
Minutes of the meeting of the Audit and Compliance Committee of the Board of Directors of the Cook County 
Health and Hospitals System held Friday, April 16, 2010 at the hour of 9:30 A.M., at John H. Stroger, Jr. 
Hospital of Cook County, 1901 W. Harrison Street, in the fifth floor conference room, Chicago, Illinois. 

 
 

I. Attendance/Call to Order  
 

Chairman Muñoz called the meeting to order.  He recessed the meeting to the call of the Chair, in order to 
allow the earlier scheduled Finance Committee to conclude its business.  Following this activity, Chairman 
Muñoz reconvened the meeting, and the Committee began its consideration of the items presented. 
 
Present: Chairman Luis Muñoz, MD, MPH and Director\ Heather O’Donnell, JD, LLM (2) 

 

 Board Chairman Warren L. Batts (Ex-Officio) and Gerald Bauman (Non-Director Member) 
 

 Directors Hon. Jerry Butler; David Carvalho; Quin R. Golden; and Jorge Ramirez 
 
Absent: Director Benn Greenspan, PhD, MPH, FACHE (1) 

 
Additional attendees and/or presenters were: 

 
Michael Ayres 
Cathy Bodnar 
Daniel Brennan, Jr. 

William T. Foley 
Tracey Guidry 
Pat Kitchen 

Elizabeth Reidy 
Deborah Santana 
Thomas Schroeder 

 
 

II. Public Speakers 
 

Chairman Muñoz asked the Secretary to call upon the registered speakers. 
 
The Secretary called upon the following registered public speaker: 

 
1. George Blakemore Concerned Citizen 

 
 

III. Report from System Corporate Compliance Officer 
 

A. Status Report (Attachment #1) 
B. Compliance Program Issue Management (Attachment #2) 
C. Compliance Program Awareness Activities (Attachment #3) 
D. Compliance Program Hot Line Charter  
E. Compliance Program Policies and Procedures (Attachment #4) 

 
Cathy Bodnar, System Corporate Compliance Officer, presented her report (Attachments #1 through 
#4).  The Committee reviewed and discussed the information.   
 
With regard to the compliance hotline, Ms. Bodnar stated that it has been up and running for one (1) 
week; this hotline is managed externally and is open twenty-four (24) hours a day, seven (7) days per 
week.  Director O’Donnell inquired as to the process for those calls that might be human resource-
related, rather than compliance-related; she asked if this information is channeled to the appropriate 
area.  Ms. Bodnar responded that this function can be built into the system to disseminate the 
information to other areas.   
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III.    Report from System Corporate Compliance Officer (continued) 
 
The Committee continued their discussion of the compliance hotline.  The process employed for 
confirmation of the concern/complaint was provided; the caller is given a code number related to the 
matter, and can call back or check the website using that code number to review any comments and 
updates related to it.  After further discussion, Chairman Muñoz requested a copy of the script used for 
the hotline; it was stated that it can be presented at the next Committee meeting or sent directly to the 
Committee members for their review1.  Ms. Bodnar stated that the Compliance Program Hot Line 
Charter is presented at this meeting for their review and comments; it will be brought back to the 
Committee for their approval at a future meeting2. 
 
With regard to the information provided on the 2010 Compliance work plan (included in Attachment 
#1), Ms. Bodnar noted that the activity of developing a proactive monitoring and auditing program, 
originally scheduled to begin in the 4th Quarter of 2010, is anticipated to be delayed; they do not have 
the staff to initiate this yet.  She added that when they do get the staff to initiate this, there is also an 
orientation period that affects this activity.   
 
The Committee discussed the information provided on reporting of compliance issues to the Committee.  
Ms. Bodnar provided information relating to an investigation into a complaint alleging duplicative 
billing for dentistry X-rays.  This issue was related to the Board of Directors by a patient during public 
testimony at the March 26, 2010 Board Meeting; this issue would fall under the category of allegation of 
false claims.  Ms. Bodnar stated that, after investigating the matter, it was determined that the insurance 
company was not billed twice for the X-rays.  She added that there were other issues included in the 
patient’s testimony that they are reviewing.  Director O’Donnell inquired whether operations issues are 
addressed following an investigation, if System issues are identified.  Ms. Bodnar responded 
affirmatively, stating that they also look for patterns and trends while investigating these matters.  
Michael Ayres, System Chief Financial Officer, provided additional information on the investigation 
into the matter, as it relates to operations. 
 

 
IV. Report from System Director of Internal Audit 

 
 

A. Status Report (Attachment #5) 
B. Internal Audit Policies and Procedures (Attachment #6) 
C. Institute of Internal Auditors information (Attachment #7): 

i. Code of Ethics 
ii. International Professional Practices Framework 

 
Thomas Schroeder, System Director of Internal Audit, presented his report (Attachments #5 through 
#7). The Committee reviewed and discussed the information. 
 
During the discussion, Mr. Schroeder provided information on Internal Audit’s investigation of  
inquiries/concerns brought to Ms. Bodnar by employees relating to the System’s mail-order and 
overflow pharmaceutical processing vendor, Sav-Rx.  He stated that the employees raised a number of 
concerns, including those relating to the following:  errors in the filling of prescriptions; misleading and 
duplicative refill requests for mail order prescriptions; excessive re-work and billing for work that was 
not performed or was performed incorrectly; and cost of the contract. As a result of the review, Mr. 
Schroeder reported that he did not find a pattern of systematic concerns.  There were some issues where 
forty (40) prescriptions over a four (4) month period of eighty thousand (80,000) prescriptions 
processed per month were being re-worked at the outpatient pharmacies here; however, he speculated 
that this occurred because the prescriptions were in transit when the patients arrived at the outpatient 
pharmacy. 
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IV.     Report from System Director of Internal Audit (continued) 
 
Director O’Donnell remarked that she feels that there is often a perception that there is a lot of 
corruption; when someone makes an allegation of corruption and the findings do not support this 
allegation, how is this information on the outcome of the investigation shared, to educate different 
groups?  Mr. Schroeder responded that the process of communicating this type of information is 
currently being reviewed and discussed.  Chairman Muñoz agreed that sharing this information, 
especially with the department involved, is important; he asked whether there may be access limitations 
to the information.  Elizabeth Reidy, System General Counsel, responded that if there is information that 
is confidential and that is required to be maintained confidential, the Committee could choose to receive 
the information in closed session under the appropriate exception to the Illinois Open Meetings Act; 
beyond that, the Committee can choose to receive the information in open session, where it can be 
shared for purposes of education.  Examples of ways to communicate this type of open session 
information were discussed; these included sharing the information via the employee newsletter and/or 
posting it on the System intranet.  
 
With regard to Internal Audit Policies and Procedures, it was noted that this Table of Contents was 
provided for the Committee’s information and review of the departmental policies.  Chairman Muñoz 
requested that a full copy of the Policies and Procedures be forwarded to the Committee members for 
their information3. 

 
 

V. Recommendations, Discussion/Information Items 

A. Minutes of the Audit and Compliance Committee Meeting, March 2, 2010 
 

Director O’Donnell, seconded by Chairman Muñoz, moved to accept the minutes of the Audit and 
Compliance Committee Meeting of March 2, 2010.  THE MOTION CARRIED UNANIMOUSLY. 

 

 
B. Proposed revision to the Audit and Compliance Committee Charter 

 
Director O’Donnell, seconded by Chairman Muñoz, moved to approve the proposed revision to the Audit 
and Compliance Committee Charter (Attachment #8).  THE MOTION CARRIED UNANIMOUSLY. 
 

 
C. Proposed Internal Audit Charter 

 
Director O’Donnell, seconded by Chairman Muñoz, moved to approve the proposed Internal Audit 
Charter (Attachment #9).  THE MOTION CARRIED UNANIMOUSLY. 
 
