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M0000 M0000Initial Comments 

 

The State Agency (SA) conducted a Complaint 
Investigation (CI MS #2712202) at the facility on 
2/23/26. CI MS #2712202 was investigated related to 
accidents/fall. During the survey, the SA determined 
the facility was not in compliance with the Minimum 
Standards for Institutions for the Aged or Infirm, 
state licensure requirements and cited M640. 

 

M0640 M064045.21.8 Accidents 

Accidents. The facility shall ensure that the residents
' environment remains as free of accident hazards as 
possible, and adequate supervision shall be provided to
prevent accidents. If an unexplained accident occurs, 
this injury must be investigated and reported to 
appropriate state agencies. 

This LICENSURE REQUIREMENT is NOT MET as evidenced by:

Based on observation, record reviews, interviews and 
facility policy review, the facility failed to properly
secure a wheelchair security device and prevent 
accidents for residents who depended on the facility 
van and staff for transfers to medical appointments for
one (1) of three (3) sampled residents. Resident #1. 

Findings Included: 

Record review of the facility of the facility policy 
"Accidents/Incidents" (undated) revealed “...Purpose: 
To assure that all persons who are involved in an 
incident or accident, or suspected to have had an 
incident or accident, are evaluated and receive 
treatment as indicated and are monitored for 
disposition of incident and accident...” 

Record review of the incident report dated 1/08/26 for
Resident #1 revealed the incident was described as “… 
while in route to Dr. Appointment, resident fell 
backwards in wheelchair and hit the back of her head 
causing a small hematoma (area of trauma where blood 
vessels broke and blood pooled beneath the skin)…” 
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M0640 M0640Continued from page 1
Record review of the Facility Investigation dated 
1/08/26 revealed Resident #1 “…was on the 
transportation van on her way to an appointment when 
her (wheel)chair fell backwards and she hit the back of
her head on the floor causing a hematoma to form…” 
Certified Nursing Assistant (CNA) #1 and CNA #2 “went 
to the back of the van and they both assisted (Proper 
name of Resident #1) getting up…CONCLUSION: (Proper 
name of Resident #1) was strapped in but (Proper name 
of CNA #1 transportation assistant, failed to ensure 
that the wheelchair straps were appropriately placed to
firmly secure the chair resulting in the chair rolling
backwards.” 

Record review of the hospital “After Visit Summary” 
dated 1/08/26 for Resident #1 revealed the resident was
seen at the local hospital emergency department for 
“Fall…Injury of head” and based on radiography X-Ray 
and computed tomography (CT) scans the resident had no
new diagnoses or orders. Documentation indicated the 
resident was treated with an over-the-counter 
analgesic. 

Record review of the Quality Assurance and Performance
Improvement (QAPI) committee meeting document with 
attached signature sheet dated 1/08/26 revealed the 
facility QAPI committee determined the root cause of 
the fall experienced by Resident #1 on 1/08/26 was 
“Root Cause: The primary cause of the fall was that the
resident’s wheelchair was not properly secured with 
appropriate straps to maintain a stable and secure 
position during transportation.” 

On 2/23/26 at 11:00 AM, during an interview CNA #1 
revealed that on 1/08/26 during transportation for 
Resident #1, she used four (4) hooks to secure the 
frame of the wheelchair using the facility van’s 
resident securement system. She stated the wheelchair 
was attached to the floor of the van. She stated that 
during transport of the resident to a physician’s 
appointment at a local hospital at approximately 8:10 
AM, she heard a noise in the van and looked in the rear
of the van and saw Resident #1 on the van floor with 
her wheelchair turned over on its side, and the 
seatbelt was no longer secured over (or around) the 
resident. She stated that the resident had “come out of
the chair”. She said that she and CNA #2 asked the 
resident how she was and the resident responded, “I hit
my head” and reported head pain. She said she and CNA 
#2 picked the wheelchair up and assisted the resident 
back into the chair and then telephoned the 
Administrator and told her that the resident had fallen
over in her wheelchair on the van during transport and
hit her head. She stated that the Administrator 
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M0640 M0640Continued from page 2
instructed them to take her to the same hospital, but 
to the emergency department for assessment. She 
explained that the attachment on the driver’s side had
come loose. 

