
D
oes your organization rank patient safety and 
quality of care as one of its highest risks? Studies 
reveal that as many as 440,000 people die each 
year from hospital errors, injuries, accidents and 

infections.1 One out of every 25 hospitalized patients will 
develop an avoidable infection during their stay.2

Providence Health & Services is a not-for-profit Catholic 
health system. The system’s combined scope of services 
includes 34 hospitals, over 475 ambulatory clinics, senior 
services, supportive housing, a health plan, and many other 
health and educational services. It operates across five 
states in the northwest, with more than 75,000 employees, 
including 12,500 physicians and 28,500 nurses.

Internal audit has taken proactive steps toward improving 
patient safety, in deep partnership with clinical and quality 
colleagues. They are making a difference in both patient care 
and the health system’s bottom line. High quality care that 
is reliable and appropriate is safer and less costly than poor 
care, for any health system.

Clinical auditing
Providence has used nurses to conduct very limited clinical 
auditing as part of the audit function for more than 30 years. 
Originally, nurses were hired to conduct medical record 
and coding reviews to defend charges against insurance 
companies. With available time, areas such as surgical 
scheduling, catheterization lab procedures, respiratory 
therapy and pharmacy were audited. In these early phases, 
few clinical standards were available as criteria for our audits. 
Often, recommendations from such audits were received 
with isolated clinical impact or improvement outcomes. 
Although some progress was made, this work was not a 
strategic priority in pursuit of improving the organization’s 
product—high quality patient care—and no more clinicians 
were hired into internal audit.

More recently, the organizational and strategic priorities 
shifted from functioning less as a holding company and 
more as a consistent, reliable operating company. Focus 

1 James, J. (2013) A new, evidence-based estimate of patient harms associated 
with hospital care. Journal of Patient Safety, 9:122–128.

2 Magill, S. et al. (2014) Multistate point-prevalence survey of health care–asso-
ciated infections. New England Journal of Medicine, 370:1198–1208.
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turned toward reducing unnecessary variation in clinical and 
business processes, to create predictable reliability across 
the enterprise.

Externally, expectations and requirements from 
government and watchdog groups have evolved as well, 
advocating to make performance and quality of care 
more transparent and accountable. Financial incentives 
and rewards have changed accordingly. Unnecessary 
patient readmissions, serious harm events called “never 
events” and other hospital-acquired complications are 
no longer reimbursed. Consequently, a focus on clinical 
auditing now directly contributes to making care better 
and safer for patients, and improving the financial 
bottom line.

Internal audit has taken 
proactive steps toward 
improving patient safety, in 
deep partnership with clinical 
and quality colleagues.

Now the strategic and organizational commitment is to 
perform at the highest level each and every time, regardless 
of where and when care is delivered. Clinical auditing 
helps verify that clinical standards, policies, procedures 
and protocols are being followed consistently. Nurse 
auditors now directly support elimination of unnecessary 
variation in delivery of clinical services. Clinical audits often 
involve direct observation of procedures to assure they are 
performed according to adopted standards and policy. See 
the Exhibit 1 on the next page for examples of clinical audits.

Setting the stage
Most chief medical and nursing officers, and patient 
safety and quality executives, retain significant local 
accountability, which can create organizational and 

cultural challenges. Traditionally, reviewing clinical 
performance is “housed” inside clinical and quality 
organizational domains. Yet elimination of unnecessary 
variation requires performance review and oversight 
from both inside and outside clinical quality assurance 
functions.

Why internal audit?
Independence and objectivity – Internal audit can make 
observations and recommendations without organizational 
or political constraints that can exist in the clinical culture.

Reporting – Internal audit reports directly to the Board 
of Directors at Providence, so recommendations are 
transparent and accountability is very clear.

Accountability – Recommendations are assigned to a specific 
individual and internal audit monitors recommendations 
until they are validated as implemented.

Knowledge transfer – Internal audit covers all of Providence’s 
hospitals, clinics and long-term care settings, so auditing 
processes can include sharing and spreading best or leading 
practices across the system.

Building a clinical audit program
Early on, a number of essential considerations for building 
the clinical auditing programs included executive 
support, effective management, initial auditor hires, and 
initial projects undertaken. The process was taken slowly, 
making sure each element was aligned at each step. 
Failure to prepare in any of these areas would have made 
long-term success and culture change less likely.

Executive support took several years to solidify. The internal 
audit department was fortunate to have an excellent 
reputation among executive leaders, both at the local and 
corporate level. CEO John Koster, MD, and the CFO were 
a early advocates, followed by the system Chief Medical 
Officer (CMO). The Chief Nursing Officer was slower to 
engage, but turned out to be one of the most committed 
clinical champions.

