


































































































































 

 

1 | P a g e  

 

 
The Harris Center for Mental Health 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: December 1, 2023, through 
May 31, 2024.  
 
Presenter: Demetria Luckett, Compliance Director 
 

Explanation of Reviews 
 

The following types of reviews were conducted by Compliance during the 2nd and 3rd Quarter (Qtr.) of 
Fiscal Year (FY) 2024:  
 
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. 
 
Fifteen (15) Focus Reviews were conducted during the reporting period to ensure regulatory 
compliance in the following areas:  
 

Eleven (11) Plan of Improvement (POI) Follow-up Reviews were conducted in accordance 
with the Compliance Department’s Audit Schedule. 
 

• 12/05/2023 Southwest Community Service Center (SWCSC)  
• 12/06/2023 Northeast Community Service Center (NECSC)  
• 12/08/2023 Projects for Assistance in Transition from Homelessness (PATH) 
• 12/15/2023 Southeast Community Service Center (SECSC) 
• 01/29/2023 Crisis Residential Unit (CRU) 
• 02/05/2024 Youth Empowerment Services (YES) Waiver 
• 02/09/2024 Psychiatric Emergency Services (PES) 
• 02/21/2024 Mobile Crisis Outreach Team (MCOT) 
• 05/09/2024 Northwest Community Service Center (NWCSC) 
• 04/23/2024 Community Unit Probation Services (CUPS) 
• 04/25/2024 Texas Correctional Office on Offenders with Medical or Mental 

Impairments (TCOOMMI, Jr.) 
 
 
 
 
 



















































































 
 

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

Executive Summary Cover Sheet  
Northeast Community Service Center (NECSC) Psychoactive Medication Documentation 

 Plan of Improvement (POI) Follow-up Review 
Review Date: December 6, 2023, to December 7, 2023 

 
I. Audit Type:  

POI Follow-up Review 
 

II. Purpose:  
Compliance conducted a POI follow-up review to determine if the program has implemented 
its corrective action steps for completing Psychoactive Medication Documentation pertaining 
to the issues cited in the November 10-15, 2022, Compliance review. 
 

III. Audit Method: 
Active records were randomly selected from the Affiliated Harris Center Encounter Data Outpatient 
Service Detail listing report in the Electronic Health Record (EHR) for persons served during the 1st 
Qtr. of FY 2024 (September 1, 2023 – November 30, 2023). Compliance conducted a desk review, 
sampling twenty (20) service entries using the MH Psychoactive Medication Consent Review Tool, 
focusing on the previous POI.  
 

 
IV. Audit Findings and History: 

The NECSC program scored 100% on the Recovery Plan,67% on the Abnormal Involuntary Movement Scale 
(AIMS), and 67% on Medication Consent. The NECSC program made improvements in updating the Recovery 
Plan since the review on November 10-15, 2022. The NECSC program had medication Consent in the 
Electronic Health Record (EHR) that was not signed. A signed Medication Consent form would have cleared all 
the findings. The Compliance Department conducted a review of the NECSC program in the first (1st) of Fiscal 
Year (FY) 2023 for services completed during 1st quarter FFY2023 (September 1, 2022- November 9, 2023, 
sampling 30 records.  

 
V. Recommendations: 

Compliance recommends that the NECSC program review the findings and continue to assess its 
processes with TAC guidelines. The program should implement its POI and continue to collaborate 
with Performance Improvement (PI) to assist with completing psychoactive medication 
documentation. A management response signed by the Vice President of the MH Division and 
Program Director/Manager acknowledging receipt of this report. The signed report and 
Management response must be returned to Compliance within seven (7) days by the close of 
business. 
 

 

 



  

1 | MH Division: NECSC Psychoactive Med Consent 2nd Qtr. 2024 
 

Compliance Department Review Report 
2nd Quarter (Qtr.) of Fiscal Year (FY) 2024 

Mental Health (MH) Division 
Northeast Community Service Center (NECSC) Psychoactive Medication Documentation 

Plan of Improvement (POI) Follow-up Review 
 
Compliance Auditor(s): Emmanuel Golakai 
 
Review Period: December 6, 2023, to December 7, 2023 

 
Purpose 

Compliance conducted a POI follow-up review to determine if the program has implemented its 
corrective action steps for completing Psychoactive Medication Documentation pertaining to the 
issues cited in the November 10-15, 2022, Compliance review. 

