






















































































1 | P a g e 

 

 

 

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: June 1, 2023, through 
August 31, 2023. 
 
Presenter: Demetria Luckett, Compliance Director 

 
Explanation of Reviews: 
The following types of reviews were conducted by Compliance during the 4th 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. 

    
Operational Review – A review to determine if agency facilities/programs meet federal/state 
requirements and city ordinances, postings, accessibility, appearance, safety, and consumer service. It 
identifies systemic and potential operational hazards, flaws, and deficiencies in operational practice 
before they lead to an accident. 
   
Nine (9) Focus Reviews were conducted during the reporting period to ensure regulatory compliance in 
the following areas: Plan of Care/Progress Note, Operational Reviews, and Corrective Action Plan 
(CAP). 
 

One (1) Plan of Care/Progress Note Review was conducted in accordance with The 
Compliance Department’s Audit Schedule. 

• Southeast Community Service Center (SECSC) 
 

Four (4) Operational Reviews were conducted in accordance with The Compliance 
Department’s Audit Schedule. 

• Cornerstone Family Resource Center  
• Mental Health (MH) Programs 
• Comprehensive Psychiatric Emergency Program (CPEP) 
• Intellectual and Developmental Disabilities (IDD) Programs  

 
Four (4) Corrective Action Plan (CAP) Reviews were conducted in accordance with The 
Compliance Department’s Audit Schedule. 

• Home and Community Based-Services (HCS) 
• Enhanced Community Coordination (ECC)/Pre-Admission Screening and Resident 

Review (PASRR) 
• General Revenue (GR)/Community First Choice (CFC) 
• Texas Home Living (TxHmL) 























 
 

The Harris Center for Mental Health and IDD:  
The Compliance Department 

Executive Summary Cover Sheet  
Adult Mental Health (AMH)  

Southeast Community Service Center (SECSC) 
Routine 

Review Date: June 8, 2023 to June 13, 2023 
 

I. Audit Type:  
Routine. 
 

II. Purpose:  
The purpose of this review was to assess SECSC Plans of Care (POC) and progress note documentation for 
compliance with the Texas Administrative Code (TAC) §301.353, 301.361, 306.263, 306.275, 306.315, 
415.5 and Agency Policy & Procedure HIM8B. 

 
III. 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 3rd Qtr. of FY 2023 (May 
1 – 31, 2023). Compliance conducted a desk review, sampling twenty (20) records using the POC and 
Progress Note Review Tool. Detailed data for this review is presented in the findings section below: 

 
IV. Audit Findings and History: 

During the review it was evident the POCs routinely listed the type of services within each discipline of 
treatment that will be provided to the persons served. The POCs regularly included the documentation of 
psychoactive medication as part of the persons served treatment. Each person served had an updated POC 
in the EHR. Medication, Training, and Support documentation consistently met all documenting 
requirements. Progress notes routinely reflected the credentials of the staff member who provided the 
service. Progress notes consistently demonstrated that each person served was eligible to receive services.  
 
The areas of improvement indicated progress notes did not reflect the persons served objectives as stated in 
the POC and were inconsistent with the focus of service. Case Management progress notes did not identify 
the persons served strengths. The description of the presenting problem was not regularly documented in 
the POCs. The co-occurring substance use objectives were not routinely documented in the POCs. The 
objectives documented in the POCs were not consistently measurable. The expected date by which the 
recovery goals will be achieved were not regularly documented in the POCs. The Progress notes were not 
individualized; there was evidence of copying and pasting.  

 
No audits of this type have been previously conducted.  

 
V. Recommendations: 

The SECSC program should review the findings and continue to assess its processes for completing plans 
of care and progress note documentation to ensure adherence to TAC standards. The SECSC program is 
required to submit a Plan of Improvement (POI) focusing on areas of improvement listed in this report. The 
Vice President (VP) of the MH Division and the Program Manager/Director should return the signed report 
with a management response and POI to Compliance within seven (7) business days. 









 
 

The Harris Center for Mental Health and IDD:  
The Compliance Department 

Executive Summary Cover Sheet for the 
Potential Provider Operational Review 

Intellectual and Developmental Disabilities (IDD) Division Contracts 
Review Date: June 7, 2023 

 
I. Audit Type:  

Operational Review 
 

II. Purpose:  
This review aimed to conduct an Operational Review to assess a potential provider to ensure 
the Provider meets agency and regulatory guidelines, city ordinances, and State and Federal 
laws and promote the best practices in the workplace.  

