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These examples illustrate the structure, depth, and type of output produced during a Phase 1 diagnostic. They are anonymised
and provided to support decision-making — not as case studies or endorsements.

Multi-Hospital Group: Enterprise Analytics & Data
Governance Strategy Assessment

Independent Assessment for Multi-Facility Healthcare Organisations

Background Context

The organisation operated between 10 and 20 facilities across urban and regional locations. The industry — acute
healthcare delivery — spans emergency departments, surgical theatres, inpatient wards, intensive care units, outpatient
clinics, and diagnostic imaging and pathology. The operational size meant every hospital generated significant
operational data daily: admissions and discharges, theatre schedules, bed occupancy, nursing rosters, emergency
triage logs, billing and medical aid claims, pharmacy dispensing, security logs, and paper-based timesheets.

The governance condition was captured by the CFO:
"Data-rich but direction-poor."

Despite abundant data, leadership could not answer fundamental strategic questions with confidence:

« How efficiently are beds utilised across facilities?

o Where are patient wait times highest?

Are emergency units appropriately staffed by time of day?
e How much revenue is delayed due to documentation backlogs?
e Where are labour costs misaligned with patient volumes?

e How much administrative time could be digitised and redeployed?

An independent data strategy advisor was engaged to define a structured, governance-led analytics direction.

Executive Summary

This document summarises an independent assessment of enterprise analytics and data governance readiness in a
multi-hospital group. The organisation operated 10—20 facilities with rich operational data — but fragmented systems,
inconsistent identifiers, and manual processes prevented leadership from answering strategic questions.

Four high-impact areas identified:

« Emergency throughput and bed availability — Manual triage tracking; delays in ward transfers; no real-time bed
visibility; requires ADT, bed management, housekeeping, and roster integration

o Staff rostering and allocation — Paper timesheets; limited linkage between staffing and patient load; digitisation
prerequisite for labour analytics

« Revenue cycle and claim delays — Missing documentation; delayed discharge coding; manual medical aid
submission; revenue locked in backlogs

o Paper-based processes — Security visitor logs, contractor sign-in, maintenance approvals, equipment handover;
digitisation opportunity with privacy governance



Core finding: The most critical gap was not lack of systems. It was absence of enterprise master data governance —
patient identifiers, staff identifiers, ward naming, procedure coding all inconsistent across systems.

Recommended roadmap (five phases):

1. Stabilise master data governance (MPI, ward IDs, staff IDs)

2. Digitise high-risk manual processes (timesheets, security logs)
3. Integrate emergency and bed management data

4. Improve revenue cycle analytics
5

. Defer advanced predictive modelling until governance maturity

Strategic shift: From "what can we analyse?"to "Which governed data assets will improve patient experience, revenue
stability, and workforce efficiency ?"

Executive-Level Assessment Dimensions

The assessment is framed around five key dimensions:

« Executive level pattern — Clarity on which data assets, if ungoverned, prevent leadership from answering bed
utilisation, wait times, staffing, and revenue cycle questions

« The organisation — Multi-hospital group; clinical, administrative, and operational functions across 10-20 facilities
« The industry — Acute healthcare; emergency flow, bed turnover, revenue cycle, workforce allocation
« The operational size — Urban and regional facilities; high daily data volume; paper and digital mix

« The governance condition — No central data owner; no master data governance; each function optimised locally;
enterprise optimisation absent

1. User Types & Strategic Priorities

User Types
1. CFO / Finance Director

« Financial oversight; revenue cycle; billing and claims; cost allocation

e Focus: Revenue leakage, AR aging, documentation backlog, labour cost visibility
2. Chief Clinical Officer / Medical Director

o Clinical data definitions; EMR; ADT; procedure coding; patient outcomes

o Focus: Patient flow, bed utilisation, clinical documentation completeness
3. Operations / Facility Manager

o Day-to-day facility operations; bed management; housekeeping; maintenance

o Focus: Bed turnover, transfer times, resource allocation, SLA compliance
4. HR / Workforce Manager

« Staff rostering; timesheets; payroll alignment; workforce planning

o Focus: Nurse-to-patient ratio, overtime analysis, digitisation adoption
5. Data / Analytics Lead

o Cross-domain data integration; reporting; analytics platform

e Focus: Master data alignment, dashboard development, data quality

Selected User: CFO / Finance Director



Primary Goal

Ensure accurate, timely revenue recognition; minimise revenue leakage from documentation backlogs and claim
delays; provide leadership with reliable financial and operational metrics for strategic decisions.

