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DEPARTMENT OF CHILDREN AND FAMILIES 
Oversight and Administration of State Mental Health Treatment Facilities 

SUMMARY 

This operational audit of the Department of Children and Families (Department) focused on the oversight 

and administration of State Mental Health Treatment Facilities (facilities).  The audit also included a 

follow-up on the findings noted in our report No. 2017-205.  We performed selected audit procedures at:  

the Department and the three Department-managed facilities:  Florida State Hospital (FSH), North East 

Florida State Hospital (NEFSH), and the North Florida Evaluation and Treatment Center (NFETC); and 

two contractor-managed facilities:  the South Florida Evaluation and Treatment Center (SFETC) and the 

Treasure Coast Forensic Treatment Center (TCFTC).  Our audit disclosed the following:  

Department Oversight of Facilities 

Finding 1: The Department did not ensure that all facilities were licensed by the Agency for Health Care 

Administration in accordance with State law.  A similar finding was noted in our report No. 2017-205.   

Finding 2: As similarly noted in our report No. 2017-205, square footage information reported in the 

Florida State-Owned Lands and Records Information System for Department-managed facilities 

sometimes did not agree with Department records. 

Finding 3: The Department did not obtain Department of Management Services approval to utilize an 

alternate contract source contract in procuring a pharmaceutical inventory management system for the 

Department-managed facilities.  Additionally, the pharmaceutical inventory management system did not 

promote the maintenance of accurate pharmaceutical inventory data.   

Administration of Department and Contracted Facilities 

Finding 4: The SFETC did not ensure that controlled substances pharmacy duties were appropriately 

separated. 

Finding 5: As similarly noted in our report No. 2017-205, FSH did not always report to the Department 

critical events involving clients and staff in accordance with Department and FSH procedures. 

Finding 6: As similarly noted in our report No. 2017-205, FSH and NEFSH did not always comply with 

minimum staffing requirements. 

Finding 7: NFETC and TCFTC did not always properly account for or safeguard seized contraband.  

A similar finding for NFETC was noted in our report No. 2017-205. 

Finding 8: FSH, NEFSH, and NFETC controls still need enhancement to ensure that expenditures are 

accurately recorded in the Florida Accounting Information Resource Subsystem and comply with 

statutory prompt payment requirements. 

Finding 9: As similarly noted in our report No. 2017-205, the costs for positions shared between 

Department-managed facilities were not allocated in a manner that accurately identified civil and forensic 

services costs among the facilities. 
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Other Facility Administrative Activities 

Finding 10: Department controls over State Mental Health Treatment Facilities expenditure and 

procurement transactions need enhancement to ensure that such transactions comply with State law and 

other guidelines. 

Finding 11: FSH did not monitor contractor activities related to fleet management. 

Finding 12: FSH, NEFSH, and NFETC motor vehicle and fuel use controls need enhancement to ensure 

and demonstrate compliance with State law and the reasonableness of motor vehicle and fuel usage. 

Finding 13: FSH transportation shop controls need improvement to appropriately track and account for 

the use of motor vehicle parts and supplies and related costs.     

BACKGROUND 

State law1 provides that the Department of Children and Families (Department) is to work in partnership 

with local communities to protect the vulnerable, promote strong and economically self-sufficient families, 

and advance personal and family recovery and resiliency.  State law also specifies that the Department 

is responsible for providing various services, including services related to adult protection, substance 

abuse, and mental health.  

Pursuant to State law,2 the Department is the State’s mental health authority and is responsible for 

planning, evaluating, and implementing a complete and comprehensive Statewide program of mental 

health.  The Department’s responsibilities include supervising the mental health programs of, and the 

treatment of patients at, community facilities, and supervising other facilities for persons who have a 

mental illness and any agency or facility providing mental health services to patients.  

As reflected in EXHIBIT A to this report, during the period July 2017 through January 2019, the 

Department managed three State Mental Health Treatment Facilities (facilities) and contracted for the 

management of four other facilities.  The Department managed Florida State Hospital (FSH), Northeast 

Florida State Hospital (NEFSH), and the North Florida Evaluation and Treatment Center (NFETC) and 

contracted for the management of the South Florida Evaluation and Treatment Center (SFETC), South 

Florida State Hospital (SFSH), the Treasure Coast Forensic Treatment Center (TCFTC), and the West 

Florida Community Care Center (WFCCC).  

The Department and its contractors provided services to forensic and civil clients through the facilities.  

Forensic clients are defendants who have been determined to be incompetent to proceed at any material 

stage of a criminal proceeding due to mental illness or who have been acquitted of a felony by reason of 

insanity.3  Civil clients are persons voluntarily or involuntarily admitted to a facility pursuant to the Florida 

Mental Health Act4 for evaluation or treatment of mental, emotional, or behavioral disorders.   

 
1 Section 20.19, Florida Statutes. 
2 Section 394.457(1) and (2)(a), Florida Statutes. 
3 Section 916.106(7), (9), and (11), Florida Statutes. 
4 Part 1, Chapter 394, Florida Statutes.  This part is also known as the Baker Act. 
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According to Department records, expenditures for the three Department-managed facilities during the 

2018-19 fiscal year totaled approximately $226.6 million and Department expenditures related to the 

four contractor-managed facilities totaled approximately $97.6 million.  Table 1 shows, by facility type, 

Department expenditures for the 2017-18 and 2018-19 fiscal years.  Table 2 shows, for each 

Department-managed facility, expenditures by category for the 2018-19 fiscal year.   

Table 1 
Expenditures by Facility Type 

For the 2017-18 and 2018-19 Fiscal Years 

Type of Facility  2017‐18  2018‐19 

Department‐Managed Facilities  $227,031,874  $226,609,599 

Contractor‐Managed Facilities  78,815,821  97,623,323 

Totals  $305,847,695  $324,232,922 

      Source:  Department financial records.    

Table 2 

Department-Managed Facility Expenditures by Category 

For the 2018-19 Fiscal Year 

Expenditure Category 
Florida State 
Hospital 

Northeast Florida 
State Hospital 

North Florida 
Evaluation and 

Treatment Center 

Salaries and Related Expenses  $100,232,331  $64,469,539  $24,745,064 

Contracted Services  13,568,537  5,611,376  1,301,869 

Pharmaceuticals  6,716,250  3,799,676  771,551 

Food Services  1,861,475  1,336,502  354,175 

Other  1,328,042  477,060  36,152 

Totals  $123,706,635  $75,694,153  $27,208,811 

Source:  Department financial records.   

FINDINGS AND RECOMMENDATIONS 

DEPARTMENT OVERSIGHT OF FACILITIES 

During the period July 2017 through January 2019, the Department’s Contract Oversight Unit conducted 

programmatic and administrative monitoring of the contractor-managed facilities.  The Department 

assigned oversight responsibility for the Department-managed facilities to the State Mental Health 

Treatment Facilities (SMHTF) section and each facility had a Hospital Administrator who oversaw facility 

operations.  In addition, the Department’s Chief Hospital Administrator oversaw the operations of the 

Department-managed facilities.  
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Finding 1: Facility Licensure 

State law5 specifies that hospitals6 operating in the State must obtain licensure from the Agency for Health 

Care Administration (AHCA).  The purpose of licensure is to protect public health and safety in the 

establishment, construction, maintenance, and operation of hospitals and ensure that hospitals comply 

with the standards of safety and quality established by State and Federal regulations.  Licenses issued 

by AHCA identify the services to be provided and the number of beds authorized for the facility.  

State law7 contemplates that hospitals include institutions providing mental health services in that it 

specifies that adherence to patient rights, standards of care, and the examination and placement 

procedures provided by State law8 is a condition of licensure for hospitals providing voluntary or 

involuntary medical or psychiatric observation, evaluation, diagnosis, or treatment.  Pursuant to AHCA 

rules,9 licensed hospitals are subject to periodic inspections by AHCA to determine whether the hospital 

is operating in compliance with licensure requirements or, in lieu of a licensure inspection, a hospital is 

to be appropriately accredited.   