 

 
D. CCHHS Financial Statements and Combining Supplemental Schedules, as of and for the year 

ended November 30, 2008, and Independent Auditors’ Report; and Report to Management, as of 
and for the year ended November 30, 2008 
 
Director O’Donnell, seconded by Chairman Muñoz, moved to receive and file the Cook County Health 
and Hospitals System Financial Statements and Combining Supplemental Schedules, as of and for the 
year ended November 30, 2008, and Independent Auditors’ Report; and Report to Management, as of and 
for the year ended November 30, 2008.  THE MOTION CARRIED UNANIMOUSLY. 
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V.      Recommendations, Discussion/Information Items (continued) 
 

E. Update from RSM McGladrey on status of internal audits 
 

Pat Kitchen, of RSM McGladrey, presented an update on the status of internal audits (Attachment #10).  
The Committee reviewed and discussed the information. 
 
The Committee had an extensive discussion relating to the work done to date on the grants audit, with a 
focus on the Hektoen Institute entity.  Mr. Kitchen stated that he expects that work on this audit will be 
completed in May and presented to the Committee in June.  With respect to Hektoen, Mr. Kitchen stated 
that initial meetings have been held with its Director/Chief Financial Officer; preliminary information 
has been received.  However, they have made it clear that, pending execution and finalization of the 
administrative services agreement between the System and Hektoen, they do not intend to provide further 
access to allow RSM to proceed with that audit.  Mr. Ayres stated that a first draft of that document has 
been reviewed; they are now working on a second draft.   
 
At the request of Chairman Muñoz, Ms. Reidy provided background information relating to the drafting 
of this agreement.  She stated that following a meeting between William T. Foley, Chief Executive 
Officer of the Cook County Health and Hospitals System, and representatives of Hektoen, her office 
prepared a preliminary internal draft of an agreement with Hektoen going forward.  This draft was 
circulated and received considerable comments from Mr. Ayres; these comments are being incorporated 
into the draft document and will be circulated for further review in the near future.  Chairman Muñoz 
requested that a copy of the draft document be forwarded to him4.  Mr. Foley provided additional 
information, stating that at the meeting with the Hektoen representatives, he indicated that there must be 
an agreement going forward.  It was noted that the agreement would be brought back to the Committee 
for their approval. 
 
Mr. Ayres stated that completion of the audit plays into how a structure is created with Hektoen, or will 
address questions of whether the relationship is continued.  He expects the work on the draft agreement 
to be completed within the next sixty (60) days.  Director Butler inquired whether there is an existing 
agreement.  Ms. Reidy responded that she has never seen an executed agreement; she cited information 
relating to activities several years ago when draft agreements were under review, but noted that these 
activities never resulted in an executed agreement. Further discussion took place on the matter; Ms. 
Reidy provided additional information on the areas expected to be covered in the agreement. 
 
Mr. Kitchen provided a review of other activities presented in the materials.  Chairman Muñoz requested 
that, with regard to timelines, a project schedule in relation to RSM McGladrey’s contract period be 
provided, so the Committee can see where certain audit functions are heading.  Mr. Kitchen responded 
that this will be provided5. 
 

  
F. Update from Deloitte & Touche on 2009 Audit 
 

Tracey Guidry, of Deloitte & Touche, presented an update on the 2009 Audit (Attachment #11).  The 
Committee reviewed and discussed the information. 

 
Director O’Donnell noted that controls will need to be put in place for cash collections with relation to 
implementation of the CareLink Policy.  Mr. Ayres responded affirmatively; he stated that the cash 
control policy will have to be revisited and adjustments made for the disbursement of the function.  
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V.      Recommendations, Discussion/Information Items  
 

F.    Update from Deloitte & Touche on 2009 Audit (continued) 
 
With regard to the Audit timeline, Ms. Guidry stated that the largest part of this Audit is getting through 
the accounts receivable and revenue cycle.  They have received the information, and are going through 
it hospital by hospital.  If the activity continues as scheduled, she anticipates the completion of a draft 
report by next week; they expect to be competed with the System piece of the Audit by the end of May.  
She anticipates that the Audit results will be presented to the Committee for review and discussion at the 
meeting in June. 

   
VI. Action Items 
 

A. Any items listed under Section V, VI and VII  
 
 

VII. Closed Session Discussion/Information Item  
 

A. Discussion of personnel matters 
 

It was stated that there were no matters at this time to be discussed in closed session.  
 

VIII. Adjourn  
 

As the agenda was exhausted, Chairman Muñoz declared the meeting ADJOURNED. 
 

 

Respectfully submitted, 
Audit and Compliance Committee of the 
Board of Directors of the 
Cook County Health and Hospitals System 
 
 
 
XXXXXXXXXXXXXXXXXXXXXX 
Luis Muñoz, MD, MPH,  Chairman 

 
Attest: 
 
 
 
XXXXXXXXXXXXXXXXXXXXXX 
Deborah Santana, Secretary 
                                                 
Follow-up/Requests/Further Action Needed 
 
1  Request:  copy of hotline script to be brought back to the June 1st Committee meeting, or forwarded to Committee 

members.  Page 2.  (C. Bodnar) 
 

2  Follow-up:  for future Committee Meeting, Corporate Compliance Hotline Charter to be presented for approval.  
Page 2.  (C. Bodnar) 

 

3  Request:  copy of Internal Audit Policies and Procedures to be forwarded to the Committee members.  Page 3.  (T. 
Schroeder) 

 

4  Request:  copy of draft agreement relating to Hektoen to be forwarded to Chairman Muñoz.  Page 4. 
 

5  Request:  further information on RSM McGladrey efforts/timelines/project schedule.  Page 4.  (P. Kitchen) 
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Presented To

Cook County Health & Hospitals System
Audit & Compliance Committee 

Cathy Bodnar, MS, RN, CHC
Chief Compliance Officer

April 16, 2010

Corporate Compliance Report
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Objectives

To provide a compliance work plan status report.

To initiate standard reporting of compliance issues to the 
Audit & Compliance Committee of the Board.

To discuss a sample of compliance issues.

Page 2 of 7Page 8 of 53



3 XXDevelop proactive monitoring and auditing 

Reinvigorating & maintaining an organizational structure
X- Engage audit & compliance committee 

XX- Redefine role of ad hoc compliance work group
XXXX- Establish system compliance program team

XXXXXXEnforcing standards

X- Develop standard reporting 

XXXXXXXResponding to and investigating concerns

XXXXXXX- Set standards through policies & procedures    [Refer to Item III(E)]

XXXXCommunicate standards through education    [Refer to Item III(C)]

XXProvide a formal mechanism for reporting            [Refer to Item III(D)]

2012

XAssess each compliance program element

20114Q103Q102Q101Q104Q09

2010 Compliance Work Plan

Workaround 
in place 

X
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4

Compliance Issues

Definition
Unplanned, reactive concerns raised to Corporate Compliance.

Action
Receipt of a concern through any modality prompts investigation.

Collaboration
Investigation into the issue may prompt collaboration and/ or 
transition within CCHHS.  

Setting the Foundation
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5

Compliance Issue Categories1

6%
13%

23%

10%
3% 6%

39%

10%Other
3%Political Activity13%COI
6%Human Resources23%False Claims
6%Accurate Books & Records39%HIPAA

1 More detail on the categories may be found within Item III(B) Compliance Program Issue Management
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6

Issue Detail Examples
HIPAA
Physician request.

Investigation complete.  Guidance provided.  Issue resolved.

Allegation of False Claims
Patient verbalized concern about duplicative charges.

Investigation complete.  Notification of findings to patient in 
process.  Issue remains open.

Conflict of Interest
Receipt of gift card.

Investigation complete.  Guidance provided.  Issue resolved.

Other
NGS probe notification.

