined in the immediate 
action plan had been addressed. Improvements in the quality of life for residents 
were noted and the standard of cleanliness in the facility was acceptable. Interim 
arrangements had been made for a staff nurse to act as person in charge and 
positive progress was reported on the recruitment of a new person in charge. 
The provider had arranged for an administrator and two senior nurses from the 
company’s centre in Northern Ireland to support the acting person in charge and 
her staff. The two senior nurses were spending significant time at the centre and 
provided training for staff. This support and guidance had been a critical factor in 
bringing about the necessary improvements in the service provided to residents. 
 
The staff had been informed of the findings of the previous inspection and were 
clearly involved in the quality improvement process. When inspectors spoke with 
nurses and healthcare staff, they discussed their participation in service 
improvements and had a good understanding of the challenges facing the 
organisation. 
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The action plan at the end of this report identifies one area where a further 
improvement was required, in relation to the security of the clinical waste bin. 
 
Issues covered on inspection 
 
The findings of the follow up inspection, in relation to the seven immediate 
actions that the provider was required to take, are set out below.  
 
 
1. Action required from previous inspection: Provide a constant supply 
of hot water in the nursing home. 
 
 
At a meeting on 20 August 2009, the provider informed the inspection team that 
measures were immediately put in place to ensure a constant supply of hot 
water following the inspection. He explained that an error from the settings was 
the root cause of the problem. 
 
When inspectors tested taps at this inspection in various parts of the centre, they 
found that the hot taps produced hot water. Staff confirmed that the hot water 
supply was now constant. 
 
2. Action required from previous inspection: Put arrangements in place 
to ensure adequate supervision of residents in the day rooms on the 
first floor. 
 
 
A written plan for supervision of residents in the day rooms on the first floor was 
given to the inspection team on the 21 August 2009. At a meeting on 28 August, 
the provider stated that the activity coordinators were now based in the first 
floor day rooms, instead of the activity room on the ground floor. This addressed 
the previous inspection finding of lack of support and stimulation for residents on 
the first floor. 
 
On the day of the follow up inspection, the inspectors saw two care assistants in 
the front day room. Residents were watching a nature programme on the 
television. There was a basket with sensory equipment and bean bags in the 
corner. The nurse explained that staff used the equipment with a man who 
tended to “shout a lot”. He enjoyed the activity and the sensory stimulation 
seemed to relax him. 
 
The residents in the second day room were participating in a game of bingo. The 
activity coordinator spoke with an inspector and confirmed that she and her 
colleague were based on the first floor and provided a seven-day service. She 
explained that not all residents wished to participate in group activities. The 
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activity coordinator provides one-to-one engagement, by sitting with residents 
who choose not to participate. She outlined the activities they provide for 
residents and plans for future activity provision.  
 
3. Action required from the previous inspection: Make suitable 
arrangements for the disposal of clinical waste. 
 
 
The provider furnished the inspectors with a letter of agreement for clinical 
waste from a waste management company on 24 August 2009. 
 
Inspectors saw the clinical waste bin in place, which contained one yellow bag of 
waste. However, the container for clinical waste was not locked and could be 
accessed by vulnerable adults. 
 
The administrator informed the inspectors that a nurse was booked to attend 
training on infection control on 15 Sept 2009. 
 
4. Action required from the previous inspection: Provide a copy of the 
most recent fire officer’s report.  Ensure that all staff have full 
knowledge of the evacuation plan and location of the fire exits in the 
nursing home. 
 
 
The fire officer’s report, dated 29 June 2009, was sent to the inspection team on 
24 August 2009. At a subsequent meeting on 28 August 2009, the provider 
stated that he had addressed all issues outlined in the report, a number of which 
were confirmed by the inspectors. The provider was awaiting the requested visit 
from the fire officer to confirm this.  
 
A copy of a plan to train staff in fire evacuation procedures was submitted on 20 
August 2009. This training took place on 21 August 2009. Inspectors were 
provided with a sign-in sheet for forty two staff. The content of the training was 
described and inspectors spoke with staff who accurately described the 
evacuation plan and the location of the fire exits. 
 
The fire officer’s visit had not taken place at the time of the follow up inspection. 
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5. Action required form the previous inspection: Put arrangements in 
place to ensure the cleanliness of the facility. 
 
 
At the meeting on 28 August 2009, the provider stated that he had advertised 
locally for additional household staff and a cleaning supervisor. Cleaning 
schedules were reviewed at the meeting, which showed that a system had been 
put in place to ensure that all areas of the premises would be cleaned regularly. 
 