8  New Perspectives Association of Healthcare Internal Auditors Summer 2016

Feature



Effective management of the clinical audit function was 
essential, especially because the department’s reputation is 
as important as its expertise. When clinical audit candidates 
with previous internal audit experience proved difficult to 
find, a manager was selected who could effectively teach 
new auditors about organizational expectations and the 
mechanics of conducting and writing audit reports. The 
internal audit department meets The Institute of Internal 
Auditors standards for all audits, including clinical audits.

Clinical auditing helps verify 
that clinical standards, policies, 
procedures and protocols are 
being followed consistently.

The first clinical auditor was required to have significant 
nursing and program assessment experience, experience 
with quality assurance, and experience with accredita-
tion review and/or consulting. This person had to be able 
to communicate effectively with physicians and nursing 
leaders, especially where audit information could be 
sensitive or perceived as threatening. To maximize en-
gagement, the system Chief Nursing Officer (CNO) and an 
experienced quality executive participated actively in the 
interview process.

The first audit and location were also selected carefully. 
The selected hospital was one where internal audit has 
an excellent reputation and a constructive relation ship 
with the local chief medical officer.  Prior to the audit 
entrance meeting, the local CMO was briefed extensively 
on the purpose of the audit, and the importance to the 
system of the audit process being successful. He was 
empowered to intervene to redirect the work if any 
substantive problems arose.

The first audit involved observing surgeries to assure the 
Safe Surgical Checklist3 was being fully implemented to 
standard.

Since the initial audit in 2011, the program has grown 
from one clinical auditor to four, and is receiving far more 
requests than staff can support. One clinical and one 
operations auditor have been dedicated to the physician 
division, as it has grown to more than 475 ambulatory clinics 
across five states. To minimize disruption, physician clinics 

3 World Health Organization (2009) WHO Surgical Safety Checklist. www.who.
int/patientsafety/safesurgery/checklist/en/

Exhibit 1 – Types of audits and projects

These examples illustrate the depth and breadth of 
potential clinical audit projects.

Safe Surgical Checklist – These checklists provide a  
means to prevent undue harm or errors in surgery. 
The checklist includes discreet activities that must 
to be completed at various stages of the surgery. 
Dramatic surgical safety improvement has been 
validated empirically where each step of the checklist 
is fully completed in the required time sequence.

No elective deliveries before 39 weeks gestation – There 
is compelling evidence to support prohibiting any 
elective deliveries prior to 39 weeks gestation except 
where there is medical justification. Untoward and 
expensive outcomes can result from a pre-39 week 
elective delivery for both mother and infant.

End of life care (advanced directives) – As a faith based 
health system, Providence places very high value 
on honoring choices at the end of life. Yet at times 
the patient’s advanced directive may not have been 
signed, is not up to date and/or cannot be retrieved. 
Consequently, without the most current and 
accurate signed advanced directive at the time of an 
emergency or serious illness, undesired outcomes in 
care decisions, and undue stress for the patient and 
family can often result.

Clinical bundles (CAUTI, Sepsis, CLABSI, etc.) – Many 
common hospital-based clinical problems—such as 
catheter-associated urinary tract infections (CAUTI), 
central line-associated bloodstream infections 
(CLABSI) and sepsis—can be eliminated or managed 
very effectively at the earliest stages by following 
clinical bundles.

These bundles are sets of evidence-based steps 
and procedures that must be followed for every 
patient every time. If all of the bundle elements 
are implemented, the clinical problem should be 
eliminated, or in the case of sepsis, managed in its 
very early stages.
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are sampled, and then financial and clinical controls are 
combined in a single audit to maximize audit coverage.

Integrating audit with clinical leadership
The clinical audit program has been tightly aligned with 
executive clinical leadership and governance through the 
system-level Clinical Council. The chief audit executive and 
one of the clinical auditors serve on the Clinical Council. 
Periodically, internal audit presents the results of priority or 
potentially sensitive clinical audit reports.

A Clinical Audit Subcommittee of the Clinical Council 
provides oversight, prioritization and guidance as needed. 
The subcommittee includes two regional CMOs and 
CNOs, and two quality leaders. This group also previews 
recommendations to assure they are clear and practicable.

Results
In each case, the clinical audit has revealed the actual level of 
standardization and conformance with policy, and has revealed 
much about local practices. Sometimes, while technically 
complying with the letter of the standard, behaviors are 
observed that may not meet the intent or spirit of the standard.

For example, the Safe Surgical Checklist includes a pause 
by the entire surgical team prior to incision. The team 
members are to introduce themselves by name, repeat the 
patient’s name, and identify the specific surgery, site and 
side for the operation.

Clinical audits often involve 
direct observation of 
procedures.