Managed within Revenue Cycle.  Will participate in monthly 
meetings moving forward. 
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7

Status of Compliance Issues

Transitioned 

Internally
ManagedResolved

74%

In Process
26%
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Issue Type 
 

 
Examples 

 

 
Collaboration 

 
Initial Steps 

 
Accurate Books & 
Records 
 

 Financial Integrity  
(accounting misstatements) 
(wrongful transactions) 

 
 Healthcare Fraud 

(misapplication of funds) 
(mishandling of cash) 

 
 Accurate Record Documentation 

(time reporting inaccuracy) 
(medical record inaccuracy) 

 

 Finance  
 General Counsel 
 Human Resources 
 Internal Audit 

 

1. Document details of the allegation 
2. Determine, if appropriate, to collaborate 

with another department 
3. Investigate the allegation 

Conflict of Interest 
 

 Vendor Relationships 
(questionable interactions/ invitations) 
 

 Gifts 
 

 General Counsel 
 Human Resources 

 

1. Document details 
2. Review Cook County Ethics Ordinance to 

compare the situation as it relates to the 
ordinance  

3. Consult with General Counsel 
4. Respond citing specific ordinance 

references 
EMTALA 
 

 Allegation of Inappropriate Transfers  General Counsel 
 

1. Obtain report from the complainant. 
2. Investigate allegation 

False Claims 
 

 Allegation of Inaccurate Coding or Billing 
 
 Any Issue that Affects Patient Billing 

 

 Finance/ Revenue Cycle 
 Internal Audit 
 General Counsel 
 Human Resources 

 

1. Verify specifics, including which code, 
item, charge, etc. 

2. Identify the date and define the order of 
magnitude (e.g., time period and volume) 

3. Extract data for probe sample and perform 
detailed testing to determine the estimated 
error rate 
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Issue Type 

 

 
Examples 

 

 
Collaboration 

 
Initial Steps 

 
Human Resources 
 

 Specific issues dealing with Human 
Resources, for example, discrimination, 
harassment, misconduct, inappropriate 
behavior 

 Human Resources 
 

1. Forward the issue to Human Resources 
for management 

Patient Privacy & 
Confidentiality 
 

Improper use or disclosure of Protected Health 
Information (PHI).   
 PHI is defined as any individually 

identifiable health information, whether 
verbal or recorded in any form or medium. 

 
E-PHI Breaches may involve, 
 Inappropriate access to the CCHHS 

information systems containing PHI 
 Misdirected fax containing PHI 
 Password or shared drive breaches 
 Report of stolen laptop or transportable 

media(depending on the user and content) 

 Information Services 
 Human Resources 
 Medical and/ or Clinical 

Leadership  
 

1. Investigate allegation 
2. Determine area affected 
3. If issue relates to Information Systems, 

collaborate with Information Services  
4. For inappropriate access to information 

systems, request chart access audit.  
5. For misdirected faxes identify and 

communicate with the operational area 
6. For all other areas: 

 Identify area involved  
7. Collaborate  with  leadership in operational 

area 
 

Political Activity 
 

 Use of CCHHS resources for a political 
campaign 

 
 Hosting political fund-raising events 

 
 Shakman compliance 

 

 General Counsel 
 Human Resources 

 

1. Confirm details 
2. Compare the fact set to Cook County 

Political Activity Prohibitions or Shakman 
Decree 

3. Consult with General Counsel  

Research 
Clinical Trials 
Grants 
 

 Specific issues dealing with research   
 
 Protocol breaches 

 Medical and/ or Clinical 
Leadership  

 Internal Audit 
 General Counsel 

1. Investigate the issue 
2. Document details of the allegation 
3. Determine, if appropriate, to collaborate 

with another department 
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Issue Type 

 

 
Examples 

 

 
Collaboration 

 
Initial Steps 

 
Theft  Theft 

 
 Misuse of CCHHS Facilities and/ or 

Equipment 
 
 Destruction of CCHHS Property 

 
 Identity Theft 

 

 CC Police and/ or Security 
 General Counsel 
 Human Resources 

 

1. Investigate allegation 
2. Collaborate as appropriate 

Other 
 

 All other 
 

 TBD 
 

1. Document details of the issue 
2. Forward to the appropriate area for 

management 
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Item III (C) 
Compliance Program Awareness Activities 

 
 
 

This packet includes, 

1. Compliance Awareness Work Plan (v4) 

2. Awareness Materials  

a. Draft Handout  

b. Draft Poster 

c. Draft Compliance Intranet Page 

d. Current Standards of Conduct 
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Work Plan Project Comments

4 5 6 7 8 9 10 11 12
Mar Apr May Jun Jul Aug Sep Oct Nov

Open Lines of Communication

1 Organizational Communication

     1.1 Develop a communication strategy to increase awareness

     1.2 Implement an effective communication strategy to increase employee "awareness" on the 
following topics and disseminate:

           1.2.1  Definition and scope of compliance

           1.2.2  Staff conduct (Standards of Conduct)

           1.2.3  Responsibility to report potential/actual issues

           1.2.4  Consequences of not reporting

           1.2.5  Non-retaliation process

           1.2.6  Accessibility of the Compliance Officer and Program

           1.2.7  Privacy, Confidentiality, and Security

     1.3 Implement System-wide Telephonic Hot Line

           1.3.1  Roll out System-wide Telephonic Hot Line

     1.4 Engage resources to assist with "awareness" roll out

          1.4.1  Contact and engage Ad Hoc Compliance Work Group

          1.4.2  Contact and engage each CCHHS affiliate

          1.4.3 Finalize engagements for "awareness" activities

          1.4.4 Roll out "awareness" activities

     1.5 Develop and Roll out Compliance Program Intranet Page

     1.6 Develop System-wide Intranet Hot Line

           1.6.1  Roll out System-wide Intranet Hot Line

       1.7  Develop plan for future "awareness" activities

           1.7.1  Recommend awareness activities that directly relate to compliance issues that have 
recently surfaced

Education

2 Education

     2.1 Work with CCHHS Information Systems to determine current internal parameters

          2.1.1  Determine data parameters, intranet and internet capabilities, etc.

          2.1.2  Work within data parameters, intranet and internet capabilities, etc.

     2.2 Develop an education module within parameters above for the Employees to include but not limit 
to HIPAA, accurate books & records, fraud, bribery, theft, conflict of interest, gifts/gratuities, billing, 
documentation, etc.

          2.2.1  Communicate education plan

          2.2.2  Roll out employee education

     2.3 Recognize separate and distinct educational needs for the Provider/ Medical Staff. 

          2.3.1  Develop an education module for this population to include but not limited to conflict of 
interest, gifts/gratuities, billing, documentation, Stark/ anti-kickback regulations etc.  Consider 
embedding this as credentialing requirement. 

? ?

     2.4 Develop an education module for Vendors with a specific focus on conflict of interest, 
gifts/gratuities and confidentiality. → → → → → → → →

? 
FY11

Compliance Awareness Work Plan (v4)

Quarter 2 Quarter 3 Quarter 4
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  …doing the right thing...because it’s the right thing to do!  

     CORPORATE COMPLIANCE 
 
 
 
 
 
 

 
 
 
 
 
 

Compliance hot lines are a way for employees  
to report potential compliance-related concerns. 

 
Some of the areas within the scope of Corporate Compliance include: 

 
 Accurate Books & Records 
 Conflict of Interest  
 False Claims 
 Financial Integrity 
 Fraud, Bribery, and Theft 
 Healthcare Fraud & Abuse 
 Patient Privacy & Confidentiality 
 Political Activity 
 Research, Clinical Trials, and Grants 

 
 

You have a duty to report 
We are individually and collectively responsible to report compliance concerns to 
leadership and/or the System Corporate Compliance Program. We must do the right 
thing because it’s the right thing to do. 
 
We offer you protections 
We shall keep compliance concerns confidential. 
We will investigate concerns promptly. 
We protect those who report compliance concerns in good faith – this is the promise 
and the duty of the Corporate Compliance Program. 
 
 
 
 
Cathy Bodnar 
Chief Compliance Officer 
1900 W. Polk, Suite 123 
Chicago, IL 60612 
                                 
 

DRAFT HANDOUT 

COMING SOON!  Web-Based Reporting 

Soon we’ll have another way to report your  
compliance concerns — via the internet!   We’ll 
tell you all about it when we roll it out.    
 