In our report No. 2017-205 (Finding 1), we noted that the Department did not ensure that NFETC, TCFTC, 

and two FSH residential buildings were licensed by AHCA in accordance with State law.  Department 

management at the time indicated that these facilities and residential buildings were not licensed because 

the physical structures did not meet the building code standards required for hospital licensure.  As part 

of our follow-up audit procedures, we inquired of Department management and noted that, as of 

July 2020, the Department still had not obtained licensure for these facilities or facility buildings.  As of 

July 2020, the bed capacities of NFETC and TCFTC were 196 and 224, respectively, and the unlicensed 

bed capacity at the FSH buildings was 420 beds.  According to Department management, these beds 

were not required to be licensed because the facilities were not hospitals as defined in State law nor 

offered the intensive services contemplated by State law.  Notwithstanding this response, the Department 

provides diagnostic, treatment, and therapeutic services for mental illnesses at these locations.  

The licensure of facilities promotes public health and safety by ensuring that the minimum standards and 

operating requirements established by State and Federal regulations are met.  Although we noted that 

the NFETC, TCFTC, and FSH were accredited by recognized accreditation organizations indicating that 

facility management made sufficient efforts to protect the health and safety of residents and staff, such 

efforts do not substitute for the assurances provided by licensure.  

Recommendation: We continue to recommend that facility management continue efforts to 
protect the health and safety of residents and staff and take appropriate actions to comply with 
the applicable standards of safety and quality established by State and Federal regulations.  We 

 
5 Section 395.003(1)(a), Florida Statutes. 
6 Section 395.002(12), Florida Statutes, defines a hospital to include any establishment that offers services more intensive than 
those required for room, board, personal services, and general nursing care, and offers facilities and beds for use beyond 
24 hours by individuals requiring diagnosis, treatment, or care for illness, injury, deformity, infirmity, abnormality, disease, or 
pregnancy.  Hospitals also include any establishment that regularly makes available at least clinical laboratory services, 
diagnostic X-ray services, and treatment facilities for surgery or obstetrical care, or other definitive medical treatment of similar 
extent. 
7 Section 395.003(5)(a), Florida Statutes. 
8 Part 1, Chapter 394, Florida Statutes. 
9 AHCA Rule 59A-3.253, Florida Administrative Code. 
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also recommend that Department management, in consultation with the Legislature, evaluate the 
licensure needs for the NFETC, TCFTC, and FSH. 

Follow-Up to Management’s Response 

Department management indicated in their written response that “there exists no statute, case law, or 

rule which requires NFETC, TCFTC, and the two buildings at FSH, to be licensed as hospitals by AHCA.”  

Additionally, Department management indicated that “no reading of the text of Section 916.105(2), Florida 

Statutes, suggests the need for forensic facilities to be licensed as hospitals” and that “even the 

Department’s mental health ‘hospitals’ do not require licensure” because they do not meet subsection (b) 

of Section 395.002(12), Florida Statutes.  Notwithstanding this response, nowhere in the finding do we 

suggest that Section 916.105(2), Florida Statutes, compels licensure of these facilities.  However, as 

noted in the finding, our audit procedures, including observations at the facilities, indicated that clinical 

services, such as diagnostic, treatment, and therapeutical services, were provided to residents in beds 

that were not licensed by AHCA.  Consequently, we find the requirements of paragraph 395.002(12)(b), 

Florida Statutes, to be met and, therefore, the finding and related recommendation that Department 

management, in consultation with the Legislature, evaluate the licensure needs for the NFETC, TCFTC, 

and FSH, stand as presented.   

Finding 2: Facility Property Records 

Pursuant to State law,10 the Department of Environmental Protection (DEP) and the Department of 

Management Services (DMS) collaborated to establish the Florida State-Owned Lands and Records 

Information System (FL-SOLARIS) to: 

 Provide a comprehensive real property database of all State lands and real property leased, 
owned, rented, or otherwise occupied and maintained by a State agency, the judicial branch, or 
water management district. 

 Maintain an automated inventory of all facilities owned, leased, rented, or otherwise occupied or 
maintained by a State agency, the judicial branch, or water management district.  

FL-SOLARIS is designed to record State-owned facility data such as square footage, construction year, 

and description, and provide a mechanism for State agencies to annually identify and report real property 

and facilities recommended for sale or other actions.  State agencies are to report facility information in 

FL-SOLARIS on or before July 1 each year and the Department, Office of General Services, was 

responsible for entering information into FL-SOLARIS for all Department-owned facilities, including FSH, 

NEFSH, and NFETC.  The DEP, in coordination with the DMS, is to utilize the reported information to 

submit an annual report to the Governor, the President of the Senate, and Speaker of the House of 

Representatives, detailing the inventory of all State-owned facilities.  

As part of our audit, we examined Department insurance and architectural drawing and blueprint records 

for 8 of the 514 permanent buildings located at FSH, NEFSH, and NFETC during the 2017-18 fiscal year 

to determine whether Department property information was correctly reported in FL-SOLARIS.  As 

similarly noted in our report No. 2017-205 (Finding 4), building square footage recorded in FL-SOLARIS 

did not always agree with Department records.  Specifically, our examination disclosed that the 

 
10 Sections 216.0152(1) and 216.0153(1), Florida Statutes.   
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Department reported in FL-SOLARIS for the 2017-18 fiscal year a total of 163,538 square feet for 7 of 

the 8 buildings examined (3 at FSH, 1 at NEFSH, and 3 at the NFETC), Department insurance records 

for these 7 buildings reflected a total of 172,900 square feet, and Department architectural and blueprint 

records reflected a total of 171,239 square feet.   

In response to our audit inquiry, Department management indicated that the Department had not 

established policies and procedures for maintaining facility data in FL-SOLARIS.  Department 

management also indicated that a lack of communication between the staff responsible for entering 

information in FL-SOLARIS, including adjustments to square footage, and the staff responsible for 

insurance and architectural and blueprint records may have contributed to the discrepancies noted.  

The accurate reporting of State-owned facility information is necessary for Department management to 

demonstrate compliance with State law and appropriately assess the utilization of space at FSH, NEFSH, 

NFETC, and other Department-maintained properties.  

Recommendation: We again recommend that Department management establish policies and 
procedures for maintaining facility data in FL-SOLARIS and ensure that facility information 
reported in FL-SOLARIS, and any adjustments to reported information, is supported by 
Department records.   

Finding 3: Pharmaceutical Inventory Management System 

Department of Health rules11 require pharmacies that dispense controlled substances12 to maintain 

inventory records in accordance with Federal regulations.13  In addition to the Federal requirements, 

controls related to controlled substances should include documentation of periodic physical inventory 

counts and the reconciliation of counts to records documenting purchases and distributions of 

pharmaceuticals.  

During the 2018-19 fiscal year, the three Department-managed facilities purchased pharmaceuticals with 

costs totaling $11,287,477.  In our report No. 2017-205 (Finding 8), we noted that Department-managed 

facilities had not established and maintained appropriate inventory management controls and records to 

accurately account for pharmaceuticals.  To improve pharmaceutical inventory management, the 

Department purchased, through an alternative contract source contract, three licenses for an automated 

pharmaceutical inventory management system in April 2018 (FSH), February 2019 (NEFSH), and 

March 2019 (NFETC).  The annual cost of each license was $20,188.  Our examination of facility 

pharmacy records and interviews with facility staff disclosed that the automated pharmaceutical inventory 

management system was not procured in accordance with DMS rules and did not promote the 

maintenance of accurate pharmaceutical inventory data.  Specifically, we found that:  

 To facilitate the competitive procurement of commodities and contractual services, the DMS 
established on their Web site a list of current contracts competitively established by governmental 
entities (alternative contract sources) for use by State agencies.  To purchase commodities or 

 
11 Department of Health, Board of Pharmacy, Rule 64B16-28.140, Florida Administrative Code. 
12 Pursuant to Section 893.02(4), Florida Statutes, controlled substances include the substances named or described in 
Schedules I through V outlined in Section 893.03, Florida Statutes. 
13 Title 21, Part 1304.04, Code of Federal Regulations. 
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services using alternate contract sources, State agencies must request approval from the DMS.14  
As part of the DMS approval process, the DMS is to verify that the proposed purchase is within 
the scope of the alternate contract source agreement and that the use is cost effective and in the 
best interest of the State.  However, the Department did not obtain DMS approval to utilize the 
alternative contract source contract to acquire the pharmaceutical inventory management system 
licenses.  According to Department management, at the time of this procurement, the Department 
did not believe they needed to obtain DMS approval to utilize the alternative contract source 
contract.  

