


































































































 

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 one of Fiscal Year (FY) 
2026, including internal audit findings, external audit involvement, and ongoing department responsibilities. 
 
Presenter: Demetria Luckett, Compliance Director 
 
Explanation of Auditing Format: 
 
Audits are structured across five core components: Personnel, Operations, Environment, Client Records, and 
Medical. This categorization facilitates the identification of potential risks and opportunities for improvement 
across all programs and service lines. 
 
This report covers audits completed between September 1, 2025, and November 30, 2025. It 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. 
• Medical: Medication management practices, consents, clinical services, and patient safety standards. 

 
There were a total of two (2) Billing and Coding Focus Reviews completed for the first quarter of FY26. Each billing 
and coding focus audit consists of two core areas: billing and coding/clinical documentation. 
 

1. Mental Health - Early Onset Coding Audit 
a. The Early Onset program was reviewed to assess documentation accuracy, coding compliance, 

and adherence to clinical documentation and billing; the review focused solely on coding 
compliance and clinical documentation. The overall audit score was 97.16%. The program 
demonstrated positive engagement and organization, but several areas of improvement were 
identified, including incorrect CPT coding (90792 billed while documentation supported 99213), 
absence of a current Plan of Care, untimely progress notes and completion, lack of individualized 
goals and detailed assessment/plan, and insufficient documentation to support billing and 
reimbursement, rendering the service non-reimbursable. The program is implementing targeted 
improvements and reinforcing documentation standards in areas that did not meet the required 
threshold. A follow-up audit will be conducted within 90 days to verify corrective actions and 
ensure ongoing compliance. 

2. CPEP – Hospital to Home Coding Audit 
a.    This audit was conducted to assess the accuracy, completeness, and compliance of clinical 

documentation and coding practices within the Hospital to Home program. The overall audit score 
was 99.72%; billing was excluded from the assessment because the program is grant-funded and 
does not bill. The Hospital-to-Home program demonstrated exemplary performance during the 



























 

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

Executive Summary Cover Sheet  
Comprehensive Psychiatric Emergency Program (CPEP) Division  

Hospital to Home Program Comprehensive Audit 
Review Dates: November 17, 2025, to November 24, 2025 

 
 

I. Audit Type:  
Comprehensive Review. 
 

II. Purpose:  
The purpose of this review was to assess Hospital to Home Operation Guidelines, Medical Requirements, Environmental 
Requirements, Personnel Requirements, and Clinical Record Requirements for compliance with Health and Human Service 
(HHS) Information Item V for Crisis Residential Services and Texas Administrative Code (TEX. ADMIN. CODE) 26 §301.355 
Utilization Management, TEX. ADMIN. CODE 26 §320.75 Monitoring Compliance with Policies and Procedures, TEX. 
ADMIN. CODE 26 §301.323 Environment of Care and Safety, TEX. ADMIN. CODE 26 §301.359 Telemedicine Services, TEX. 
ADMIN. CODE 26 §301.351 Crisis Services, TEX. ADMIN. CODE 26 §301.329 Medical Records System,  TEX. ADMIN. CODE 
26 §320.25 Communication of Rights to Individuals Receiving Mental Health Services, TEX. ADMIN. CODE 26 §320.59 
Documentation of Informed Consent, Health and Human Service (HHS) Information Item V for Crisis Respite Services. 
   

III. Audit Method: 
Active records were randomly selected from the Affiliated Harris Center Encounter Data Inpatient Service Detail Auditing 
report in the Electronic Health Record (EHR) for persons served during the 4th Qtr. of FY 2025 (June 1, 2025, to August 
31, 2025), and the Organizational Development Staff Training Roster Report. Compliance conducted a desk review, 
sampling ten (10) consumer records and nine (9) personnel records using a modified version of them State Review Tool. 
Detailed data for this review is presented below. 

 
IV. Audit Findings and History: 

The Hospital to Home Program had an overall score of 96.00%. All domains were audited, with operations and medical 
each scoring 100%. The area of improvements domains consists of environmental with a score of 99% due to an expired 
health department food service permit, the personnel have a score of 84% with the program not having a signed periodic 
performance review for one (1) staff member and staff not being current with required annual trainings, and the clinical 
record which scored 97% attributing to service encounter documentation not evidencing the consumer demonstrating 
progress or lack of progress towards recovery goals, services provided that was not identified as a treatment goal on the 
plan of care. 
 