 
III. Audit Method: 

Compliance conducted an onsite Operational Review of Cornerstone Family Resource 
Center. The operational areas reviewed are identified below: Accessibility, Appearance, 
Safety and Infectious Waste, Patient/Consumer/Consumer Service, Confidentiality, Required 
Postings, and Documentation.  

 
IV. Audit Findings/History: 

Cornerstone Family Resource Center did not have evidence of office procedures in case of 
emergencies and no evidence of a first aid kit.  

. 
V. Recommendations: 

Compliance recommends that the IDD Contracts department approve this Provider once they 
have submitted evidence of office procedures in case of emergencies and a first aid kit. 
Please notify Compliance once the decision has been made to do business with the potential 
contractors above. There is no Plan of Improvement (POI) needed for this review; however, 
The IDD Contracts is required to submit a management response signed by the Vice 
President of the IDD Division and Program Director/Manager acknowledging receipt of this 
report, which must be returned to Compliance within seven (7) business days, by close of 
business August 23, 2023. 
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Compliance Department (Compliance) Review Report: 
4th Quarters (Qtr.) of Fiscal Year (FY) 2023 

Intellectual and Developmental Disabilities (IDD) Division Contracts 
 Potential Provider Review  

 
Compliance Auditor(s): Christopher Webb 
 
Compliance Review: June 7, 2023  
  
 

Purpose 
 

The purpose of this review was to conduct an Operational Review to assess a potential provider 
to ensure the Provider meets agency and regulatory guidelines, city ordinances, and State and 
Federal labor laws and promotes the best practice in the workplace. 
 

 Method 
 

Compliance conducted an onsite Operational Review of Cornerstone Family Resource Center. 
The operational areas reviewed are identified below: 

• Accessibility 

• Appearance 

• Safety and Infectious Waste 

• Patient/Consumer/Consumer Service 

• Confidentiality 

• Required Postings and Documentation 

 
Findings 

 
 Cornerstone Family Resource Center did not have evidence of office procedures in case of 
emergencies and no evidence of a first aid kit.  

 
History 

 
No reviews of this type were previously conducted. 
 

 
  







 
 

The Harris Center for Mental Health and IDD:  
The Compliance Department 

Executive Summary Cover Sheet for the 
 Operational Review 

Mental Health (MH) Division 
Review Date: June 16, 2023-August 2, 2023 

 
 

I. Audit Type:  
Operational Review 
 

II. Purpose:  
Compliance conducted annual onsite Operational reviews to assess The Harris Center for Mental Health and IDD (The 
Harris Center) facilities to ensure the agency meets regulatory guidelines, city ordinances, and State and Federal labor laws 
and promote the best practice in the workplace. 

 
III. Audit Method: 

Onsite operational reviews were conducted at Sixteen (16) MH facilities: Northeast Community Service Center (NECSC), 
Northwest Community Service Center (NWCSC), Southeast Community Service Center (SECSC), Southwest Community 
Service Center (SWCSC), Northwest (NW) Assertive Community Treatment ACT/Forensic Assertive Community 
Treatment (FACT), Northwest (NW) New Start, Southeast (SE) ACT/FACT, Northeast Youth and Family Center, 
Southwest Children and Adolescent Services SWCAS) CUP/JJ, Southeast Children and Adolescent Services (SECAS), 
Youth Empowerment Services (YES) Waiver, Children's Colocation Magnolia Clinic, Pasadena Colocation Center, 
Colocation Spring Branch, Alief Colocation and Early Childhood Intervention (ECI). For each facility reviewed, the 
Program Manager 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 Accessibility, Appearance, Safety and Infectious 
waste, Patient/Consumer/Consumer Service, Confidentiality, 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).   

 
IV. Audit Findings/History: 

All sixteen (16) facilities met all the criteria within seven days (7) of the review. Operational reviews were conducted in the 
2nd Qtr. FY2019 by the Compliance Department. 

. 