 According to Department management, the licenses for the pharmaceutical inventory 
management system were purchased to provide the Department access to perpetual inventory 
data, generate refill orders, increase efficiency, and reduce overall pharmacy inventory levels.  
However, based on our interviews with FSH and NEFSH management and review of system 
reports, the system was unable to provide accurate inventory data, the re-order reports generated 
were not utilized due to inaccuracy, and the lack of accurate inventory records made it difficult to 
determine the efficiency of inventory turnover and reduce inventory levels.  While SMHTF 
management was aware that the system was not fully functional at FSH, management proceeded 
with system implementation at NEFSH in February 2019 and at NFETC in March 2019.   

Department management also indicated that the pharmaceutical inventory management system 
was selected based on ease of access and compatibility with other facility pharmaceutical drug 
software.  However, FSH and NEFSH management indicated that the system was not compatible 
with their existing software for dispensing pharmaceuticals, which resulted in inaccurate perpetual 
inventory data.  FSH and NEFSH management also indicated that the system was designed for 
a retail environment and not hospital use and did not have mechanisms in place to predict patient 
turnover.   

Without DMS approval, the Department cannot demonstrate that the procurement of the pharmaceutical 

inventory management system was within the scope of the alternate contract source agreement, was 

cost effective, and in the best interest of the State.  Additionally, utilization of an effective perpetual 

inventory system to account for pharmaceuticals would enable the facilities to more accurately account 

for pharmaceuticals, establish appropriate reorder points based on usage, and assess inventory levels 

to reduce the risk of shortages and waste due to expiration.   

Recommendation: We recommend that Department management strengthen controls to ensure 
that future procurements of goods or services using alternate contract source contracts comply 
with applicable DMS rules.  In addition, we recommend that Department and facility management 
take steps to ensure that pharmaceutical records are appropriately maintained using a perpetual 
inventory management system that is compatible with other software, establishes appropriate 
reorder points, accurately accounts for pharmaceuticals, and can be used to identify and 
investigate discrepancies noted during physical inventory counts. 

ADMINISTRATION OF FACILITIES 

As part of our audit, we conducted on-site fieldwork at the three Department-managed facilities and two of 

the contractor-managed facilities (SFETC and TCFTC) and performed various audit procedures to 

determine whether the facilities were operating and administering mental health programs in accordance 

with applicable laws, rules, and other guidelines.  These audit procedures included, but were not limited 

 
14 DMS Rule 60A-1.045(5), Florida Administrative Code.   
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to, interviews of facility management and staff, examination of selected facility records and procedures, 

tests of facility transactions and records, and various analytical procedures.   

Finding 4: Safeguarding of Pharmaceuticals 

Each facility maintained a licensed pharmacy that was responsible for purchasing and dispensing drugs, 

including controlled substances such as psychotropic medications, to facility residents.  Controls over 

pharmaceuticals are necessary to help prevent and detect the loss or theft of pharmaceuticals.  

Accordingly, facility pharmacies should have controls in place to ensure that access to pharmaceuticals 

is limited to authorized staff and to appropriately separate responsibilities for ordering, receiving, stocking, 

and dispensing of pharmaceuticals.   

As part of our audit, we observed the controls in place at four facility pharmacies (pharmacies at NEFSH, 

NFETC, SFETC, and TCFTC) and the process for ordering, receiving, stocking, and dispensing15 

pharmaceuticals.  Our audit procedures disclosed that the SFETC had not appropriately separated 

pharmacy duties.  Specifically, the SFETC pharmacist was responsible for receiving and stocking 

controlled substances and maintaining manual inventory records for the controlled substances.  

According to SFETC management, access to the controlled substances was restricted to promote the 

appropriate safeguarding of pharmacy drugs.  However, the SFETC had not implemented compensating 

controls, for example, independent reconciliations of the manual inventory records to records from an 

electronic inventory system used to track the receipt and distribution of all pharmaceuticals, including 

controlled substances, to mitigate incompatible pharmacy duties.   

Ensuring the effective separation of incompatible duties reduces the risk of pharmaceutical inventory loss 

and theft.  

Recommendation: We recommend that SFETC management ensure that pharmacy duties for 
controlled substances are appropriately separated.  If incompatible pharmacy duties are 
necessary, we recommend that SFETC management establish and document effective 
compensating controls, such as independent reconciliations of pharmacy inventory records.   

Finding 5: Incident Reporting 

To protect the safety and welfare of facility residents and staff, the Department established procedures 

for identifying, reporting, and acting on all critical events.16  Management and staff were required to report 

all critical events in accordance with Department procedures and management was to take immediate 

steps to ensure the safety and welfare of any resident who was the victim of suspected abuse, neglect, 

or exploitation.  Specifically: 

 
15 We observed the process for dispensing pharmaceuticals only at the SFETC and TCFTC. 
16 Department Operating Procedure No.155-25, Incident Reporting and Processing in State Mental Health Treatment Facilities. 
The Procedure defined critical events to include:  sexual battery; elopement (the unauthorized absence of a civil client); escape 
(the unauthorized absence of a forensic client); resident death; sexual misconduct; significant resident injury; significant injuries 
to staff resulting from resident-to-staff altercations; death of staff or other nonresident occurring on the grounds of a facility; 
resident suicide attempt; abuse, neglect, or exploitation of a resident verified by an Adult Protective Services investigator, an 
investigator of the Inspector General’s Office, or a law enforcement officer; possession of child pornography by a resident or 
staff; and other major events not otherwise identified as a reportable critical event that had, or was likely to have had, a significant 
impact on residents, providers, or the Department. 
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 Individuals at any level of management were to report by telephone to the Chief Hospital 
Administrator or designee all escapes, elopements, or resident, staff, or nonresident deaths within 
1 hour of the event.   

 Level two17 resident altercations were to be reported by telephone to the Chief Hospital 
Administrator or designee within 2 hours of the altercation, followed by an e-mail.   

 All other critical events were to be reported by telephone to the Chief Hospital Administrator or 
designee within 24 hours of the event.   

If the Chief Hospital Administrator or designee was unavailable, the Assistant Secretary for Substance 

Abuse and Mental Health (SAMH) was to be called.  By the next business day following the critical event, 

facility management was to enter critical events and resident deaths into the Facilities Incident Tracking 

System.   In the case of a resident death, facilities were to complete a Notification of Death form and 

send the form to the SAMH program office by the next business day.  

In addition to the requirements outlined in Department procedures, FSH procedures18 required a Form 

611 – Critical Event Reporting (Form 611) to be completed for all critical events.  FSH procedures19 also 

required reporting to facility management other specified incidents, such as accidents, falls, chokings, 

assaults, and injuries, on a FSH Resident Incident Report.  According to FSH records, 4,420 Resident 

Incident Reports were filed during the period July 2017 through January 2019.  

As part of our audit, we examined records for 40 resident incidents at the FSH, including 11 critical events, 

to determine whether the incidents were reported in accordance with Department and FSH procedures.  

