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Billing and Coding Focus Audits
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CRisIS RESIDENTIAL
UNIT (CRU) CODING

94.28%
AUDIT

TEXAS HOME LIVING
(TXHML) SERVICE
COORDINATION
CODING/BILLING
AUDIT

94.73%

FORENSIC: DUAL
DIAGNOSIS
RESIDENTIAL
PROGRAM (DDRP)
AND YOUTH DIVERSION
CENTER (YDC)
CODING AUDIT

97.90%

CRU had strengths in timely
documentation and goals.

N/A 94.28% Gaps identified in consents, plans of

care, and note quality.

Compliance will follow up in 90 days
to monitorimprovement activities.

TxHmML showed strong billing
processes, but gaps remainin

documentation/coding.
99.12%

96.92%

Since a Type A encounter must be in

place to bill a Type B, consistent
completionis important.

Coding/clinical documentation scored

97.9%, DDRP was fully compliant and

YDC showed isolated documentation

gaps in consents, progress notes, and
CPT coding.

N/A 97.90%
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OPERATIONS MEDICAL
CRisiS RESIDENTIAL UNIT (CRU) S S
COMPREHENSIVE AUDIT
THE NAVIGATION CENTER FOCUS AuDIT 100% 100%
THE ENRICHMENT CENTER AT THE VILLAS AND
100% 100%

811 PROPERTIES FOCUS AUDIT

Overall Audit Score

Enrichment Center 99.66%

Navigation Center 98.58%

CRU 94.66%

0% 20% 40% 60% 80% 100%

CLINICAL
ENVIRONMENT PERSONNEL OVERALL
RECORDS
100% 93% 80% 94.66%
NA 96% NA 98.58%
N/A 99% N/A 99.66%

CRU audit showed strong compliance in
operations/medical/environment but had gaps in
personnel related to staff training, and clinical records
related to pain assessments, and rights documentation.

Enrichment and Navigation Centers both scored high.
Both centers discontinued services due to funding
effective April 30t, 2025. Services were integrated into
our Behavioral Health Response Team program.




Forensics Division
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OPERATIONS MEDICAL
FORENSIC SPECIALTY COMPREHENSIVE
100% 100%
AUDIT
FORENSIC PEER SUPPORT AND RE-ENTRY
NA NA
SERVICES FOCUS AUDIT
FORENSIC TRANSITION SERVICES
NA NA

Focus AuDIT

CLINICAL

ENVIRONMENT RECORDS PERSONNEL OVERALL
100% 100% 97.53% 99.51%
NA 95.29% 100% 97.65%

NA NA 90.91% 90.91%

Overall Audit Score

90.91%

99.51%

80%

Transition Services

Peer Support and ReEntry

Forensic Specialty

0% 20% 40% 60% 100%

Forensic Specialty and Peer Support/ReEntry
demonstrated performance in their initial
audits, only minor gaps in training and
documentation.

Forensic Transition Services revealed a higher
compliance risk stemming from limited access to
contractor records, which restricts effective
oversight.




Overall Audit Score CLINICAL

OPERATIONS PERSONNEL OVERALL
RECORDS
100%
INTERMEDIATE CARE FACILITIES 100% 34.47% 52 88% 62.45%
(ICF) COMPREHENSIVE AUDIT
80%
TEXAS HOME LIVING (TXHML)
SERVICE COORDINATION Focus NA 74.69% NA 74.69%

AuDIT
60%

Both ICF and TxHmL audits revealed compliance risks in clinical
documentation and person-centered planning. ICF records lacked goals,
outcomes, and progress documentation. Paper charts are utilized for ICF

facilities, which creates accessibility and organization risks. TxHmL showed

40%

20%

gaps in enrollment documentation and timely PDP updates. Both
programs require continued oversight: ICF is scheduled for a
comprehensive review in FY26 and TxHmL is referred to Performance
Improvement for support of their corrective action plan.

0%
ICF TxHmL




Behavioral Health Division IR s
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CLINICAL
OPERATIONS MEDICAL ENVIRONMENT PERSONNEL OVERALL
RECORDS
NORTHWEST COMMUNITY SERVICE CENTER (NWCSC)
COMPREHENSIVE AUDIT 100% 100% 100% 87.67% 97.78% 97.09%
ST G2l 50% NA NA 61.74% 91.70% 67.81%
COMPREHENSIVE AUDIT
SOUTHEAST CHILD AND ADOLESCENT CLINIC OPERATIONAL REVIEW 100%
SOUTHWEST CHILD AND ADOLESCENT CLINIC OPERATIONAL REVIEW 100%
NORTHEAST CHILD AND ADOLESCENT CLINIC OPERATIONAL REVIEW 100%
Co-LOCATION CLINICS OPERATIONAL REVIEW 100%

Overall Audit Score NWCSC scored 97.09% with strong
operations/medical compliance but gaps were
Personal, related to non-compliance with required

coc trainings, supervision documentation, and client

records. COC scored 67.81% (first program audit)
with deficiencies across domains including lack of
NWCSC policies, incomplete training, and missing required
documentation. COC is developing a plan of

0% 20% 40% 60% 80% improvement_




Agency Wide Audit
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Overall Score

66.93%

Policy assigned to employee
within Policy Management
System

Annual Acknowledgement of
Policy

Completed policy
acknowledgement since hire

83.92%

52.16%

64.71%

Develop a formal Acknowledgement Policy or
Procedure outlining requirements for employees to
acknowledge key policies at the time of hire and on

an annual basis.