 
Method  

Active records were randomly selected from the Affiliated Harris Center Encounter Data 
Outpatient Service Detail listing report in the Electronic Health Record (EHR) for persons served 
during the 1st Qtr. of FY 2024 (September 1, 2023 – November 30, 2023). Compliance 
conducted a desk review, sampling twenty (20) service entries using the MH Psychoactive 
Medication Consent Review Tool, focusing on the previous POI.  

 
Findings 

Detailed findings are presented below. 
 

Item (Reference) Score 
• Recovery Plan TAC 415.5(e) 100% 
• Abnormal Involuntary Movement Scale (AIMS) TAC (415.10(e) 67% 
• Medication Consent TAC 414.405(a-b) (2) 67% 

  
 

 
Observations 

• NECSC made improvements in updating the recovery plan since the previous review on 
November 10-15, 2022. 

• NECSC had Medication Consents in the Electronic Health Record (EHR), that were not 
signed. A signed Medication consent form would have cleared all the findings.  

 
History 

The Compliance Department conducted a Medication Consent review of the NECSC program 
during the 1st quarter (Qtr.) of the fiscal year (FY) 2023 for services completed during 1st 
quarter from FY 2023 (September 1, 2022- November 9, 2022), sampling thirty (30) records.    
 

Recommendations 







The Harris Center for Mental Health and IDD  
The Compliance Department 

Executive Summary Cover Sheet 
Projects for Assistance in Transition from Homelessness Plan of Improvement (POI) Follow-up 

Review 
Review Dates: December 8, 2023-December 15, 2023 

 
I. Audit Type: 

POI Follow-up Review 
 

II. Purpose: 
The review was conducted to determine if the PATH program was compliant with the 
POI submitted during the 3rd Qtr. FY 2023 concerning Texas Administrative Code 
(TAC) requirements for case management (TAC §301.361 (b), §306.263 (b)(1-13), 
and agency policy and procedure) and nursing documentation (TAC §217.11 (D) (i-
vi), Health and Human Services (HHS) Nurse Standards, and agency policy and 
procedure.)  
 

III. Audit Method: 
A random sample of 23 client records was selected using an Excel formula to identify 
records randomly to review case management documentation and nursing 
documentation. The review examined documentation entered into the electronic 
health record (EHR) during the first quarter of fiscal year 2024 (September 1, 2023-
November 30, 2023). The review utilized a modified version of the Compliance 
Department’s Documentation Audit Tool so that only relevant sections were present. 

 
IV. Audit Findings/History: 

Compliance noted that the program was not documenting client responses to nursing 
services, was not contacting other healthcare team members concerning significant 
events regarding the client’s status, and was not documenting client outcomes.  
Compliance previously conducted a review of the PATH Program during the 2nd Qtr. 
of FY 2023. 
 

V. Recommendations: 
The Program should continue to review documentation for compliance with TAC and 
HHS Nursing Standards requirements. The program is not required to submit a POI 
but should contact Performance Improvement to assist with program processes and 
program leadership should ensure regular training is provided to staff so that 
documentation meets the standards outlined in TAC, HHS Standards, and agency 
policies and procedures. 
 









 
 

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: December 15, 2023, to December 29, 2023 
 

I. Audit Type:  
POI Follow-up 
 

II. Purpose:  
The purpose of this review was to assess SECSC Plans of Care (POC) and progress note documentation 
to determine if the Plan of Improvement (POI) corrective actions have been implemented and ensure 
compliance with the Texas Administrative Code (TAC) §301.353 (e) (1) (A), 301.361 (a) (11), 306.263 
(b) (3) (7), 301.353 (e) (2) (D), 301.353 (e) (1) (F) and Agency Policy & Procedure HIM.EHR.B.5. 
 

III. Audit Method: 
Active records were selected randomly by generating an AFF HC Encounter Data OP Services 
Details Report for persons served during the 1st Qtr. of FY 2024 (September 1, 2023- November 30, 
2023). Compliance selected a sample of ten (10) records for the SECSC Programs, conducting a POI 
Follow-up Review utilizing a tool created by Compliance.  
 

