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Elkins Crest Health & Rehabilitation Center 265 E. Township Line Road
Elkins Park, PA 19027

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
facility policy review, clinical record review, and staff interview, it was determined that the facility failed to
immediately report an injury of unknown origin to the State Survey Agency for one of six sampled residents.
(Resident 2)Findings include: Review of the facility policy entitled, Resident Abuse, last reviewed August 1,
2025, revealed that all incidents and allegations of abuse, including injuries of unknown source were to be
reported immediately to the Administrator, Director of Nursing, and to the State Agency. Clinical record
review revealed Resident 2 had diagnoses that included hemiplegia (paralysis that affects one side of the
body), stroke, and dementia. The Minimum Data Set assessment dated [DATE], indicated that the resident
was cognitively impaired, required staff assistance with toileting and personal hygiene, and was dependent
on staff for transfers. A review of nursing notes revealed that on November 28, 2025, at 1:19 p.m., a nurse
aide observed bruising to Resident 2's right arm and right hip. A registered nurse assessed the bruises and
indicated that two faded purple bruises were observed to resident's right hip and right upper arm and that
the resident was unable to recall how the bruises occurred. There was a lack of evidence to support that the
facility reported the injury of unknown source to the State Survey Agency. In an interview at 1:00 p.m., the
Director of Nursing confirmed the facility did not report the incident to the State Survey Agency. 28 Pa.
Code 201.18(e)(1) Management. 28 Pa. Code 211.12(d)(1)(5) Nursing services.
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