1-866-489-4949 

Compliance & Ethics Awareness 
New CCHHS Hot Line Number 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 3 of 8Page 21 of 53



When do I call the Compliance Hot Line? 
Your first option should always be to discuss your compliance-related concern at the local level with your 
supervisor or another member of management.  If you don’t feel your concern has been addressed at the 
local level with your supervisor or another member of management, then call the Compliance Hot Line. 
 
What is a compliance-related concern?   
It could be noncompliance with federal, state, or local laws or regulations.  A violation of our Standards of 
Conduct (Code of Conduct), here are a few examples, 
Accurate Books and Records, Conflict of Interest, False Claims, Financial Integrity, Fraud, Bribery, and 
Theft, Patient Privacy & Confidentiality, Political Activity, Research, Clinical Trials & Grants.  
 
Why does CCHHS have a Compliance Hot Line? 
To offer a confidential way for employees or other interested parties to report or seek guidance on 
possible compliance issues.   

 
Does the Compliance Hot Line have certain hours of operation? 
No.  The telephone lines are open 24 hours a day, 365 days a year.  
 
Does someone actually answer my call or do I have to leave a message? 
The hot line is answered by a person anytime you call.  
 
Who operates the Compliance Hot Line? 
The Hot Line is operated by an independent, third party.  Actually, the company is out of state.  
 
What information do I need to provide when I call the Hot Line? 
You will be asked a series of standard questions by the Hot Line representative. They will determine what 
category your call falls within. In reporting any issue or concern, include as many specifics as possible.  
 
Do I have to leave my name? 
You may call the Hot Line to report a compliance concern without giving your name.  If you do leave your 
name, your confidentiality will be protected to the full extent the law allows.  Just know, as we investigate 
your concern we might have additional questions or need clarification to perform a complete review.   
 
What will happen if I report a compliance-related concern? 
When you report a compliance-related concern – to the Compliance Office, or through the Compliance 
Hot Line– it will be investigated.   
 
Who investigates my concerns? 
The Compliance Hot Line representative sends a report to the CCHHS Chief Compliance Officer.  The 
Chief Compliance Officer reviews the report and determines if it should be investigated by the Corporate 
Compliance Program or by the appropriate department.  For example, if the concern were not truly 
compliance-related rather Human Resource related, the concern would be forwarded to Human 
Resources for investigation.  

 
Can I find out if my concern was addressed?   
After you report your compliance-related concern, you will be given information by the Hot Line 
representative.  The information will include a way to review the status of your concern.   
 
 
Remember,  
Everyone is responsible for compliance at CCHHS. This includes every employee, board member, 
administrator, physician, volunteer, as well as those with whom we do business (i.e. consultants and 
vendors). 

 

REVERSE SIDE - - DRAFT HANDOUT 
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                Compliance &  Ethics  Awareness Event 

         ….doing the right thing              because it’s the right thing to do! 

 
  To All Employees of Cook County Health & Hospitals System 
 

Representatives for the Corporate Compliance Program  
will be in your area to share information about the program and answer  

any compliance-related questions you may have. 
 
 

Come by to learn more. 
 
We will be in your area            
 
 
 

<< add location/ site/ time >> 
 

 

 

<< add day/ week >> 

Contact Information 

Cathy Bodnar 
Chief Compliance Officer 
1900 W. Polk Suite 123 
Chicago, IL 60612 
 
hotline 1-800-xxx xxxx | fax  1-312- 864-9825 

 
DRAFT POSTER 
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...doing the right thing... because it’s the right thing to do! 

CORPORATE COMPLIANCE 
 

Mission & Vision CCHHS Home link 

We accomplish our mission and vision through education, both formal and informal, that addresses a 
myriad of legal and regulatory requirements applicable in the healthcare setting. 

Our Mission: 

   1st stage web sample 

To uphold the mission, vision, and core goals of Cook County Health & Hospitals System (CCHHS) by 
establishing and supporting a system-wide culture of honesty and respect to guide everyone’s actions by  

 Developing standards 
 Increasing awareness 
 Promoting honest behavior and professional responsibility 

 
through education, awareness, and shared accountability that promotes compliance with applicable laws, 
regulations, and system policies. 

Our Vision: 

To ensure safeguards are in place for our patients, our staff, and the public at large, the Corporate 
Compliance Program will be a resource to everyone affiliated1 with Cook County Health & Hospitals 
System. 

 1 For the purposes of this statement, “affiliated” is defined as all employees, medical staff, house staff, 
Board members, volunteers, students, patients, partners, consultants, agency personnel, and vendors. 

Elements of an Effective Program 

The System’s Corporate Compliance Program follow these elements as defined by the Office of 
Inspector General.  

 Maintaining an organizational structure to sustain and enhance the program 

 Providing a mechanism for reporting potential violations 

 Responding to and investigating the concerns raised 

 Setting standards through written policies and procedures 

 Enforcing standards and disciplining actions that are non-compliant 

 Communicating the standards through regular education and training programs 

 Utilizing monitoring and auditing activities to decrease problems 

 Identifying and assessing business and reputational risks 
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  Standards of Conduct 
 
The Cook County Health & Hospitals System’s Standards of 
Conduct are a guide to all Cook County Health & Hospitals System 
(CCHHS) personnel, including officers, directors, members of 
committees with Board-delegated authority, employees, and 
members of the CCHHS medical staff or house staff, researchers, 
students and agency personnel.  This policy also affects 
independent contractors, consultants and other business partners 
(vendors) who are not employees but are working at CCHHS. 
 
Use the Standards of Conduct as a guide and as a reminder to 
uphold 

o Honest and ethical behavior,  
o Compliance with applicable laws, regulations, and 

system policies, and  
o Your responsibilities, as an important part of the CCHHS 

team. 
 

Compliance with the CCHHS Standards of Conduct 
is required. 

 
A. QUALITY OF CARE 
1. We are committed to providing care within its capabilities and 
capacity to all patients regardless of race, color, gender, religion, 
disability, national origin, age, sexual orientation, marital status, 
veteran and the ability to pay. 
2. We must comply with laws and policies that protect the safety 
and well-being of our patients and employees in the delivery of 
comprehensive high quality healthcare to the residents of Cook 
County. 
3. We are committed to timely medical record documentation of the 
care we provide to our patients in an accurate, truthful, and clear 
manner.  
4. We follow the requirements of the Emergency Medical 
Treatment And Labor Act, also known as EMTALA by providing for 
an appropriate medical screening examination to determine 
whether or not an individual requesting such examination has an 
emergency medical condition and if the patient is determined to 
have an emergency medical condition, the patient will receive 
treatment within CCHHS capabilities and capacity until the 
condition is stabilized or an appropriate transfer to another facility 
can be made.  CCHHS will accept an appropriate transfer of a 
patient who requires its specialized capabilities or facilities if 
CCHHS has the capacity to treat the patient. 
 
B. ETHICS AND DISCLOSURES 
5. We will maintain high ethical standards and comply with all 
federal, state and local laws, including the Cook County Ethics 
Ordinance, to prevent fraud and abuse. 
6. We shall not make, participate in making or in any way attempt 
to use our position to influence any actions or business decisions 
when we know, have reason to know or should know that we will 
personally benefit from those actions. 
7. We will never solicit, accept, receive or agree to receive, either 
directly or indirectly, anything of value, including but not limited to 
money, gifts, favors or promise of future employment, based upon 

any mutual understanding, either explicit or implicit, that would 
influence our actions, decisions or judgments on behalf of CCHHS.    
8. We will never ask for and/or accept any money or anything of 
value including, but not limited to, gifts, favors, services or 
promises of future employment, in return for advice or assistance 
on matters concerning CCHHS operations or business. 
9. We will not do business or have any type of financial interest in 
any business activity that involves any of CCHHS’ operations or 
business.   
10. We shall only engage in financial arrangements with CCHHS 
physicians that compensate physicians for fair market value for the 
services they provide to our organization.  We will never offer any 
other incentive that violates the federal anti-kickback statute or 
other similar federal or state statute or regulation. 
11. No referrals shall be made by any CCHHS health care provider 
(physician, nurse, or other) for health services to an entity in which 
he, she or an immediate family member has a financial 
relationship. 
 