As similarly noted in our report No. 2017-205 (Finding 5), our examination disclosed that:  

 Although FSH records indicated that the Chief Hospital Administrator or designee was notified of 
the 11 critical events, FSH records did not evidence for 9 of the critical events that the notification 
was made by telephone.  Further, FSH records for 3 of the 9 critical events (two elopements and 
an assault) indicated that the Chief Hospital Administrator or designee was not notified within the 
required time frame.  Specifically, the elopements were reported 1.5 and 2 hours late and the 
assault was reported 5 days late.  

 8 of the 40 Resident Incident Reports were not properly completed, including 5 Reports related 
to critical events.  Specifically, for 5 Resident Incident Reports, nursing staff did not complete, or 
did not accurately complete, the injury portion of the Reports in accordance with FSH procedures, 
including for 4 critical events.  In addition, the outcome section for 2 Resident Incident Reports 
was not completed and another Resident Incident Report did not have the correct incident time.  

 FSH staff did not complete, or did not fully complete, a Form 611 for 4 critical events.  

Although we requested, Department management was unable to provide explanations for the issues 

noted on audit.  

Proper documentation and timely and appropriate reporting of incidents would provide Department and 

FSH management with the data needed to evaluate and help improve resident and staff safety.     

 
17 Department Operating Procedure No. 155-25 defined level two resident altercations as altercations with injury that required 
medical treatment beyond first aid.   
18 FSH Operating Procedure No. 10-1. 
19 FSH Operating Procedure No. 75-1. 
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Recommendation: We again recommend that Department and FSH management enhance 
controls to ensure that appropriate Department personnel are timely notified of critical events 
and all required reporting is completed in accordance with Department and FSH procedures. 

Finding 6: Adequacy of Staffing 

Sufficient staffing levels are necessary to ensure the delivery of high-quality mental health care services.  

While multiple, complex factors influence safe staffing levels, variables that affect staffing levels include 

the number of patients, the severity of the patients’ mental and physical illnesses, nursing skill mix, 

physical environment, technology, and finances.  Staffing plans should be developed that consider these 

variables and others and allow for shift-to-shift adjustments, as appropriate.  Additionally, the staffing 

plan criteria should be periodically evaluated to ensure that safe, high-quality mental health care services 

are being provided.   

To ensure adequate staffing at all times and provide a safe environment in which residents can live and 

staff can work, Department procedures20 require facilities to maintain minimum staffing coverage.  The 

procedures specified that minimum staffing coverage was the fewest number of staff required to operate 

a ward, dorm, or unit to support a safe and therapeutic environment that met the needs of the residents, 

and that additional staff above the minimum level should be assigned to cover specialized therapeutic 

observations that required one-to-one staffing.  Each Hospital Administrator or designee was responsible 

for making decisions regarding minimum staffing coverage and each facility was required to establish an 

operating procedure that addressed the management of minimum staffing.  

In our report No. 2017-205 (Finding 6), we noted that Department-managed facilities did not always meet 

minimum staffing requirements.  As part of our follow-up audit procedures, we examined selected staffing 

coverage records for the FSH, NEFSH, NFETC, SFETC, and TCFTC for the period July 2017 through 

January 2019 to determine whether actual staffing coverage met the minimum requirements established 

by facility procedures.  Our examination disclosed that:  

 FSH scheduling practices did not always take into consideration specialized therapeutic 
observations and security escorts requiring additional staff.  Our examination of 5 daily FSH 
staffing reports for one unit and one shift each day disclosed that the selected units were 
understaffed by 2 staff one day and understaffed by 3 staff another day.  According to FSH 
management, patient needs for specialty observations may change hourly and staff are allocated 
within available resources.  

 3 weekly NEFSH staffing coverage reports for all units and all shifts each day indicated that 18 of 
the 54 shifts selected were understaffed, on average, by 3 staff per shift.  In response to our audit 
inquiry, Department management indicated that aggressive recruiting efforts by other entities, 
employee absenteeism, and the lack of a shift differential for night shifts, among other factors, 
contributed to the staffing shortages.  

Absent staffing coverage in accordance with minimum requirements, FSH and NEFSH management has 

reduced assurance regarding the provision of high-quality mental health care services and a safe 

environment in which residents can live and staff can work. 

 
20 Department Operating Procedure No. 155-29, Management of Minimum Coverage in State Mental Health Treatment Facilities. 
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Recommendation: We recommend that FSH and NEFSH management take steps to ensure 
compliance with established staffing minimums.   

Finding 7: Control of Contraband 

Department procedures21 for the control of contraband,22 at Department and contractor-managed 

facilities required that contraband found in the possession of a resident which was not in violation of the 

law either be secured and stored at the facility until the resident was discharged, or confiscated and 

liquidated by facility staff.  If contraband was found to be in violation of the law, facility staff were required 

to immediately report the violation to local law enforcement.  To demonstrate that contraband is properly 

accounted for and disposed of, documentation should be maintained evidencing the receipt, storage, and 

disposition of the contraband, including the identity of witnesses to the disposition.  

As part of our audit, we evaluated the adequacy of FSH, NEFSH, NFETC, SFETC, and TCFTC 

contraband controls through inquiry of facility management, review of facility procedures, and 

examination of records and items related to contraband seizures.  We found that:  

 As similarly noted in our report No. 2017-205 (Finding 9), NFETC had not established adequate 
controls to ensure that the disposition of contraband was properly documented.  Department 
procedures23 required facility records to note the date and manner of disposition of contraband, 
along with the witnesses to the disposition.  However, NFETC was unable to provide 
documentation evidencing the disposition of four contraband items identified in our audit testing, 
including a cigarette and a screw.  According to the NFETC Security Chief, disposition 
documentation for these items was not maintained because the items were insignificant in nature.  

 TCFTC had not established adequate controls to ensure the proper accountability for and 
safeguarding of seized contraband.  Specifically, TCFTC procedures did not specify how to 
account for contraband, including its disposition.  Additionally, during the period July 2017 through 
April 2019, TCFTC did not maintain a contraband box or logs that adequately evidenced the 
receipt, storage, and disposition of seized contraband.  Consequently, TCFTC was unable to 
demonstrate that contraband was appropriately accounted for from seizure to disposition by 
security staff.  

Appropriate controls for and records relating to contraband items seized by NFETC and TCFTC staff 

would better enable management to ensure and demonstrate that contraband items are properly 

accounted for, safeguarded, and, if applicable, disposed of.   

Recommendation: We recommend that NFETC and TCFTC management enhance controls to 
ensure the proper accountability for and safeguarding of all seized contraband items.  Such 
controls should include procedures for staff to maintain records describing the contraband, 
evidencing the date the contraband was seized and the date and manner of disposition, and 
identifying the witnesses to the disposal. 

 
21 Department Operating Procedure No. 155-8, Contraband Control in the Mental Health Treatment Facilities.   
22 Department Operating Procedure No. 155-8 defined contraband as:  an intoxicating beverage; a controlled substance as 
defined by Chapter 893, Florida Statutes, unless legally possessed pursuant to Chapter 465, Florida Statutes; a weapon as 
defined by Section 790.001(13), Florida Statutes, or any instrument or device customarily used or designed to be used as a 
dangerous weapon; any item determined by the Department and designated by Department rule or by the administrator of any 
facility, and designated by written institutional policies to be hazardous to the welfare of residents or the operation of the facility. 
23 Department Operating Procedure No. 175-01-01.   
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Finding 8: Accounting for Expenditures 

State law24 requires State agencies to record in the Florida Accounting Information Resource Subsystem 

(FLAIR) all invoices received, approve the invoices for payment, and file the invoices with the State’s 

Chief Financial Officer25 no later than 20 days after receipt of the invoices and receipt, inspection, and 

approval of the goods or services, except in the case of a bona fide dispute.  If payment of an invoice is 

not issued within 40 days after receipt of the invoice, State law26 requires the agency to pay interest to 

the vendor on the unpaid balance.  

