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with the requirements of 42 CFR 416.54.
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Facility ID #150502

Component 01

Main Building 

Based on an Onsite Revisit to a Medicare/Medicaid 

Recertification Survey completed on March 10, 

2026, it was determined that Kadima Rehabilitation 

and Nursing at New Wilmington was not in 

compliance with the following requirements of the 

Life Safety Code for an existing health care 

occupancy.  Compliance with the National Fire 

Protection Association's Life Safety Code is 

required by 42 CFR 483.90(a).

This is a one-story, Type III (200), unprotected, 

ordinary building, with a partial basement, that is 

fully sprinklered.
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NFPA 101 Multiple Occupancies - Construction Type

Multiple Occupancies - Construction Type

Where separated occupancies are in accordance with 

18/19.1.3.2 or 18/19.1.3.4, the most stringent construction 

type is provided throughout the building, unless a 2-hour 

separation is provided in accordance with 8.2.1.3, in which 

case the construction type is determined as follows:

* The construction type and supporting construction of 

the health care occupancy is based on the story in which it 

is located in the building in accordance with 18/19.1.6 and 

Tables 18/19.1.6.1

* The construction type of the areas of the building 

enclosing the other occupancies shall be based on the 

applicable occupancy chapters.

18.1.3.5, 19.1.3.5, 8.2.1.3

This REQUIREMENT is not met as evidenced by:

Completion 

Date:

06/05/2026

Status:

APPROVED

Date:

05/22/2026

"The Facility submits this Plan of 

Correction under procedures 

established by the Department of 

Health in order to comply with the 

Department's directive to change 

conditions which the Department 

alleges is deficient under State 

and/or Federal Long Term Care 

Regulations. This Plan of Correction 

should not be construed as either a 

waiver of the facility's right to appeal 

or challenge the accuracy or severity 

of the alleged deficiencies or an 

admission of past or ongoing 

violation of State or Federal 

regulatory requirements."

Please accept this plan of correction 

as the facility's written credible 

allegation of compliance such that all 

alleged deficiencies cited have been 

or will be corrected by the date or 

dates indicated.   To remain in 

compliance with all federal and state 

regulations, the facility has taken or 

will take the actions set forth in the 

following plan of correction.
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1.  The correct fire rated hardware 

was ordered and will be installed on 

the basement building separation 

door. 

2.  Results will be shared with the 

Quality Assurance Performance 

Improvement Committee with 

corrections made as needed.
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Based on observation and interview, the facility 

failed to meet multiple occupancy requirements on 

one of two building levels.

Findings include:

Observation on March 10 2026, at 10:55 a.m., 

revealed the basement building separation door had 

holes through it where the fire exit hardware was 

removed. The only hardware on the door was a 

turning knob. 

Interview with the administrator and maintenance 

director on March 10, 2026, at 10:55 a.m., 

confirmed the holes in the fire-rated door. 

****************

Based on observation and interview during an 

Onsite Revisit Survey conducted on May 6, 2026, 

at 8:30 a.m., the facility installed panic hardware on 

the fire-rated door. The door fails to latch in the 

frame due to friction.  

Interview with  the maintenance supervisor on May 
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6, 2026, at 8:30 a.m., confirmed the door 

deficiency.
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