V. 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: 
4th Quarter (Qtr.) of Fiscal Year (FY) 2023  

Mental Health (MH) Division  
Operational Review 

 
 

Compliance Auditor(s): Emmanuel Golakai 
 
Review Date: June 16, 2023, to August 2, 2023 
 

Purpose 
 
Compliance conducted annual onsite Operational reviews to assess The Harris Center for Mental 
Health and IDD (The Harris Center) facilities to ensure the agency meets regulatory guidelines, 
city ordinances, and State and Federal labor laws and promote the best practice in the workplace. 

 
Method 

 
Onsite operational reviews were conducted at Sixteen (16) MH facilities: Northeast Community 
Service Center (NECSC), Northwest Community Service Center (NWCSC), Southeast 
Community Service Center (SECSC), Southwest Community Service Center (SWCSC), 
Northwest (NW) Assertive Community Treatment ACT/Forensic Assertive Community 
Treatment (FACT), Northwest (NW) New Start, Southeast (SE) ACT/FACT, Northeast Youth 
and Family Center, Southwest Children and Adolescent Services SWCAS) CUP/JJ, Southeast 
Children and Adolescent Services (SECAS), Youth Empowerment Services (YES) Waiver, 
Children's Colocation Magnolia Clinic, Pasadena Colocation Center, Colocation Spring Branch, 
Alief Colocation and Early Childhood Intervention (ECI). For each facility reviewed, the 
Program Manager 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: 

• Accessibility 

• Appearance 

• Safety and Infectious Waste 

• Patient/Consumer/Consumer Service 

• Confidentiality 

• Required Postings and Documentation 







The Harris Center for Mental Health and IDD 
Compliance Department 

Executive Summary Cover Sheet for the 
Home and Community-Based Services (HCS) Corrective Action Plan (CAP) Follow-up Review 

Intellectual and Developmental Disabilities (IDD) Division 
Review Dates: June 23, 2023-June 30, 2023 

 
I. Audit Type: 

Follow-up Review 
 

II. Purpose: 
This review was conducted to monitor the IDD Division’s HCS Programs’ 
compliance with the CAP submitted to the Texas Department of Health and Human 
Services Commission (HHSC) concerning service coordination documentation, as 
outlined in the Texas Administrative Code. 
 

III. Audit Method: 
A random sample of two (2) records from the Electronic Health Record (EHR) was 
selected for each of the six (6) HCS Teams, and one (1) record from the Enhanced 
Community Coordination (ECC) Program by entering an Excel formula to identify 13 
records randomly. The review utilized a modified version of the HHSC IDD HCS 
Documentation Review Checklist so that only relevant sections (i.e., Person/Family 
Directed Services, Person-Directed Planning [PDP] Content, Service Coordination 
Monitoring and Minimum Contact, Reporting Progress, Service Coordination 
Assessment, and Community-based SPT Meetings) were present. Program directors 
were provided detailed information post-review. The audit review and completed 
debriefing tools were uploaded into the Compliance Shared Folder (SharePoint). The 
Compliance Department (Compliance) conducted a similar CAP review during the 
1st Qtr. FY 2021 and 4th Qtr. FY 2020.  

 
IV. Audit Findings/History: 

Compliance noted that service coordinators were not including all HCS and non-HCS 
services on PDPs and IPCs; were not writing person-centered outcome statements; 
were not monitoring the delivery of services; did not discuss how services were 
critical to the client’s health and safety, did not develop a backup plan for services 
determined to be critical, and did not monitor backup plans; did not monitor the 
outcomes of all services; did not determine if the person-served was or was not 
making progress towards their desired outcomes; and did not include the Service 
Coordinator Assessment (Form 8647) in the EHR.  

 
V. Recommendations: 

Programs should continue to review documentation for compliance with TAC 
requirements, provide ongoing training on developing measurable and time-bound 
outcome statements, ensure SCs include specific statements of progress/lack of 
progress toward desired outcomes, and regularly review the submitted CAP to ensure 
corrective actions are being performed. The Vice President of the IDD Division and 









The Harris Center for Mental Health and IDD 
Compliance Department 

Executive Summary Cover Sheet for the  
Operational Review of the 

Comprehensive Psychiatric Emergency Program (CPEP) 
 

I. Audit Type 
Operational Review 

 
II. Purpose 

Compliance conducted annual onsite operational reviews to assess The Harris Center 
for Mental Health and IDD’s (The Harris Center) facilities to ensure the agency meets 
regulatory guidelines, city ordinances, state and federal laws, and to promote best 
practices within the workplace. 

