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BOARD OF TRUSTEES
THE HARRIS CENTER for
MENTAL HEALTH AND IDD
AUDIT COMMITTEE MEETING
TUESDAY, May 23, 2023
MINUTES

Dr. Lois Moore, Committee Chair, called the meeting to order at 8:33 a.m. in Room 109, 9401 Southwest
Freeway, noting a quorum of the Committee was present.

Committee Members in Attendance: Dr. R. Gearing Dr. L. Moore, Dr. G. Santos, Mr. G. Womack,
Dr. M. Miller

Committee Member in Absence: None

l. DECLARATION OF QUORUM
Dr. Moore called the meeting to order at 8:31 a.m. noting that a quorum was present.

. PUBLIC COMMENTS
There were no requests for Public Comment.

1. MINUTES
Approval of Minutes of the Board of Trustees Audit Committee Meeting Held on Tuesday,

January 17, 2023
MOTION: SANTOS SECOND: MOORE

THEREFORE, BE IT RESOLVED that the Minutes of the Board of Trustees Audit Committee
Meeting Held on Tuesday, January 17, 2023 as presented under Exhibit A-1, is approved, and
recommended to the Full Board for acceptance.

IV. REVIEW AND COMMENT

A. Internal Audit Report, presented by David Fojtik and included in the May 23, 2023, Audit Agenda
Packet under Exhibit A-2.

B. Compliance Department Report, presented by Demetria Martin and Carrie Rys and included in
the May 23, 2023, Audit Agenda Packet under Exhibit A-3.

V. EXECUTIVE SESSION
There was no Executive Session during the Audit Committee Meeting.

Board of Trustees

Audit Committee Meeting (5/23/23)
MINUTES
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VI.

ADJOURN-

MOTION: SANTOS SECOND: MILLER
With unanimous affirmative vote
BE IT RESOLVED The meeting was adjourned at 9:18 a.m.

Veronica Franco, Board Liaison
Dr. Lois J. Moore, BSN, MEd, LHD, FACHE
Chairperson, Audit Committee

The HARRIS CENTER for
Mental Health and IDD

Board of Trustees
Audit Committee Meeting (5/23/23)

MINUTES
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The Harris Center Fiscal Year 2024 Annual Audit Plan
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August 31, 2023

Mr. Wayne Young, MBA, LPC, FACHE
Chief Executive Officer

The Harris Center for Mental Health and IDD
9401 Southwest Freeway

Houston, TX 77074

Re: Fiscal Year 2024 Annual Audit Plan

Dear Mr. Young:

I am pleased to submit to you the Fiscal Year 2024 Annual Audit Plan. Previously, I had requested input as
to possible areas of audit resource concentration from the Board of Trustees, Executive Staff, and others.
This document serves as the primary work plan to carry out core auditing responsibilities in an efficient way
established by Internal Audit. The plan was developed partially by utilizing the Enterprise Risk Assessment,
which details specific risk profiles from each of the Center’s Divisions.

The Fiscal Year 2024 Annual Audit Plan includes primarily reviews of financial controls and also provides
for follow-up and special projects.

I hope you find this information useful and informative.

Respectfully submitted,

David W. Fojtik, CPA, MBA, CIA, CFE
Director of Internal Audit
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The Harris Center Fiscal Year 2024 Annual Audit Plan

OFFICE OF THE INTERNAL AUDITOR
Fiscal Year 2024 Annual Audit Plan

Internal Audit’s annual audit plan uses a risk assessment model based on auditable
business entities in the comprehensive agency-wide business risk assessment tool, which
mathematically prioritizes the entities in numerical order. The audit plan is enhanced with
input from the Center’s executive staff and department managers. The plan serves as the
primary work plan to carry out the audit responsibilities in an efficient manner, and seek
the priorities established by the office of the Internal Auditor at The Harris Center (THC).

Due to the continual request for audit services, the unknown extent of our report findings,

and the required testing for the future planned audits, the Audit Plan should be kept fluid,
so it can therefore be revised appropriately with approval from the Audit Committee.

Background

The Internal Audit Department is an independent, objective assurance consulting activity
that issues its findings and recommendations to the Chief Executive Officer (CEO), THC
senior management, the Audit Committee Members as well as to the Board of Directors.
The mission of the Internal Audit Department is to provide independent reports that show
analyses, assurances, and recommendations concerning the adequacy and effectiveness of
the Center’s internal control structure, safeguarding and utilization of Center resources,
and management’s performance in carrying out assigned responsibilities. The scope of
activities carried out by the Internal Audit Department may include:

* Evaluating and enhancing the Center’s accounting policies and procedures that
constitute its internal control structure.

* Assessing compliance with appropriate policies, laws and regulations.

* Evaluating the accuracy of reported data utilized by departmental and Center
management in making operational decisions.

* Appraising the economy, efficiency, and effectiveness of the Center’s organization,
programs, functions and activities.

* Assessing efficiency of operations and developing recommendations for cost savings.
* Ascertaining that all Center revenue is maximized, safeguarded, and controlled.

* Ascertaining that all operational data is safeguarded and accurately maintained.

* Ascertaining how Center assets are accounted for and safeguarded from loss.

* Investigating allegations of financial fraud, waste and theft through various sources.
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The Harris Center Fiscal Year 2024 Annual Audit Plan

Risk Assessment

Risk assessment is the identification and analysis of relevant risk to the achievement of
an organization’s objectives for the purpose of determining how risks can be managed.

Risk assessment implies an initial determination of operating objectives and systematic
identification of those things that could prevent each objective from being fully attained.
In other words, it is an analysis of what could go wrong.

Not all risks are equal. Some are more likely than others to occur, and, as such, will have
greater impact than others if they occur. So, once risks are identified, their probability of
occurrence and economic significance must be assessed.

Finally, having identified and assessed risk, management must decide how to deal with it.
In some cases, the decision may be to control it; in others it may be to accept it.

The risk management process is ongoing. Internal and external factors constantly develop
and present ongoing hazards to the Center’s initial business plans. Change itself is a risk
and management must adapt policies and procedures to manage these ever-changing risks
to a more comfortable level, or at least, to approximate management’s risk appetite. The
appropriate response to the identified risk is widely known as the risk response process.

Each unit at the Agency faces its own challenges and each unit must assess how it will
manage them to meet its objectives. A good internal control system can mitigate the risks,
and Internal Audit can advise how to develop good internal controls.

The Internal Audit Department routinely assesses business risks throughout the Center.
We seek input from the executive staff and management, and to discuss risks with the
external auditors for wide range of risks and their likelihood or importance to mitigate.

The results of the management assessment are used to prepare a preliminary Audit Plan
but Internal Audit takes the additional due diligence to deconstruct each of the submitted
auditable business entities, to evaluate if any new risks have emerged.

The risk assessment model includes ten areas of factors that influence control variation.
The model provides Internal Audit with an objective analysis for prioritizing auditable
entities that are more profoundly affected by changes in the operating environment or are
subjected to more uncontrolled levels of business risk. The following key risk criteria
factors more heavily considered in the achievement of the Center’s strategic objectives:

RISK ASSESSMENT MODEL

Nature of Operations

1) Significant Changes

2) Pressure Meeting Objectives
3) Clearly Defined Objectives
4) Strategic Value

5) Inherent Risks
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Nature of Transactions

1) Number of Transactions
2) Complexity of Transactions
3) Accuracy of Information

Management

1) Attention Given by Management
2) Monitoring Activities

External Influences

1) Compliance With Regulations
2) Market Stability

Systems

1) Integrity: Reliance on Information Systems

2) Relevance: Ability to Satisfy Business Objectives

3) Access: Unauthorized Access and Transactions

4) Availability: Level of Support

5) Complexity: Relative Number of Transactions, Files, and Devices

Dollar Volume/Materiality

1) Materiality

Changes in Procedures/Personnel

1) Training/Experience
2) Adequacy of Staffing Levels
3) Segregation of Duties

Results of Prior Audits

1) Audit Findings
2) Follow-up

Time Since Last Audit

1) Time Since Last Audit

Opportunities to Achieve Operating Benefits

1) Opportunity Identification
2) Risk Assessment
3) Management Interest/Request
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Center-Wide Updated Enterprise Risk Assessment Tool

The Director of Internal Audit reached out to the leadership team members to evaluate
the Center-Wide Updated Enterprise Risk Assessment Tool. This process discussed tying
the specific objectives of the Center’s Strategic Plan to identified THC business entities.
For example, the increased activity in telehealth services is a Strategic Plan Objective
which touches the clinical unit, the revenue management and third-party billing aspects,
and security issues for the Information Technology Department. Prior to this approach,
the risk assessment was more limited to the business risks posed by just one department.
The Center-Wide Updated Enterprise Risk Assessment views risk strategically and bases
its foundation on creation of Strategic Plan showing the objectives and accomplishments.