IV. Audit Findings and History: 
Detailed findings are presented below. 
The overall Score: 88% 
The progress notes reflected the person-served objectives as stated in the PPOC and were consistent 
with the focus of the services. 301.361 (a) (11). The Case Management progress notes did identify the 
persons served strengths. 306.263 (b) (3) (7) and HIM.EHR. B.8. The behavioral health presenting 
problems were regularly documented in the POCs. 301.353 (e) (1) (A). The objectives documented in 
the POCs were consistently measurable. 301.353 (e) (2) (D). The expected date by which the 
recovery goals will be achieved was regularly documented in the POCs. 301.353 (e) (1) (F). The 
Progress notes were individualized; there was no 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 the plan of care and progress note documentation to ensure adherence to TAC 
standards, agency training guidelines, and agency policy and procedure. The SECSC 
program is not required to submit a Plan of Improvement. 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   
Comprehensive Review:   

Specialized Therapies and Rehabilitative Services (STARS)  
STARS Feeding Disorders Clinic 

Intellectual and Development Disability (IDD) Division    
Review Dates: December 15, 2023- December 29, 2023 

 
 

I. Audit Type:    
Comprehensive Review    

  
II. Purpose:    

The purpose of this review was to ensure the STARS program documentation, employee 
credentials, and operational guidelines are complying with the rules and regulations of the Texas 
Administrative Code (TAC) §301.353, §301.361, §304.401, §2.106, §2.313, §2.556 and Agency 
Policy and Procedures- ACC.B.2 and HIM.EHR. B.5. 
  

III. Audit Method:   
Active records were randomly selected by generating an AFF HC Encounter Data OP Services 
Details Report for persons served during the 1st Qtr. of FY 2024 (September 1, 2023- November 
30, 2023). Compliance selected a sample of ten (10) records for the STARS Programs, 
conducting a Comprehensive Review utilizing a tool created by Compliance.  
 

IV. Audit Findings and History:   
Of the records reviewed for STARS and STARS Feeding Disorders Clinic, the program had an 
overall score of 99%. The program met and exceeded standards in the following areas: no missing 
notes (100%), no services provided not supported by documentation (100%), no incorrect 
Procedure Codes used (100%), no duplicative notes (100%), time matched billed units (100%), 
eligibility was documented with applicable guidelines (100%), correct date of service (100%), no 
duplicative notes (100%), correct date of service (100%), correct start/end time of service 
(100%), notes completed within (two (2) business days) (99%), signature and title of who 
provided the service (100%), correct location of service (100%), all the time accounted for in the 
body of note (100%), services reflect what was on the POC (100%), services listed in the chart 
match what is entered into Epic (100%), notes did reflect individualization (“Cookie Cutter” note) 
(100%), and no missing consumer identifying information (100%). 

  
There are no previous Comprehensive reviews.  

  
V. Recommendations:   

The STARS and STARS Feeding Disorders Clinic Programs should continue to assess service 
documentation to ensure it is in accordance with TAC and Agency P&P. The STARS Programs 
are 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.￼  









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

Executive Summary Cover Sheet for the   
Comprehensive Review:   

Outpatient Biopsychosocial Approach for IDD Services (OBI)  
Intellectual and Development Disability (IDD) Division    

Review Dates: January 2, 2024- January 11, 2024 
 
 

I. Audit Type:    
Comprehensive Review    

  
II. Purpose:    

The purpose of this review was to ensure the OBI program documentation, employee credentials, 
and operational guidelines are complying with the rules and regulations of the HHSC OBI 
Learning Collaborative, Code of Federal Regulations (CFR), §483.430, Texas Administrative 
Code (TAC) §301.353, §301.361, §2.313, §2.556, and Agency Policy and Procedures- ACC.B.2 
and HIM.EHR.B.5. 
  

III. Audit Method:   
Active records were randomly selected by generating an AFF HC Encounter Data OP Services 
Details Report for persons served during the 1st Qtr. of FY 2024 (September 1, 2023- November 
30, 2023). Compliance selected a sample of ten (10) records for the OBI Program, conducting a 
Comprehensive Review utilizing a tool created by Compliance.  
 