On 2/23/26 at 11:20 AM, during an interview CNA #2 
revealed she and CNA #1 on 1/08/26 at approximately 
8:00 AM assisted Resident #1 onto the facility van’s 
and secured the resident’s wheelchair using the 
resident securement system, but that she had not 
observed or used any checklist to ensure correct or 
proper securement. She said that as she drove Resident
#1 to a physician’s appointment at a local hospital, 
she heard a noise in the back of the van and observed 
Resident #1 on the floor of the van and her wheelchair
turned over on its side. She stated after parking the 
van she and CNA #1 asked the resident if she was ok and
the resident responded by saying her head hurt and that
she had hit her head. CNA #2 confirmed that she and CNA
#1 had turned the wheelchair upright and assisted the 
resident into the wheelchair and then called the 
facility Administrator who instructed them to continue
to the hospital but to take the resident to the 
emergency department instead of the physician’s office.
She confirmed that she and CNA #1 had returned to the 
facility where the Maintenance Supervisor had inspected
the resident securement system and determined that all
components were intact and functioning correctly. 

On 2/23/26 at 12:00 PM, during an interview the 
Administrator revealed she had been notified shortly 
after 8:10 AM on 1/08/26 by CNA #1 that during 
transportation via facility van, Resident #1’s 
wheelchair had fallen over, and the resident had hit 
her head. The Administrator confirmed that CNA #1 
informed her that she and CNA #2 had asked the resident
if she was ok and the resident reported she had hit her
head and her head hurt. The Administrator stated that 
if the transportation staff had called her prior to 
moving the resident, she would have instructed them to
stay put and call emergency services to come to them so
qualified personnel could evaluate and assess Resident
#1 prior to moving the resident. The Administrator 
confirmed that the facility QAPI committee met on 
1/08/26 and reviewed the incident and determined that 
the root cause of the fall was that the resident’s 
wheelchair was not properly secured by facility staff 
with appropriate straps to maintain a stable and secure
position during transportation. She stated that all 
staff involved in transportation of residents in the 
facility van were in-serviced on the resident 
securement system and fall policy regarding appropriate
assessment and evaluation of residents by appropriately
licensed prior to moving the residents following a fall

STATE FORM Event ID: 1E4932-H1 Facility ID: 25WP If continuation sheet Page 3 of 4



PRINTED: 03/09/2026

Mississippi State Department of Health

FORM APPROVED

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

02/23/2026

NAME OF PROVIDER OR SUPPLIER

PLEASANT HILLS COMMUNITY LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

1600 RAYMOND RD , JACKSON, Mississippi, 39204

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

M0640 M0640Continued from page 3
or accident. 

On 2/23/26 at 3:15 PM, during an interview the 
Maintenance Supervisor stated that upon returning the 
van to the facility following the transport of Resident
#1 he had inspected the facility van resident 
securement system and found all the components of the 
system intact and functioning correctly. He stated that
he was not involved with training staff regarding 
procedures for falls because nursing staff were 
responsible for that part of the training. 

Record review of the "Admission Record" revealed 
Resident #1 was admitted to the facility on 10/29/25 
with diagnoses including chronic obstructive pulmonary
disease, heart failure and rheumatoid arthritis. 

Record review of the Significant Change Minimum Data 
Set (MDS) for Resident #1 with an Assessment Reference
Date (ARD) of 12/12/25 revealed a Brief Interview for 
Mental Status (BIMS) score of 9, which indicated 
moderate cognitive impairment. Section GG indicated 
Resident #1 required a wheelchair for mobility. 
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