Clinicians could be observed nodding their heads in 
agreement such that the step of the checklist could be 
checked, yet at times clinicians may have been distracted 
and not fully engaged. By observing the process, the surgical 
teams could be coached and supported to improve without 
using a punitive approach.

In more traditional quality assurance auditing, the records 
would have been reviewed to make sure every list was 
checked for every item, with a date stamp verifying the list 
was completed prior to surgery. Now a much richer and 
helpful resource is available to guide teams to consistent 
practice including the letter and the intent of the standard 
we all adopted.

Another example was the prohibition against elective 
deliveries prior to 39 weeks (see Exhibit 1). Since evidence 

to support the standard has been available for many years, 
Providence’s policy is very clear. Yet audits found both 
variation in interpretation (e.g. 38 weeks, 5 days rounded to 
39 weeks), and occasional noncompliance.

Two outcomes from the audits were that clinicians are 
paying more attention to the standard, and when an early 
birth needs to occur, they are creating better documentation 
in the medical record. Policies and procedures were clarified, 
staff was retrained where necessary, and standards were 
revisited with clinical and operational leaders.

Audits nearly always uncover new “best practices” that can 
be easily shared across the health system. In this way, the 
auditor is received as a helpful improvement consultant 
while serving in a more conventional auditing and 
reporting role.

Executive support took several 
years to solidify.

The findings are transparent and the improvement 
recommendations are nearly always appreciated, though 
as you might expect, not all recommendations to improve 
controls are welcomed with open arms. However, because 
of our diligent efforts to create a collaborative clinical audit 
function, the audits are usually welcomed.

Interfacing with governance
After clinical audit findings have been reviewed by clinical 
and quality leaders, and by the steering committee, 
significant clinical findings are reported to the Audit & 
Compliance Committee of the Board of Directors. The 
Chair of the Board Clinical Quality Committee often joins 
the meetings.

It was very important the full Board appreciate the value and 
complexity of the work, and the associated outcomes, from 
early in the project. The first auditor hired gave a moving 
presentation to the full Board of Directors about her work 
in auditing compliance with all aspects of the Safe Surgical 
Checklist. Her presentation sparked lively discussion and 
gratitude for her work. Dr. Burton, the system CNO, has also 
attended the Audit & Compliance Committee of the Board to 
report on results and trends.

Future
After a period of learning, and growing the program to 
address priority risk challenges, internal audit is now turning 
the program toward strategic clinical improvement support. 
In addition to continuing to audit where challenging high 
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risk issues are identified, usually from the field, the focus will 
move to  include strategic improvement initiatives.

Audit resources will be aligned to targets for clinical 
improvement across the entire enterprise to measure 
effectiveness and compliance with the strategic 
improvement roadmap.

Findings from the initial clinical audits helped lead 
to selecting CAUTI and CLABSI metrics for full system 
accountability. As an example, for 2016, system-level 
accountability has been assigned for eliminating patient 
falls with injury in all hospitals. Auditors are being integrated 
into strategic planning such that they fully understand the 
process used to arrive at the standards, policies, procedures 
and targets. By being more involved in the planning, 

reporting and auditing of these initiatives, the auditors can 
be more effective and efficient in completing their audits 
when the time comes.

Recommendations
If you are considering introducing or growing a clinical 
auditing program, give careful thought to each aspect of 
building it. Clinical auditing can be considered a significant 
cultural change for clinical, quality and audit professionals.

In addition, auditors should be integrated into clinical and 
quality governance and planning, and the design of quality 
improvement efforts. When thoughtfully implemented, 
clinical auditing resource adds value and unique perspective 
for advancing the improvement continuum in clinical care 
and safety. NP

Coaches Wanted – continued from page 4

Geno Auriemma, coach of the highly successful University 
of Connecticut Women’s Basketball team, has this to say 
about quality: “Most teams practice until they get it right. 
We practice until we can’t get it wrong.” Now that’s a 
commitment to quality, and their 151-5 record over the last 
four years shows the outcome.

Quality statistics indicate those of us in healthcare do not 
practice quality improvement hard enough. We leave too 
much unaddressed. Perhaps our industry needs more 
leaders with a basketball coach’s mindset. I know, I am 
preaching to the choir. We auditors groove on details and 
their relation to intended outcomes and ultimate quality. 
But we have to do more—much more.

In this issue of New Perspectives we have a plethora of 
articles that speak to ensuring we get the details right, in 
the chargemaster, Dx coding, security or contingent fee 
audits, and more. The feature article is about clinical auditing 
as an emerging area for internal audit, and it, too, calls for 
paying attention to the details that affect 
quality during the care of our patients. 
Guaranteed these articles will help make 
you a more competent auditor and a 
better coach. 

I wish you good reading and value-laden 
auditing. NP
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