On the day of the follow up inspection, the administrator explained that two new 
cleaning staff had been hired, including a supervisor. The roster indicated that 
they were due to start on Monday, 14 September. She stated that arrangements 
had been made for further training with a company who had previously provided 
training at the centre. Cleaning rosters were reviewed by the inspectors. The 
inspectors were satisfied that the standard of cleanliness was satisfactory.  
 
6. Action required from the previous inspection: Take reasonable 
measures to prevent accidents to residents and secure the door on the 
first floor to the stairway leading to the ground and second floor 
immediately. 
 
 
Measures were in place to manage the hazards identified at the previous 
inspection. The inspectors noted that a door had been installed on the landing 
leading to the second floor. Two half-doors were fitted at the landing and the 
foot of the stairwell leading to the first floor. These measures allowed for 
residents to move around more safely and addressed the risk of residents falling 
down the stairs. 
 
7. Action Required from the previous inspection: Fill the position of 
person in charge and make arrangements for the running of the centre 
until the position is filled. Inform the Chief Inspector of Social Services 
of arrangements for the running of the home in the absence of a 
person in charge.  
 
 
At a meeting on 28 August 2009, the provider showed the inspection team an 
advertisement for the position of person in charge in the national newspaper, 
dated 27 August, 2009. The job description and person specification were also 
provided. Interim arrangements were in place for a staff nurse, Lena Turley, to 
act as person in charge. Documentation of Ms Turley’s experience and 
qualifications were reviewed at the meeting.  
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On the day of the follow up inspection, the administrator informed the inspectors 
that interviews had been held the previous week for the position of person in 
charge. Five applicants were interviewed as part of a robust recruitment process 
and a successful candidate was in the process of being appointed. 
 
Inspectors also found evidence of improvements in addition to those specified in 
the immediate action plan. These were some of those identified as requiring 
improvement, following the previous inspection. 
 
Resident Assessment and Care Plans 
Staff told inspectors about the training in care planning which was provided by 
the nurses from Northern Ireland. Inspectors reviewed a sample of care plans 
which showed a system to assess each resident and put care plans in place to 
meet their assessed needs. Inspectors found that the care planning process had 
greatly improved and that care plans were of a high standard involving the 
resident as a partner in the process.  
 
Meals and Mealtimes 
At the meeting with the provider on 20 August 2009, he explained that 
immediately following the inspection he arranged for residents to be offered a 
choice of a main meal. He stated that staff were surprised when residents, whom 
they thought were unable to make choices, actually stated their preference. 
Templates for photographic menus were provided at the meeting. 
 
At the follow up inspection, inspectors saw records of the choices offered and the 
selections made by the residents. This was confirmed by residents who were 
interviewed. 
 
Garda Síochána Vetting  
The inspectors were informed that applications for Garda Síochána Vetting had 
been made for all staff.  
 
Health and Safety 
Inspectors saw that restraint was not in use for any of the residents in the day 
room, which had been an issue on the previous inspection. Manual Handling 
training was provided to staff members who required it. Arrangements are in 
place to risk assess each resident for moving and lifting requirements. 
 
Report compiled by 
Mary O’Donnell 
Inspector of Social Services 
Social Services Inspectorate 
Health Information and Quality Authority 
19 October 2009 
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Health Information and Quality Authority 
Social Services Inspectorate 
 

Action Plan 

 
Provider’s response to additional inspection report  
 

Centre: 0037 
 

Centre ID as provided by 
the Authority (if known): 

Gallen Priory 

Date of inspection: 
 

09 / 09 /2009 

Date of response: 
 

06/10/2009 

 
1. The provider is failing to comply with a regulatory requirement in the 

following respect:  
 
The provider failed to make arrangements for the proper disposal of dressings. The 
clinical waste bin was not secured and could be accessed by vulnerable adults. 

 
Action required:  
 
The provider must make arrangements to secure the clinical waste bin and ensure that 
vulnerable adults cannot access clinical waste. 
 
Reference:  Act: Health Act 2007 
                    Regulation 19: Premises 
                    Standard 26: Health and Safety 
 
Please state the actions you have taken or are planning to 
take with timescales 
 

Timescale 
 

 
Provider response: 
The clinical waste bin has now been secured, and an agreement for 
collection of soiled dressings, sharps etc is now in place. 
 

 
 
Completed 
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