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Kadima Rehabilitation & Nursing at New Castle 715 Harbor Street
New Castle, PA 16101

F 0628

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
review of clinical records and staff interview, it was determined that the facility failed to send copies of
notice of discharge to the representative of the Office of State Long-Term Care (LTC) Ombudsman for one
of one residents reviewed (Resident R1). Findings include: Resident R1's clinical record revealed an
admission date of 6/22/24, with diagnoses that included Type 2 Diabetes with a foot ulcer (A chronic
condition in which the body either does not produce enough insulin or does not use insulin effectively with a
open area caused by nerve damage and poor circulation), Human Immunodeficiency Virus (HIV, a virus
that attacks the body's immune system), history of harm to self and post traumatic stress disorder (PTSD, a
mental health condition triggered by experiencing or witnessing a traumatic event). Departmental notes
indicated that Resident R1 was transferred to the hospital on [DATE], and given a letter of eviction on
10/22/25. There was no evidence that the Office of the State LTC Ombudsman was notified. During an
interview on 1/8/25, at approximately 3:25 p.m. the Nursing Home Administrator confirmed that the facility
failed to notify the Office of the State LTC Ombudsman of Resident R1's transfer and discharge from the
facility. 28 Pa. Code 201.14(a) Responsibility of licensee 28 Pa. Code 201.29(a) Resident rights
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