C. FINANCIAL INTEGRITY 
12. We will submit accurate claims that follow CCHHS policies and 
governmental guidance.  This includes accurate Medicare cost 
reports. 
13. We will follow ethical coding practices by using defined coding 
methodologies in accordance with Federal & State regulations & 
laws and industry standards that include ICD-9-CM Official 
Guidelines for Coding and Reporting established by the Centers for 
Medicare and Medicaid Services and the National Center for 
Health Statistics and CPT (Current Procedural Terminology) rules 
established by the American Medical Association. 
14. We shall take reasonable steps to ensure that all claims for 
clinical and diagnostic laboratory testing services are accurate and 
correctly identify the services ordered by the physician and that 
such services were actually performed. 
15. We shall submit claims for medically necessary services that 
are ordered by a physician or other appropriately licensed 
individual. 
16. We will promptly return all governmental or private payor 
overpayments, including deductibles and co-payments. 
17. We are committed to comply with laws, regulations, and polices 
that relate to contracts and arrangements with referral sources. 
18. We shall comply with anti-trust laws, including, but not limited 
to, restrictions concerning price information, referral, and 
discriminatory pricing.   
 
D. ACCURATE RECORDS 
19. We must maintain all books and records in an accurate, 
complete and timely manner.  Furthermore, CCHHS is subject to 
laws that require that certain records be retained for differing 
periods of time.  It is our duty to comply with all policies regarding 
record retention, as well as all applicable laws.   
20. We are committed to complete and accurate medical record 
documentation for each patient treated.  In order to ensure that 
medical records can support all of their various purposes, it is 
extremely important that the records be complete, accurate, timely 
and legible. 
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D. ACCURATE RECORDS (continued) 
21.  We shall maintain confidentiality of all medical records to 
ensure the integrity of provider-patient and CCHHS-patient 
relationships.  Any request to see or copy a patient’s medical 
record must follow the applicable policy.  
22. We will accurately reflect CCHHS transactions in all our books, 
records and accounts.  All assets and liabilities of CCHHS must be 
recorded on the books.  There shall be no undisclosed or 
unrecorded fund or asset in any amount for any purpose; no false 
or artificial entries for any purpose; and no payment shall occur, or 
purchase price be agreed to, with the intention or understanding 
that any part of such payment is for anything other than that 
described in the document supporting the payment. 
23. We must allocate and bill cost to a government contract, 
program or other entity properly and in accordance with 
regulations.  Timely and accurate completion of time reporting by 
all CCHHS employees is essential.  All employees shall report only 
the true and actual number of hours worked by them.   
24. We will document CCHHS business expenses properly and 
promptly with accuracy and completeness on expense reports in 
accordance with the applicable policy. 
 
E. CONFIDENTIALITY 
25. We shall guard our patient’s protected health information (PHI) 
and use the utmost caution when communicating verbally and 
electronically.  We shall comply with the Health Insurance 
Portability and Accountability Act (HIPAA).   
26. We will never misuse or disclose confidential or proprietary 
information, including patient or personnel records, hospital reports 
or tests, and any departmental files, documents, or data in financial 
reports and records. 
 
F. RESEARCH 
27. We shall carry out research involving, human subjects in an 
ethical manner in accordance with federal regulations and policies 
and procedures authored by CCHHS Office of Research Affairs. 
 
G, EMPLOYMENT SCREENING 
28. We shall perform excluded provider/ sanction checks on 
potential and current employees to ensure services provided by 
excluded entities will not be paid under any Federal healthcare 
program, on or after the effective date of exclusion. 
29. Similarly we shall perform excluded provider/ sanction checks 
on potential and current vendors to ensure services provided by 
excluded entities will not be paid under any Federal healthcare 
program, on or after the effective date of exclusion. 
 
H. EDUCATION AND TRAINING 
30. We shall train CCHHS personnel, including officers, directors, 
members of committees with Board-delegated authority, 
employees, and members of the CCHHS medical staff or house 
staff, researchers, students and agency personnel on our 
Standards of Conduct.   
31. We shall remind everyone that compliance is the responsibility 
of each and every one of us.   
32. We shall hold leadership accountable, for the ongoing 
communication of these standards and to promote the culture of 
compliance. 

 
I. DUTY TO REPORT VIOLATIONS 
33. We are individually and collectively responsible to report 
compliance concerns to leadership and/ or the System Compliance 
Program.  We must do the right thing because it’s the right thing to 
do. 
 
J. PROTECTIONS 
34. We shall keep compliance concerns confidential. 
35. We shall investigate concerns promptly. 
36. We shall protect those who report compliance concerns in good 
faith – this is the promise and the duty of the Compliance Program. 
 
 
If you have any questions regarding the Standards of Conduct or if 
you are aware of any violations of the Standards, contact  

o your supervisor,  
o a concern related department (such as Human 

Resources, Safety, etc.), or  
o the System Compliance Program. 

 
How to report a compliance concern to the System Compliance 
Program: 

In writing to 
The Corporate Compliance Program 
Cook County Health & Hospitals System 
1900 West Polk, Suite 123 
Chicago, IL  60612 
 
Call our confidential hot line 
1-800-XXX-XXXX 
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Cook County Health and Hospitals System 
Compliance Program Policies and Procedures 

 
Section:  
Section # :  
Subject: Table of Contents 
Page: 1 of 1 
Issue Date:  

 
 

 
 
 Revision Date:  

 
1. Authoritative Source Guidance 
 

1.1 Publication of the OIG Compliance Program Guidance for Hospitals 
Federal Register / Vol. 63, No. 35 / Monday, February 23, 1998 

 
1.2 OIG Supplemental Compliance Program Guidance for Hospitals 

Federal Register / Vol. 70, No. 19 / Monday, January 31, 2005 
 

2. Governance 
 

2.1 Audit & Compliance Committee of the Board of Directors Charter 
2.2 Audit & Compliance Steering Committee Charter (draft) 
2.3 Ad Hoc Compliance Work Group Charter 

 
3. General Policies of the Department 
 

3.1 Compliance Program Mission and Vision Statements 
3.2 Compliance Program Policy 
3.3 Chief Compliance Officer Policy 
3.4 Standards of Conduct (update in process) 
3.5 Reporting of Wrongdoing/ Non-Retaliation Policy (draft) 
3.6 Compliance Plan Development Policy 
3.7 Compliance Education & Training Policy (draft) 
3.8 Compliance Program Confidentiality 
3.9 Compliance Hot Line 
3.10 Repayment to Payers (draft) 

 
4. Procedures 
 

4.1 Compliance Investigations 
4.2 Compliance Auditing & Monitoring 
4.3 Responding to Government Investigations (draft) 
4.4 Hot Line Operations 
4.5 Sanction Screening (draft) 
4.6 HIPAA Sanctions Policy (draft) 
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Internal Audit – Progress Update

XIssue Management

XIn-house Staffing

XInternal Audit Metrics and Scorecard

XQuality Assurance Program

XStakeholder Education

XInternal Audit Maturity Continuum

XElectronic Work Papers

XExternal Quality Assurance Review of Internal Audit

XRefresh Risk Assessment

XInternal Audit Policies and Procedures

XInternal Audit Methodology

XProfessional Associations

XOnline Resources

XInternal Audit Resource Plan

XInternal Audit Strategic Plan

XReporting

XInternal Audit Charter

XAudit and Compliance Committee Charter

XIA Mission/Vision

XStakeholder Expectations

2013201220114Q103Q102Q101Q10

Complete In Process
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Cook County Health and Hospitals System 
Internal Audit Policies and Procedures 

 
Section: - 
Section # : - 
Subject: Table of Contents 
Page: 1 of 1 
Issue Date: April xx, 2010 

 
 

 
 