IV. Audit Findings and History:   
Of the records reviewed for OBI, the program had an overall score of 98%. The program met and 
exceeded standards in the following areas: no missing notes (100%), no services provided not 
supported by documentation (100%), no incorrect Procedure Codes used (100%), no duplicative 
notes (100%), time matched billed units (100%), eligibility was not documented with applicable 
guidelines (98%), correct date of service (100%), no duplicative notes (100%), correct date of 
service (100%), correct start/end time of service (100%), notes completed within (two (2) 
business days) (100%), signature and title of who provided the service (100%), correct location of 
service (100%), all the time accounted for in the body of note (100%), services did not reflect 
what was on the POC (98%), services listed in the chart match what is entered into Epic (100%), 
notes did reflect individualization (“Cookie Cutter” note) (100%), and no missing consumer 
identifying information (100%). 

  
There are no previous Comprehensive reviews.  

  
V. Recommendations:   

The OBI Program should continue to assess service documentation to ensure it is in accordance 
with HHSC OBI Learning Collaborative, TAC and Agency P&P. The OBI 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.   









The Harris Center for Mental Health and IDD  
Executive Summary Cover Sheet 

for the 
Projects for Assistance in Transition from Homelessness Plan of Improvement (POI) Follow-up 

Review 
Comprehensive Psychiatric Emergency Program (CPEP) 

Review Dates: December 8, 2023-December 15, 2023 
 

I. Audit Type: 
POI Follow-up Review 

 
II. Purpose: 

The review was conducted to determine if PATH Program staff, and service provision 
to clients by the Step Down Program complied with the Texas Administrative Code 
(TAC), Step Down statement of work (SOW) requirements, and agency policies and 
procedures. 

 
III. Audit Method: 

Nineteen (19) client records were randomly selected to review case management 
documentation. The review examined documentation entered into the electronic 
health record (EHR) during the first quarter of fiscal year 2024 (September 1, 2023-
November 30, 2023). The review utilized an audit tool developed by Compliance. 
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 the program was not documenting client responses to nursing 
services, was not contacting other healthcare team members concerning significant 
events regarding the client’s status and was not documenting client outcomes.  
Compliance previously conducted a review of the PATH Program during the 2nd Qtr. 
of FY 2023. 
 

V. Recommendations: 
The Program should continue to review documentation for compliance with TAC and 
HHS Nursing Standards requirements. The program is not required to submit a POI 
but should contact Performance Improvement to assist with program processes and 
program leadership should ensure regular training is provided to staff so that 
documentation meets the standards outlined in TAC, HHS Standards, and agency 
policies and procedures. The Vice President of the CPEP Division and the PATH 
Program Director signed and returned this report to Compliance within seven (7) 
business days (January 29, 2024).  
 











  

1 | MH Division: Integrated Care Comprehensive Review 2nd Qtr. FY 2024 
 

Compliance Department Review Report 
2nd Quarter (Qtr.) of Fiscal Year (FY) 2024 

Mental Health (MH) Division 
Integrated Care Comprehensive Review 

 
Compliance Auditor(s): Emmanuel Golakai 
 
Review Date: January 18, 2024, to January 29, 2024 

 
Purpose 

The purpose of this review was to assess the Integrated Care program for Compliance with Texas 
Administrative Code (TAC) §301.353(d)(1)(C), TAC §301.353(e)(1)(A-G), TAC 
§301.353(e)(1)(H)(i-iii), TAC §301.353(e)(2)(A-E), TAC §415.5(e), TAC §301.353(f)(1)(A)( 
C)(D), TAC §412.161(b)(1)(A), TAC §301.353(a)(1, 3-5, 8, 9, 10), Tac §415.6(a)(1-5), TAC 
§415.5(f), TAC §415.6(c), Tac §414.405(a-b), FY2023 Certified Community Behavioral Health 
Clinic Improvement and Advancement Grant (CCBHC-IA). 

 
Method  

Active records were randomly selected from the Affiliated Harris Center Encounter Data 
Outpatient Service Detail listing report in the Electronic Health Record (EHR) for persons served 
during the 1st Qtr. of FY 2024 (September 1, 2023 – November 30, 2023). Compliance 
conducted a desk review, sampling twenty (20) records using the Comprehensive Review Tool 
developed by Compliance. 