 
III. Audit Method 

Onsite operational reviews were conducted at four CPEP provider facilities: The 
Navigation Center (Jensen location), 811 Properties (Bowling Green and Cedar 
Bayou locations), and The Harris Center Independent Living facility. Program 
managers/designees were provided with an entrance email, a copy of the Operational 
Review Tool, the date and time of the review, and the auditor’s name and contact 
information. Program managers/designees were also provided with 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 concerning the Operational Reviews was presented to the unit managers 
post-review and uploaded into the Compliance Department Shared Folder 
(SharePoint).   

 
IV. Audit Findings/History 

The reviewed facilities met all criteria within seven (7) business days of the review. 
Operational reviews were conducted during the 2nd Qtr. FY 2019 by the Compliance 
Department. 

 
V. Recommendations 

Program managers and designees should remain informed of their facility’s 
operational requirements and continue to comply with regulatory guidelines. The Vice 
President of the CPEP Division is signed and returned the report to the Compliance 
Department by July 19, 2023, acknowledging receipt and review of the information 
presented herein. 









The Harris Center for Mental Health and IDD:   
The Compliance Department  

Executive Summary Cover Sheet for the  
Corrective Action Plan (CAP) Follow-up Review:  

Pre-Admission Screening and Resident Review (PASRR) 
Intellectual and Developmental Disability (IDD) Division 

Review Dates: July 5- July 7, 2023 
  

I. Audit Type:   
Corrective Action Plan (CAP) Follow-up Review 
 

II. Purpose:   
The purpose of this review was to ensure the PASRR documentation is complying with the CAP, 
as requested by the Health and Human Services Commission (HHSC), and assess the program’s 
documentation for compliance with the Texas Administrative Code (TAC) §303.602(a)(2); 
§303.602(a)(4); §303.601(b)(5); §303.601(6)(C); §303.601(c)(1) (B)(i); §303.102(71) (A)(4); 
§303.504(a)(8); §303.601(b)(11) and the HHSC IDD PASRR Handbook 5300; 5320; 3240. 
 

III. Audit Method:  
Active records were selected randomly by generating an AFF HC Encounter Data OP Services 
Details Report for persons served during the 3rd and 4th Qtr. of FY 2023 (May 10, 2023- June 
28, 2023). Compliance selected a sample of seven (7) records for the PASRR Program 
conducting a desk review utilizing the HHSC PASRR Documentation Review tool. 
 

IV. Audit Findings and History:  
The PASRR documentation reviewed did not evidence that the Habilitation Service Plan (HSP) 
was shared with members of the SPT within ten (10) calendar days after the HSP is updated or 
renewed. The PASRR documentation did not evidence the designated resident's progress or lack 
of progress toward achieving goals and outcomes was identified in the HSP from the designated 
resident's perspective. The PASRR documentation did not evidence that the PASRR 
Comprehensive Service Plan (PCSP) forms were entered within five (5) days. The PASRR 
documentation did not evidence that the SC reviewed and monitored identified risk factors. The 
PASRR documentation did not evidence that the Community Living Option (CLO) was 
addressed with the individual six months after the initial presentation of the CLO. The PASRR 
documentation did not evidence that the Managed Care Organization (MCO) Service Coordinator 
was invited to the SPT meeting. The PASRR documentation did not evidence that there was a 
current guardianship letter on record. The PASRR documentation did not evidence that a 
community-based SPT meeting was completed at least quarterly. 
 
The Compliance Department completed a PASRR CAP Follow-up Review for the 3rd Qtr. of FY 
2020 (April 1-30, 2020). 
 