Main Frustrations and Risks

Frustrations:
¢ Cannot quantify revenue locked in documentation backlogs; no single report showing discharge-to-claim time by
facility
« AR aging reports exist but cannot be reliably attributed to missing documentation vs. coding delay vs. submission
delay

o Labour cost visibility limited by paper timesheets; overtime and staffing costs not linked to patient volumes
« Conflicting numbers from different systems (bed counts, patient counts, revenue); leadership questions which
report is correct
Risks:
+ Revenue Leakage: Missing or delayed documentation delays claims; medical aid rejections increase; cash flow to
facility at risk
+ Regulatory Exposure: Inconsistent patient identifiers and coding create audit and compliance risk

« Decision Paralysis: Leadership cannot act on metrics they do not trust; strategic planning hampered

The Core Problem: Fragmented Visibility Across Critical Operations

The diagnostic revealed multiple disconnected systems. Each function optimised locally. Enterprise optimisation was
absent.

Disconnected Systems Landscape

Clinical EMR, ADT logs, theatre management, ICU monitoring Data captured; limited cross-facility

aggregation
Administrative Patient billing, medical aid claims, payroll, HR rostering Siloed; patient and staff IDs inconsistent
Operational Bed management spreadsheets, porter dispatch, maintenance logs, Spreadsheet and paper-based; no
P security logs integration
Manual Nurse and porter timesheets, visitor sign-in, incident reports, Paper or scanned; no structured indexing

equipment tracking

End-to-End Operational Journey: Patient Admission to Claim Submission
Understanding the full data flow reveals where governance gaps create downstream impact.

Step 1: Patient Admission (ADT)

Process: Patient arrives; admission recorded in ADT system; patient ID assigned (or existing ID used if returning).
Data Capture: ADT system records admission timestamp, ward allocation, admitting doctor.

Gap: Patient ID may differ from billing system ID if MPI not integrated; duplicate records possible.

Output: Admission record in ADT; bed marked occupied in bed management (if updated).

Step 2: Ward Stay and Care Delivery



Process: Patient receives care; nursing roster operates; porters support transfers; observations and interventions
recorded in EMR.

Data Capture: EMR clinical notes; nursing roster (who worked which shift); porter requests (paper or separate system).

Gap: Nurse roster and patient census not linked; no automated nurse-to-patient ratio; porter dispatch not logged in
central system.

Output: Clinical record; staffing hours (if timesheets submitted); patient remains in bed.

Step 3: Discharge and Documentation
Process: Patient discharged; discharge summary completed by clinician; coding applied for billing.

Data Capture: ADT records discharge timestamp; EMR stores discharge summary; coding team (or clinician) assigns
ICD-10, CPT codes.

Gap: Discharge documentation often delayed (clinician workload); coding lag extends time to claim readiness; no single
metric for "days from discharge to coding complete."

Output: Discharge record; clinical documentation (complete or incomplete); codes assigned (when completed).

Step 4: Claim Generation and Submission
Process: Billing team generates claim from EMR and coding data; submits to medical aid.

Data Capture: Billing system logs claim generation timestamp; claims platform logs submission timestamp and
outcome.

Gap: Manual processes between discharge and submission; no automated tracking of documentation completeness;
rejections require manual rework.

Output: Claim submitted; payment awaited; or rejection received for resubmission.

Step 5: Payment and Reconciliation
Process: Medical aid pays; payment received; reconciled against outstanding claims.
Data Capture: Bank statements; claims platform payment status; AR aging by claim age.

Gap: Revenue locked in backlog not visible; aging cannot be attributed to documentation vs. coding vs. submission
delay.

Output: Payment received; AR updated; or claim aged in backlog.

Journey Insight

Breakage at any step cascades downstream. Delayed discharge documentation delays coding. Delayed coding
delays claim submission. Delayed submission delays cash flow. Without governed timestamps and identifiers at each
step, the organisation cannot pinpoint where the bottleneck occurs or quantify the revenue at risk.