 
Findings 

Overall Score: 78% 
Detailed findings are presented below. 
 

Item (Reference) Score 
  

• Service Compliance §412.161(b)(1)(A), Grant Criteria 2.B, 
§301.353(a)(1, 3-5, 8)(9-11), Adult Integrated Collaborative Care 
Clinic (ICC) Policy), §415.6(a)(1-5) 

• Requisites §404.163(b), §301.353(h)(1-3) 
• Staff Training (CCBHC-IA)                                                                                                                                                        

100% 
 
 

100% 
25% 

• Progress Notes 301.361(a)(7-8, 11-14); 306.275(c)(1-5) 100% 
 

 
Observations 

• There were no safety plans found in the record for ten (10) records reviewed.  
• Two (2) Client Rights forms were not updated. 
• Compliance followed up with the clinics that referred the clients to Integrated Care. 

During the follow-up, Compliance discovered that the clinics are completing safety plans 
only for individuals with moderate risk and the few highs that do not go to the 
Neuropsychiatric Center (NPC). The Agency Procedure (ACC.B.2) states that a safety 















 
 

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

2nd Quarter (Qtr.) of Fiscal Year (FY) 2024 
Executive Summary Cover Sheet  

Mental Health (MH) Division  
Youth Empowerment Services (YES) Waiver 

Plan of Improvement (POI) Follow-Up 
Review Date: February 5, 2024, to February 7, 2024 

 
I. Audit Type:  

POI Follow-up. 
 

II. Purpose:  
The purpose of this review was to follow up on a POI action item to determine if the item had been 
implemented in response to the YES Waiver audit conducted during the 2nd Qtr. of FY 2023. 

 
III. Audit Method: 

Active records were randomly selected from the YES Waiver Inquiry List and the YES Waiver 
Open Assignment Client Roster Report for persons served during the 1st Qtr. of FY 2024 
(September 1, 2023, to November 30, 2023). Compliance conducted a desk review, sampling 
twenty (20) records using the YES Waiver Review Tool with only relevant sections present. 

 
IV. Audit Findings and History: 

Overall Program Score: 45%  
Detailed finding(s) is presented below. 
The initial wraparound plan development includes at least one needs statement for the youth and 
one for the family member/legal authorized representative (LAR) was completed 45% of the time. 
HHS YES Waiver Manual Page 93. 

 
History 

Compliance previously reviewed the YES Waiver Program during the 2nd Qtr. FY 2023.    
 

V. Recommendations: 
Compliance recommends that the YES Waiver program review the finding and assess its processes 
to ensure documentation is completed in accordance with the YES Waiver Manual. A POI is not 
required; however, the program should collaborate with Performance Improvement (PI) to assist 
with implementing program procedures. Compliance will continue to provide essential support for 
program compliance. The Vice President of the Child and Adolescent Services and the YES 
Waiver Program Director/Manager must sign and return this report to Compliance within seven 
(7) business days.  





































































































































































https://www.ecfr.gov/current/title-24/subtitle-B/chapter-V/subchapter-C/part-576/subpart-A/section-576.2
https://www.ecfr.gov/current/title-24/subtitle-B/chapter-V/subchapter-C/part-576/subpart-A/section-576.2


https://www.ecfr.gov/current/title-2/subtitle-A/chapter-II/part-200/subpart-D/subject-group-ECFR4acc10e7e3b676f
https://www.ecfr.gov/current/title-2/subtitle-A/chapter-II/part-200/subpart-D/subject-group-ECFR4acc10e7e3b676f
https://www.ecfr.gov/current/title-24/subtitle-B/chapter-V/subchapter-C/part-576/subpart-A/section-576.2
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	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, February 20, 2024

	IV. REVIEW AND TAKE ACTION
	A. FY25 Compliance Workplan
	B. Internal Audit FY2024 Q/Q3 Reports

	V. REVIEW AND COMMENT								
	A. 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
	







________________________________________

Veronica Franco, Board Liaison

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

Chairperson, Audit Committee

The Harris Center for Mental Health and IDD