DFS guidance27 specifies that, in the FLAIR Transaction Date field, State agencies are to record the later 

of the date the goods or services were received, inspected, and approved, or the date the invoice was 

received.  For advance payments, State agencies are to record all zeros in the Transaction Date field. 

The DFS uses the FLAIR Transaction Date field to monitor State agency compliance with statutory 

prompt payment requirements and identify those transactions for which an agency would be required to 

pay interest.  

In our report No. 2017-205 (Finding 11), we noted that Department-managed facility controls did not 

always ensure that expenditures were appropriately coded or accounted for.  As part of follow-up audit 

procedures, we examined Department records for 40 FSH expenditure transactions totaling $684,370, 

40 NEFSH expenditure transactions totaling $110,468, and 40 NFETC expenditure transactions totaling 

$264,672.  Our examination disclosed that facility staff did not always record transaction dates in FLAIR 

in accordance with DFS guidance.  Specifically:   

 FSH staff incorrectly recorded transaction dates in FLAIR for 5 expenditure transactions totaling 
$17,294.  For each of the 5 transactions, the date FSH staff recorded in the FLAIR Transaction 
Date field differed from either the date the invoice was received or the receipt and approval date, 
resulting in the transactions being recorded from 7 days earlier to 33 days later than the 
transaction dates supported by FSH documentation.  Notwithstanding these errors, the FSH still 
complied with statutory prompt payment requirements.  

 NEFSH staff incorrectly recorded the transaction dates in FLAIR for 24 transactions totaling 
$67,537.  For 2 advance payments, NEFSH recorded actual dates rather than all zeros.  For the 
other 22 transactions, the date NEFSH staff recorded in the FLAIR Transaction Date field differed 
from either the date the invoice was received or the receipt and approval date, resulting in the 
transactions being recorded from 1 to 93 days later than the transaction dates supported by 
NEFSH documentation.  Had NEFSH staff correctly recorded the transaction dates, NEFSH 
would not have complied with statutory prompt payment requirements for 8 of the transactions.  
According to Department management, staff did not always date stamp invoices when received 
and sometimes input incorrect dates and the advance payments were processed through the 
State’s purchasing system, which did not allow for all zeros to be recorded as the transaction 
date.  Notwithstanding, NEFSH staff did not correct the FLAIR Transaction Date field to properly 
reflect the advance payments.  

 
24 Section 215.422(1), Florida Statutes. 
25 Pursuant to Section 20.121, the State’s Chief Financial Officer is the head of the Department of Financial Services (DFS). 
26 Section 215.422(3)(b), Florida Statutes. 
27 Chief Financial Officer Memorandum No. 1 (2013-14) and, as of November 1, 2019, Chief Financial Officer Memorandum 
No. 18 (2019-20).   
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 NFETC staff incorrectly recorded the transaction dates in FLAIR for 10 expenditure transactions 
totaling $48,742.  For each of the 10 transactions, the date NFETC staff recorded in the FLAIR 
Transaction Date field differed from either the date the invoice was received or the receipt and 
approval date, resulting in the transactions being recorded from 1 day earlier to 91 days later than 
the transaction dates supported by NFETC documentation.  Had NFETC staff correctly recorded 
the transaction date, NFETC would not have complied with statutory prompt payment 
requirements for 1 of the 10 transactions.  In response to our audit inquiry, Department 
management indicated that inexperienced staff had input incorrect dates.  

Without accurate transaction dates, instances of noncompliance with statutory prompt payment 

requirements may not be identified by the DFS and the facilities may not make required interest 

payments.  

Recommendation: We again recommend that FSH, NEFSH, and NFETC management enhance 
procedures to ensure that expenditure transactions are accurately recorded in FLAIR. 

Finding 9: Cost Allocation 

Properly designed and executed cost allocation methodologies are essential to ensure that Department 

management and the Legislature have adequate and accurate information related to the costs of 

Department programs.  Such methodologies should provide for the proper identification of costs to be 

allocated and the use of allocation bases that reasonably associate costs with the program activities that 

receive the benefits from which the costs are derived.   

The FSH provides services to both civil and forensic clients while NEFSH provides services only to civil 

clients and NFETC only to forensic clients.  In our report No. 2017-205 (Finding 12), we noted that 

Department-managed facilities did not always allocate costs in a manner that accurately identified the 

costs to provide civil and forensic services.  As part of our follow-up audit procedures, we inquired of 

facility management and evaluated facility processes for allocating the costs of shared positions between 

the three Department-managed facilities.  Our audit procedures disclosed that the Department did not 

allocate the costs of 23 positions shared by the Department-managed facilities.  Specifically, 15 of the 

23 positions were shared by the three Department-managed facilities, 5 positions were shared between 

NEFSH and NFETC, and 3 positions were shared between FSH and NEFSH.  According to Department 

management, the costs associated with the positions shared between the three facilities are charged to 

the facility where the position is based, with 18 of the positions being based at NEFSH and 5 of the 

positions being based at FSH.  

The proper allocation of shared position costs would allow the facilities to accurately report costs related 

to civil and forensic services and provide more accurate information for decision-makers regarding 

funding. 

Recommendation: We recommend that Department management revise Department-managed 
facility cost allocation procedures to allocate the costs of shared positions between the facilities 
using an allocation base that reasonably associates the position costs with the facility activities 
that receive the benefits from which the costs are derived. 
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OTHER FACILITY ADMINISTRATIVE ACTIVITIES 

During our audit fieldwork, the Department’s Inspector General released an investigative report on 

October 10, 2019, sustaining allegations that the State Mental Health Treatment Facilities (SMHTF) Chief 

Hospital Administrator created a conflict of interest and failed to safeguard his ability to make objective, 

fair, and impartial decisions in relation to Department contracting actions.  Additional allegations 

sustained against the Chief Hospital Administrator included that he had contracted staff perform repairs 

to a State rental vehicle and return the State rental vehicle to the rental location, failed to report an 

accident involving a State rental vehicle, and misused Department fleet vehicles by allowing personal 

use for he and his staff.  

As a result of this investigation, we conducted additional audit procedures related to SMHTF expenditure 

and procurement transactions, monitoring of facility services contracts, and facility motor vehicle and fuel 

controls.  As subsequently described, our audit found that Department controls need enhancement to 

promote the appropriate use of Department resources, including motor vehicles and fuel; the proper 

procurement of goods and services; and the adequate monitoring of fleet management activities. 

Finding 10: SMHTF Expenditure and Procurement Transactions 

To promote the appropriate expenditure of Department resources, facility management should establish 

controls designed to ensure that expenditures are made in accordance with State law and applicable 

rules and policies, are adequately supported, and represent arms-length transactions.  State law28 

provides that a competitive solicitation process is to be used for all procurements in excess of $35,000.   

As part of our audit, we examined Department policies and procedures and Department records related 

to 25 SMHTF expenditure transactions, totaling $792,506, made during the period July 2017 through 

September 2019.  Our examination disclosed that Department policies and procedures did not require 

SMHTF expenditures or procurement activities to be subject to approval by management outside the 

SMHTF section, such as Department accounting office management, and that SMHTF expenditures did 

not always comply with applicable laws, rules, and policies; were not always appropriately supported; or 

did not always represent an arms-length transaction.  Specifically, we found:  

 A $34,999 expenditure for professional medical services that was not supported by clearly defined 
deliverables established prior to the rendering of services or an invoice with sufficient detail 
identifying the extent of the services provided.  According to e-mails cited in the Inspector 
General’s report, a prospective employee asked for a signing bonus to increase her 
compensation.  In response, a Department contractor directed her to register as a vendor in the 
State’s procurement system and the Department issued a $34,999 purchase order to her, $1 less 
than the $35,000 statutory threshold for competitive procurement.   