V. Recommendations:  
The PASRR Program should continue to assess PASRR documentation to ensure that 
coordination of services, monitoring, planning, and reporting progress is completed in accordance 
with TAC and HHSC IDD PASRR Handbook. The PASRR Program is not required to submit a 
Plan of Improvement (POI). A management response signed by the Vice President of the IDD 
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: 
4th Quarter (Qtr.) of Fiscal Year (FY) 2023 

 Intellectual and Developmental Disability (IDD) Division 
 Pre-Admission Screening and Resident Review (PASRR) 

Corrective Action Plan (CAP) Follow-up Review  
 

Compliance Auditor(s): Coneka Caleb 
 
Review Dates: July 5, 2023- July 7, 2023 

 
Purpose 

The purpose of this review was to ensure the PASRR documentation is complying with the CAP, as 
requested by the Health and Human Services Commission (HHSC), and assess the program’s 
documentation for compliance with the Texas Administrative Code (TAC) §303.602(a)(2); 
§303.602(a)(4); §303.601(b)(5); §303.601(6)(C); §303.601(c)(1) (B)(i); §303.102(71) (A)(4); 
§303.504(a)(8); §303.601(b)(11) and the HHSC IDD PASRR Handbook 5300; 5320; 3240.  

 
 Method 

 
Active records were selected randomly by generating an AFF HC Encounter Data OP Services Details 
Report for persons served during the 3rd and 4th Qtr. of FY 2023 (May 10, 2023- June 28, 2023). 
Compliance selected a sample of seven (7) records for the PASRR Program conducting a desk review 
utilizing the HHSC PASRR Documentation Review tool. 

 
Findings 

 
The findings from the review are as follows: 
 

Strengths:  

o The PASRR documentation reviewed consistently evidenced that the individuals participated to 
the fullest extent possible in the Service Planning Team (SPT) meetings. TAC §303.602(a)(2). 

o The PASRR Program completed the required training, as evidenced by the agenda and sign-in 
sheets. 

 
       Areas of Improvement:   
 

o The PASRR documentation reviewed did not evidence that the Habilitation Service Plan (HSP) 
was shared with members of the SPT within ten (10) calendar days after the HSP is updated or 
renewed as required by TAC §303.601 (b)(5). 

o The PASRR documentation reviewed did not evidence the designated resident's progress or lack of 
progress toward achieving goals and outcomes was identified in the HSP from the designated 
resident's perspective as required by TAC §303.601(6)(C). 
 

 







The Harris Center for Mental Health and IDD:   
The Compliance Department  

Executive Summary Cover Sheet for the  
Corrective Action Plan (CAP) Follow-up Review:  

General Revenue (GR) Community First Choice (CFC) 
Intellectual and Developmental Disability (IDD) Division 

Review Dates: July 24- July 26, 2023 
  

I. Audit Type:   
Corrective Action Plan (CAP) Follow-up Review 
 

II. Purpose:   
The purpose of this review was to ensure the GR CFC documentation is complying with 
the CAP, as requested by the Health and Human Services Commission (HHSC) and 
assess the program’s documentation for compliance with the Texas Administrative Code 
(TAC) §331.5(33) (A-C); §331.21(a)(3); §331.5 (36); §331.11(d)(1); §L.2.556 (b)(c)(d); 
§L.2.553 (36). 
 

III. Audit Method:  
Compliance randomly selected six (6) active records from the GR CFC Closed Encounter 
Service Coordination Report which was generated by the Data System Manager of IDD 
from the Electronic Health Record (EHR) for persons served during the 3rd and 4th Qtr. 
of FY 2023 (May 10, 2023 – July 19, 2023). Compliance conducted a desk review 
utilizing the HHSC GR CFC Documentation Review tool. 
 

IV. Audit Findings and History:  
The GR CFC documentation reviewed did not evidence that the Service Coordinator met 
face-to-face with the individual in accordance with SC Plan. 
 
There are no previous reviews for GR CFC CAP Follow-up Review. 
 

V. Recommendations:  
The GR CFC Programs should continue to assess GR CFC documentation to ensure that 
coordination of services, monitoring, planning, and reporting progress is completed in 
accordance with TAC. The GR CFC Programs should also continue to follow the CAP 
requirements. The GR CFC Programs are not required to submit a Plan of Improvement 
(POI). A management response by the Vice President of the IDD 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: 
4th Quarter (Qtr.) of Fiscal Year (FY) 2023 

 Intellectual and Developmental Disability (IDD) Division 
 General Revenue (GR) Community First Choice (CFC) 

Corrective Action Plan (CAP) Follow-up Review  
 

Compliance Auditor(s): Coneka Caleb 
 
Review Dates: July 24, 2023- July 26, 2023 

 
Purpose 

 
The purpose of this review was to ensure the GR CFC documentation is complying with the CAP, as 
requested by the Health and Human Services Commission (HHSC) and assess the program’s 
documentation for compliance with the Texas Administrative Code (TAC) §331.5(33) (A-C); 
§331.21(a)(3); §331.5 (36); §331.11(d)(1); §L.2.556 (b)(c)(d); §L.2.553 (36).  