Audit Focus Areas

The Business Risk Assessment model is a planning tool to determine the best investment
for Internal Audit’s time and activities. Departmental processes or activities with higher
or moderate risks are prioritized in the Center’s Business Risk Assessment Model.

The Internal Audit Department’s audit plan is structured on the outcome of this model.
The objective of the audit plan is to prioritize limited resources of people and budget
dollars, based on the model’s outcomes, and management’s need for vital information.

The audit plan prioritizes audit focus on either agency-wide processes or departments
with processes or activities having high or moderate residual risk. As such, the Center’s
audit function serves as a risk management tool through the development of improved
control processes as a result of performance improvement and financial auditing, as well
as a control with the performance of the revenue enhancement and compliance audits.

Audit Programs

Audit activities will vary as a result of the differences in the nature of operations,
organizational structure, by management style and by the competence of employee
capabilities, and by the concepts of operation control. Specific audit programs will be
developed from each activity within the next fiscal year ending on August 31, 2023.

Audit programs will be custom-designed in regards to business services, compliance
requirements, performance considerations, and any specialized skills or knowledge that is
required for each auditable entity worthy of an audit project. All audit programs, work
papers and reports are prepared in accordance with appropriate professional standards.

Special Audit Requests, Special Consulting Activities, and Follow-Up Audits

The Internal Audit Department will also provide assistance to management when they
request special projects covering pertinent incidents found in their area of responsibility.
These special projects are performed in addition to the normally scheduled audit work.

Internal Audit performs follow-up audits as needed to adequately address auditable issues
that may arise usually due to a change in regulations, or on new risks, or in some cases
because the auditable entity is a project in development that evolves over time and
therefore introduces new risks.
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SUMMARY OF FY?2024 RISK ASSESSMENT WORKSHEET

Internal Audit maintains a population of auditable entities that change in terms of their
risk profile as business conditions change at the Center. The Risk Assessment Worksheet
shows the auditors auditable entities and follows a path of risk ratings for those entities,
which can be a change in staffing, new computer system, or the time since the last audit.

Internal Audit’s risk assessment worksheet is compatible to past worksheets. The process
allows the auditor to assign a “9” to a high risk to assigning a “1” to a low risk, and when
the scores are summarized, the entities with the highest overall risk ratings appear along
the top of the worksheet. The business entity’s total risk points are 243 points, so the ratio
of 181 points/243 points = 74.49% represents a high-risk process (as shown below).

We found that many of the Center’s complex units operate with more risks situated at the
top of the Risk Assessment Worksheet. In order to keep our population of audit projects

more robust, Internal Audit seeks to provide readers with a mix of operational, financial

and compliance audits by including Agency Contracts with Service Agencies (91 points).
The Audit Plan contains both high risk and low risk entities to add diversity and coverage
of agency-wide issues. Additionally, we engage with process owners to identify any other
higher risk processes that they would recommend for an internal process controls review.

Here are projects in the Risk Assessment Worksheet for the Fiscal Year 2024 Audit Plan
sorted from a high to a lower number of Total Points and percentage of maximum score,
which totals an overall 243 points possible in the current assessment model.

Audit Projects Total Points Percentage
Bank/Treasury/Investment Controls 152 62.5%
New Vendor Setups/Vendor Changes/Chase App. 129 53.1%
Third-Party Billings and Refunds 128 52.6%
Security Services 102 41.9%
Accounts Receivable and Fee Collections 176 72.4%
Bank Reconciliations 150 61.7%
Review of Checks/EFT/ACH Signature Levels 102 41.9%
Audit Follow Up/Special Audit Requests Various Various
Consulting Activities Various Various
Provide Assistance to External Auditors 60 24.7%

Internal Audit has discussed business unit changes with senior management in order to
identify all changes in personnel, changes in system or workflows, or the possibility of
potential losses due to a workflow with faltering business controls, or if administrative
staff performance becomes ineffective due to the lack of solid policy and procedures.

\
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FISCAL YEAR 2024 AUDITS

Approval is requested for the below listed project areas to be audited in Fiscal Year 2024.
At any time starting any special request/project may warrant adjustments in the schedule.
The list below does not represent any particular order because the sequence of the audits
will depend upon the availability of the Center’s schedules for internal or external staffs.

1) Review of Check/EFT/ACH Signature Levels (120 Hours Scheduled)

2) Bank/Treasury/Investment Controls (120 Hours Scheduled)
3) New Vendor Setups/Vendor Changes/Chase App. (40 Hours
Scheduled)

4) 3 Party Billings and Refunds (150 Hours_Scheduled)

5) Security Services (120 Hours_Scheduled)

6) Accounts Receivable and Fee Collections (150 Hours Scheduled)
7) Bank Reconciliations (80 Hours Scheduled)

Plus:

8) Audit Follow Up/Special Audit Requests — (500 hours Scheduled)
9) Consulting Activities — (80 hours Scheduled)
10) Provide Assistance to External Auditors — (80 hours Scheduled)

Total Direct Audit Hours 1,440 Hours
Indirect Hours (PTO, Training, Scheduling, Administration.) 500 Hours

There are 1,440 audit hours scheduled for Fiscal Year 2024, with emphasis on Financial Services.

As strategic objectives and risk of new business entities increase, Internal Audit will continue to
provide value by co-sourcing arrangements with external auditors and other experts who can
enable Internal Audit to assess threats, prepare and execute audit plans, and acquire innovative
skills through knowledge transfer. We remain a learning organization.

The Fiscal Year 2024 Annual Audit Plan consists of a variety of auditable entities. In practice,
Internal Audit works on two or three audit projects concurrently because the fieldwork on any
one audit project can be lengthy but not productive enough to satisfy the auditor’s requirements.
Sometimes the auditor asks for several meetings with the business process owner (which take
time to schedule), and other auditees may be contacted to gain more of their specialized insight.

The Internal Audit Department audit projects can be charted for general planning purposes to
show our commitment to audits identified by the Enterprise-Wide Risk Assessment Model and
those that were shared with members of the Board of Directors, and the senior staff of THC.
These proposed projects are subject to the Board of Trustees’ review and approval. In addition,
we will expect at least one or more Special Audit Request to be called during the year, and we
will assist the external auditors as they review the agency’s variety of business operations in
preparing the Harris Center’s Comprehensive Annual Financial Report.

Vil
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FY2023 Q3 Audits

Internal Audit Department

Presented by David W. Fojtik, CPA, MBA, CIA, CFE
July 18, 2023




FY2023 3@ Quarter Reports IB i,

Mental Health and IDD

Agenda:

Current projects:

= Review and Approval of FY 2024 Proposed Audit Projects

» Follow-up: New Hire Drug and TB Testing Review — (Human Resources)

= Special Management Request: Agency Vehicle Sales Audit (Facility Services)

Pending projects to be presented at the October 17, 2023 Audit Committee Meeting:
» Directed Payment Program (Financial Services)

» Charity Care Program (Financial Services)

= Travel Reimbursement (Financial Services)

» Pharmacy Operations/Inventory Audit (Pharmacy)

» Other Special Management Requests: Accounting Controls




FY2023 3@ Quarter Reports IB i,

Mental Health and IDD

Review and Approval of FY 2024 Proposed Audit Projects:

Approval is requested for the below listed project areas to be audited in Fiscal Year 2024. At any time starting any special
request/project may warrant adjustments in the schedule. The list below does not represent any particular order because the
sequence of the audits will depend upon the availability of the Center’s schedules for internal or external staffs.

1) Review of Check/EFT/ACH Signature Levels (120 Hours Scheduled)

2) Bank/Treasury/Investment Controls (120 Hours Scheduled)

3) New Vendor Setups/Vendor Changes/Chase App. (40 Hours Scheduled)
4) 3 Party Billings and Refunds (150 Hours Scheduled)

5) Security Services (120 Hours Scheduled)

6) Accounts Receivable and Fee Collections (150 Hours Scheduled)

7) Bank Reconciliations (80 Hours Scheduled)

* Plus:
1) Audit Follow Up/Special Audit Requests — (500 hours Scheduled)

2) Consulting Activities — (80 hours Scheduled)
3) Provide Assistance to External Auditors — (80 hours Scheduled)



HARRIS
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Follow-Up: New Hire Drug and TB Testing Review:

Finding #1 — Internal Audit found one employee hired September 26, 2022 had a background check performed,
but had not completed a pre-employment drug and TB test.

Management Response #1 (Director, Talent Acquisition and Organizational Development): “Thank you for
your patience —in meeting with my team, below are the dispositions. It would appear that we did in fact have
one employee that we cannot locate a drug screen for (Employee #1-SB).”

Management Response Update: “Closing the loop on this; [the named] Employee has completed his drug test
is clear.” Internal Audit Note: The employee hired on September 26, 2022 completed the drug testing procedure
on or about April 20, 2023.



