
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

146080 04/18/2024

Countryview Care Center-Macomb 400  West Grant Street
Macomb, IL 61455

F 0602

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from the wrongful use of the resident's belongings or money.

32875

Based on interview and record review the facility failed to prevent misappropriation of property for 1 resident 
(R1) of 3 residents reviewed for misappropriation of property in the sample of 4. 

The Findings include:

Abuse Prevention Program policy dated 11/28/2016, documents This facility affirms the right of our residents 
to be free from abuse, neglect, misappropriation of resident property, and exploitation as defined below. This 
includes, but is not limited to, freedom from corporal punishment, involuntary seclusion and any physical or 
chemical restraint not required to treat the resident's medical symptoms. This facility therefore prohibits 
mistreatment, exploitation, neglect or abuse of its residents, and has attempted to establish a resident 
sensitive and resident secure environment. Misappropriation of Resident Property means the deliberate 
misplacement, exploitation, or wrongful temporary, or permanent use of a residence belongings or money 
without the residence consent.

The Final Investigation Report dated 4/8/24 at 8:34 PM, sent to the (State Agency) documents Upon 
investigation it was determined that there is a missing card of narcotics. Police investigation is ongoing. Staff 
member has been terminated. Facility will be replacing card of narcotics. Will send updates as police 
investigation continues.

On 4/17/24 at 9:50 AM, V1/Administrator stated that the pharmacy had delivered medication to the facility on 
the night shift (4/1/24). V3/Registered Nurse/RN received the medication. V3 was the only nurse working that 
night. The next day (4/2/24) V1 was notified there was a card of Norco missing for R1. The police were 
notified, and an investigation was started. V3 was asked to come to the facility to fill out a statement and V3 
refused. V1 suspended V3 and V3 never came back in the facility. V1 reviewed the video of V3 receiving the 
medication from the pharmacy and putting it away. V1 stated it looked like V3 put one of R1's Norco cards 
under the desk and put the other three cards of R1's Norco in the narcotic box. Later, V3 brought her 
backpack to the nurse's station. 

On 4/17/24 at 9:56 AM, V2/Director of Nursing/DON stated that V5/Licensed Practical Nurse/LPN was 
getting ready to pass medication to R1 and noticed that R1's cards for Norco were numbered one of four, 
two of four, and three of four. There was not a card four of four. V5 asked V2 about the missing card. An 
investigation was started, and video was watched of the medication being delivered and who had access to 
the medication. V3/RN had received the medication from the pharmacy. V3 was called and admitted that four 
cards were delivered for R1's Norco. V3 did not admit to taking one of the cards. V3 never came back to the 
facility after the incident. 

(continued on next page)
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potential for actual harm
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On 4/17/24 at 12:48 PM, V4/RN stated I came to work at 6:00 AM (4/2/24). (V5/LPN) was late getting to work 
so I counted off both carts with (V3/RN). (V3) had the book and was checking it to what I counted. When (V5) 
came in (V5) checked her med cart and found that there was a medication card missing for (R1). 

On 4/17/24 at 12:47 PM, the video was observed of V3/RN checking in the medication for R1. On 4/2/24 at 
3:28 AM, V3 was observed with four cards of narcotics. V3 took one card, and it looked like R1 placed it 
below the desk with her right hand. At 3:30 AM, V3 took the remaining three narcotic cards with her left hand 
and took them around the nurse's station to the medication cart. V3 filled out three Controlled Substance 
Proof of Use sheets for the three narcotic cards. V3 then placed the three narcotic cards in the medication 
narcotic box. A few minutes later V3 was seen bringing her backpack out of the medication room to the 
nurse's station. 

On 4/18/24 at 10:46 AM, V5/LPN stated that she was late getting to work on 4/2/24. V3 and V4 had already 
done the narcotic count. Before V5 started her med pass she double checked her medication cart. V5 
noticed that the pink sheet from the pharmacy documented 120 tablets of Norco had been delivered for R1. 
V5 went to check the Pharmacy Delivery Sheet to see what quantity of Norco the pharmacy sent for R1 and 
what V3 had signed for. The Pharmacy Delivery Sheet for R1's Norco was gone. V5 reported her concerns 
to V2. 

On 4/18/24 at 6:14 PM, V10/Police Officer stated that he was called to the facility for a possible drug 
diversion. V10 watched the video the facility had and had a suspect. From the video V10 thought V3/RN had 
taken the medication. From the video V10 could not say for sure that V3 took the medication but the situation 
looked highly suspicious. V10 went to talk to V3 and V3 gave vague answers and did not confess. V10 also 
stated that he suspected V3 took the medication but did not have enough hard proof to make an arrest. 