Compliance will develop an internal process to verify
all employees are enrolled in the policy management
system during onboarding and provide education to
new and existing staff on how to access and use our
Policy Management System.



Follow Up Audits - CPEP I Hawess
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PSYCHIATRIC EMERGENCY SERVICES (PES) HOMELESS OUTREACH TEAM (HOT)
100% 100%
O = = = = e e = e = = - ° - - - - - - - - — — °

90%
80% . w0 gm e
65% ‘ — 83.33%
60% 70% 79%

40% 60% 66.66%
40%
50%
20% 40%
FEB 24 AUG 25 FEB 24 AUG 25
—e—Clinical Record —+— Threshold —e—Clinical Record —+—Personnel -=e— Threshold

PES Highlights HOT Highlights

. . Follow up in August 2025 showed slight clinical improvement but
0 0
Score rose to 5% (25% improvement), yst compliance gaps risks remain with subjective assessments and a decline in personnel

in discharge summaries led to referral to Performance compliance (90% > 66.66%) due to training gaps. Program referred
Improvement program and staff retraining in progress. to Performance Improvement.
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ASSERTIVE COMMUNITY TREATMENT/FORENSIC

ASSERTIVE COMMUNITY TREATMENT (ACT/FACT) ASSISTED OUTPATIENT THERAPY (AQT)

100% 9 110%
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ACT/FACT Highlights AOT Highlights
Personnel compliance improved from 94% to 97%. Client records Personnel reached 100% compliance. Client records declined to
declined from 91% to 80.32% due to missing medication consents 72.93% with issues in medication consents, monitoring, recovery plans
and recovery/safety plans. Program was referred to Performance and documentation. Program referred to Performance Improvement

Improvement and are scheduled for a comprehensive auditin FY26. and are scheduled for a Comprehensive audit in FY26.
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OPTUM INTEGRATED BEHAVIORAL HEALTH

INTEGRATED CARE
HOME CARE (OPTUM)
100% 97.66% 100% - e ———— = .
90%
0 75%
80% 80% 67% =0
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60%

40%
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—o—Personnel == Threshold —o—Clinical Record —+—Personnel =e- Threshold
Integrated Care Highlights Optum Highlights
Personnel compliance had a significant improvement from 25% to Personnel and Client records improved but remained below
97.66%, with only CPR and Handle with Care training below threshold threshold. Gaps were noted in enrollment, assessments,
due to scheduling delays. Performance Improvement referral not administrative reviews, health action plans, and agency training.

required. Program was referred to Performance Improvement for support.
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SOUTHEAST ADULT MENTAL HEALTH (SEAMH) LOOKING AHEAD

100.00%

FY26 — NEw 90 DAY FOLLOW UP PROCESS

90.00%

80.00%

70.00% . .
Status checks/reports on corrective action

60.00% plans instead of full audits

>0.00% 55.43%
40.00%

30.00% Will allow for timely review to verify
JUN 23 JUL 25 improvement activities are underway

—e—Client Records —+— Threshold

SEAMH Highlights

— - - - Continuing to ensure accountability while
Clinical records declined to 55.43% with gaps in measurable e e TS TY | d
treatment plans, progress notes, case management re uc"‘g administrative burden an

documentation, and co-occurring needs. Program submitted a program disruption
plan of improvement and is scheduled for a comprehensive
review in FY26.
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MEDICAL RECORD REQUESTS

These medical records are requested as part of a required Medicare Risk
20 Datavant Audit requests Adjustment (MRA) program. Datavant requests records on behalf of the
insurance provider and the insurance company will review.

14 Additional Medical Record requests
from other Managed Care Organizations.

PHARMACY AUDITS

All clinics were audited throughout the quarter to validate claims associated

with specific prescription medications. Two are closed out with no errors, no

overpayment identified, and no recoupment due. All others are still pending
audit results.

Various MCO’s requested records for MRA purposes or to review claims.

22 Optum Pharmacy Audits

Northwest and Northeast Clinics underwent an inspection by the Texas State
2 Texas State Board of Pharmacy Audits Board of Pharmacy. Both clinics passed the audit with no unsatisfactory
findings or recommendations.
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FoLLow-Up REVIEW: CORRECTIVE ACTION PLAN (CAP)  8/18/25 - 8/25/25

HHS Quality Management team conducted a desk review to confirm completion of actions from prior FY24 comprehensive audit and review
monitoring activities. The audit was closed, and The Harris Center successfully completed all actions identified.