FY2023 3@ Quarter Reports IB i,

Mental Health and IDD

Special Management Request: Agency Vehicle Auction Sale Audit:

Observation #1 — Internal Audit noticed that the Enterprise Leasing procedures include issuing a check for the
sales of one or more vehicles, payable to The Harris Center for Mental Health and IDD. However, the actual
mailing of the check has been directed to the Transportation Specialist by the Harris Center Mail Room.

The Transportation Specialist then forwards the check to Financial Services for posting and processing.
From a control standpoint, however, this check should not be routed to the Transportation Specialist because
she is the initial actor during the disposition process.

Management Response not required.
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Compliance Department
FY23 Q3 Audit Reports

Presented by: Demetria Luckett, Interim Compliance Director
July 2023




Summary of Audits Completed

Reporting Period: March 2023 — May 2023

Six (6) Focus Reviews:

N

AL S

Mental Health (MH): Southeast Community Service Center (SECSC)
Duplicate/Overlap in Services Review

MH: Children Mental Health (CMH) Co-locations: Duplicate/Overlap in Services
Review

Forensics: Texas Correctional Office on Offenders with Medical or Mental
Impairments (TCOOMMI) Jr.: Plan of Care/Case Plan Review

MH Community Unit Probation Services (CUPS): Plan of Care/Progress Note
Review

Intellectual Developmental Disability (IDD) Provider Services: Operational Review

Comprehensive Psychiatric Emergency Program (CPEP) Provider Service:
Operational Review



Summary of Audits Completed

Reporting Period: March 2023 — May 2023

Four (4) Routine Reviews:

1. CPEP: Crisis Intervention Response Team (CIRT)
2. IDD: In-Home Respite

3. MH: Adult Mental Health (AMH) Northwest Community Service Center (NWCSC)
4. MH: AMH Southwest Community Service Center (SWCSC)



Q3 Key Compliance Take-Aways

Focus Review: Southeast Community Service Center and Children Mental Health Co-locations Duplicate Overlap Service Review: In efforts to
continue mitigating the identified risk of not having systems in place to identify duplicate services, Compliance has continued to monitor documentation. Documentation
strengths and areas of improvement were communicated to the Practice Manager and the identified duplicate services were provided for review and resolution.

A request was submitted by Quality Assurance and Revenue management’s leadership to add a solution in Epic to identify services with overlapping times at time of entry,
however; Epic reported this was not possible and recommended that the Haris center have a Reporting team develop a report to be used for after the fact auditing of
documentation.

Action Plan: Compliance will continue to follow-up with the programs to ensure the execution of the Plan of Improvement (POI) within the next one hundred eighty (180)
days concerning documentation findings. Compliance will follow- up with The Electronic Health Record Director on the development of the report to capture overlaps.

Focus Review: Texas Correctional Office on Offenders with Medical or Mental Impairments (TCOOMMI) Jr. Plan of Care/Case Plan Focus Review:

Results are pending outcome of Review

Focus Review: Community Unit Probation Services Plan of Care/Progress Notes Focus Review: During the review, Compliance observed multiple notes
were not completed within 24 to 48 hours. As a result, forty-eight (48) progress notes reviewed were not completed within 24 to 48 hours due to the needing a co-signer.

Compliance discovered during the review service delivery documentation erroneously appeared to need a co-Signer to finalize notes to the presence of a radio button in
Epic that must be unchecked when a co-signer is not needed. The Electronic Health Record Director was not able to provide a timeline for resolution; however has an
optimization request with Harris Health to have the cosigner checkbox default to unchecked instead of checked.

Action Plan: Compliance recommended CUPS complete a Plan of Improvement (POI) to address the issues identified during the review. Compliance will follow up with
the program to ensure the fulfillment of its Plan of Improvement (POI) obligations.

Focus Review: Intellectual and Developmental Disabilities Provider and Comprehensive Psychiatric Emergency Program Provider
Operational Review: Minor Identified deficiencies were corrected within 24hrs.

Action Plan: Compliance will review the facilities annually to ensure they comply with state and federal regulations.



Q3 Key Compliance Take-Aways

Routine Review: Crisis Intervention Response Team (CIRT): Overall, no deficiencies were discovered during the review; however, Compliance was made
aware of a crisis mental health emergency call, where the individual was told by HCSO or HPD dispatcher that no one was available to respond to the call due to not
having enough available staff. In further review, the CIRT program has seventeen (17) staff who provide crisis community-based services, and at any given time, The
Program Director communicated there may be one (1) to four (4) Harris Center staff members working to assist Harris County Sheriff's Office (HCSO) and Houston
Police Department (HPD) to address emergency crisis mental health calls during each work shift.

Action Plan: This information has been brought to the attention of the Harris Center’s COO and the Division’s VP who are in communication with HPD and HCSO to
address the staffing issues.

Routine Review: ID Network Management In-home Respite Routine Review: Overall there were no deficiencies found with the contracted services. The
Contractor provided evidence to support contractual obligations. However, Compliance noted the ID Network Management did not provide evidence of monitoring
the Contracted Service provider’s performance. The Program has began corrective actions to ensure monitoring takes place quarterly.

Action Plan: Compliance will follow up with the program in one hundred and eighty (180) days to ensure the ID Network Management has executed it’s plans to
track and monitor the contractor’s performance.

Routine Review: Northwest Community Service Center (NWCSC) and Southwest Community Service Center (SWCSC): During the review it was

noted encounters coded as Routine Case Management did meet TAC case management documentation standards; however did not align with Operational guidelines.

Action Plan: Compliance will follow up with the program to ensure the fulfillment of its Plan of Improvement obligations and reassess the Program’s Operational
Guidelines within the next one hundred and eighty (180) days



External Reviews

The following is a list of the external reviews (i.e., Governing Bodies, Managed Care
Organizations MCO, etc.)

1.

Texas Health And Human Services Commission: Substance Use Disorder Compliance
Group Routine Inspection Facility License 4554: Site 4708 03/07/2023

Texas Health And Human Services Commission: Substance Use Disorder Compliance
Group Routine Inspection Facility License 4554: Site 4555 03/09/2023

Health and Human Services Commission (HHSC) QM Annual Yes Waiver 03/23/2023
HHSC BHS Quality Management Desk Review 4/13/2023

U.S. Department of Housing and Urban Development (HUD): Community-wide COVID
Housing Program (CCHP)- The Harris Center Dennis St. (Covid -19), Project No. 2020-
0048 4/24/2023

Harris County American Rescue Plan: Final Report Monitoring Summary and Quality
Improvement Plan 04/25/2023

Be Well Texas Quality Monitoring 5/ 2023



Thank you.






II.

II1.

Iv.

The Harris Center for Mental Health and IDD:
The Compliance Department
Executive Summary Cover Sheet for the
Duplicate/Overlap Service Review:
Southeast Community Service Center (SECSC)
Mental Health (MH) Division
Review Dates: March 7- 19, 2023

Audit Type:
Duplicate/Overlap Service Focus Review

Purpose:

The purpose of this review was to assess the SECSC program for overlapping service
documentation. Additionally, progress notes were reviewed to determine if they met the
compliance requirements of the Texas Administrative Code (TAC) §301.361 Documentation of
Service Provision, §301.353 Provider Responsibilities for Treatment Planning and Service
Authorization, §306.263 MH Case Management Services Standards, and Agency Policy and
Procedure ACC3B Plan of Care.

Audit Method:

Compliance ran the AFF HC Encounter Data OP Services Details Report in the Electronic Health
Record (EHR) system to identify any instances of overlaps in services or duplicate services by the
SECSC staff during the 3rd Qtr. of FY 2023 (March 7- 19, 2023). Detailed data for the services
reviewed are presented in the findings section below.

Audit Findings and History:

Compliance discovered two hundred and eighty-three (283) clear overlaps of time for services.
There were also subsequent issues found with the progress notes. Forty-three (43) Plans of Care
(POC) were not written to authorize routine care services, three (3) POCs were not developed
within ten (10) business days after delivery of services, two (2) POCs were not signed by
credentialed staff members, six (6) progress notes were missing the location where the service
was provided, modality of service provision (i.e., individual or group) and the method of service
provision, twenty (20) progress notes were not completed within two (2) business days after
contact occurred, and two (2) progress notes did not identify the steps necessary to accomplish
the goals required to meet the individual's identified needs by using a referral.

There are no previous reviews for duplicate/ overlap services.