 
 Method 

 
Compliance randomly selected six (6) active records from the GR CFC Closed Encounter Service 
Coordination Report which was generated by the Data System Manager of IDD from the Electronic 
Health Record (EHR) for persons served during the 3rd and 4th Qtr. of FY 2023 (May 10, 2023 – July 19, 
2023). Compliance conducted a desk review utilizing the HHSC GR CFC Documentation Review tool. 
 

Findings 
 

The findings from the review are as follows: 
 

Strengths:  

o The GR CFC documentation reviewed evidenced that the outcomes were supported by the 
discovery information. TAC §331.5(33) (A-C) 

o The GR CFC documentation reviewed evidenced that the desired outcomes were identified by the 
individual, or LAR, or actively involved person on behalf of the individual. TAC §331.5(33)(A) 

o The GR CFC documentation reviewed evidenced that the progress or lack of progress in 
achieving goals or outcomes was documented. TAC §331.21(a)(3) 

o The GR CFC Programs completed refresher trainings on writing person-centered outcomes which 
included guidance on how to utilize the discovery process to ensure the outcomes reflect the 
individuals'/LARs' desires and preferences as required by HHSC CAP and evidenced by the 
agenda and sign-in sheets. 

 
        
 
 
 







The Harris Center for Mental Health and IDD 
Compliance Department 

Executive Summary Cover Sheet for the 
Texas Home Living (TxHmL) Corrective Action Plan (CAP) Follow-up Review 

Intellectual and Developmental Disabilities (IDD) Division 
Review Dates: August 7, 2023-August 8, 2023 

 
I. Audit Type: 

Follow-up Review 
 

II. Purpose: 
The review was conducted to monitor the IDD Division’s TxHmL Program’s 
compliance with the CAP submitted to the Texas Department of Health and Human 
Services Commission (HHSC) concerning service coordination assurances, as 
outlined in the Texas Administrative Code. 
 

III. Audit Method: 
A random sample of five (5) Electronic Health Records (EHR) was selected using an 
Excel formula to identify records randomly. The review utilized a modified version of 
the HHSC IDD TxHmL Documentation Review Checklist so that only relevant 
sections (i.e., Developing and Implementing the Person-directed Plan [PDP], 
Individual Plan of Care [IPC] Development, Monitoring Service Delivery, and 
Reporting Progress Towards Desired Outcomes) were present. The program director 
was provided with detailed information post-review. The audit review and completed 
debriefing tools were uploaded into the Compliance Shared Folder (SharePoint). 

 
IV. Audit Findings/History: 

Compliance noted that service coordinators were not including all TxHmL and non-
TxHmL services on PDPs and IPCs; were not writing person-centered outcome 
statements; were not monitoring the delivery of services; did not monitor the 
outcomes of all services; and did not determine if the person-served was or was not 
making progress towards their desired outcomes. Compliance conducted similar CAP 
reviews during the 3rd and 4th Qtrs. FY 2020.  

 
V. Recommendations: 

The program should continue to review documentation for compliance with TAC 
requirements, provide ongoing training on developing measurable and time-bound 
outcome statements, ensure SCs include specific statements of progress/lack of 
progress toward desired outcomes, and regularly review the submitted CAP to ensure 
corrective actions are being performed. The Vice President of the IDD Division and 
Program Director signed and returned the report to Compliance 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, July 18, 2023

	IV. REVIEW AND TAKE ACTION
	A. FY2024 Compliance Workplan

	V. REVIEW AND COMMENT								
	A. Compliance Department Report
	B. Internal Audit FY2023 Q4 Audit Reports

	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
	







________________________________________

Veronica Franco, Board Liaison

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

Chairperson, Audit Committee

The Harris Center for Mental Health and IDD