 Two employee moving expense reimbursements, totaling $6,350, were not properly authorized 
or documented.  Pursuant to the DFS Reference Guide for State Expenditures (Reference Guide), 
the payment of employee moving expenses requires the approval of the agency head or their 
designee and may only be made when it is in the best interest of the State due to the exceptional 
or unique requirements of the position.  The Reference Guide further specifies that vouchers 
submitted for the reimbursement of employee moving expenses must include the authorization to 

 
28 Section 287.057(1), Florida Statutes. 
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pay moving expenses and receipts.  However, while the Department had established that certain 
positions were authorized to receive reimbursement for moving expenses, the 
two reimbursements were made to individuals in positions not authorized by the Department.  
Additionally, a paid receipt was not available to support one of the reimbursements totaling 
$1,350.   

 The Department utilized an existing contractor to purchase a $5,039 water pump for FSH.  While 
Department records indicated that this was an emergency purchase during a period when the 
FSH Purchasing Office was not processing requisitions, the Department’s Headquarters 
Purchasing Office was not contacted to make the purchase.  Department personnel indicated that 
the FSH Purchasing Office should have contacted the FSH Financial Services section and 
processed the purchase through Department-established procurement processes.  

 During our evaluation of four expenditures, totaling $45,875, that the two related purchase orders, 
totaling $174,920, were not competitively procured and Department records did not otherwise 
evidence the basis for the purchase order amounts or exemption from statutory competitive 
procurement requirements.  In addition, the purchase orders did not contain clearly defined 
deliverables.  

 14 travel payments, totaling $8,707, to the same employee for lodging, rental car, and fuel 
expenses in Tallahassee, although the employee’s position was headquartered in Tallahassee.  
According to Department management, the travel expenses did not meet Department policy and 
should not have been approved.   

Absent effective expenditure and procurement controls, such as Department policies and procedures 

that require expenditures and procurement activities be approved by management outside of the SMHTF 

section, the risk is increased that SMHTF expenditure and procurement transactions may not comply 

with State law and other guidelines.   

Recommendation: We recommend that Department management enhance policies and 
procedures to ensure that SMHTF expenditure and procurement transactions are subject to 
review and approval by management outside of the SMHTF section. 

Finding 11: Contract Monitoring 

Effective contract management requires the monitoring of contractor performance to assess compliance 

with contract provisions, provide a means for early detection of potential noncompliance, and facilitate 

timely corrective action.  As part of our audit, we examined facility monitoring records for the contractor 

who provided environmental services for NEFSH and NFETC during the period March 2019 through 

September 2019 and facilities and fleet management services at FSH during the period July 2017 through 

September 2019.  Our examination disclosed that FSH staff did not monitor contractor activities related 

to fleet management during the period July 2017 through September 2019 and, instead, an employee of 

the contractor was responsible for managing and monitoring FSH fleet activities.  As of November 2019, 

FSH had 172 motor vehicles and related expenditures totaled $442,490 during the period July 2017 

through June 2019.  According to FSH management, the contractor employee was a former State 

employee whose employment and duties shifted to the contractor after the contractor assumed 

responsibility for FSH fleet management.  

Independent and effective monitoring of FSH fleet management activities provides greater assurance 

that contractor noncompliance with contract terms and conditions will be identified and serves as a means 

for early detection of potential noncompliance and timely corrective action. 
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Recommendation: We recommend that FSH management ensure that contractor fleet 
management activities are subject to independent monitoring and the results of monitoring are 
documented in FSH records. 

Finding 12: Motor Vehicle and Fuel Controls 

State law29 specifies that Department motor vehicles may only be used for official State business.  State 

law further provides30 that official State business does not permit the use of a motor vehicle for commuting 

purposes unless such use is authorized as a perquisite by the DMS, is required by an employee after 

normal duty hours to perform duties of their position, or is authorized for an employee whose home is 

their official base of operation.  Additionally, DMS rules31 specify that fuel purchased in any manner for 

State use shall be used only for official purposes.   

As of November 2019, FSH had 172 motor vehicles, as of June 2019, NFETC had 13 motor vehicles, 

and, as of February 2019, NEFSH had 61 motor vehicles.  Each facility had a fuel pump on-site for 

dispensing fuel and at FSH, the transportation shop, motor vehicles, and fuel pump were managed by a 

contractor, while the motor vehicles and fuel pump at NEFSH and NFETC were managed by facility staff.  

As part of our audit, we examined the motor vehicle usage logs available for 25 facility motor vehicles32 

for the months of November 2018, March 2019, and October 2019.  Our examination disclosed that 

facility records did not always demonstrate the reasonableness of motor vehicle usage.  Specifically:   

 FSH was unable to provide for our examination 3 motor vehicle usage logs related to 3 vehicles 
and NEFSH was unable to provide 6 motor vehicle usage logs related to 5 vehicles.   

 8 motor vehicle usage logs pertaining to 4 motor vehicles assigned to FSH indicated that 
employees used the vehicles for commuting, and in certain instances, personal purposes.  These 
motor vehicles were driven a total of 10,081 miles during November 2018 and March 2019 (the 
vehicles were not driven in October 2019).  However, Department records did not clearly evidence 
the authorization for the employees to utilize the motor vehicles for commuting purposes.  In 
response to our audit inquiry regarding the personal use of State vehicles, Department 
management indicated that, when the Department became aware of the personal use, the staff 
were informed that it was not allowed and should cease immediately.  

Additionally, the facilities did not periodically reconcile fuel inventory records to actual fuel usage records 

and stores to ensure that fuel was used only for official purposes.   Specifically, we noted that:  

 FSH records did not permit a reconciliation of fuel usage to actual fuel stores.  While FSH 
contractor staff indicated that they took physical stick readings once a month to determine whether 
the readings corresponded to FSH fuel records, no documentation of the results of these 
procedures was maintained.   

 At NEFSH, although management indicated that monthly fuel logs were kept, NEFSH was unable 
to provide monthly fuel readings for the period April 2019 through June 2019, which prohibited a 
reconciliation to monthly fuel pump logs.  

 
29 Section 287.17(1), Florida Statutes. 
30 Section 287.17(3)(a), Florida Statutes.   
31 DMS Rule 60B-1.013, Florida Administrative Code. 
32 15 FSH motor vehicles, 6 NEFSH motor vehicles, and 4 NFETC motor vehicles.   
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 While NFETC maintained records of fuel usage, purchases, and fuel measurements, NFETC did 
not reconcile actual fuel stores to the fuel usage reported on the Vehicle Maintenance Monthly 
Cost report.  Our comparison of the measured fuel inventory records to the fuel usage records 
found differences ranging from a monthly overage of 136 gallons to a monthly shortage totaling 
84 gallons during the period April through July 2019.  

Absent effective controls and complete motor vehicle and fuel use records, including authorization for 

any commuting use and routine monitoring of fuel consumption, there is an increased risk of 

noncompliance with State law and that loss, theft, or unauthorized use of facility fuel could occur and not 

be promptly detected. 

Recommendation: We recommend that facility management enhance motor vehicle and fuel use 
controls to ensure facility records demonstrate compliance with State law and that fuel is only 
used for official purposes. 

Finding 13: FSH Transportation Shop Controls 

As previously noted, FSH utilizes a contractor to operate the FSH transportation shop.  Controls over the 

operation of the transportation shop are necessary to, among other things, promote the appropriate use 

of FSH resources, help prevent and detect the loss or theft of vehicle parts and supplies, and ensure that 

maintenance costs are appropriately identified for each motor vehicle.   

As part of our audit, we inquired of contractor personnel, reviewed records from the transportation shop’s 

work order system, and observed selected transportation shop parts and supplies.  Our audit procedures 

disclosed that the work order system did not identify all parts used for each job, nor did it include the 

costs of each item used.  Additionally, we attempted to trace 28 supply items, such as tires and batteries, 

delivered to the transportation shop during the period July 2017 through October 2019 to a work order to 

determine whether the items were utilized on FSH vehicles.  However, 9 of the 28 items could not be 

traced to a work order and FSH records did not otherwise evidence that the items were used on FSH 

vehicles.   

