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Initial Comments

On 05/28/2026, Surveyor conducted a licensure
survey at Kadie's Home Suite Home. Data
collected through 06/02/2026.

Two deficiencies were identified.

Census: 10

83.17(2)(a) Employees screened for
communicable disease.

The CBRF shall obtain documentation from a
physician, physician assistant, clinical nurse
practitioner or a licensed registered nurse
indicating all employees have been screened for
clinically apparent communicable disease
including tuberculosis. Screening for tuberculosis
shall be conducted using centers for disease
control and prevention standards. The screening
and documentation shall be completed within 90
days before the start of employment. The CBRF
shall keep screening documentation confidential,
except the department shall have access to the
screening documentation for verification
purposes.

This Rule is not met as evidenced by:

Based on record review and interview the
provider did not obtain documentation from a
physician, physician assistant, clinical nurse
practitioner or a licensed registered nurse
indicating all employees have been screened for
clinically apparent communicable disease
including tuberculosis 90 days before the start of
employment.

Findings include:
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On 06/01/2026 at approximately 11 AM, Surveyor
reviewed staff files.

Caregiver B had a start date of 02/24/2026.
Caregiver B's file did not contain a communicable
disease health screen.

Caregiver C had a start date of 05/04/2026.
Caregiver C's file did not contain a communicable
disease health screen.

At approximately 11:30 AM, Surveyor interviewed
Administrator A. Administrator A stated s/he knew
that health screenings needed to be completed
for residents, but s/he was not aware that they
needed to be completed for staff. Administrator A
stated s/he would get them completed right away.

83.19 Orientation

Before an employee performs any job duties, the
CBREF shall provide each employee with
orientation training which shall include all of the
following:

(1) Job responsibilities; (2) Prevention and
reporting of resident abuse, neglect and
misappropriation of resident property; (3)
Information regarding assessed needs and
individual services for each resident for whom the
employee is responsible; (4) Emergency and
disaster plan and evacuation procedures under s.
HFS 83.47(2); (5) CBRF policies and procedures;
(6) Recognizing and responding to resident
changes of condition.

This Rule is not met as evidenced by:
Based on record review and interview the
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provider did not ensure the Caregiver A and
Caregiver B completed orientation training before
job duties were performed.

Orientation training must include all of the
following: (1) Job responsibilities; (2) Prevention
and reporting of resident abuse, neglect and
misappropriation of resident property; (3)
Information regarding assessed needs and
individual services for each resident for whom the
employee is responsible; (4) Emergency and
disaster plan and evacuation procedures under s.
HFS 83.47(2); (5) CBRF (Community Based
Residential Facility) policies and procedures; (6)
Recognizing and responding to resident changes
of condition.

Findings include:

On 05/28/2026 at approximately 11 AM, Surveyor
requested Caregiver B's and Caregiver C's
training.

Caregiver B was hired 02/24/2026. Caregiver B's
file contained a paper checklist titled "CBRF
Caregiver Orientation." Caregiver B's orientation
did not include any training on the following
categories: abuse, neglect, and misappropriation;
assessed needs and individual services for each
resident; and recognizing and responding to
resident changes of conditions.

Caregiver C was hired 05/04/2026. Caregiver C's
file contained a paper checklist titled "CBRF
Caregiver Orientation." Caregiver C's orientation
did not include any training on the following
categories: abuse, neglect, and misappropriation;
assessed needs and individual services for each
resident; and recognizing and responding to
resident changes of conditions.
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At approximately 11:40 AM, Surveyor interviewed
Administrator A. Administrator A stated s/he did
not know all those categories needed to be
covered at initial orientation. Administrator A
stated that those topics were covered in part of
the continuing education material but would be
sure to complete them at initial orientation as
well.
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