High-Impact Operational Areas Identified

The advisor prioritised analytics opportunities based on operational and financial impact.

1. Emergency Unit Throughput and Bed Availability

Emergency units are revenue drivers and reputation determinants. Delays in emergency-to-bed transfer impact patient
experience, clinician workload, and emergency department overcrowding.



Current challenges:

Manual tracking of triage times No reliable wait time metrics; cannot identify peak bottlenecks

Delays in transferring patients to wards Extended emergency stays; patient dissatisfaction; risk exposure
Inconsistent discharge timestamp recording Bed turnover metrics unreliable; housekeeping scheduling suboptimal
No real-time visibility of bed readiness Transfer decisions made without system-wide view

Data sources to connect:

e ADT system (admission and discharge timestamps)

Bed management records (occupancy, cleaning status)

Housekeeping completion logs

Nurse roster system (staffing by ward, shift)

e Emergency triage records (arrival time, disposition)
Integrated analytics would enable:

« Average emergency-to-bed transfer time by facility and time of day
o Bed turnover rate by ward; identification of slow-turnover wards
« Bottleneck identification during peak hours (weekends, evenings)

« Staffing alignment with arrival patterns (e.g., nurse-to-patient ratio by hour)

Governance prerequisite: Consistent timestamp governance; master data alignment for patient IDs and ward
identifiers. Without a single patient identifier across ADT, billing, and clinical systems, transfer time analytics would be
unreliable.

2. Staff Rostering, Porters, and Nurse Allocation

Nurse and porter availability directly impacts patient flow. Overtime costs and staffing adequacy are material to
operational and financial performance.

Current issues:

N T

Manual or semi-manual roster tracking No reliable nurse-to-patient ratio; overtime not systematically analysed
Paper-based overtime approvals Delayed reconciliation; labour cost visibility limited
Limited linkage between staffing and patient load Cannot answer "Are we over- or under-staffed by shift?"

Recommended actions:

o Digitise timesheets (replace paper with mobile or system capture)
o Integrate HR rostering data with patient census data (admissions, discharges, occupancy by ward)
« Establish master staff identifiers (single ID across payroll, rostering, clinical systems)
o Automate shift reconciliation (actual hours worked vs. scheduled)
Advanced insight (post-digitisation):

« Nurse-to-patient ratio by hour and ward

Porter dispatch response time (request to collection/delivery)

Overtime correlation with emergency spikes (identify predictive patterns)

Cost per occupied bed-hour (labour cost allocation)

Critical dependency: Without digitised timesheets, reliable labour analytics were impossible. Digitisation was a
prerequisite, not an optional enhancement.



3. Revenue Cycle and Claim Delays

Revenue leakage occurs when documentation is missing, coding is delayed, or claims are submitted manually with
errors. Medical aid rejections and resubmissions delay cash flow and increase administrative burden.

Revenue leakage drivers:

Missing documentation Claims cannot be submitted; revenue locked until completed

Delayed discharge coding Time from discharge to claim submission extended; AR aging increases
Manual medical aid submission Higher error rates; rework; delayed receipt

Paper-based authorisation forms Lost forms; delayed approvals; claim submission blocked

Data sources to connect:

o EMR discharge summaries (clinical documentation completion)
« Billing system (claim generation, submission status)
e Claims submission logs (timestamp, outcome, rejection reason)

e Accounts receivable aging (revenue by age bucket)
Enterprise analytics would surface:

o Average time from discharge to claim submission by facility and discipline
« Rejection rates by coding category (identify training or process gaps)
« Revenue locked in documentation backlogs (quantified opportunity)
o AR aging trends; identification of facilities or departments with extended aging
Governance prerequisite: Master patient ID management; consistent procedure coding (e.g., ICD-10, CPT) across

clinical and billing systems. Duplicate patient records and coding variations create claim errors and reconciliation
complexity.

Data sources to integrate:

Discharge summaries, documentation completion status High
Billing system Claim status, submission date, rejection reason High
Claims platform Submission logs, payment status High
ADT Discharge timestamp High

4. Paper-Based Processes and Digitisation Opportunity
Several high-risk processes remained manual, creating compliance exposure and preventing structured analytics.