Compliance previously conducted a comprehensive review of the Hospital to Home program in 2023 and had a previous 
overall score of 92.2%. In the course of the audit, there were identified metrics under the 95% threshold and the program 
was required to submit a Plan of Improvement (POI). With this most recent review, the program made significant 
improvements. Results from the most recent review demonstrated that the program scores increased in four (4) of the 
domains; however, the program is still deficient in the personnel domain. The program provided feedback that staff will 
be trained on documenting the plan of care and service encounter documentation with all accurate and relevant 
information as it relates to treatment outcomes, and have staff create an annual training calendar to assist in helping staff 
stay current with ongoing trainings. 
                                                                                             

V. Recommendations: 
Compliance recommends that the Hospital to Home program review the findings and continue to assess its processes to 
ensure all required standards are completed in accordance with TEX. ADMIN. CODE: Environment of Care and Safety, Staff 
Member Training, Provider Responsibilities for Treatment Planning and Service Authorization, Documentation of Service 
Provision, and Information Item V for Crisis Respite Services. The Hospital to Home program is required to submit a Plan 
of Improvement (POI) focusing on the elements in Environmental Requirement, Personnel Requirement and the Clinical 
Record Requirement.  

 



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

Executive Summary Cover Sheet  
Comprehensive Psychiatric Emergency Program (CPEP) Division  

Independent Living Comprehensive Audit 
Review Date: October 6, 2025, to October 17, 2025 

 
 

I. Audit Type:  
Comprehensive Review. 
 

II. Purpose:  
The purpose of this review was to assess Independent Living Operation Guidelines, Medical Requirements, 
Environmental Requirements, Personnel Requirements, and Clinical Record Requirements for compliance with 
Health and Human Service (HHS) Information Item V for Crisis Residential Services and Texas Administrative Code 
(TEX. ADMIN. CODE) 26 §301.355 Utilization Management, TEX. ADMIN. CODE 26 §320.75 Monitoring Compliance 
with Policies and Procedures, TEX. ADMIN. CODE 26 §301.323 Environment of Care and Safety, TEX. ADMIN. CODE 
26 §301.359 Telemedicine Services, TEX. ADMIN. CODE 26 §301.351 Crisis Services, TEX. ADMIN. CODE 26 §301.329 
Medical Records System,  TEX. ADMIN. CODE 26 §320.25 Communication of Rights to Individuals Receiving Mental 
Health Services, TEX. ADMIN. CODE 26 §320.59 Documentation of Informed Consent, Independent Living Operational 
Guidelines, and Harris County Housing & Community Development (HCD) agreement. 
   

III. Audit Method: 
Active records were randomly selected from the Affiliated Harris Center Encounter Data Inpatient Service Detail 
Auditing report in the Electronic Health Record (EHR) for persons served during the 4th Qtr. of FY 2025 (June 1, 
2025, to August 31, 2025), and the Organizational Development Staff Training Roster Report. Compliance 
conducted a desk review, sampling ten (10) consumer records and eight (8) personnel records using a modified 
version of the STATE Review Tool. Detailed data for this review is presented below. 

 
IV. Audit Findings and History: 

Independent Living Program has an overall score of 83.60%. All domains were audited, with operations and medical 
each scoring 100%. The area of improvements domains consist of environmental with a score of 80% due to not 
meeting the required occupancy rate and not completing monthly fire extinguisher inspections, personnel has a 
score of 60% resulting in staff not being current with annual trainings, and the clinical record which scored 78% 
attributing to the rights acknowledgement form not signed by staff, the plan of cares missing several required 
elements, service encounter documentation does not reflect progress or the lack of progress for the person served, 
and not having a completed safety plan in the EHR.   
 

Compliance previously conducted a comprehensive review of the Independent Living program in April 2024. The 
program achieved a previous overall score of 80%.  The audit revealed metrics below the 95% compliance threshold 
and the program was required to submit a Plan of Improvement (POI). The results from the most recent review 
demonstrated that the program scores increased in four (4) of the domains. However, the program is still below the 
95% threshold in three domains. The program submitted a POI detaining the action steps that will be taken to correct 
the deficiencies to ensure that program operations are in compliance with regulatory requirements. 
                                                                                          

V. Recommendations: 
Compliance recommends that the Independent Living program review the findings and continue to assess its 
processes to ensure all required standards are completed in accordance with TEX. ADMIN. CODE: Environment of 
Care and Safety, Staff Member Training, Communication of Rights to Individuals Receiving Mental Health Services, 
Provider Responsibilities for Treatment Planning and Service Authorization, Documentation of Service Provision, 
HCD Project Contract Agreement, Independent Living Operational Guidelines and Information Item V for Crisis 
Residential Services. The Independent Living program is required to submit a Plan of Improvement (POI) focusing on 
the elements in Environmental Requirement, Personnel Requirement, and the Clinical Record Requirement.  