Recommendations:

The SECSC program should review the findings and collaborate with the business office to
clarify the correct service dates and times for the reported services, and complete documentation
in accordance with TAC, Agency Policy and Procedures, and programmatic guidelines. The
SECSC program should continue to monitor services to ensure duplicate/overlap services are
prevented. The SECSC program is not required to submit a plan of improvement (POI). A
management response signed by the Vice President of the MH Division and Program
Director/Manager acknowledging receipt of this report must be returned to Compliance within
seven (7) business days, by close of business.
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The Harris Center for Mental Health MH and IDD (The Harris Center):
Compliance Department (Compliance) Audit Committee Report

Report Description: The aim of this report is to inform the Audit Committee of the reviews/audits
conducted by, or in association with, Compliance for the review period: March 1, 2023, through
May 31, 2023.

Presenter: Demetria Luckett, Interim Compliance Director

Explanation of Reviews:

The following types of reviews were conducted by Compliance during the 3rd Quarter (Qtr.) of Fiscal
Year (FY) 2023:

Focus Review — A review concentrating on specific areas such as billing and procedural coding,
individual information, confidentiality, service activities, etc. A focus review may be initiated by sources
other than Compliance including, but not limited to, directors, program managers, and administrative or
direct care staff.

Six (6) Focus Reviews were conducted during the reporting period to ensure regulatory compliance in
the following areas: Overlap of Time for Server Reviews, Plan of Care/Case Plan, Plan of Care Progress
Note Review, and Operational Reviews.

Two (2) Overlap of Time for Server Reviews were conducted in accordance with The
Compliance Department’s Audit Schedule.

e Mental Health (MH) Southeast Community Service Center (SECSC)
e MH Co-Locations Children Mental Health (CMH)

One (1) Plan of Care/Case Plan Review was conducted in accordance with The Compliance
Department’s Audit Schedule.
e Forensics: Texas Correctional Office on Offenders with Medical or Mental
Impairments (TCOOMMI) Jr. Plan of Care/Case Plan

One (1) Plan of Care/Progress Note Review was conducted in accordance with The
Compliance Department’s Audit Schedule.
e MH Community Unit Probation Services (CUPS) Plan of Care/Progress Note
Review

Two (2) Operational Reviews were conducted in accordance with The Compliance Department’s
Audit Schedule.

e Intellectual Developmental Disability (IDD) Provider Services
e Comprehensive Psychiatric Emergency Program (CPEP) Provider Services

1|Page
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Routine Review — includes the following protocols (1) Requisites/Patient Services, (2) Services
Compliance, (3) Progress Note Review, and others as assigned. Records are selected randomly; the size
of the programs and the frequency of entries are contributing factors to the number of records reviewed.

Four (4) Routine Reviews were conducted to ensure the programs are compliant with Texas

Administrative Codes, Agency Policy and Procedure, and programmatic guidelines.

CPEP: Crisis Intervention Respnse Team (CIRT) Routine Review

IDD: In-Home Respite Routine Review

MH: Adult Mental Health (AMH) Northwest Community Service Center
(NWCSC) Routine Review

MH: AMH Southwest Community Service Center (SWCSC) Routine Review

Other Compliance Activities:

Training/Meeting:

March 10, 2023: Compliance Staff Meeting

April 11, 2023: Enterprise Risk Management (ERM) Meeting.

April 20, 2023: Compliance Department Forensic Leadership Team Huddle Meeting

May 3, 2023: Compliance Department IDD Leadership Team Huddle Meeting

Other Responsibilities:

Epic Deficiency Tracking (Ongoing)

Maintenance of The Harris Center’s policy and procedure process and platform

(Ongoing)

Weekly Tracking for Audits, Deficiency Tracking, and RL Safe Care (Ongoing)
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Q3 Audit Report Summary:

The chart below identifies the reviews conducted by Compliance for Q3 of FY 2023:

Page 28 of 176

Review Type Begir}1{16)‘i1itee“(])fthe Program Reviewed
Focus Review: Overlap in Time for a Server 3/7/2023 SECSC
Routine Review 3/9/2023 CIRT
Routine Review 3/15/2023 IDD Network Mgmt.
Focus Review 3/21/2023 TCOOMMIJr
Focus Review: Overlap in Time for a Server 4/5/2023 CMH Co-locations
Focus Review 4/11/2023 CUPS
Routine Review 4/17/2023 NWCSC
Focus Review: Operational Review 4/28/2023 IDD Provider Services
Routine Review 5/11/2023 SWCSC
Focus Review: Operational Review 5/17/2023 CPEP
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Key Takeaways

1. Focus Review: Southeast Community Service Center and Children Mental Health Co-locations
Duplicate Overlap Service Review: In efforts to continue mitigating the identified risk of not
having systems in place to identify duplicate services, Compliance has continued to monitor
documentation. Documentation strengths and areas of improvement were communicated to the
Practice Manager and the identified duplicate services were provided for review and resolution.

Compliance discovered, a request was submitted by Quality Assurance and Revenue management’s
leadership to add a solution in Epic to identify services with overlapping times at time of entry,
however; Epic reported this was not possible and recommended that the Harris Center have a
reporting team develop a report to be used for “after the fact” auditing of documentation.

Action Plan: Compliance will continue to follow-up with the programs to ensure the execution of
the Plan of Improvement (POI) within the next one hundred eighty (180) days concerning
documentation findings. Compliance will follow- up with The Electronic Health Record Director
on the development of the report to capture overlaps.

2. Focus Review: Texas Correctional Office on Offenders with Medical or Mental Impairments
(TCOOMMI) Jr. Plan of Care/Case Plan Focus Review: Results are pending outcome of Review.

3. Focus Review: Community Unit Probation Services Plan of Care/Progress Notes Focus Review:
During the review, Compliance observed multiple notes were not completed within 24 to 48 hours.
As a result, forty-eight (48) progress notes reviewed were not completed within 24 to 48 hours due
to the needing a co-signer. Compliance discovered during the review service delivery
documentation erroneously appeared to need a co-Signer to finalize notes to the presence of a radio
button in Epic that must be unchecked when a co-signer is not needed. The Electronic Health
Record Director was not able to provide a timeline for resolution; however has an optimization
request with Harris Health to have the cosigner checkbox default to unchecked instead of checked.

Action Plan: Compliance recommended CUPS complete a Plan of Improvement (POI) to address
the issues identified during the review. Compliance will follow up with the program to ensure the
fulfillment of its Plan of Improvement (POI) obligations..

4. Focus Review: Intellectual and Developmental Disabilities Provider and Comprehensive
Psychiatric Emergency Program Provider Operational Review: Identified deficiencies were
corrected within 24hrs.

Action Plan: Compliance will review the facilities annually to ensure they comply with state
and federal regulations.

5. Routine Review: Crisis Intervention Response Team (CIRT): Overall, no deficiencies were
discovered during the review; however, Compliance was made aware of a crisis mental health
emergency call from The Harris Center, where the individual was told by HCSO or HPD
dispatcher that no one was available to respond to the call due to not having enough available
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staff. In further review, the CIRT program has seventeen (17) staff who provide crisis
community-based services, and at any given time, The Program Director communicated there
may be one (1) to four (4) Harris Center staff members working to assist Harris County Sheriff's
Office (HCSO) and Houston Police Department (HPD) to address emergency crisis mental health
calls during each work shift.

Action Plan: This information has been brought to the attention of the Harris Center’s COO and
the Division’s VP who are in communication with HPD and HCSO to address the staffing issues.

Routine Review: ID Network Management In-home Respite Routine Review: Overall there were
no deficiencies found with the Contracted Service Provider. The Contractor provided evidence to
support contractual obligations. However, Compliance noted the ID Network Management did
not provide evidence of monitoring the Contracted Service Provider’s performance. The Program
has begun corrective actions to ensure monitoring takes place quarterly.

Action Plan: Compliance will follow up with the program in one hundred and eighty (180) days
to ensure the ID Network Management has executed it’s plans to track and monitor the
contractor’s Performance.

Routine Review: Northwest Community Service Center (NWCSC) and Southwest
Community Service Center (SWCSC): During the review it was noted encounters coded as
Routine Case Management did meet TAC case management documentation standards;
however, did not align with Operational guidelines. The programmatic guidelines were more
rigorous than TAC. The Adult Mental Health Director is in the process of updating its
guidelines to adhere to TAC requirements.

Action Plan: Compliance will follow up with the program to ensure the fulfillment of its POI
obligations and TAC requirements within the next one hundred and eighty (180) days.

The following is a list of the external reviews (i.e., Governing Bodies, Managed Care
Organizations (MCO), etc.) completed during the review period with involvement or oversight
from Compliance:

1.

