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Plan of Correction   

FRI# CA00951926  
  

Maclay Healthcare Center makes every effort to comply with the State and Federal regulations. 

Nothing in this plan of correction is an admission otherwise. Maclay Healthcare Center submitted 

this plan of correction to comply with the State and Federal regulations and does not waive any 

objection obtained. This plan of correction is our credible allegation of compliance for deficiency 

noted findings of the California Department of Public Health during the Facility reported incidents 

survey completed on 3/22/25.  

  

F610- Investigate/Prevent/Correct Alleged Violation  

Immediate Corrective Action:  

On 3/19/2025 and 3/20/2025 the administrator made a few attempts to call the detective 

handling the case to get information about the resident and to ask if the police obtained the 

knife from the resident. No call back as of 3/22/2025.  

  

The following efforts were made to locate the knife:  

a. On 3/16/2025 RN 1, LVN1, attempted to search Resident 2, however, refused.  

b. On 3/16/2025 RN1, LVN1 searched the Smoking Patio to include all the planters, 

could not locate the knife. All facility common areas were searched to include the 

nonsmoking patio, and outdoor areas.  

c. On 3/16/2025 the administrator asked the police officer to conduct body search 

on Resident 2, officer stated that they cannot conduct it at this time. Attestation 

letter was provided.  

d. On 3/16/2025 Room search was done by LVN2 in Resident 2 room, in all the trash 

cans in room 101, and all drawers, closets, inside shoes, under mattresses, and 

the bathroom, knife was not located. Attestation letter was provided.  

e. On 3/19/2025 Department heads conducted a search in all Residents’ rooms and 

belonging, knife was not located.  



f. On 3/19/2025 maintenance supervisor searched the roof top, no knife was 

located.  

g. On 3/16/2025 housekeeper and laundry employees searched, all trash carts, and 

laundry area were searched, knife was not located. Attestation was provided.  

h. On 3/21/2025 the Marketer called the hospital Resident 2 was transferred, to 

inquire if they have any records of the knife. They stated that they will contact us 

back.  

i. On 3/22/2025 Administrator started reviewing the video footage to find the 

location of the knife. The administrator is new, as of 12/7/2024, and was not 

given yet to review. Administrator Currently working with IT if there will be any 

issues in regard to video surveillance footages. The Administrator view video 

footages from different areas of the facility. Based on Resident’s statement to the 

police officers, her threw the knife.  

j. Administrator/designee will coordinate all efforts to exhaustedly search for the 

missing knife, continuously until it is found. Based on Resident’s statement to the 

police officers, he threw the knife. Once the knife is found the administrator will 

take a picture of where the knife was found, will place it in a bag and will handle 

with caution, and will turn it in to the police department. A notification will be 

sent to CDPH.  

2. On 3/21/2025 the administrator called Mission Hills Police Department to ask for the 

whereabouts of resident 2. The officer directed her to the Van Nuys Detention center. 

The administrator called the Van Nuys Detention center and was told to call the county. 

The Administrator asked the officer if they had the records of the knife that was used. 

The detective stated, “we do not have the knife here but if he was arrested, they should 

have had the knife”. The administrator contacted the County and could not talk to an 

agent. The facility will assess the necessity of transfer or discharge, but any steps will be 

taken in accordance with applicable stated and federal laws regarding transfer or 

discharge.  

3. The administrator conducted an online inmate search on www.lasd.org and got the 

arresting information and the approval that resident 2 was arrested on 3/18/2025.  

4. On 3/22/2025 a letter was issued to Resident 2 to notify him of his discharge from the 

facility due to his violation of the admission agreement of not allowing weapon to be 

brought to the facility. Resident 2 will be afforded his residents rights. The Admission 

Inventory Information states “Our facility prohibits employees, residents, visitors, 

vendors or others from possessing firearms and/or other weapons while in/on our 

facility’s premises.”  This notice was mailed to his last known address and to the County 

Jail. The letter was emailed to the Resident family member.  