Manual processes identified:

Security visitor signatures Paper register; scanned or archived No searchable traceability; incident investigation delayed

Contractor sign-in logs Paper; physical storage Compliance gap; access audit difficult

Manual maintenance approvals Paper forms; email approvals No central record; SLA tracking impossible

Equipment handover sheets Paper; manual tracking Asset movement unclear; loss and theft harder to trace
Proposed approach:

« Digitised capture of signatures (tablet or kiosk at entry points)
« Al-assisted handwriting recognition for legacy security logs (structured extraction from scanned forms)
« Structured metadata tagging (date, time, location, visitor/contractor ID)

¢ Integration into audit and compliance systems (searchable; retention policy applied)



Benefits:

o Traceability of access events (who entered, when, which area)
o Reduced compliance exposure (auditable access records)
« Faster incident investigations (search by date, person, location)
Al adoption requirements:
o Data privacy governance (visitor and contractor data; retention limits)
« Clear retention policies (how long to keep; when to purge)

o Document classification standards (what is sensitive; what can be processed)

Master Data Governance as Foundation

The most critical finding was not lack of systems.

It was absence of enterprise master data governance.

Inconsistencies Identified

T N T S

Patient identifiers  Different IDs across EMR, ADT, billing, claims E#g;i(;agg patients in reporting; transfer time analytics
HR, payroll, rostering, clinical systems use

Staff identifiers different keys

Staff hours misallocated; nurse-to-patient ratio incorrect

Ward namin "Ward 3", "Ward 3A", "Medical 3" used Bed counts differ between systems; cross-facility comparison
9 interchangeably impossible
; Variations in ICD-10, CPT usage across Revenue analytics distorted; claim rejection analysis
Procedure coding facilities misleading
Equipment asset Inconsistent numbering; no central register Equipment movement and cost tracking fragmented

tags

Recommended Master Data Governance Framework

[reion T e e

Establish master patient index (MPI) governance Chief Clinical Officer Single patient identity across all systems; duplicate
framework + CFO prevention

Standardise ward and facility identifiers Operations + Clinical Consistent naming; cross-facility reporting

Assign ownership for clinical and financial master

data domains Domain stewards Accountability for definition, quality, change control

Implement formal change control for coding ) . Procedure code additions/changes reviewed,;
structures Finance + Clinical consistency maintained

Data quality was defined not as a technical problem, but as a governance obligation. Without harmonised master
data, analytics amplifies inconsistency rather than illuminating truth.

Data Governance and Operating Model

The hospital group lacked:

« A central data owner
o Defined data stewards per domain
o Escalation processes for data disputes

« Formal data quality monitoring

Recommended Governance Model



CFO Financial data integrity — billing, claims, AR, cost allocation

Chief Clinical Officer Clinical data definitions — EMR, ADT, procedure coding, clinical outcomes

HR Workforce master data — staff identifiers, roster data, timesheet alignment
Central Data Governance Committee Cross-domain alignment; dispute resolution; prioritisation of data quality initiatives

Without ownership clarity, analytics maturity would plateau. Dashboards built on ungoverned data would produce
conflicting numbers and erode leadership confidence.

Analytics Feature Prioritisation

Essential Analytics Capabilities (PO — Foundation)

I S N S

Emergency-to-bed transfer time Very High Medium Patient experience; bottleneck identification
2  Bed turnover by ward and facility High Medium Operational efficiency; housekeeping scheduling
3  Discharge-to-claim time Very High High Revenue cycle visibility; backlog quantification
4 Master patient index (MPI) Critical High Foundation for all patient-based analytics

High-Value Additions (P1 — Within 12 Months)

oy e etor | patonae

Nurse-to-patient ratio by ward/hour High Medium Staffing adequacy; requires timesheet digitisation
6  Revenue locked in backlog (quantified) High Medium CFO visibility; prioritisation of documentation
7  Claim rejection rates by category High Low Identify coding or process gaps
8 AR aging by facility and age bucket High Low Cash flow; collections prioritisation

Future Enhancements (P2 — Post-Governance)

¢ Predictive bed demand by facility and day of week
¢ Overtime correlation with emergency volume (predictive staffing)
« Porter dispatch response time analytics

e Equipment utilisation and movement tracking

Key Data Sources & Integrations

ADT System Admission/discharge timestamps, ward allocation, patient ID  API or batch extract