INTELLECTUAL AND DEVELOPMENT DISABILITIES (IDD) INTERMEDIATE CARE FACILITIES (ICF)

Multiple Life Safety and Licensure audits were conducted over the course of June 2025 — August 2025 for our Westbury, Pasadena Cottage A/B,
and Applewhite locations. Preliminary findings cited licensure deficiencies with a need for a plan of correction. The plan of corrections were
submitted and accepted. Follow-up reviews were conducted in August 2025 and Westbury and Pasadena A/B were cleared of all deficiencies.
The Applewhite location is still pending a final exit.

Texas HOME LIVING (TXHML) — PROVIDER

Texas Health and Human Services conducted a recertification and intake inspections for our TxXHmL program on 7/8/25-7/9/25. No
preliminary findings noted. The program received certification for an additional year. A finding was cited post exit conference regarding
failure to notify HHSC of an incident. A follow up review was conducted 8/13/25 and no further deficiencies noted; program received
certification for an additional year.

TEXAS GENERAL LAND OFFICE COMMUNITY DEVELOPMENT AND REVITALIZATION (GLO-CDR) ANNUAL AFFORDABILITY PERIOD REVIEW

An annual review is underway for our Hope Harbor facility to determine compliance with requirements as part of receiving
federal benefits through the Affordable Rental Program.
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Mental Health and IDD
The Harris Center for Mental Health and IDD (The Harris Center):

Compliance Department (Compliance) Audit Committee Report

Report Description: This report provides a summary of compliance activities for quarter four of FY25, including
internal audit findings, external audit involvement, and ongoing department responsibilities.

Presenter: Demetria Luckett, Compliance Director

Explanation of Auditing Format:

The Compliance department has continued its new auditing format that was introduced earlier this fiscal year. The
reviews are grouped into five core areas: Personnel, Operations, Environment, Client Records, and Medical. These
areas help us pinpoint risks and improvement areas across our programs and service lines.

This report covers audits completed between March 1%, 2025, and August 31, 2025, and includes a breakdown by
division and type of review: Comprehensive, Focus, and Follow-Up. There will be an overview of each audit

completed and corrective action if applicable.

Audit Format Refresher:

Personnel: Training, licensing, certifications, and adherence to staffing requirements.

Operations: Internal processes, documentation practices, and regulatory compliance.

Environment: Safety protocols, emergency preparedness, vehicle compliance, and rights protections.
Client Records: Documentation accuracy, timeliness, integrity, medical necessity, and clinical
recordkeeping.

e Medical: Medication management practices, consents, clinical services, and patient safety standards.

There were a total of three (3) Billing and Coding Focus Reviews completed for the fourth quarter of FY25. Each
billing and coding focus audit consists of two core areas: billing and coding/clinical documentation.

1. CPEP Division: Crisis Residential Unit (CRU) Focused Coding Audit:
a. This audit evaluated coding and clinical documentation practices for compliance with agency
policies, service authorization standards, and billing accuracy which resulted in an overall Client
Records score of 94.28%. The program demonstrated strong performance in documenting
appointment times, service delivery formats, person-specific goals, and timely completion by
certified staff. However, areas needing improvement included incomplete consent forms,
unsigned or missing plans of care, and documentation quality issues such as copy-paste entries
and missing encounter reasons. Billing accuracy also showed minor miscoding risks. Specific
findings included provider entering progress notes before the encounter dates and notes lacking
justification for services provided. The program has received the findings and compliance will
follow up within 90 days to monitor improvements.
2. IDD Division: Texas Home Living (TxHmL) Service Coordination Coding and Billing Audit:
a. Compliance conducted an audit of the Intellectual and Developmental Disability (IDD) Texas Home
Living (TxHmL) program, resulting in an overall score of 96.92%. Billing practices were strong,
scoring 99.12%, with only one area falling below threshold at 87.72%. Coding documentation
scored 94.73%, with deficiencies noted in service authorization and medical necessity (91.23%)
and documentation within required timeframe of 24-48 hours (56.14%). Isolated documentation
























































































































































































































































































































































































































































































































































































































	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 15, 2025

	IV. REVIEW AND COMMENT								
	A. FY25 Fourth Quarter Compliance Audit Activities

	V. 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.

	VI. RECONVENE INTO OPEN SESSION
	VII. CONSIDER AND TAKE ACTION AS A RESULT OF THE EXECUTIVE SESSION
	VIII. INFORMATION ONLY 
	A. FY25 Fourth Quarter Compliance Department Binder 

	IX. ADJOURN
	



________________________________________
Veronica Franco, Board Liaison
Jim Lykes
Chairperson, Audit Committee
The Harris Center for Mental Health and IDD