Texas Health And Human Services Commission: Substance Use Disorder Compliance Group
Routine Inspection Facility License 4554: Site 4708 03/07/2023

Texas Health And Human Services Commission: Substance Use Disorder Compliance Group
Routine Inspection Facility License 4554: Site 4555 03/09/2023

Health and Human Services Commission (HHSC) QM Annual Yes Waiver 03/23/2023
HHSC BHS Quality Management Desk Review 4/13/2023

U.S. Department of Housing and Urban Development (HUD): Community-wide COVID
Housing Program (CCHP)- The Harris Center Dennis St. (Covid -19), Project No. 2020-
0048 4/24/2023
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6. Harris County American Rescue Plan: Final Report Monitoring Summary and Quality
Improvement Plan 04/25/2023.
7. Be Well Texas Quality Monitoring 5/ 2023
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Compliance Department (Compliance) Review Report:
3rd Quarter (Qtr.) of Fiscal Year (FY) 2023
Mental Health (MH) Division
Southeast Community Service Center (SECSC)

Duplicate/Overlap Services Focus Review
Compliance Auditor(s): Christopher Webb and Coneka Caleb

Compliance Review: March 7- 19, 2023
Purpose

The purpose of this review was to assess the SECSC program for overlapping service
documentation. Additionally, progress notes were reviewed to determine if they met the
compliance requirements of the Texas Administrative Code (TAC) §301.361 Documentation of
Service Provision, §301.353 Provider Responsibilities for Treatment Planning and Service
Authorization, §306.263 MH Case Management Services Standards, and Agency Policy and
Procedure ACC3B Plan of Care.

Method

Compliance ran the AFF HC Encounter Data OP Services Details Report in the Electronic Health
Record (EHR) system to identify any instances of overlaps in services or duplicate services by the
SECSC staff during the 3rd Qtr. of FY 2023 (March 7- 19, 2023). Detailed data for the services

reviewed are presented in the findings section below.

Findings

Compliance discovered two hundred and eighty-three (283) clear overlaps of time for services.
There were also subsequent issues found with the progress notes in the following areas:

o Forty-three (43) Plans of Care (POC) were not written to authorize routine care
services. §301.353 (e) and ACC3B, Review of Plan of Care

o Three (3) POCs were not developed within ten (10) business days after delivery of
services. §301.353 (e) and ACC3B, Review of Plan of Care

o Two (2) POCs were not signed by credentialed staff members. §301.353 (e)(1)

o Six (6) progress notes were missing the location where the service was provided,
modality of service provision (i.e., individual or group) and the method of service
provision. §301.361 (a) (5, 7-8)

o Twenty (20) progress notes were not completed within two (2) business days after
contact occurred. §301.361 (b)

o Two (2) progress notes did not identify the steps necessary to accomplish the goals
required to meet the individual's identified needs by using a referral. §306.263 (b)(7)

1 | MH Division: SECSC Duplicate/Overlaps Focus Review 3rd Qtr. FY 2023
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Observations

In preparing for the review, Compliance discovered that there is no current system in place to run
a report to prevent and identify overlapping services in the Epic system.

Histog

There are no previous reviews for duplicate/overlap services.

Recommendations

The SECSC program should review the findings and collaborate with the business office to clarify
the correct service dates and times for the reported services, and complete documentation in
accordance with TAC, Agency Policy and Procedures, and programmatic guidelines. The SECSC
program should continue to monitor services to ensure duplicate/overlap services are prevented.
The SECSC program is not required to submit a plan of improvement (POI). A management
response signed by the Vice President of the MH Division and Program Director/Manager
acknowledging receipt of this report must be returned to Compliance within seven (7) business
days, by close of business May 2, 2023.

Management Response:

Freq. %
Medical
Providers 141 50%
Clinical Staff 103 36%
Nursing 37 13%
281 99%

1. Findings by job duty indicate that 50% of the overlaps were by Medical Providers.

2. The overlap trend for Medical Providers was to stop services with one person, then start
with another person at the same time (i.e., stop at 9am and the start at 9am) which is a
different trend than previous audits with the overlapping of multiple minutes into another
service. Systematic findings suggest a possible change in directive by Medical
Leadership versus human error.

3. Findings indicate that staff with double digit overlaps represent 52% of the overlaps and
done by only 6 staff (i.e., 5 Medical Providers, 1 Clinical Staff, and 1 Nursing staff).

4. PM will follow-up with Medical Leadership about possible changes in directives related
to service documentation. :

5. PM will request all staff listed in this audit to address both overlaps and additional
findings.

2 | MH Division: SECSC Duplicate/Overlaps Focus Review 3rd Qtr. FY 2023
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The Harris Center for Mental Health and IDD:
The Compliance Department
Executive Summary Cover Sheet for the
Duplicate/Overlap Service Review:
Colocations Children Mental Health (CMH)

Mental Health (MH) Division
Review Dates: April 5- 14, 2023

Audit Type:
Duplicate/Overlap Service Focus Review

Purpose:

The purpose of this review was to assess the Colocations Children Mental Health (CMH) programs for
overlapping service documentation. In addition to this review, progress notes were reviewed to determine if
they met the compliance requirements of the Texas Administrative Code (TAC) §301.361 Documentation
of Service Provision, §301.353 Provider Responsibilities for Treatment Planning and Service
Authorization, and Agency Policy and Procedure ACC3B Plan of Care.

Audit Method:

Compliance ran the AFF HC Encounter Data OP Services Details Report in the Electronic Health Record
(EHR) system to identify any instances of overlaps in services or duplicate services by the Colocations
CMH programs during the 3rd Qtr. of FY 2023 (April 5- 14, 2023). Detailed data for the services reviewed
are presented in the findings section below.

Audit Findings and History:

Of the records reviewed for Alief, Airline, Magnolia, Pasadena, and Spring Branch Colocations CMH
programs there were three hundred fifty-three (353) clear overlaps of time for services. There were also
subsequent issues found with the progress notes. For Airline Colocation CMH, twenty-seven (27) progress
notes were not completed within two (2) business days after contact occurred, four (4) progress notes
identified the wrong name, three (3) progress notes did not identify the treatment plan objective, one (1)
progress note did not identify the progress or lack of progress in achieving treatment plan goals, one (1)
progress note documented the incorrect procedure code, and two (2) Plans of Care (POCs) were not
developed within ten (10) business days. For Magnolia CMH, seven (7) progress notes were not completed
within two (2) business days after contact occurred. For Pasadena CMH, three (3) progress notes did not
identify the treatment plan objective, one (1) progress note was not completed within two (2) business days
after contact occurred, one (1) progress note documented the incorrect location where the service was
provided, and one (1) POC was not written to authorize routine care services. For Spring Branch CMH, six
(6) progress notes documented different locations where the service was provided, one (1) progress note
documented the incorrect procedure code, nine (9) progress notes were not completed within two (2)
business days after contact occurred, and four (4) POCs were not completed and signed within ten (10)
business days.

There are no previous reviews for duplicate/ overlap services.

Recommendations:

The Colocations Children Mental Health CMH programs should review the findings and collaborate with
the business office to clarify the correct service dates and times for the reported services, and complete
documentation in accordance with TAC, Agency Policy and Procedures, and programmatic guidelines. The
CMH programs should continue to monitor services to ensure duplicate/overlap services are prevented. The
CMH programs are not required to submit a plan of improvement (POI). A management response signed by
the Vice President of the MH Division and Program Director/Manager acknowledging receipt of this
report, must be returned to Compliance within seven (7) business days, by close of business.
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Compliance Department (Compliance) Review Report:
3rd Quarter (Qtr.) of Fiscal Year (FY) 2023
Mental Health (MH) Division
Colocations Children Mental Health (CMH)
Duplicate/Overlap Services Focus Review

Compliance Auditor(s): Coneka Caleb
Compliance Review: April 5th - 14th, 2023
Purpose

The purpose of this review was to assess the Colocation Children Mental Health (CMH) programs for
overlapping service documentation. Progress notes were also reviewed to determine adherence to the
Texas Administrative Code (TAC) §301.361 Documentation of Service Provision, §301.353 Provider
Responsibilities for Treatment Planning and Service Authorization. and Agency Policy and Procedure
ACC3B Plan of Care.

Method

Compliance ran the AFF HC Encounter Data OP Services Details Report in the Electronic Health Record
(EHR) system to identify instances of overlaps in services or duplicate services by the Colocations CMH
programs during the 3rd Qtr. of FY 2023 (April 5- 14, 2023). Detailed data for the services reviewed are
presented in the findings section below.