EMR Discharge summaries, documentation status, clinical notes API; FHIR if supported PO
Billing System Claims, submission status, payment status API or database link PO
Bed Management Occupancy, cleaning status, bed readiness Spreadsheet migration or system APl PO
HR Rostering Staff assignments, shifts, ward coverage API or file export P1
Timesheet System  Actual hours worked (post-digitisation) API P1
Housekeeping Room/bed completion timestamps Log or system integration P1
Security/Access Visitor logs (post-digitisation) Structured data capture P2
Claims Platform Submission logs, rejection reasons, payment dates API or export PO

Integration considerations: Healthcare systems often use HL7, FHIR, or proprietary APIs. Legacy systems may
require batch file exchange. Master data alignment must precede integration to avoid propagating inconsistencies.



Advanced Insight Use Case: Discharge-to-Claim Analytics

Objective

Quantify revenue locked in documentation and coding backlogs; identify facilities or departments with extended
discharge-to-claim lag; enable targeted interventions.

Business Impact

e CFO can report "R X million locked in backlogs" with facility-level breakdown
« Prioritise documentation completion by highest-value backlog
o Reduce average discharge-to-claim time from (e.g.) 14 days to 7 days

e Accelerate cash flow; reduce AR aging

Data Requirements

‘ Data Element _ Governance Requirement

Discharge timestamp Consistent; ward-level
Documentation complete timestamp EMR or workflow Definition: when clinician signs off
Coding complete timestamp Billing or coding system When codes assigned and locked
Claim submission timestamp Claims platform When submitted to medical aid
Patient ID MPI Single identifier across all

Analytical Process
Step 1: Calculate lag at each stage

« Discharge - Documentation: T1 (days)

e Documentation - Coding: T2 (days)

e Coding = Submission: T3 (days)

« Total discharge-to-claim: T1 + T2 + T3
Step 2: Aggregate by facility and department

o Average lag by facility; identify outliers
e Lag by clinical department (e.g., surgery vs. medicine)
e Trend over time (improving or deteriorating)
Step 3: Quantify revenue at risk
« Count of claims in backlog by age bucket (0—7 days, 8-14 days, 15-30 days, 30+ days)
o Estimated value per claim (average claim amount x count)

« Total revenue locked = Sum of (claims x average value) by age bucket

Example Insight
Facility A — Surgery Department
o Average discharge-to-claim: 18 days (target: 7)

e Claims in backlog 15+ days: 45

o Estimated revenue locked: R 2.1 million
Facility B — Medicine Department

« Average discharge-to-claim: 9 days
e Claims in backlog 15+ days: 12

o Estimated revenue locked: R 0.4 million



Actionable Insight: Focus documentation and coding resources on Facility A Surgery; investigate root cause of 18-day
lag (documentation delay vs. coding capacity).

Strategic Roadmap (Pre-Technology Expansion)

The advisor proposed sequencing rather than technology-first expansion.

S

Stabilise master data governance MPI, ward IDs, staff IDs; foundation for all subsequent analytics
2 Digitise high-risk manual processes Timesheets, security logs; unlock labour and access analytics
3 Integrate emergency and bed management data  Highest operational impact; patient flow and bed turnover
4 Improve revenue cycle analytics Quantify and reduce documentation backlog; accelerate claim submission
5 Explore advanced predictive modelling Only after governance maturity; avoid amplifying noise

The focus was on operational leverage before advanced analytics. Predictive modelling on fragmented data
produces unreliable forecasts and undermines credibility.