Although we requested, Department management was unable to provide explanations for the issues 

noted on audit.  Adequate controls to appropriately track and account for motor vehicle parts and supplies 

would promote the appropriate use of FSH resources and help to prevent or timely detect loss or theft, 

should it occur.   

Recommendation: We recommend that FSH management ensure that the transportation shop 
contractor accounts for the use of all parts and supplies and related costs.   

PRIOR AUDIT FOLLOW-UP 

Except as discussed in the preceding paragraphs, the Department had taken corrective actions for the 

findings included in our report No. 2017-205.    

OBJECTIVES, SCOPE, AND METHODOLOGY 

The Auditor General conducts operational audits of governmental entities to provide the Legislature, 

Florida’s citizens, public entity management, and other stakeholders unbiased, timely, and relevant 
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information for use in promoting government accountability and stewardship and improving government 

operations. 

We conducted this operational audit from January 2019 through April 2020 in accordance with generally 

accepted government auditing standards.  Those standards require that we plan and perform the audit 

to obtain sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions 

based on our audit objectives.  We believe that the evidence obtained provides a reasonable basis for 

our findings and conclusions based on our audit objectives.   

This operational audit of the Department of Children and Families (Department) focused on the oversight 

and administration of State Mental Health Treatment Facilities (facilities).  The overall objectives of the 

audit were:  

 To evaluate management’s performance in establishing and maintaining internal controls, 
including controls designed to prevent and detect fraud, waste, and abuse, and in administering 
assigned responsibilities in accordance with applicable laws, administrative rules, contracts, grant 
agreements, and other guidelines. 

 To examine internal controls designed and placed in operation to promote and encourage the 
achievement of management’s control objectives in the categories of compliance, economic and 
efficient operations, the reliability of records and reports, and the safeguarding of assets, and 
identify weaknesses in those internal controls. 

 To determine whether management had corrected, or was in the process of correcting, all 
deficiencies disclosed in our report No. 2017-205.   

 To identify statutory and fiscal changes that may be recommended to the Legislature pursuant to 
Section 11.45(7)(h), Florida Statutes. 

This audit was designed to identify, for those programs, activities, or functions included within the scope 

of the audit, deficiencies in management’s internal controls, instances of noncompliance with applicable 

governing laws, rules, or contracts, and instances of inefficient or ineffective operational policies, 

procedures, or practices.  The focus of this audit was to identify problems so that they may be corrected 

in such a way as to improve government accountability and efficiency and the stewardship of 

management.  Professional judgment has been used in determining significance and audit risk and in 

selecting the particular transactions, legal compliance matters, records, and controls considered. 

As described in more detail below, for those programs, activities, and functions included within the scope 

of our audit, our audit work included, but was not limited to, communicating to management and those 

charged with governance the scope, objectives, timing, overall methodology, and reporting of our audit; 

obtaining an understanding of the program, activity, or function; exercising professional judgment in 

considering significance and audit risk in the design and execution of the research, interviews, tests, 

analyses, and other procedures included in the audit methodology; obtaining reasonable assurance of 

the overall sufficiency and appropriateness of the evidence gathered in support of our audit’s findings 

and conclusions; and reporting on the results of the audit as required by governing laws and auditing 

standards. 

Our audit included the selection and examination of transactions and records.  Unless otherwise indicated 

in this report, these transactions and records were not selected with the intent of statistically projecting 
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the results, although we have presented for perspective, where practicable, information concerning 

relevant population value or size and quantifications relative to the items selected for examination. 

An audit by its nature, does not include a review of all records and actions of agency management, staff, 

and vendors, and as a consequence, cannot be relied upon to identify all instances of noncompliance, 

fraud, abuse, or inefficiency. 

In conducting our audit, we:  

 Reviewed applicable laws, rules, Department policies and procedures, and other guidelines, and 
interviewed Department personnel to obtain an understanding of Department controls for the 
oversight and administration of the facilities.  

 Performed inquiries of Department personnel and inspected documents and records to determine 
whether Department management had adequately designed and implemented controls, including 
policies and procedures, for the facilities.  

 Inquired of Department management to determine whether the Department had obtained 
appropriate licenses to operate Florida State Hospital (FSH), Northeast Florida State Hospital 
(NEFSH), and the North Florida Evaluation and Treatment Center (NFETC).  

 Reviewed Department procedures governing the operation of Department-managed facilities, 
including the processes for reviewing and approving facility procedures and providing facility 
management minimum staffing coverage guidelines, to determine whether the Department had 
established adequate and consistent procedures for the operation and staffing of 
Department-managed facilities.  

 Reviewed Department procedures and examined Department records for overseeing 
Department-managed facilities to determine whether the Department provided sufficient oversight 
of the facilities to ensure that the standard of care for all residents was met and that the facilities 
complied with applicable laws, rules, and Department procedures.  

 From the population of the ten monitoring reports issued during the period July 2017 through 
January 2019 related to the four contractor-managed facilities, examined five selected monitoring 
reports to determine whether all key contract requirements were subject to monitoring and 
whether adequate supervisory review of monitoring activities was properly documented.  

 From the population of 514 permanent buildings located at FSH, NEFSH, and NFETC during the 
2017-18 fiscal year, examined Department insurance and architectural and blueprint records for 
8 selected buildings to determine whether Department property information was correctly reported 
in FL-SOLARIS.  

 From the population of 79,294 expenditure transactions, totaling $63,839,110, made by the 
Department-managed facilities during the period July 2017 through January 2019, examined 
Department records for 120 selected expenditure transactions, totaling $1,059,510, to determine 
whether the expenditures were correctly recorded in Department accounting records and 
supported by adequate documentation, and whether expenditure controls were properly designed 
and operating effectively.  Specifically, we selected and examined:  

o 40 FSH expenditure transactions, totaling $684,370, from the population of 45,706 FSH 
expenditure transactions totaling $39,634,925.  

o 40 NEFSH expenditure transactions, totaling $110,468, from the population of 25,194 NEFSH 
expenditure transactions totaling $19,393,796.  

o 40 NFETC expenditure transactions, totaling $264,672, from the population of 8,394 NFETC 
expenditure transactions totaling $4,810,389.  
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 Examined documentation related to the staffing of the three Department-managed facilities and 
two contractor-managed facilities during the period July 2017 through January 2019 to determine 
whether actual staffing levels met the minimum requirements established by facility procedures.  
Our examination included:  

o For the FSH, documentation for one shift for one unit during a 5-day period.  

o For the NEFSH, documentation for 54 shifts in a 3-week period.  

o For the NFETC, documentation for 567 shifts in a 3-week period.  

o For the South Florida Evaluation and Treatment Center (SFETC), documentation for one shift 
per day for 10 days.  

o For the Treasure Coast Forensic Treatment Center (TCFTC), documentation for one shift per 
day for 5 days.  

 Performed inquiries, observations, and inspections of documents and records related to 
pharmaceutical inventory management at the three Department-managed facilities and 
two contractor-managed facilities (SFETC and TCFTC) to determine whether the facilities had 
adequately designed and implemented controls to provide for the proper separation of duties, 
adequate records of periodic inventories, and safeguarding of the pharmaceutical inventory.  

 Examined facility pharmacy records and interviewed facility staff to determine whether the 
Department procured the licenses for a pharmaceutical inventory management system at FSH, 
NEFSH, and NFETC in accordance with applicable State laws and Department of Management 
Services rules, and to determine whether the system promoted the maintenance of accurate 
pharmaceutical inventory data.  

 Performed inquiries, observations, inspections of documents and records related to contraband 
items at the three Department-managed facilities and two contractor-managed facilities (SFETC 
and TCFTC) to determine whether the facilities had adequately designed and implemented 
controls to ensure:  the adequate safeguarding of contraband items seized from employees, 
visitors, and residents; an inventory of contraband items was maintained by the facilities; 
contraband items were kept in a secure location until a determination was made as to how the 
item would be disposed of or returned; the contraband item was returned upon the resident 
leaving the facility or properly disposed of.  