Findings
The following programs for the CMH Colocations: Alief, Airline, Magnolia, Pasadena, and Spring
Branch identified three hundred fifty-three (353) clear overlaps of time for services. There were also
subsequent issues found with the progress notes in the following area:

Airline:

e Twenty-seven (27) progress notes were not completed within two (2) business days after contact
occurred. $§301.361 (b)

e Four (4) progress notes identified the wrong clients” name. §301.361 (a)(1)

e Three (3) progress notes did not identify the treatment plan objective. §301.361 (a)(11)

e One (1) progress note did not identify the progress or lack of progress in achieving treatment plan
goals. §301.361 (a)(12)

e One (1) progress note documented the incorrect procedure code.

e Two (2) Plans of Care (POCs) were not developed within ten (10) business days. §3071.333 (e);
ACC3B Plan of Care

Magnolia:
o Seven (7) progress notes were not completed within two (2) business days after contact occurred.
§301.361 (b)

1 | MH Division: Colocations Children Mental Health CMH Duplicate/Overlaps Focus Review 3rd Qtr. FY 2023
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Pasadena:
* Three (3) progress notes did not identify the treatment plan objective. §301.361 (a)(11)

®  One (1) progress note was not completed within two (2) business days after contact occurred.
§301.361 (b)

®  One (1) progress note documented the incorrect location where the service was provided.
§301.361(a)(3)

®  One (1) POC was not written to authorize routine care services. §301.353 (e); ACC3B Plan of
Care ' ‘ l

Spring Branch:
®  Six (6) progress notes documented that services were provided in the community but coded the
location as the individual’s home. 301.361(a)(5)
®  One (1) progress note documented the incorrect procedure code.
e Nine (9) progress notes were not completed within two (2) business days after contact occurred.

§301.361 (b)
e  Two (2) POCs were not completed and signed within ten (10) business days. §307.353 (e
ACC3B Plan of Care

Observations

In preparing for the review. C ompliance discovered that there is no current system in place to run a report
to prevent and identify overlapping services in the EPIC system.

History
There are no previous reviews for duplicate/ overlap services,

Recommendations

The Colocation programs should review the findings and collaborate with the business office to clarify the
correct service dates and times for the reported services. and complete documentation in accordance with
TAC. Agency Policy and Procedures. and programmatic guidelines. The Colocation programs should
continue to monitor services to ensure duplicate/overlap services are prevented. The Colocation programs
are not required to submit a plan of improvement (POI). A management response signed by the Vice
President of the MH Division and Program Director/Manager acknowledging receipt of this report, must
be returned to Compliance within seven (7) business days, by close of business May 11, 2023.

Management Response:

Colocation PM has reviewed findings with staff and has met with All staff including physicians and has
discussed with staff the importance of not overlapping services, importance of timeliness of data entry
and accuracy in documenting all services including using appropriate modifiers to indicate location and
place of service. PM and LPHA compliance monitor will continue to audit chart month ly and to meet
with any staff who continue with improper documentation with notes and recovery plans.

i i . FY 2023
2 | MH Division Colocations Children Mental Health CMH Duplicate/Overlaps Focus Review 3rd Qtr
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The Harris Center for Mental Health and IDD:
Compliance Department (Compliance)
Executive Summary Cover Sheet for the
Plans of Care/Progress Note Focus Review
Mental Health (MH) Division Child and Adolescent Services (CAS)
Community Unit Probation Services (CUPS)
Review Date: April 1112023- May 12%, 2023

Audit Type:

Focus Review

Purpose:

The purpose of this review is to ensure the program is in compliance with completing Plans of Care
(POCs) and Progress Notes in accordance with Texas Administrative Code’s (TAC) Provider
Responsibility for Treatment Planning and Service Authorization 301.353, General Principles
415.5(e), agency policy and procedures ACC3A and ACC3B, and Health and Human Services (HHS)
Information Item C VIL.B.

Audit Method:

Active records were submitted from the CUPS Management staff for persons served during the 2™
Qtr. of FY (Fiscal Year) 2023 (December 1, 2022 — February 28th, 2023). Compliance conducted a
desk review, sampling fourteen (14) service entries using the MH Plan of Care/Progress Note Review
Tool. Detailed data from this review is presented in the findings section below.

Audit Findings:

Assessments were routinely completed. the program consistently created POCs in collaboration with
the individual and/or Legally Authorized Representative (LAR; if applicable) )(C), goals and
objectives for the POCs address the person-served needs, preferences, experiences, co-occurring
substance use, or physical health disorder; or reflect the individual's self-direction, autonomy, and
desired outcomes., the provider regularly determined if the plan adequately addressed the needs of the
individual. the provider routinely documents progress on all goals and objectives, recommendations
for continuing services, changes from current services, or discharges from services, the prescribing
professionals routinely assess and document current historical psychiatric and medical information
before initiating psychoactive medication to persons served. Areas of Improvement were identified
as; the POCs were not consistently signed within ten (10) business days after the date of receipt of
notification from the department or its designee that the person served is eligible and has been
authorized for routine care services, the provider did not review the Recovery Plan prior to
authorizing continued services, the Progress note was not made within two business days after each
contact occurred, eligibility was not documented with applicable guidelines (i.e., the individual was
not eligible for the service), and eligibility was not documented with applicable guidelines (i.e., initial
POCs not authorized for services).

Recommendations:

The CUPS program should review the findings and continue to assess its processes with TAC rules,
Agency Policy and Procedures, and HHS Information Item C. The program is required to submit a
Plan of Improvement (POI) addressing the areas identified. A management response, POI, and
signatures from the Vice President of the MH Division and Program Director/Manager of the CUPS
department are required. The signed report with management response and POI should be returned to
Compliance within seven (7) business days by the close of business.
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Compliance Department (Compliance) Review Report
3rd Quarter (Qtr.) of Fiscal Year (FY) 2023
Mental Health (MH) Division Child and Adolescent Services (CAS)
Conimunity Unit Probation Services (CUPS)
Plans of Care/Progress Note Focus Review

Compliance Auditor(s): Carla Reynolds
Review Dates: April 11, 2023- May 12", 2023
Purpose

The purpose of this review is to ensure the program is in compliance with completing Plans of Care
(POCs) and Progress Notes in accordance with Texas Administrative Code’s (TAC) Provider
Responsibility for Treatment Planning and Service Authorization 301.353, General Principles 415.5(e),
agency policy and procedures ACC3A and ACC3B, and Health and Human Services (HHS) Information

[tem C VIL.B.

Method

Active records were submitted from the CUPS Management staff for persons served during the 27 Qtr. of
FY 2023 (December 1, 2022 — February 28th, 2023). Compliance conducted a desk review, sampling
fourteen (14) service entries using the MH Plan of Care/Progress Note Review Tool. Detailed data from
this review is presented in the findings section below.

Findings

The strengths and areas of improvement are identified as follows:

Strengths:

o Assessments were routinely completed. formation frem C VILB.2

o The program consistently created POCs in collaboration with the individual and/or Legally
Authorized Representative (LAR; if applicable) TAC §301.353(d)(1)(C)

o Goals and objectives for the POCs address the person-served needs, preferences, experiences, co-
occurring substance use, or physical health disorder; or reflect the individual's self-direction,
autonomy, and desired outcomes. TAC §301.333 (e)(2) (A-E)

o The provider regularly determined if the plan adequately addressed the needs of the individual.
TAC §301.353(H(1)(C)

o The provider routinely documents progress on all goals and objectives, recommendations for
continuing services, changes from current services, or discharges from services. 7AC
§301.353(0(1)(D)

o The prescribing professionals routinely assess and document current historical psychiatric and
medical information before initiating psychoactive medication to persons served. TAC §415.5(e)

11 CAS MH Division: CUPS-Routine Review 3rd Qir. FY 2023
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Areas of Improvement:

0 The POCs were not consistently signed within ten (10) business days after the date of receipt of
notification from the department or its designee that the person served is eligible and has been
authorized for routine care services. TAC §301.353(e)(1) (4, B, D)

o The provider did not review the Recovery Plan prior to authorizing continued services. TAC
$301.353(0(1)(4)

o The Progress note was not made within two business days after each contact occurred 74C
$301.361(b)

o Eligibility was not documented with applicable guidelines (i.e., the individual was not eligible for
the service). TAC §301.353

o Eligibility was not documented with applicable guidelines (i.c., initial POCs not authorized for
services). TAC §301.333

History

No audits of this type have been previously conducted.

Observations

Upon reviewing the CUPS program, Compliance was made aware that by staying in the practice of client-
driven services, our clients were able to receive CUPS services at the clinic of their choice. This resulted
in multiple individuals in EPIC under different units identified by their clinic of choice.

Recommendations

The CUPS program should review the findings and continue to assess its processes with TAC rules,
Agency Policy and Procedures, and HHS Information Item C. The program is required to submit a Plan
of Improvement (POI) addressing the areas identified. A management response. POI, and signatures from
the Vice President of the MH Division and Program Director/Manager of the CUPS department are
required. The signed report with management response and POl should be returned to Compliance within
seven (7) business days by the close of business on May 23, 2023.

Management Response:

A process has been implemented that consists of weekly
tracking. monitoring and follow-up on all POC’s across all teams.
Findings have been reviewed with all CTL’s to ensure and understanding
of the requirement. An update is provided to the PM weekly as it pertains
to POC’s. Ongoing tracking and monitoring will continue.