5. On 3/24/2025 at 6:12 PM Detective Kirk called the facility administrator, Detective                

Kirk stated that when they arrested Mims, Mr . Mims. mentioned to the officers that  he 



threw the knife. The administrator/administrator asked the detective if they had              

asked Mr. Mims where he threw the knife, and the detective responded that they did 

not. The administrator asked the Detective if he could call the county and ask the 

officers in the jail to ask if they could interview Mims for where he threw the knife. The 

detective responded that he has no way of doing that. I asked if he could send any of his 

officers to the jail and conduct the interview, the detective stated, "we do not have the 

manpower". I asked him if he could send me an email with his    statement of Mims 

throwing away the knife. He said he will do that.  

6. On 3/24/2025 at 6:17 PM, Detective Kirk sent his email statement to the Administrator.  

Administrator informed CDPH via email of this call and  conversation with the Detective 

on 3/24/25 at 6:36 PM.  

7. On 3/22/25, the Quality Mentor provided a 1:1 in-service with the administrator 

regarding Abuse Reporting and Investigations.  

8. On 3/24/25, the administrator completed a thorough investigation of the incident on 

3/16/25 resident to resident altercation involving the use of a knife. Per Detective report 

on 3/24/25 to the Administrator, the perpetrator stated to the police detective that he 

threw the knife.  

  

Other residents affected by this deficient practice:  

On 3/25/25, the Administrator reviewed allegations of abuse in the past 90 days to ensure it is 

thoroughly investigated.  There are no other residents identified with the same alleged 

deficiency.  

  

Systemic Changes and Measures:    

  

1. Director of nursing on 3/25/25.3/27/25,4/01/25 provided and in-service to licensed 

nurses and with CNAs on 4/11/25 and 4/12/25 on facility policy and procedure regarding 

Abuse Prevention Program to include all types of abuse, such as physical, verbal, 

emotional, financial, sexual, neglect, exploitation, and isolation including   resident-to-

resident verbal altercation and separating the residents to avoid escalation in the 

situation and recognizing potential threats and handling situations where a weapon may 

be involved.  

2. On 4/15/25, Compliagent an outside consulting company shall provide an in-person in-

service to staff regarding facility policy on Abuse Prevention and management and types 

of Abuse. The in-services shall be given in 2 sessions, one at 2:00 PM and one at 4:00 

PM. A post-test shall be administered after the in-service to validate staff understanding 



of the presentation.  Compliagent will continue to provide the staff in-services monthly 

for 4 months till July 2025.    

3. Licensed Vocational Nurses and RN Supervisors will ask during shift huddles with CNAs 

to identify incompatibility that may potentially lead to a resident altercation. For 

example, if staff is witnessing any arguments between residents, or if they hear any 

inappropriate language between residents, they should immediately separate residents 

and report to the charge nurse or RN supervisor. The shift huddle form was revised last 

3/27/25 and was initiated on 3/28/25 and is ongoing.   

4. During weekends, the Manager of the Day (MOD) will do every 2 hours rounds of 

checking to identify incompatibility that may potentially lead to a resident altercation. 

MOD reports are completed at the end of the day and reported to the 

Administrator/DON.   

5. On 3/21/2025 a new P&P for Firearms and Other Weapons was initiated and will be 

presented to the Medical Director 3/24/2025 (emergency meeting).DON provided an in-

service to licensed nurses on 3/25/25, 3/27/25 and 4/01/25 regarding the facility policy 

on Firearms and other Weapons which states that facility prohibits any employee, 

resident, visitor, vendor or any individual from possessing firearms or other weapons 

designed to do bodily harm while in or on the facility premises to ensure residents and 

staff safety”.    