 The Harris Center for Mental Health and IDD:  
The Compliance Department 
Crisis Stabilization Unit (CSU) 

1st Quarter (Qtr.) of Fiscal Year (FY) 2026 
Executive Summary Cover Sheet  

 
 

I. Audit Type:  
Comprehensive Review 
 

II. Purpose:  
The purpose of this review was to determine if the Crisis Stabilization Unit (CSU) program had made 
improvements to program process and if there were following the rules and regulations governing 
the Crisis program. The program was under a Plan of Improvement (POI) from a Comprehensive 
review conducted during the 4th Qtr. of FY 24.   

 
III. Audit Method: 

A client roster that included persons served during the 4thQtr. FY 2025 (June 1, 2025-August 31, 
2025) and an employee roster was requested from and provided by program leadership. Fifteen (15) 
client records were selected by using an Excel formula to generate a random number list. Three (3) 
employee records were reviewed. The review utilized an audit tool developed by Compliance. It 
consisted of five (5) components: policy and procedure requirements (policy), environment 
requirements (environment), medical requirements (medical), personnel requirements (personnel), 
and client record requirements (client records).   

 
IV. Audit Findings and History: Overall Program Score:  

The comprehensive overall review score for CSU was 94.14%. All domains were reviewed with 
strengths noted in medical and environment with a respective 100% score. Areas of improvement 
were noted in Operations (93.02%), Personnel (91.43%), and Client Records (86.26%). Compliance 
noted the program did not complete updating the program’s Operational guidelines and are still in 
the process of updating those guidelines. Compliance also noted that the program was not 
documenting any evidence of discharge activities prior to discharge, which is a program 
requirement. The program charts did not contain all elements mandated by TEX. ADMIN. CODE or 
Item V; staff were not trained or recertified in Handle with Care; discharge planning was not being 
completed; discharge planning activities were not documented; intake assessments, and crisis 
services did not include all required information. Compliance has previously completed a 
Comprehensive review of the CSU Program and noted that there was some improvement in 
program documentation. Compliance completed a comprehensive review of the CSU program 
during quarter four of Fiscal Year 2024. The program previously scored 80.68% and has shown a 
significant improvement in FY26.  

 
V. Recommendations: 

The Program should continue to review client documentation (e.g., progress notes, treatment plans, 
admission documentation, and discharge documentation), employee records (i.e., annual training 
requirements), and program documentation (i.e., operational guidelines) for compliance with 
regulatory standards. A Plan of Improvement (POI) is required to address the deficiencies noted in 
this report. The program should also continue to address the POI from previous review. 



















The Harris Center for Mental Health and IDD  
The Compliance Department 

Execu�ve Summary Cover Sheet 
YES Waiver Program  

Review Dates: October 27, 2025-November 7, 2025 

   
 

 

I. Audit Type: 
Plan of Improvement (POI)/ Correc�ve Ac�on Plan (CAP) Follow-Up Audit 
 

II. Purpose: 
The purpose of this review was to determine the YES Waiver program’s compliance with Texas Administra�ve 
Code (Tex. Admin. Code), the Texas Health and Human Services Commission’s (HHSC) YES Policy Manual, and 
Harris Center policies and procedures; and to determine if the program had successfully completed its Plan 
of Improvement issued a�er the 1st Qtr. FY 2025 comprehensive review. 
 

III. Audit Method: 
Program leadership provided a client roster of persons served during the 4th Qtr. FY 2025. Excel-based 
formulas were used to calculate the ra�os of clients to each wraparound facilitator rela�ve to the total 
roster. A random sample of 42 clients was generated using Excel func�ons, ensuring representa�on across all 
facilitators. An employee roster was also provided by program leadership. A random sample of 13 employees 
was generated using Excel func�ons. An appropriate review tool was developed by Compliance. 
 