 Inquired of facility management, evaluated facility procedures, and examined records and items 
related to contraband seizures during the period July 2017 through January 2019 to determine 
whether seized items were accounted for and disposed of in accordance with Department 
procedures.  Specifically, we examined records and items related to:  

o 5 of 32 seizures listed in NEFSH records and 5 seizures selected from contraband storage.  

o 5 of 110 seizures listed in NFETC records and 5 seizures selected from contraband storage.  

o 10 of 149 seizures listed in SFETC records and 3 seizures selected from contraband storage.  

 Observed six distributions of pharmaceuticals to facility residents to determine whether the 
facilities had established and maintained appropriate inventory management controls to 
accurately account for pharmaceuticals distributed.  Specifically:  

o At the SFETC, we observed three pharmaceuticals distributions during the period 
April 30, 2019, through May 2, 2019.  

o At the TCFTC, we observed three pharmaceuticals distributions during the period 
May 21, 2019, through May 22, 2019.  

 From the population of 154 resident complaints filed at the SFETC and 146 resident complaints 
filed at the TCFTC during the period July 2017 through January 2019, examined documentation 
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for 10 selected complaints from the SEFTC and 20 selected complaints from the TCFTC to 
determine whether the facilities investigated and resolved resident complaints in accordance with 
established procedures.  In addition, performed inquiries, observations, and inspections of 
documents and records related to resident complaints to determine whether facility management 
had established appropriate procedures for reporting, investigating, resolving, and following up 
on resident complaints.  

 Evaluated staff qualifications and the training of facility employees to determine whether staffing 
and training was sufficient to protect employee and resident safety.  Specifically, we selected and 
examined:  

o Staff qualifications and training documentation for 6 of the 544 SFETC employees for the 
period July 2017 through January 2019.  

o Staff qualifications and training documentation for 6 of the 204 TCFTC employees for the 
period July 2017 through January 2019.  

 From the population of 20,021 incidents reported during the period July 2017 through 
January 2019 by two Department-managed facilities (FSH and NEFSH) and two 
contractor-managed facilities (SFETC and TCFTC), examined facility records related to 
140 selected incidents to determine whether the incidents were reviewed by appropriate 
management, reported to the appropriate authority, and all required forms were appropriately 
completed and within the required time frame.  Specifically, we selected and examined:  

o 40 FSH incident reports from the population of 4,420 incident reports.  

o 40 NEFSH incident reports from the population of 12,630 incident reports.  

o 40 SFETC incident reports from the population of 2,091 incident reports.  

o 20 TCFTC incident reports from the population of 880 incident reports.  

 From the population of 1,445 workers’ compensation claims reported by the FSH, NEFSH, 
SFETC, and TCFTC for injuries occurring during the period July 2017 through January 2019, 
examined 75 selected workers’ compensation claims to determine whether incidents identified by 
Department policy were properly reported by the facilities.  Specifically, we selected and 
examined:  

o 25 of 809 workers’ compensation claims reported by the FSH.  

o 25 of 504 workers’ compensation claims reported by the NEFSH.  

o 20 of 92 workers’ compensation claims reported by the SFETC.  

o 5 of 40 workers’ compensation claims reported by the TCFTC.  

 From the population of 45,706 expenditure transactions, totaling $39,634,925, made by the FSH 
during the period July 2017 through January 2019, examined records for 20 selected transactions, 
totaling $808,081, to determine whether expenditures were appropriately allocated between civil 
and forensic services.  

 Inquired of Department personnel and reviewed the mutual aid agreements and call logs for the 
FSH fire department to determine whether other governmental entity costs were appropriately 
accounted for in Department records.  

 Inquired of Department personnel and reviewed Department property records to determine 
whether the Department had enhanced procedures to properly account for Department-owned 
canines in accordance with applicable rules and other guidelines.  

 As a follow-up to the Office of Inspector General’s (OIG’s) report No. 2019-0001, dated 
October 10, 2019, regarding the Chief Hospital Administrator for the State Mental Health 
Treatment facilities, we:  
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o Conducted interviews with applicable Department and facility staff to determine whether other 
areas of concern should be examined as part of our audit, obtained the current status of the 
OIG report recommendations, and obtained an understanding of internal controls over motor 
vehicles and procurement.  

o From FSH purchasing and warehouse records, selected 28 supply items that were sent to the 
transportation shop during the period July 2017 through October 2019, and attempted to trace 
the items to work orders and vehicle cost and maintenance records or physically observed 
the items to determine whether the items were used on a FSH vehicle and related costs were 
appropriately accounted for.  

o Examined Department records for 25 selected expenditure transactions, totaling $792,506, 
made during the period July 2019 through September 2019 and related to matters disclosed 
in the OIG report to determine whether the expenditures were properly authorized and 
supported; complied with applicable laws, rules, and policies; and represented arms-length 
transactions.  

o Examined facility procurement, payment, and monitoring records for the contractor that 
provided environmental services for the three Department-managed facilities during the 
period July 2017 through September 2019 and facilities and fleet management services at the 
FSH to determine whether the contracts for each facility were appropriately procured or 
renewed in accordance with applicable laws, rules, and policies and whether costs were 
appropriately charged, invoices properly approved, and the contracts were monitored.  

o From the population of 55 payments, totaling $224,417, made during the period July 2017 
through September 2019 related to matters disclosed in the OIG report, examined Department 
records for 15 selected payments, totaling $37,591, to determine whether the purchase orders 
associated with the selected payments appeared to circumvent competitive procurement laws 
and rules and whether the payments appeared appropriate.  

o Reviewed documentation for four motor vehicles assigned to Department employees for 
commuting purposes to determine whether the assignments were properly approved in 
accordance with State law.  Additionally, for 25 of 172 motor vehicles at FSH, NEFSH, and 
NFETC, obtained motor vehicle usage logs for November 2018, March 2019, and 
October 2019 to determine whether motor vehicles were used solely for State business and 
whether motor vehicle usage appeared reasonable.  

o Conducted interviews of facility staff at FSH, NEFSH, and NFETC to gain an understanding 
of the procedures used for maintaining fuel inventory records and reconciling inventory 
records to fuel usage and purchases.  Compared fuel inventory records to fuel usage records 
at FSH for the period January 2019 through April 2019 and NFETC for the period April 2019 
through July 2019 to determine whether facility records supported that fuel was used only for 
official purposes.  

 Communicated on an interim basis with applicable officials to ensure the timely resolution of 
issues involving controls and noncompliance.  

 Performed various other auditing procedures, including analytical procedures, as necessary, to 
accomplish the objectives of the audit.  

 Prepared and submitted for management response the findings and recommendations that are 
included in this report and which describe the matters requiring corrective actions.  Management’s 
response is included in this report under the heading MANAGEMENT’S RESPONSE. 
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AUTHORITY 

Section 11.45, Florida Statutes, requires that the Auditor General conduct an operational audit of each 

State agency on a periodic basis.  Pursuant to the provisions of Section 11.45, Florida Statutes, I have 

directed that this report be prepared to present the results of our operational audit. 

 

Sherrill F. Norman, CPA 

Auditor General 
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EXHIBIT A 

MENTAL HEALTH TREATMENT FACILITIES 

JULY 2017 THROUGH JANUARY 2019 

 
Mental Health Treatment Facilities 

 Facility  Bed Type 

 Department‐Managed Facilities 

 FSH  Civil and Forensic 

 NEFSH  Civil 

 NFETC  Forensic 

 Contractor‐Managed Facilities 

 SFETC  Forensic 

 SFSH  Civil 

 TCFTC  Forensic 

 WFCCC  Civil 

Source:  Department records.  
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MANAGEMENT’S RESPONSE33 

 

 
33 Management’s Action Plan refers to an attachment that is not included in this report but may be a public record that can be 
obtained from the Department. 
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