Phased Delivery Plan

Phase 1: Master Data Foundation (Months 1-3)
Objective: Establish MPI and standardised identifiers; enable reliable patient and facility-level analytics.
Activities:

« MPI governance framework design; duplicate detection and merge rules

« Ward and facility identifier standardisation; mapping from legacy names

o Staff identifier alignment (HR, payroll, rostering)

¢ Change control procedures for coding structures
Deliverables:

o MPI operational; duplicate rate target <1%
o Ward/facility master data published; all facilities mapped

« Documented data stewards for patient, ward, staff, coding
Success Criteria:

¢ Single patient ID used across ADT, billing, claims in pilot facility

« Cross-facility bed count reconciliation possible with standardised wards

Phase 2: Digitisation of Manual Processes (Months 4-6)
Objective: Replace paper timesheets and high-risk manual logs with digital capture.
Activities:

« Timesheet digitisation (mobile or kiosk); pilot in one facility
« Security visitor log digitisation (tablet at entry)

e Training and change management; parallel run with paper
Deliverables:

* 100% nurse and porter timesheets digital in pilot facility
o Security logs searchable; retention policy applied

o Automated timesheet reconciliation (actual vs. scheduled)



Success Criteria:

¢ HR reports 80%+ timesheet compliance in pilot; overtime visibility improved

¢ One security incident investigated using digital log within 30 minutes

Phase 3: Emergency and Bed Analytics (Months 7-9)
Objective: Integrate ADT, bed management, housekeeping; enable transfer time and turnover analytics.
Activities:

e ADT and bed management integration; data pipeline design

o Housekeeping completion log integration or digitisation

« Emergency triage data linkage

o Dashboard development: transfer time, bed turnover, bottleneck identification
Deliverables:

« Emergency-to-bed transfer time reportable by facility and time of day
o Bed turnover rate by ward; slow-turnover wards identified

¢ Operations using dashboard for daily planning
Success Criteria:

o Operations manager identifies and acts on one bottleneck using data

o Average transfer time benchmark established; target set for improvement

Phase 4: Revenue Cycle Analytics (Months 10-12)
Objective: Discharge-to-claim visibility; backlog quantification; rejection analysis.
Activities:

o EMR documentation status integration

« Billing and claims platform integration

« Discharge-to-claim dashboard; backlog valuation model

* Rejection rate reporting by category
Deliverables:

e CFO dashboard: revenue locked in backlog by facility and age
o Discharge-to-claim lag reportable at each stage

o Claim rejection rates by ICD-10 category; training gaps identified
Success Criteria:

e CFO reports backlog value to board; reduction target set

¢ One facility achieves 20% reduction in discharge-to-claim time

Phase 5: Advanced Analytics (Months 13+)
Objective: Predictive modelling; optimisation recommendations; only after Phases 1-4 stable.
Activities:

e Bed demand forecasting
o Staffing optimisation models

« Revenue cycle predictive analytics

Deferred until: Governance maturity sign-off from Data Governance Committee.



Controls for Data Accuracy, Traceability, and Auditability

Data Accuracy Controls

1. MPI Duplicate Detection: Automated rules flag potential duplicates; human review for merge decisions
2. Timestamp Validation: Discharge, coding, submission timestamps validated for reasonability; outliers flagged

3. Cross-System Reconciliation: Monthly reconciliation of patient counts (ADT vs. billing); bed counts (bed
management vs. ADT)

4. Exception Review: Data quality dashboard; stewards review and resolve exceptions weekly

Traceability Controls

1. Audit Trail: All master data changes logged (who, what, when, why); patient merge history retained
2. Source System Tracking: Each data element tagged with source system and extraction timestamp

3. Lineage Documentation: Data lineage maps maintained for critical metrics (transfer time, discharge-to-claim)

Auditability Controls

1. Separation of Duties: Clinical staff do not approve billing codes; finance does not modify clinical records
2. Management Oversight: CFO and CCO review monthly data quality reports; governance committee quarterly

3. Regulatory Alignment: Retention policies aligned to healthcare regulations; audit-ready reports available

Considerations for Healthcare Environment
Clinical Workload: Clinicians are time-constrained; documentation and coding must not add undue burden. Digitisation
and analytics should reduce administrative load where possible (e.g., auto-capture, template completion).

Regulatory and Privacy: Patient data is protected (POPIA, HIPAA if applicable); analytics must comply with data
classification and retention rules. Visitor and contractor data also requires governance.

Multi-Facility Variation: Facilities may have different processes and system versions; governance must allow for local
variation where necessary while enforcing critical standards (MPI, coding).

Vendor Dependencies: EMR, billing, and claims systems are often vendor-managed; integration requires vendor
cooperation. Early vendor engagement recommended.

Outcome

Leadership gained clarity that:

e The organisation did not need more dashboards immediately.
o |t needed structured data alignment and governance first.