  

Monitor for Performance:  

1. Social services staff / Designee will conduct 1 resident per day interview x 7 days for 

the next two weeks, using our safety questionnaire that includes the following 

questions: Do you feel safe in the facility and do you have any concerns about any 

other residents or staff member. Any findings will be reported to the 

Administrator/DON and will be addressed as needed. This was initiated last 3/22/25 

up to April 05, 2025. No residents have verbalized any concerns with other residents 

or facility staff   

2. Department heads conducted residents' safety interviews to alert residents of their 

assigned room rounds while doing their room rounds, to ensure that residents feel 

safe, and they are not aware of any abuse occurrence. This was initiated on 3/20/25 

on a daily basis (M-F) for 2 weeks until 04/03/25. Room rounds interview is currently 

ongoing daily till July 31, 2025 to ensure that resident is free from any abuse and feel 

safe.  

3. For the non-alert residents, social services staff / Designee will call representatives to 

interview them about their experience with their loved ones in the facility. This was 

initiated on 3/22/25 with 2 family interviews weekly till week  



4/14/25 and then monthly x 4 months thereafter until August 31, 2025  

4. Quarterly or as needed, IDT will review residents with history of aggressive behavior 

to ensure all care plans are up to date.  There were 3 residents identified with 

behavioral issues. The IDT team reviewed the residents with history of aggressive 

behavior and updated care plan starting on 3/27/25, 4/4/25 and 4/11/25 and follow-

up will be quarterly and as needed for any change in behavior.    

5. The Administrator / Designee will monitor staff and residents for any signs of 

potential abuse by randomly interviewing them. The administrator conducted 

resident and staff interviews randomly on 3/28/25, 3/31/25 and ongoing weekly x 4 

weeks till week of April 18, 2025, then monthly x 4 months thereafter until August 

2025.  

6. Upon admission and during quarterly IDT meetings, the Social Services will educate 

residents and their representatives about the P&P for abuse and the facility protocol 

of not bringing any sharp objects or weapons to the facility. Any findings of such will 

be confiscated immediately and will be handed to the Administrator/Designee. This 

was initiated on new admissions and quarterly IDT care plan meeting starting on the 

week of 3/24/25 and will be ongoing to ensure the safety of residents in the facility.  

7. Upon admission and during quarterly IDT meetings, the Social Service / Designee will 

educate the residents and representative about the facility protocol of identifying 

any items that are brought to the facility to be recorded on the inventory list. 

Resident and resident representatives will be informed of the facility policy on Out 

on pass. This was initiated on new admissions and quarterly IDT care plan meeting 

starting on the week of 3/24/25 and will be ongoing to ensure the safety of residents 

in the facility.   

8. Upon returning from out on pass, if residents or representatives bring any items back 

to facility, charge nurse or RN supervisor will be asking for any items the resident 

would like to be added to the inventory list and be informed that no contraband is 

allowed in the facility. This was initiated on 3/27/25 and will be ongoing.   

9. On 3/27/25, Administrator designee provided an in-service to receptionist staff 

regarding checking residents who goes out in the front lawn; checking residents that 

are going out on pass and use of the OOP log form as documentation and checking 

the bags of residents and visitors belongings that are being brought back from out on 

pass to ensure that no contraband is included in the belongings to ensure residents 

and staff safety in the facility. This was initiated last 3/27/25 and is ongoing.   

10. The administrator/designee will ensure supervision in the smoking patio, front part 

of the facility and other resident care area. This was initiated on 3/16/25 and is 

ongoing to ensure and prevent any verbal or physical abuse from occurring in the 

smoking patio and other areas of the facility.   



11. Admission Nurse and MDS nurse shall ensure the smoking assessment will be 

completed on admission. Smoking assessment shall be reviewed as part of the initial, 

quarterly and significant change in condition IDT to ensure accuracy of information 

and resident centered smoking care plan is in place. This was initiated on new 

admission/readmission for the week of 3/24/25 and on-going to ensure that 

residents are made aware of the facility smoking policy, smoking schedule and 

facility smoking contract.  

  

The administrator/Designee shall ensure that the above process is sustained and 

ongoing.  The Administrator /designee shall report any trends identified on review of any 

alleged abuse incidents to the monthly QA&A meeting x 3 months or until a benchmark 

of 100% compliance is sustained.  

  

Completion Date: 4/17/2025  

  

  
  

  

  

  

  

  

  

  

  

  

  

  

  

  
