IV. Audit Findings/History: 
Th program had an overall score of 90.10% which was a slight decrease from the FY 2025 audit score of 91%. 
The program surpassed the minimum threshold score of 95% in the opera�ons component but did not 
surpass the minimum threshold in the personnel or client records components. The program par�ally 
resolved issues noted during the FY 2025 comprehensive review, such as wraparound supervisor to facilitator 
ra�o, HHSC required training courses, and �mely submission of cri�cal incident reports. Compliance noted 
staff are not comple�ng annually-required training courses or policy acknowledgements in a �mely manner; 
are not comple�ng required Consent for Services/Rights Acknowledgement documents correctly; are not 
providing all services listed on the client’s wraparound plan; are not comple�ng clinical eligibility 
assessments within accepted �meframes, are not submi�ng cri�cal incident reports in a �mely manner; and 
subcontractors are not including all required elements on progress notes.  
 

V. Recommenda�ons: 
The program should con�nue to review client documenta�on for compliance with regulatory standards, 
provide periodic targeted training based on self-monitoring results, and ensure employees remain current on 
all training courses and policy acknowledgements. Program leadership should con�nue implemen�ng the 
previous POI protocols and communicate with Performance Improvement to resolve the remaining 
deficiencies. 
 

VI. Correc�ve Ac�ons: 
The program should con�nue its most recent POI and consult with Performance Improvement to resolve 
remaining deficiencies. 



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

Executive Summary Cover Sheet  
Dual Diagnosis Residential Program (DDRP) Follow-up Review 

Review Date: November 18, 2025, to November 20, 2025 
 

 

I. Audit Type:  
Follow-up Review 
 

II. Purpose:  
This follow-up review was conducted to assess whether the Dual Diagnosis Residential Program 
(DDRP) is in compliance with its Plan of Improvement action plan, the Texas Administrative Code 
requirements for Documentation of Service Provision (including begin and end times of service) as 
outlined in 26 Tex. Admin. Code §301.361(a)(4), as well as the Interlocal Contract Modification for 
the Supportive Residential Treatment Program (Group Hours). 

III. Audit Method: 
A client roster for individuals served during the fourth quarter of FY 2025 (June 1, 2025 - August 31, 
2025) was provided by the program. From this roster, ten (10) individuals enrolled in the DDRP 
program were randomly selected for review. The review was conducted using an audit tool 
developed by the Compliance department. 

IV. Audit Findings and History: 
Compliance previously conducted a comprehensive review of the DDRP Program, identifying two 
metrics below the 95.00% compliance threshold. In the initial audit, the program scored 0% for 
group hour requirements and 71.00% for documenting beginning and end time of service. In the 
follow-up audit, compliance reassessed these metrics, and the program demonstrated exceptional 
performance, achieving 100.00% compliance on both items. The program successfully addressed 
prior deficiencies and completed its plan of improvement. 
  

V. Recommendations 
The Program should continue to review staff and client records to ensure compliance with 
applicable regulatory standards and the Interlocal Contract Modifications. A Plan of Improvement 
(POI) is not required.  
 

VI. Corrective Actions 
The program successfully met its outlined requirements in the plan of improvement. No further 
actions are necessary. 



 
The Harris Center for Mental Health and IDD  

The Compliance Department 
Execu�ve Summary Cover Sheet 

Agency Wide Training Audit 
Review Dates: November 2025 

 

I. Audit Type: 
Focus 
 

II. Purpose: 
The purpose of this focused audit was to obtain a high-level view of current training compliance across 
divisions by reviewing assignment and comple�on status for six required trainings in Absorb (learning 
module system for the agency). This review was designed to assess current visibility, progress monitoring, 
and consistency across divisions, rather than historical annual due dates. 
 
During the transi�on in learning module systems from Saba to Absorb in 2024, annual training �melines 
were not emphasized, as delays during the system migra�on created inconsistencies that do not accurately 
reflect current compliance prac�ces. All reviewed trainings are present and assigned in Absorb. 
 

III. Audit Method: 

A sample size of 10% of all active employees was selected for review across six required trainings 
applicable across the agency. Training was analyzed for active employees only and results are broken 
down by overall scores and individual training. The trainings were audited up until November 1st, 2025. 
Detailed findings and data analysis from this review are presented in the sections below.  
 

IV. Key Findings/History: 
Compliance has not previously conducted a Focus review over our agency wide training compliance. 
Individual programs are audited for training records within comprehensive audits. Late 2024, there was a 
change in the learning module system from Saba to Absorb.  Key findings are as follows: 
 

1. All required trainings reviewed are assigned and accessible in Absorb. No gaps were iden�fied in 
system assignment for ac�ve employees at the �me of the review. 