« Digitising paper processes would unlock measurable time savings (timesheet reconciliation, security log search,
maintenance approval tracking).

o Emergency throughput and bed management optimisation would deliver the most immediate impact on patient
experience and operational efficiency.

The strategy shifted from "what can we analyse ?"to:

"Which governed data assets will improve patient experience, revenue stability, and workforce efficiency?"



Success Metrics (Post-Governance)

I [

Master patient index Single patient ID across EMR, ADT, billing; duplicate rate <1% Clinical + Finance

Bed turnover visibility Emergency-to-bed transfer time reportable by facility and time of day Operations

Timesheet digitisation 100% nurse and porter timesheets digital; reconciliation automated HR

Revenue cycle Discharge-to-claim time reportable; backlog quantified and reduced Finance

Data stewardship Documented owners for patient, staff, ward, and coding data Governance Committee

Risks & Mitigation

Risk 1: Master Data Initiative Stalls

Problem: MPI| and identifier standardisation require clinical and finance cooperation; politics or resource constraints
delay progress.

Mitigation: Start with one high-impact domain (e.g., patient ID for emergency-bed analytics); demonstrate value;
expand. Secure executive sponsorship for governance committee.

Risk 2: Digitisation Adoption Poor
Problem: Staff continue using paper timesheets or bypass digital capture; data quality remains low.

Mitigation: Involve frontline staff in design; demonstrate that digitisation reduces their administrative burden (e.g.,
automated reconciliation vs. manual). Pilot in one facility before rollout.

Risk 3: Analytics Built Before Governance

Problem: Leadership demands dashboards; team builds on ungoverned data; conflicting numbers emerge; confidence
eroded.

Mitigation: Define "analytics-ready" criteria: master data aligned, definitions documented, owners assigned. Do not build
enterprise dashboards until criteria met for that domain.

Risk 4: Clinical and Finance Silos Resist Collaboration

Problem: MPI and revenue cycle analytics require clinical and finance to share data and agree on definitions; territorial
resistance blocks progress.

Mitigation: Executive sponsor (e.g., CEO or COO) chairs Data Governance Committee; mandate collaboration; tie
governance to strategic objectives (revenue stability, patient experience). Start with one joint initiative (e.g., discharge-
to-claim) to build trust.

Conclusion

Key Benefits (Post-Governance):
« Revenue visibility: Quantified backlog; discharge-to-claim time by facility; targeted interventions to accelerate
cash flow

o Operational efficiency: Emergency-to-bed transfer time visible; bed turnover optimised; staffing aligned with
patient load

o Labour cost clarity: Timesheet digitisation enables nurse-to-patient ratio, overtime analysis, cost per bed-hour

« Leadership confidence: Single source of truth; conflicting reports eliminated; data-driven decisions replace
intuition



Success Factors:

« Executive sponsorship for governance; clinical and finance collaboration
o Phased delivery with measurable wins (e.g., one facility, one metric)
« Governance before technology; avoid building on ungoverned foundations

« Frontline involvement in digitisation design; reduce burden, don't add it
Implementation Summary:

« Timeline: 12 months for Phases 1—4 (master data, digitisation, emergency/bed analytics, revenue cycle); Phase 5
deferred until governance maturity
o Critical Path: MPI and identifier standardisation block all downstream analytics; prioritise accordingly

« Expected Outcome: Leadership can answer strategic questions with confidence; revenue leakage quantified and
reduced; patient flow and workforce efficiency improved

Takeaway

In multi-hospital environments, data abundance does not equal insight.
True optimisation requires:

« Harmonised master data — Patient, staff, ward, and coding identifiers consistent across systems

« Digitised operational records — Timesheets, security logs, maintenance approvals; no paper dependency for
critical flows

« Clear domain ownership — CFO, CCO, HR accountable for their data; governance committee for cross-domain
alignment

« Governance before advanced analytics — Stabilise foundations before predictive modelling

Emergency flow, bed turnover, staff allocation, and revenue cycle efficiency are interconnected. A patient delayed in
emergency affects bed turnover, nursing workload, and eventually claim submission timing.

Without disciplined data governance, analytics amplifies inconsistency.

With governance, it unlocks operational excellence.