211 CAS MH Division: CUPS-Routine Review 3rd Qtr. FY 2023
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The Harris Center for Mental Health and IDD:
The Compliance Department
Executive Summary Cover Sheet for the
Provider Operational Review
Intellectual and Developmental Disabilities (IDD) Division
Intellectual Disabilities (ID) Provider Facilities
Review Date: April 28, 2023-May 12, 2023

Audit Type:
Operational Review

Purpose:

This review assessed The Harris Center for Mental Health and IDD (The Harris Center) facilities to ensure the agency meets
regulatory facility operational guidelines, city ordinances, and State and Federal labor laws and promote the best practice in
the workplace.

Audit Method:

The Compliance Department (Compliance) conducted the annual onsite Operational Review of the Intellectual and
Developmental Disabilities (IDD) Division Provider facilities in the 3rd quarter (Qtr.) of Fiscal Year (FY) 2023. One (1)
operational review was conducted to cover eight (8) IDD Provider facilities located at Hillcroft Empowerment Center,
Donsky House, Westbury House, Pasadena Cottages A and B, Pasadena Enrichment Center, Humble Service Center, and
Apple White. Each facility reviewed was provided an entrance email, a copy of the operational review tool, and notified of
the date and time of the review and the name and contact information of the compliance auditor conducting the review. The
facilities were provided seven (7) days from the review date to resolve any deficiencies. The operational areas reviewed
were Accessibility, Appearance, Safety and Infectious Waste, Patient/Consumer/Consumer Service, Confidentiality, and
Required Postings and Documentation. Detailed information for the Operational Reviews was presented to the unit
managers post-review and posted in the appropriate program subfolders of the Compliance Shared Folder (SharePoint).

Audit Findings/History:

All (8) facilities met all the criteria within seven (7) days of the review. During the review, Compliance observed that the
Rights Handbook given to the consumers needed to be updated. Operational reviews were conducted in the 2 Qtr. FY2019
by the Compliance Department.

Recommendations:

The program managers or designees should be informed of their specific facility’s operational requirements and continue to
comply with all regulatory guidelines. The Vice President of the IDD Division is required to sign this report and
return it to the Compliance Department within, acknowledging receipt and review of the information presented
in this report.
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Compliance Department (Compliance) Operational Review Report:
3rd Quarter (Qtr.) of Fiscal Year (FY) 2023
Intellectual and Developmental Disabilities (IDD)
Provider Operational Review

Compliance Auditor(s): Emmanuel Golakai, Coneka Caleb, and Chris Beard

Review Date: April 28, 2023, to May 12, 2023

Purpose

This review assessed The Harris Center for Mental Health and IDD (The Harris Center) facilities
to ensure the agency meets regulatory facility operational guidelines, city ordinances, and State
and Federal labor laws and promote the best practice in the workplace.

Method

The Compliance Department (Compliance) conducted the annual onsite Operational Review of
the Intellectual and Developmental Disabilities (IDD) Division Provider facilities in the 3rd
quarter (Qtr.) of Fiscal Year (FY) 2023. One (1) operational review was conducted to cover eight
(8) IDD Provider facilities located at Hillcroft Empowerment Center, Donsky House, Westbury
House, Pasadena Cottages A and B, Pasadena Enrichment Center, Humble Service Center, and
Apple White. Each facility reviewed was provided an entrance email, a copy of the operational
review tool, and notified of the date and time of the review and the name and contact information
of the compliance auditor conducting the review. The facilities were provided seven (7) days
from the review date to resolve any deficiencies. The operational areas reviewed are identified
below:

e Accessibility

e Appearance

e Safety and Infectious Waste

e Patient/Consumer/Consumer Service
e Confidentiality

e Required Postings and Documentation

Detailed information for the Operational Reviews was presented to the unit managers post-
review and posted in the appropriate program subfolders of the Compliance Shared Folder
(SharePoint).

1 | 1DD Division: Provider Operational Review 3% Qr. FY 2023
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Findings
All (8) facilities met all the criteria within seven (7) days of the review.

Observations

During the review, Compliance observed that the Rights Handbook given to the consumers
needed to be updated.

History

Operational reviews were conducted in the 2™ Qtr. FY2019 by the Compliance Department.

Recommendations

The program managers or designees should be informed of their specific facility’s operational
requirements and continue to comply with all regulatory guidelines. The Vice President of the
IDD Division is required to sign this report and return it to the Compliance Department by June
20, 2023, acknowledging receipt and review of the information presented in this report.

Management Response:
[Insert Response Here]

2 | 1DD Division: Provider Operational Review 3 Qtr. FY 2023
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The Harris Center for Mental Health and IDD:
The Compliance Department
Executive Summary Cover Sheet for the
Provider Operational Review
Comprehensive Psychiatric Emergency Program (CPEP) Division
CPEP Provider Facilities
Review Date: May 17, 2023-May 31, 2023

Audit Type:
Operational Review

Purpose:

This review assessed The Harris Center for Mental Health and IDD (The Harris Center) facilities to ensure the agency meets
regulatory facility operational guidelines, city ordinances, and State and Federal labor laws and promote the best practice in
the workplace. Compliance conducted the annual onsite Operational Review of the Comprehensive Psychiatric Emergency
Program (CPEP) Division Provider facilities in the 3rd quarter (Qtr.) of Fiscal Year (FY) 2023

Audit Method:

The operational reviews were conducted to cover nineteen (19) CPEP Provider facilities: Hospital to Home/Expansion, Step
Down State Hospital Transition, Outpatient Competency Restoration (OCR), Jail Re-entry, Substance Use Recovery, Jail
Diversion, Crisis Stabilization Unit (CSU), Psychiatric Emergency Services (PES), Behavioral Health Response Team
(BHRT), Mobile Crisis Outreach Team (MCOT) Rapid Response, Mobile Crisis Outreach Team (MCOT), 811 Property at
Kipp Way, Enrichment Center Villas at Eastwood, 811 Property at Acre Home, Projects for Assistance in Transition from
Homelessness (PATH), Substance Use Disorder Outreach Program (SUDOP), Crisis Residential Unit (CRU)-Southmore,
Crisis Residential Unit (CRU)-Caroline, and P.E.E.R.S. (person-centered, engaging, empowering, recovery-oriented
support) for Hope House. Each facility reviewed was provided an entrance email, a copy of the operational review tool, and
notified of the date and time of the review and the compliance auditor's name and contact information. The facilities were

provided seven (7) days from the review date to resolve any deficiencies. The operational areas reviewed were
Accessibility, Appearance, Safety and Infectious Waste, Patient/Consumer/Consumer Service, Confidentiality, and Required
Postings and Documentation. Detailed information for the Operational Reviews was presented to the unit managers post-
review and posted in the appropriate program subfolders of the Compliance Shared Folder (SharePoint).

Audit Findings/History:
Eighteen (18) facilities met all the criteria. One facility, P.E.E.R.S for Hope House, did not meet all the requirements (see
below):

e  There was no evidence of maintenance performed on vehicles for FY 2023. 25 TAC 448§448.510(b)(2); EM24B

e  The Facility did not make provisions for Patients/Consumers that are visual/hearing.
Operational reviews were conducted in the 2" Qtr. FY2019 by the Compliance Department.

Recommendations:

The program managers or designees should be informed of their specific facility’s operational requirements and continue to
comply with all regulatory guidelines. The Vice President of the CPEP Division is required to sign this report and return it
to the Compliance Department within, acknowledging receipt and review of the information presented in this report.



Mental Health and IDD
Compliance Department (Compliance) Operational Review Report:
3rd Quarter (Qtr.) of Fiscal Year (FY) 2023
Comprehensive Psychiatric Emergency Program (CPEP)
Provider Operational Review

Compliance Auditor(s): Emmanuel Golakai and Chris Beard

Review Date: May 17, 2023, to May 31, 2023

Purpose

This review assessed The Harris Center for Mental Health and IDD (The Harris Center) facilities
to ensure the agency meets regulatory facility operational guidelines, city ordinances, and State
and Federal labor laws and promote the best practice in the workplace. Compliance conducted
the annual onsite Operational Review of the Comprehensive Psychiatric Emergency Program
(CPEP) Division Provider facilities in the 3rd quarter (Qtr.) of Fiscal Year (FY) 2023.