2. Supervisors have had ini�al training to Absorb ‘Manager View’ upon the change in learning 
module systems. Organiza�onal Development will be sending a refresher to leaders. 

3. Employees have access to a large volume of content within Absorb, which may contribute to 
required trainings being delayed without clear priori�za�on guidance. Star�ng in July 2025, a 
training checklist was implemented and is currently being provided to new hires during 
orienta�on. 
 

V. Recommenda�ons: 
To maintain compliance across the agency, supervisors should receive targeted guidance on how to 
monitor training progress in Absorb. Training supervisors on how to review assignments, iden�fy overdue 
trainings, and conduct regular compliance checks will help create accountability and standard prac�ces 
across the agency. Clearer communica�on to employees about which training courses are required is also 
important and is already underway for new employees. Employees who started prior to summer 2025 
should receive the same training guidelines and refer to our intranet for a requirement list. As a longer-
term strategy, leadership may consider se�ng standard expecta�ons for supervisors to review training 
compliance at specific intervals (during supervision mee�ngs, quarterly check-ins, or annual performance 
review). This proac�ve approach would help ensure consistency and improve oversight across all divisions. 





I datoViont Outreach ID:  Site ID:  Formerly named Ciox Health 

I 
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Chart Review Request 
: I 

To: Medical Records Date: 10/1/2025 ! 
' I I 

I 

Fax Number:  Phone Number:  
I 

ACTION REQUESTED: Please respond within 8 days of receipt of this request. 
Please call  or email chartreview@dafavant.com with any questions. 

I 

To learn how to reduce the phone calls and faxes from Datavant and elimin~te the burden of 
medical wecord retrieval in the future, visit www.datavant.com/campaign/betterway 

i . . I 

' . 

Medical recorcb can be submitted through the following options: 

1. Provider Portal: 
Securely respord to Datavant-managed requests in a 
single, up-to-date queue. Login or Signup here: 
https:/ /datavant.com/provider/setup or use the 
following for a ·1~me-time response: 
https://datava11t.com/provider/upload with 
credentials i 

• i  
• i  

2. Remote EMR ~etrieval: 
Set up secure remote connection from an EMR 
directly to Data~ant for timely remote retrieval by 
trained Datava~t associates. 

Contact I 

3. Onsite Chart Retrieval: 
Schedule on._site retrieval with a complimentary 

I 
Datavant Chart Retrieval Specialist or review any 

I . 

aspects of the on-site retrieval services at Datavant. 

Contact 

4.Fax: 

  

5. Mail: i 
Mark "Confidential" on the env1· lope and mail the 
medical records to: 

Datavant 

. . 
 

I I . . I 

Datavant can hel~ you remove the burden of fulfilling rec:ord requests through: \ 
OCT ij·~ 2025 

> Digital Retrieval: Automate the intake, fulfillment, quality control and delivery of medical record~ 
> Release of lnfoi·mation Services: Free up staff time with centralized and outsourced chart tetrieQEC EIVED 

To learn more •+Jt ohe of these NO COST retrieval options, visit www.datavant.com/campaign/terway 

VERIFICATION OF RECEIPT OF Fr.X: i 
Thiscommtmication maVcontai., confidential Prote·cted Health Information. This lnformatlon Is lritended only for the use of the individual or entity to t'll'hlch it is addressed. The authOrized fecipient of this information Is 
prohibited from disclosing this hformation to any other party unless required to do so by law or regulation and Is required to destroy the Information after its stated need has been f~ltilled. If you are not the intended 
recipient, you are hereby notifltd that any disclosure, copying, distribution, or action taken In ~eliance on the contents of these documehts is STRICTLY PROf-1.IBlTED by Federal law. If Vou have received this information in 
error, please notify the sender iiTJm'!diatefy and arrange for the return or destructiot'l 0f these documents. 
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	Agenda
	I. DECLARATION OF QUORUM
	II. PUBLIC COMMENTS
	III. MINUTES
	A. Minutes of the Board of Trustees Audit Committee Meeting Held on Tuesday, October 21, 2025

	IV. REVIEW AND COMMENT								
	A. FY2025 Annual Audit
	B. FY26 First Quarter Compliance Audit Activities
	C. Q1 FY2026 Internal Audit Reports Presentation

	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. FY26 First Quarter Compliance Department Binder 
	B. Internal Audit Reports Binder Q1, 2026

	IX. ADJOURN
	



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