 Revision Date: - 

 
1.   General Policies of the Department 
 
1.1   Policy Statement for Controlling the Operations of CCHHS 
1.2   Internal Audit Charter 
1.3   Mission Statement 
1.4   Objectivity 
1.5   Director of Internal Audit General Responsibilities 
1.5.1   Internal Audit Quality Assurance 
1.6   Due Professional Care and Fraud 
1.7   Reports for Management and the Audit and Compliance Committee 
1.8   Coordination with Independent Public Accountants 
1.9   Audit Risk Assessment/Annual Audit Planning 
1.10   Internal Auditor Duties versus Line/Operational Duties 
1.10.1   Consulting 
1.11   Confidentiality 
1.12   Continuing Education 
 
 
2.   Policies for Conducting an Audit 
 
2.1   Personal Conduct and Independence 
2.2   Preliminary Survey 
2.3   Opening Conference 
2.4   Engagement Letter 
2.5   Audit Program 
2.6   Attributes of a Well-Developed Audit Finding 
2.7   Audit Work Papers 
2.8   Audit Reports 
2.9   Exit Conference 
2.10   Audit Report Follow-Up 
2.11   Illegal and Improper Activities 
2.12   Irregularities/Defalcations/Investigations 
2.13   Audit Client Survey 
2.14   Record Retention 
2.15                              Security and Control of Work Papers 
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Issued:  January 2009                                Code of Ethics 
Revised:                               Page 1 of 2  

© 2009 The Institute of Internal Auditors  

CODE OF ETHICS   

Principles

 
Internal auditors are expected to apply and uphold the following principles:  

1. Integrity 
The integrity of internal auditors establishes trust and thus provides the basis for reliance on 
their judgment.  

2. Objectivity 
Internal auditors exhibit the highest level of professional objectivity in gathering, evaluating, 
and communicating information about the activity or process being examined. Internal 
auditors make a balanced assessment of all the relevant circumstances and are not unduly 
influenced by their own interests or by others in forming judgments  

3. Confidentiality 
Internal auditors respect the value and ownership of information they receive and do not 
disclose information without appropriate authority unless there is a legal or professional 
obligation to do so.  

4. Competency 
Internal auditors apply the knowledge, skills, and experience needed in the performance of 
internal audit services.  

Rules of Conduct

  

1. Integrity 
Internal auditors:  

1.1. Shall perform their work with honesty, diligence, and responsibility. 

1.2. Shall observe the law and make disclosures expected by the law and the profession. 

1.3. Shall not knowingly be a party to any illegal activity, or engage in acts that are 
discreditable to the profession of internal auditing or to the organization. 

1.4. Shall respect and contribute to the legitimate and ethical objectives of the organization.  

2. Objectivity 
Internal auditors:  

2.1. Shall not participate in any activity or relationship that may impair or be presumed to 
impair their unbiased assessment. This participation includes those activities or 
relationships that may be in conflict with the interests of the organization. 

2.2. Shall not accept anything that may impair or be presumed to impair their professional 
judgment. 

2.3. Shall disclose all material facts known to them that, if not disclosed, may distort the 
reporting of activities under review. 

Page 34 of 53



Issued:  January 2009                                Code of Ethics 
Revised:                               Page 2 of 2  

© 2009 The Institute of Internal Auditors   

3. Confidentiality 
Internal auditors:  

3.1. Shall be prudent in the use and protection of information acquired in the course of their 
duties. 

3.2. Shall not use information for any personal gain or in any manner that would be contrary 
to the law or detrimental to the legitimate and ethical objectives of the organization.  

4. Competency 
Internal auditors:  

4.1. Shall engage only in those services for which they have the necessary knowledge, 
skills, and experience. 

4.2. Shall perform internal audit services in accordance with the International Standards for 
the Professional Practice of Internal Auditing. 

4.3. Shall continually improve their proficiency and the effectiveness and quality of their 
services. 

*** 
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INTERNATIONAL STANDARDS FOR THE PROFESSIONAL PRACTICE 
OF INTERNAL AUDITING (STANDARDS) 

 
 
 
Attribute Standards 
 
1000 – Purpose, Authority, and Responsibility 
1010 – Recognition of the Definition of Internal Auditing, the Code of Ethics, and   
the Standards in the Internal Audit Charter 
1100 – Independence and Objectivity 
1110 – Organizational Independence 
1111 – Direct Interaction with the Board 
1120 – Individual Objectivity 
1130 – Impairment to Independence or Objectivity 
1200 – Proficiency and Due Professional Care 
1210 – Proficiency 
1220 – Due Professional Care  
1230 – Continuing Professional Development 
1300 – Quality Assurance and Improvement Program 
1310 – Requirements of the Quality Assurance and Improvement Program  
1311 – Internal Assessments 
1312 – External Assessments 
1320 – Reporting on the Quality Assurance and Improvement Program 
1321 – Use of “Conforms with the International Standards for the Professional 
Practice of Internal Auditing” 
1322 – Disclosure of Nonconformance 
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Performance Standards 
 
2000 – Managing the Internal Audit Activity 
2010 – Planning 
2020 – Communication and Approval 
2030 – Resource Management 
2040 – Policies and Procedures 
2050 – Coordination 
2060 – Reporting to Senior Management and the Board  
2100 – Nature of Work 
2110 – Governance 
2120 – Risk Management 
2130 – Control 
2200 – Engagement Planning 
2201 – Planning Considerations 
2210 – Engagement Objectives 
2220 – Engagement Scope 
2230 – Engagement Resource Allocation 
2240 – Engagement Work Program 
2300 – Performing the Engagement 
2310 – Identifying Information 
2320 – Analysis and Evaluation 
2330 – Documenting Information 
2340 – Engagement Supervision 
2400 – Communicating Results 
2410 – Criteria for Communicating 
2420 – Quality of Communications 
2421 – Errors and Omissions 
2430 – Use of “Conducted in Conformance with the International Standards for the 
Professional Practice of Internal Auditing” 
2431 – Engagement Disclosure of Nonconformance  
2440 – Disseminating Results 
2500 – Monitoring Progress 
2600 – Resolution of Senior Management’s Acceptance of Risks 
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Charter Policy 
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Charters for the Board of Directors 

Page: 
1 of 4 

 

Title: 
Audit & Compliance Committee of the Board of Directors Charter 

Revision of: 
New 

Effective Date: 

 
This document sets forth the duties, responsibilities, and governs the operations of the Audit & 
Compliance Committee of the Board of Directors of Cook County Health & Hospitals System (CCHHS), 
a comprehensive, integrated system of healthcare throughout Chicago and suburban Cook County 
through its hospitals, ambulatory and community health network clinics, public health department, 
correctional healthcare facility, and outpatient infectious disease center. 

I. PURPOSE 
 

CCHHS Chief Executive Officer (the “CEO”) and the Board of Directors (the “Board”) are 
committed to the proper oversight of our Audit and Compliance programs.  In furtherance of 
this objective, the Board initiated an Audit and Compliance Committee1 composed of 
independent directors.   
 
The purpose of the Committee is to provide oversight to the CCHHS internal audit and 
corporate compliance programs and monitor that systems are in place to ensure the quality of 
information used by the Board of CCHHS or by external agencies to evaluate the fiscal affairs 
and regulatory compliance.  Additionally, the Audit and Compliance Committee will provide 
oversight to ensure the Board of Directors and management of CCHHS establishes a culture 
based on honesty and integrity. 
 
The Committee shall advise the Board in matters relating to  
(1) the integrity of CCHHS financial reporting,  
(2) the effectiveness of CCHHS internal control over financial reporting,  
(3) the performance and effectiveness of CCHHS internal audit and corporate compliance 
programs and the independent public accountants,  
(4) the implementation of standards and processes to ensure professional responsibility and 
honest behavior, 
(4) the compliance with regulatory requirements, as they relate to and impact the operational 
areas above, and 
(5) risk management, as it relates to internal audit and corporate compliance. 

II. POLICY 
 

1. The Board has established a Committee charged with the responsibility of providing oversight to 
the internal audit and corporate compliance programs of the organization and ensuring the 

                                                 
1 Since the 1940s, this has been preferred method to provide financial oversight within their companies.  For the last decade, the 
Office of Inspector General (OIG) in their compliance guidance has also promoted the same approach in ensuring compliance 
with all applicable laws and regulations. The OIG believes that creation of Board leadership “as a first step, a good faith and 
meaningful commitment on the part of the … administration, especially the governing body and the CEO, will substantially 
contribute to a program’s successful implementation.”   They also see that effective Board oversight of compliance as one of their 
critical fiduciary responsibilities.   
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organization has adopted and implemented policies and procedures that will ensure compliance 
with all applicable laws, regulations, and policies.   

