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Tennova Newport Convalescent Center 450 College St
Newport, TN 37821

F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
review of facility policy, medical record review, review of facility investigation, and interview, the
facility failed to report an allegation of abuse to the State Survey Agency for 2 residents (#1) and (#2)
of 7 residents reviewed for abuse.The findings include: Review of the facility's policy titled, Abuse
Prevention - Reporting and Investigation Policy, dated 7/2/2025, revealed .In response to allegations
of abuse .the facility must .Ensure that all alleged violations involving abuse .are reported
immediately according to state and federal requirements . Medical record review revealed Resident #1
was admitted to the facility on [DATE] with diagnoses including Chronic Pain and Osteoarthritis.
Review of a quarterly Minimum Data Set (MDS) assessment dated [DATE], revealed Resident #1
scored a 9 on the Brief Interview of Mental Status (BIMS) assessment which indicated the resident
had moderate cognitive impairment. Medical record review revealed Resident #2 was admitted to the
facility on [DATE] with diagnoses including Dementia and Depression. Review of a quarterly MDS
assessment dated [DATE] revealed Resident #2's scores a 4 on the BIMS assessment which
indicated the resident had severe cognitive impairment. Review of the facility's investigation dated
1/29/2026 at 6:10 PM, revealed Resident #1 reported to License Practical Nurse (LPN) D Resident #2
had smacked him [Resident #1] in the face. No redness, bruising or injury was noted to Resident #1
or Resident #2. The allegation of abuse was reported to the State Survey Agency on 1/31/2026 at
2:43 PM (a total of 44 hours and 23 minutes). During an interview on 6/16/2026 at 12:20 PM, the
Administrator confirmed the allegation of abuse for Resident #1 and Resident #2 had not been
reported to the State Survey Agency within 24 hours as required by State law.
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