Method

The operational reviews were conducted to cover nineteen (19) CPEP Provider facilities:
Hospital to Home/Expansion, Step Down State Hospital Transition, Outpatient Competency
Restoration (OCR), Jail Re-entry, Substance Use Recovery, Jail Diversion, Crisis Stabilization
Unit (CSU), Psychiatric Emergency Services (PES), Behavioral Health Response Team (BHRT),
Mobile Crisis Outreach Team (MCOT) Rapid Response, Mobile Crisis Outreach Team (MCOT),
811 Property at Kipp Way, Enrichment Center Villas at Eastwood, 811 Property at Acre Home,
Projects for Assistance in Transition from Homelessness (PATH), Substance Use Disorder
Outreach Program (SUDOP), Crisis Residential Unit (CRU)-Southmore, Crisis Residential Unit
(CRU)-Caroline, and P.E.E.R.S. (person-centered, engaging, empowering, recovery-oriented
support) for Hope House. Each facility reviewed was provided an entrance email, a copy of the
operational review tool, and notified of the date and time of the review and the compliance
auditor's name and contact information. The facilities were provided seven (7) days from the
review date to resolve any deficiencies. The operational areas reviewed are identified below:

e Accessibility

e Appearance

e Safety and Infectious Waste

e Patient/Consumer/Consumer Service
e Confidentiality

e Required Postings and Documentation

. | CPEP Division: Provider Operational Review 3™ Qtr. FY 2023
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Detailed information for the Operational Reviews was presented to the unit managers post-
review and posted in the appropriate program subfolders of the Compliance Shared Folder
(SharePoint).

Findings

Eighteen (18) facilities met all the criteria. One facility, P.E.E.R.S for Hope House, did not meet
all the requirements (see below):

e There was no evidence of maintenance performed on vehicles for FY 2023. 25 TAC
448§448.510(b)(2); EM24B

e The Facility did not make provisions for Patients/Consumers that are visually/hearing
impaired.

History

Operational reviews were conducted in the 2" Qtr. FY2019 by the Compliance Department.

Recommendations

The program managers or designees should be informed of their specific facility’s operational
requirements and continue to comply with all regulatory guidelines. The Vice President of the
CPEP Division is required to sign this report and return it to the Compliance Department by June
14, 2023, acknowledging receipt and review of the information presented in this report.

2 | CPEP Division: Provider Operational Review 3™ Qtr. FY 2023
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The Harris Center for Mental Health and IDD:
The Compliance Department
Executive Summary Cover Sheet
Comprehensive Psychiatric Emergency Program Division (CPEP)
Crisis Intervention Response Team (CIRT)
Routine
Review Date: March 9, 2023 to March 14, 2023

Audit Type:
Routine.

Purpose:

The purpose of this review was to assess CIRT’s documentation to ensure services are being
provided in accordance with Texas Administrative Code (TAC) §301.351 and The Harris
Center CIRT Policy No. 1 Standard Operating Procedure/Guidelines and Policy No. 4 Daily
Documentation Standards.

Audit Method:

Active records were randomly selected from the Affiliated Harris Center Data OP Service
Details Auditing report in the Electronic Health Record (EHR) for persons served during 2"
Qtr. of FY 2023 (December 1, 2022 — February 28, 2023). Compliance conducted a desk
review, sampling twenty (20) records using a CIRT Encounter Review Tool. Detailed data
for this review is presented in the findings section below:

Audit Findings and History:

During the review it was evident the crisis intervention assessment was consistently completed.
Documentation regularly reflected the persons served had a disposition to ensure access to
treatment. The one-click registration was routinely completed.

No areas of improvement were noted for this review.
No audits of this type have been previously conducted.

Recommendations:

The CIRT program should continue to assess its processes for completing crisis documentation
and ensure adherence to TAC, The Harris Center CIRT Policy and Procedures and any other
official agreement. The CIRT program is not required to submit a Plan of Improvement (POI).
The Vice President (VP) of the CPEP Division and the Program Manager/Director CIRT
should return the signed report with a management response to Compliance within seven (7)
business days.
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Compliance Department (Compliance) Review Report:
3'd Quarter (Qtr.) of Fiscal Year (FY) 2023

Comprehensive Psychiatric Emergency Program (CPEP)
Crisis Intervention Response Team (CIRT)
Routine Review

Compliance Auditor(s): Marvin Williams

Review Date: March 9, 2023, to March 14, 2023

Purpose

The purpose of this review was to assess CIRT’s documentation to ensure services are being

provided in accordance with Texas Administrative Code (TAC) §301.351 and The Harris Center
CIRT Policy No. I Standard Operating Procedure/Guidelines and Policy No. 4 Daily

Documentation Standards.
Method

Active records were randomly selected from the Affiliated Harris Center Data OP Service
Details Auditing report in the Electronic Health Record (EHR) for persons served during 2 Qtr.
of FY 2023 (December 1, 2022 — February 28, 2023). Compliance conducted a desk review,
sampling twenty (20) records using a CIRT Encounter Review Tool. Detailed data for this
review is presented in the findings section below:

Findings
The strengths and areas of improvement identified during the review are as follows:

Strengths:
o The Crisis Intervention Assessment was consistently completed. The Harris Center: CIRT

Policy No. 1 Standard Operating Procedure/Guidelines and Policy. TAC §301.351

o Persons served had a disposition to ensure access to treatment. The Harris Center: CIRT
Policy No. 1 Standard Operating Procedure/Guidelines and Policy

o The one-click registration was routinely completed. The Harris Center: CIRT Policy No.
4 Daily Documentation Standards

Areas of Improvement:
o No areas of improvement were noted for this review,

1 | cPEP Division: CIRT Routine Review 31 Qtr. FY 2023
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History
No audits of this type have been previously conducted.

Recommendations

The CIRT program should continue to assess its processes for completing crisis documentation
and ensure adherence to TAC, The Harris Center CIRT Policy and Procedures and any other
official agreement. The CIRT program is not required to submit a Plan of Improvement (POI).
The Vice President (VP) of the CPEP Division and the Program Manager/Director CIRT should
return the signed report with a management response to Compliance within seven (7) business
days, by close of business on May 2, 2023.

Management Response:
[CIRT management will continue to monitor the progress notes to ensure entering the of last four
of the SSN'is in the note or listed as unknown or not provided/refuse to provide in note]

2 | CPEP Division: CIRT Routine Review 3 Qtr, FY 2023
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The Harris Center for Mental Health and IDD:
The Compliance Department
Executive Summary Cover Sheet for the
In-Home Respite Service Routine Review
Intellectual and Developmental Disabilities (IDD) Division
Intellectual Disabilities (ID) Network Management
Review Date: March 15-22, 2023

Audit Type:
Routine

Purpose:

The purpose of this review was to assess the ID Network Management’s In-Home Respite
service to ensure that respite services are provided in accordance with the FY 2023 Standard
In-Home Respite Contract and the IDD Service Definition Manual.

Audit Method:

Active records were randomly selected from the Affiliated (AFF) Harris County
(HC)Encounter Data Outpatient (OP) Service Details report in the Electronic Health Record
(EHR) for persons served during the 2nd Qtr. of FY 2023 (December 1, 2022 — February 28,
2023). The Compliance Department conducted a desk review, sampling twenty-eight (28)
records, using an In-Home Respite Review tool developed by Compliance. Detailed data
from this review is presented in the findings section below.

Audit Findings/History:

The contractor provided mandated agency training to caregivers who provided supervision to
persons served. Background checks were completed for caregivers who provided care and
supervision of persons served. The contractor submitted a signed and fully completed Respite
Voucher. Persons served met the eligibility criteria of being diagnosed with IDD, Autism, or a
Pervasive Developmental Disorder (PDD) that dates before the age of 18. Ten (10) individuals
who received In-Home respite exceeded the maximum of ten (10) hours of daily respite per
encounter.

No reviews of this type were previously conducted.

Recommendations:

ID Network Management should continue to monitor the service documentation to ensure
compliance with the FY2023 contract and Service Definition Manual. The ID Network
Management is not required to submit a Plan of Improvement (POI). The report must be
signed by the Vice President of IDD and Program Director, including a management
response addressing the present findings, and returned to the Compliance Department within
seven (7) business days.

















































































































































































































































































































































































	Agenda
	I. DECLARATION OF QUORUM
	II. PUBLIC COMMENTS
	III. MINUTES
	A. Approval of the Minutes of the Board of Trustees Audit Committee Meeting Held on Tuesday, May 23, 2023

	IV. REVIEW AND TAKE ACTION
	A. FY24 Internal Audit Plan 

	V. REVIEW AND COMMENT								
	A. Internal Audit FY2023 Q3 Audit Reports
	B. Compliance Department Report

	VI. EXECUTIVE SESSION – As authorized by Chapter §551.071 of the Texas Government Code, the Board of Trustees reserves the right to adjourn into Executive Session at any time during the course of this meeting to seek legal advice from its attorney about any matters listed on the agenda.
	VII. RECONVENE INTO OPEN SESSION
	VIII. CONSIDER AND TAKE ACTION AS A RESULT OF THE EXECUTIVE SESSION
	IX. INFORMATION ONLY 
	A. Compliance Department Binder
	B. Internal Department Binder

	X. ADJOURN
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Veronica Franco, Board Liaison

Dr. Lois J. Moore, BSN, MEd,LHD, FACHE

Chairperson, Audit Committee

The Harris Center for Mental Health and IDD