2. The primary goals of the Committee are to  
(a) assist the Board in fulfilling its fiduciary responsibilities relating to the regulatory and financial 
compliance with applicable laws, regulatory requirements, industry guidelines, and policies;  
(b) ensure the organization has adopted and implemented policies and procedures which will 
require CCHHS to act in compliance with applicable laws, regulations, and policies.  This 
includes but is not limited to the quality and integrity of accounting, auditing, and compliance 
reporting methodologies and financial reporting that reflects the condition of the organization in all 
material respects; 
(c) review and approve annual internal audit and corporate compliance program plans and 
monitor the ongoing progress of said plans; 
(d) address and review matters concerning or related to the internal audit and corporate 
compliance programs; and 
(e) provide a vehicle for communication between the Board, CCHHS management, and the 
independent auditors concerning the internal audit and corporate compliance programs. 

 
III. DEFINITIONS: 
 

1. “Counsel” refers to CCHHS Office of General Counsel or outside counsel as designated.  
2. “Chief Compliance Officer” means the System Chief Compliance Officer or his/her staff as 

designated by the Chief Compliance Officer.  
3. “Director of Internal Audit” means the System Director of Internal Audit or his/her staff as 

designated by the Director of Internal Audit.  

IV. PROCEDURES 
 

The Committee shall: 
 
1. Be comprised of three to five Board members with working knowledge of a health system, none 

of whom is an officer or employee of the organization, its subsidiaries or affiliates with one of 
which shall be deemed a financial expert. 

 
2. Be independent of management and free of any relationship that, in the opinion of the Board, 

would interfere with the exercise of independent judgment as a committee member. 
 

3. Have the authority to hire, terminate, and determine the compensation for the Chief Compliance 
Officer and the Director of Internal Audit. 

 
4. Have the authority to engage independent counsel and other advisors, as it determines 

necessary to carry out its duties.  
 

5. Provide independent oversight of CCHHS internal audit and corporate compliance programs, 
financial reporting processes, internal controls and independent auditors.  
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6. Meet in advance of meetings of the Board, at least four times annually and more frequently, as 

necessary and shall make recommendations to the Board annually, after consultation with the 
Chief Executive Officer, on those findings and matters within the scope of their responsibility.   

 
7. Maintain minutes of all its meetings to document its activities and recommendations.   

 
8. Meet periodically with the Chief Compliance Officer, Director of Internal Audit, and the 

independent auditors to be kept informed on their independent evaluation of compliance with 
legal, regulatory, financial, accounting and auditing practices. 

 
9. Committee has the right to hold executive closed sessions pursuant to Illinois Open Meetings 

Act: 5 ILCS 120/2(c)(11) as needed to review and discuss matters as they relate to the 
Committee.   

 
10. Review policies and procedures relating to the integrity of financial information of the organization 

and those other related entities for the purpose of assuring adequacy of the internal controls and 
financial operations.   

 
11. Review and approve annual internal audit and corporate compliance program plans and monitor the 

ongoing progress of said plans and ensure any related work is coordinated with the independent 
auditors   

 
12. Meet with the independent auditors and financial management to review the scope of the proposed 

audit for the current year and the audit procedures to be utilized and at the conclusion thereof review 
such audit, including any comments or recommendations of the independent auditors. 

 
13. Review changes in the accounting standards and applicable policies and procedures with the 

independent auditors.  Make appropriate recommendations to management and the Board on the 
findings included in the independent auditors' management letter.   

 
14. Review the financial statements contained in the annual report with management to ensure that they 

are timely and free from material errors and that all appropriate disclosures are made.  Determine 
that the independent auditors are satisfied with the disclosure and content of the financial statements. 

 
15. Provide oversight to the implementation of the corporate compliance program, and ensure 

adherence to the Standards of Conduct and Governmental Rules and Regulations and recommend 
any revisions thereto, as appropriate. 

 
16. Provide oversight to the corporate compliance program relating to the conduct of business that will 

ensure that high ethical and conduct standards are met.   Ensure the mission, values, and Standards 
of Conduct are properly communicated to all employees on an annual basis. 

 
17. Review matters relating to education, training and communication in connection with the Standards of 

Conduct to ensure that the policies and procedures on compliance are properly disseminated, 
understood and followed. 
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18. Present to the Board, as appropriate, such measures and recommend such actions as may be 

necessary or desirable to assist CCHHS in conducting its activities in compliance with applicable 
regulations, policies, and the Standards of Conduct.  This includes the results of individual audits, 
related findings and management’s response to said findings. 
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Cook County Health and Hospitals System (CCHHS) 
Internal Audit Charter      March 2, 2010 
 
Mission 
Internal Audit is an independent, objective assurance and consulting activity designed to add 
value and improve an organization’s operations.  It helps an organization accomplish its 
objectives by bringing a systematic, disciplined approach to evaluate and improve the 
effectiveness of risk management, control and governance processes.  
 
Internal Audit will align its activities with the mission and strategy of CCHHS. Internal Audit 
will promote good controls and serve as an educational resource to its stakeholders with respect 
to risk management, control and governance processes. Internal Audit will maintain a 
collaborative approach to its work practices and will ensure its work product provides value 
added outputs for its stakeholders. 
 
Role 
• Internal Audit’s role is determined by the CCHHS Board of Directors through its Audit and 

Compliance Committee.. 
• Responsibilities are defined by the CCHHS Board of Directors through its Audit and 

Compliance Committee.. 
 
Professional Standards 
• Internal Audit will govern themselves by adherence to the Institute of Internal Audit’s   

“Code of Ethics”. http://www.theiia.org/guidance/standards-and-guidance/ippf/code-of-
ethics/english/ 

• The Institute’s “International Professional Practice Framework” shall constitute the operating 
procedures for the department. These documents are considered an addendum to this Charter. 
http://www.theiia.org/guidance/standards-and-guidance/ippf/standards/ 

• Internal Audit will adhere to all CCHHS policies and procedures and all Internal Audit 
procedure manuals. 

 
Authority 
Internal Audit is authorized to: 
• Have unrestricted access to all functions, records, property and personnel. 
• Have free, open, and timely access to the Chief Executive Officer and the CCHHS Board of 

Directors through its Audit and Compliance Committee. 
• Allocate department resources, set frequencies, select subjects, determine scope of work and 

apply the techniques required to achieve audit objectives. 
• Obtain the necessary assistance of personnel in the organization when performing audits, as 

well as other specialized services from within or outside the organization. 
 
Independence 
• All audit activities shall remain free of influence by any element in the organization, 

including matters of audit scope, procedures, frequency, timing, or report content, required to 
permit the independence required to render objective reports. 

• Internal auditors shall have no operational responsibility or authority over any activities they 
review. 

• Internal auditors shall not develop or install systems or procedures, prepare records or engage 
in any other activity that they would normally audit. 

Deleted:  of the Board of Directors and 
Senior Leadership of CCHHS

Deleted:  of the Board of Directors and 
Senior Leadership of CCHHS

Deleted: and 
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• Internal Audit reports functionally to the CCHHS Board of Directors through its Audit and 
Compliance Committee and administratively to the Chief Executive Officer..  

• Internal Audit periodically reports to the CCHHS Board of Directors through its Audit and 
Compliance Committee and to CCHHS Senior Leadership as outlined in the section on 
Accountability. 

 
Accountability 
Internal Audit is accountable to the CCHHS Board of Directors through its Audit and Compliance 

Committee and to CCHHS Senior Leadership to: 
• Report significant issues related to the process for controlling the activities of the 

organization, including potential improvements to those processes, and provide information 
concerning such issues through resolution. 

• Provide information periodically on the status and results of the annual audit plan and the 
sufficiency of internal audit resources. 