(continued on next page)
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A Timeline (undated) written by V2/Director of Nursing documents the occurrences related to 4/1-4/2/24 
medication incident. At 11:20 PM on 4/1 (the pharmacy) delivered facility medications that were received and 
signed for by V3/RN. According to the delivery documentation, included in the delivery were four cards of 
Norco 7.5-325 and accompanying pink Controlled Substance Proof of Use sheets for R1 totaling 120 pills. 
Upon reviewing the camera footage: upon delivery V3 placed the medication and accompanying paperwork 
in the medication room. Upon reviewing camera footage at 2:02 AM, V3 removed the medications and 
accompanying sheets from the Med room and began sorting the medication cards to put away in medication 
carts at the nursing desk. Upon reviewing camera footage: at 3:28:10 AM, it appears that V3 has a pink 
sheet wrapped around a card of medications which V3 places beneath the desk. Upon reviewing camera 
footage: at 3:30 AM, V3 was at the front of the nursing desk and was filling out only three pink Controlled 
Substance Proof of Use sheets when there should have been four and four cards of medications. It is noted 
that V3 only documented three cards on the Narcotic Reconciliation sheet. Upon reviewing camera footage: 
at 3:35 AM, V3 retrieved her personal backpack from the medication room and placed it on the chair behind 
the nurse's desk. At 4:54 AM, V3 retrieved her backpack from the chair and returned it to the medication 
room. At the end of V3's shift at 6:00 AM (4/2/24), the narcotics were counted with the oncoming registered 
nurse V4. The count appeared correct at that time per the reported counts by V3. At 7:28 AM, V5/LPN who 
was assigned to C Hall where R1's medications are, counted their narcotics before beginning her morning 
med pass. It was noted at that time the pink Controlled Substance Proof of Use sheets listed 4 sheets and 
four Norco cards, but there were only three sheets and three cards of actual medications. V2/DON was 
immediately notified, and an investigation commenced. State and local authorities were notified. V10/Police 
Officer badge #179 reviewed the camera footage and opened a report/investigation. 

A Written Statement dated 4/2/24, documents that V4/RN counted the narcotics with V3/RN at shift change. 
The narcotic count was correct. V3 was reading the narcotic book and V4 was counting the medication. 

A Written Statement dated 4/2/24, documents that V5/LPN counted the narcotics before passing the morning 
medication. It was noted that R1's narcotic usage sheets indicated there should be four sheets and four 
cards. There were only three narcotic usage sheets, and three cards present. V2/DON was notified. 

A Written Statement signed by V7/RN (not dated) documents On the day of 4/2/24, I was sitting at my desk, 
working on MDS (Minimum Data Set) assessments when (V2) called (V3) on the telephone. Phone was on 
speaker and office door was shut. (V2) identified herself and (V3) replied Oh good, I'm glad you called, I was 
going to call you. (V3) went on to say after last night I can no longer work with (V4). (V4) is mean, and yells 
and does coke at work. The things that go on in that facility are just criminal. My son is a state police officer. 
The stuff that goes on there should be left to the police. (V2) stopped (V3) and ask about the Med delivery 
last night. (V2) specifically ask How many cards of Norco came in for (R1)? (V3) replied 4 (four) cards why? 
(V2) responded There are only 3 (three) cards this am (morning) to which (V3) responded That doesn't 
surprise me, that place is just criminal. (V2) asked (V3) if (V3) could come in to go over things from the 
investigation. (V3) replied To be honest, last night is probably going to be my last night.

The Pharmacy Delivery Receipts the facility had dated 4/1/24 at 11:20 PM documents there were 11 sheets 
of medication V3/RN signed for. R1's Norco medication was not listed on any of those sheets. 
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The Pharmacy Delivery Receipt (provided by the pharmacy) documents that V3/RN signed on 4/1/24 at 
11:20 PM for controlled substances for R1, R3, and R4 that were all on one sheet. R1 had four entries for 
Norco 7.5-325 tablet, each entry was for 30 tablets. 

The Controlled Substance Proof of Use sheet documents there were three sheets filled out by V3/RN dated 
4/1/24 for R1 Norco 7.5/325 mg 30 tabs. 

The Narcotic Reconciliation Sheet documents on 4/1/24 there were three entries for prescription number 
503713393 Norco 7.5/325 mg tablets for R1. On 4/9/24 there was one entry for prescription number 
503715552 Norco 7.5/325 mg, 30 tabs. 

A Controlled Medication Prescription (Schedule II Medications) (not dated) documents This script is to 
replace missing meds. The order was for 30 Norco 7.5-325 for R1. 

The Missing Controlled Substance- Investigation Worksheet completed by V2/DON documents on 4/2/24 at 
7:20 AM, V5/LPN discovered a discrepancy of R1's Norco 7.5/325 mg tablets. V5 reported the discrepancy 
to V2 at 7:30 AM of a missing card of 30 Norco tablets. The last delivery was on 4/1/24 when four cards were 
signed for by V3/RN. The current count on 4/2/24 was three cards on hand counted by V5. 
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