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Introduction
In my previous paper, I considered the development of a digital strategy for improving healthcare worker compliance with hand hygiene (McCarthy, 2022). This sought to address the policy aim of the World Health Organization (WHO) – reducing the harm caused to patients by healthcare-acquired infections (World Health Organization, 2009).
It is widely accepted that involvement of stakeholder groups from different professions is essential to the successful implementation of digital technology within healthcare (Cresswell, Bates and Sheikh, 2013). This paper reflects on strategies and methods for multi-stakeholder working that could be applied to the implementation of an electronic hand hygiene monitoring system.

Identification of stakeholders
While identification of the stakeholders who should be involved in a particular digital project sounds initially straightforward, if groups are excluded from the development process, they can feel that change is being thrust upon them and this can lead to resistance (Ludwick and Doucette, 2008). 
It can be helpful to view a digital implementation as a quality improvement project. Quality improvement is well established within healthcare and many of the principles are transferrable to digital implementations. After all, digital technology should be used to improve, directly or indirectly, the care given to patients, rather than being implemented just for the sake of being ‘digital’. 

While there are a number of information technology or digital-specific approaches for stakeholder identification, complicating this simple task is unnecessary. The Health Foundation sets out overarching areas for successful engagement in quality improvement which I have used to structure the identification of stakeholders for the hand hygiene implementation. These are set out in italics below (The Health Foundation, 2021).
Involving the clinical team early on when setting aspirations and goals
There are two key clinical teams involved in hand hygiene within an organisation – the core infection, prevention and control team (IPC), and the clinical team within the individual area, such as the ward or department. While both teams will have similar overall goals – the reduction of infections, the IPC team will primarily focus on the outputted data from the system, whereas the ward team’s concerns are likely to be the usability of the system in real clinical practice.
Ensuring senior clinical involvement and peer influence
Senior involvement is essential as these individuals often encourage junior staff to engage with change, especially when their position in the organisation allows them to appreciate the wider benefit. For example, a ward nurse would understand the direct benefit to a patient of not contracting an infection, but a senior nurse might have a better appreciation of the related reduction in the patient’s length of stay, and the knock-on impact to flow and improved outcomes for the next patient who requires admission to the ward.
Senior support from non-clinical departments is equally important. While the need for involvement of the Health Board’s digital team is obvious, it would be easy to overlook other groups, such as the estate teams who would need to install electronically monitored soap or handrub dispensers, or the facilities teams that would be responsible for replenishing these. For the system to be successful, these dispensers must be regularly checked so that faulty or empty units do not cause incomplete data (Filho et al. 2014).
Obtaining credible endorsement
Much of healthcare is based on evidence-based best practice. In my experience, clinicians want to know that any changes to the status quo are supported by evidence and aligns with local and national guidance. Support by Royal Colleges or organisations such as the National Institute for Health and Care Excellence (NICE), provide this important reassurance. Engagement with these organisations at an early stage can be advantageous and the link with the WHO policy and guidance for hand hygiene is something that should be highlighted to clinicians.
Involving clinical networks across organisational boundaries
Many specialty areas within healthcare have national ‘networks’. These can vary in formality, from self-organised collaboration between staff in similar roles in different organisations, to formally hosted and funded networks such as those administered by a central body (NHS Wales Health Collaborative, 2022). Their support for an implementation carries weight with clinicians and cross-organisation communication can also encourage shared learning and prevent siloed developments within each participating organisation.
The other stakeholder group that is vital with a digital implementation is the system developer, whether that be a private company for a purchased system, or an internal development team if the system is created in-house.
As with other healthcare IT systems, while an electronic hand-hygiene monitoring system would not be directly used by patients, their involvement in development remains important to avoid unintended negative consequences. For example, where clinical applications are made available and accessed on healthcare workers’ personal mobile devices, it can concern patients if this use is not explained. The use of the applications could appear to a patient that the worker is accessing their device for personal non-healthcare related reasons – something that may discourage adoption of the application.


Engaging with stakeholders
In order to successfully engage with project stakeholders, it is vital to try and understand each group’s views on both the policy goal and the proposed digital system designed to achieve it.
Through my experience of multi-disciplinary working in the NHS, my preferred approach is to start engagement with stakeholders individually, before bringing them together. The individual meetings give chance to explore each group’s position in detail and pre-empt areas of agreement or disagreement that are likely to arise when the stakeholders meet to discuss the implementation.
Individual meetings also ensure that each group’s input is received even when the dynamics of a multi-stakeholder meeting could prevent an individual group from expressing their views. While the levels of agreement between stakeholders will vary depending on the implementation, there is always likely to be some disagreement that requires exploration and resolution. While reflecting on stakeholder engagement, I have been struck by the similarities with the mediation process that is often used with individual staff member disputes. Many of the aspects of mediation easily translate to stakeholder management. For example, mediation is designed to mend relationships by allowing the involved parties to have some control of the final agreement. Stakeholder management for the hand hygiene system would mean ensuring ongoing relationships by allowing the stakeholders to have some control over the design of the final system (Acas, 2022).
Mediation also involves seeing things from another person’s (or group’s) perspective. This is also a vital part of stakeholder management and can be challenging when different groups’ knowledgebases are not aligned. A key function of the project leader is to translate those perspectives so that they can be understood by another group.
This is a situation that I have experienced when leading the implementation of electronically printed patient ID wristbands within a Health Board. This role is often best performed by individuals who are clinicians but also understand digital. While they will not necessarily have the very detailed clinical knowledge for a particular speciality, or high-level technical skills, they understand enough about each aspect to act as an intermediary. I expect that over time, the need for this type of role will diminish as the clinical healthcare workforce develops its digital skills and the technical healthcare workforce gains more experience in the development and implementation of IT systems.
While it is natural to want to achieve consensus among stakeholders, especially for those leading the project, care must be taken to avoid groupthink. This occurs when a group’s desire for conformity is so great that it leads to poor decision making (Baumeister and Vohs, 2007, p. 90). In my experience, it is prudent to explain to stakeholders at the outset of the project that they may have differing views and that this is one of the reasons why projects have stakeholder involvement. There are also some more practical tools that can be used to help avoid groupthink, such as the ‘six thinking hats’ developed by De Bono (2009). The technique uses six imaginary ‘hats’ to encourage a group to think about a problem or task from different perspectives. This can also help less dominant stakeholders express their views as each perspective is considered in turn by the group. 
As has happened over the last 10-20 years in clinical care, there is a slow move in healthcare IT to become less paternalistic and more open to closer working between IT teams and clinicians. Although early clinical input in the design and development of systems is known to be critical, this can still be difficult to achieve in practice (Huang, 2017).
Any IT implementation in healthcare is challenging, but the chances of success can be vastly increased through proper identification, engagement and management of stakeholders (Cresswell, Bates and Sheikh, 2013). This is especially important with systems that will be used in a clinical setting as there are often many challenges and factors related to use that are overlooked by those who don’t work in that environment. Early engagement with end users also helps with change management and achieving acceptance from clinical staff.
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