• Coordinate with and provide oversight of other control and monitoring functions. 
 
Audit Scope 
The scope of the work of Internal Audit is to determine whether the network of risk management, 
control and governance processes, as designed and represented by management, is adequate and 
functioning in a manner to ensure: 
 
• Risks are identified and managed. 
• Interaction with various governance groups occurs as needed. 
• Significant financial, managerial and operating information is accurate, reliable and timely. 
• Employee’s actions are in compliance with policies, standards, procedures and applicable 

laws and regulations. 
• Resources are acquired economically, used efficiently, and adequately protected. 
• Programs, plans and objectives are achieved. 
• Quality and continuous improvement are fostered in control processes. 
• Significant legislative or regulatory issues impacting the organization are recognized and 

addressed properly. 
 
Responsibility 
• Develop an annual audit plan using risk-based methodology, including any risk or control 

concerns expressed by management, and submit the plan to the CCHHS Board of Directors 
through its Audit and Compliance Committee and to CCHHS Senior Leadership for approval. 

• Implement the audit plan and any special requests by  the CCHHS Board of Directors, its 
Audit and Compliance Committee, and CCHHS Senior Leadership and management. 

• Maintain a professional audit staff capable of meeting the requirements of this Charter. 
• Establish a quality assurance program whereby the director of internal audit assures the 

operations of internal audit. 
• Perform consulting services in addition to assurance services. Consulting services are defined 

as “advisory and related client services activities, the nature and scope of which are agreed 
with the client and which are intended to add value and improve the organization’s 
governance, risk management and control processes without the internal auditor assuming 
management responsibility.” Examples include counsel, advice, facilitation, and training. 

• Evaluate and assess significant merging/consolidating functions and new or changing 
services, processes, operations and control processes, coincident with their development, 
implementation and/or expansion. 
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• Issue periodic reports to the CCHHS Board of Directors through its Audit and Compliance 
Committee and to CCHHS Senior Leadership summarizing results of internal audit activities. 

• Inform the CCHHS Board of Directors through its Audit and Compliance Committee, and 
CCHHS Senior Leadership of emerging trends and successful practices in internal auditing. 

• Provide the CCHHS Board of Directors through its Audit and Compliance Committee, and 
CCHHS Senior Leadership a list of internal audit measurement goals and results. 

• Assist in the investigation of significant suspected fraudulent activities. 
• Consider the scope of work of the external auditors and regulators for the purpose of 

providing optimal audit coverage at a reasonable cost.  
 
 
 
 
 
__________________________ 
Dr. Luis Munoz 
Audit and Compliance Committee Chair 
 
 
 
 
__________________________ 
William Foley 
Chief Executive Officer 
 
 
 
 
_________________________ 
Tom Schroeder 
Director of Internal Audit 
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+j' . 
!:&;. ., . . RSM McGlad 

RSM MCGLADREY TEAM: 
PAT KITCHEN, MANAGING DIRECTOR 
HUSSAIN HASAN, MANAGING DIRECTOR 
Scorr ESGAR, DIRECTOR 
TIM HEINRICH, DIRECTOR 
CHRISTINA NG-TRAN, MANAGER 
LOWELL SMITH, MANAGER 

INTERNAL AUDIT TIMELINE: 
THE 2009-201 I INTERNAL AUDIT TIMELINE IS ATTACHED 

PROCESSES 

1. IT - System Access and Security 

2. Grants (excluding Hektoen) 

% 
Complete 

- 
Fieldwork has been completed. RSM McGladrey has communicated a1 
finalized audit findings with auditee (IT Department). Final report has 
been issued and was presented at the March Audii&,C&m&n~e 
Committee meeting. 

/ We are currently in the Audit Fieldwork phase: 
Completed fact finding intewiews of 14+ ind~iduais in 
CCHHS and Cook County to gain a high-level understanding 
of their role in administering grants, their knowledge of the 
relations hi^ between Hektoen and CCHHS. and who 
administer; grants for which faciles. 

' 

Reviewed all documents received from the fact finding 
intewiews, including Cook County's A-133 audii report for 
2008 and 2007; policies, procedures, and reports pertaining 
to reallocation of salaries; memo and reports from CCHHS' 
Special Counsel regarding Hektoen; Hektoen's 2008 A-133 
audii report; and other miscellaneous documents. 
Developed an initial listing of risks that we believe exist 
relating to grants administration. 
Detailed process walkthroughs have been performed. 
Testing of grant files and grant transactions is in progress, 
approximately 90% complete. We are currently pending 
receipt and review of additional requested documents from 
Cook County government and CCHHS facilities to complet6 
and finalize all test documents. 
Workpaper review and communication of issues are planned 
for April and early May with a final report expected to be 
issued in May and presented at the June Audit 8 Compliance 
Committee. 

. - 
*I: Z 
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RSM McGladrey 
."*Ma ,it.." 
,-: 

3. Human Resources and Payroll I 

4. Contracts Management 

5. Procurement 

7. Third Party Settlement Accounts 

I 8. Corporate Compliance 1 
I 9. Revenue I 
I 10. Finnsclal Statement Preparation I 

July 2010 

August 2010 

~ b 6 f 2 0 1 0  

July 2010 

November 2010 

March 2011 

March 2011 

Page 2 April 16,2010 
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CCHHS Internal Audit Timeline 
_'. 

' T h a p h o .  consists of all pkrmiq a d v l t b s  (h.t take p k a  prior to m s k e  vl& AEmrmct Indude, bur a n  not limited to mviawiw the applicable se!ern of the 2009 Risk 
h ~ n 5  relnnnt wmmlttee m d n g  mlnutcs In the CCHHS webslte and any background Informatlor! we have on file; uutlq a pmcau understlnding qucrtionnalm, creatlng a document 
reqwsts IW IdenMylng rlrb we klh .xist/appkbk to the area; coordirutlng the tlmlrg for the audit and tuve the Intewkws lined up; reviewing the docummJlnformatlon pmvtdad by 
t h c a u d l t . c I n r e s p o n r c t o t h . l ~ r e q u c s t ~ . l e t r  9 I 

%I@&& Phuc wnslsts of condumng p- walkthroughs, obt.inlng d m i M  understanding of the pnrocu/am, documcnUngour undcrstar;dln& flnatunlng rWu andldent6lng cunim 
In place to mitime the risk identiffsd, prformlng wmml gap analysis, d d p i q  and uecut lq the audlt pmgmn with sped* focus on Pmng key wntrols, documenting M results, and 
r e p o r n n l / d i ~ ~ ~ ~ ~ ~ ~  rudn ~ t t ~  with audlta. 

Them Phua m w h  of flnallulng audlt reauh wRh a- and reporting audlt results to executive management and Audit L tompllana Committee, etc. 

brnal Audit Priorities I 

r , ~ a u d i l s c a n b e ~ b a n y ~ l h g t t h e A u d Y L C a n ~ C o m m ~ ~ ~ , ~ ~ ~ l n k ~ a t a n y t l m e h ~ ~ ~ ~ ~ ~ ~ ~  
HS. 
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Update on Management Recommendations 

Financial reporting 
D&T has seen some improvements, for example a monthly reporting package has 

I 
been prepared, D&T has obtained and reviewed November 2009 
D&T will continue to evaluate the financial reporting cycle throughout the audit 

Staffing 
Succession plan is in place 

Revenue and Accounts Receivable - Testing is process, D&T will continue to evaluate 
throughout the audit 

Third party reimbursement - Testing is scheduled to begin later this month 

Cash 
Cash reconciliations appear to have been prepared/reviewed and signed off (period 
selected November 2009) 
Approved signatories appear to have been communicated timely 

Inventory management - Testing is in progress 

Information Technology - Testing is in progress 

Copyright @ 2009 Deloitte Development LLC. All rights reserved. 
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Status 

Planning - completed 

Areas in process 
Control testing 
Cash 
Accounts receivable 
Inventory 
Fixed assets 
Revenue 
Operating expenses 

Areas not yet started 
Deferred revenue 
Other income/expense 
Third party 
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