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ABSTRACT

Objective Testing for COVID-19 was a key component

of the UK’s response to the COVID-19 pandemic. This
strategy relied on positive individuals self-isolating to
reduce transmission, making isolation the lynchpin in the
public health approach. Therefore, we scoped evidence

to systematically identify and categorise barriers and
facilitators to compliance with self-isolation guidance
during the COVID-19 pandemic in the UK, to inform public
health strategies in future pandemics.

Design A rapid scoping review was conducted.

Search strategy Key terms were used to search literature
databases (PubMed, Scopus and the WHO COVID-19
Research Database, on 7 November 2022), Google
Scholar and stakeholder-identified manuscripts, ultimately
including evidence published in English from UK-based
studies conducted between 2020 and 2022.

Data extraction and synthesis Data were extracted
and synthesised into themes, organised broadly into
capability, opportunity and motivation, and reviewed with
key stakeholders from the UK Health Security Agency
(UKHSA).

Results We included 105 sources, with 63 identified from
UKHSA and used to inform their decision-making during
the pandemic. Influences on the decision to comply with
isolation guidance were categorised into six themes:
perceived ability to isolate; information and guidance;
logistics; social influences, including trust; perceived value;
and perceived consequences. Individuals continuously
assessed these factors in deciding whether or not to
comply with guidance and self-isolate.

Conclusions Decisions to self-isolate after a positive

test were influenced by multiple factors, including
individuals’ beliefs, concerns, priorities and personal
circumstances. Future testing strategies must facilitate
meaningful financial, practical and mental health support
to allow individuals to overcome the perceived and actual
negative consequences of isolating. Clear, consistent
communication of the purpose and procedures of
isolating will also be critical to support compliance with
self-isolation guidance, and should leverage people’s
perceived value in protecting others. Building public trust
is also essential, but requires investment before the next
pandemic starts.

.5 EY-Oxford

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This review is strengthened through the use of a
broad search strategy to identify a wide range of
evidence and by engagement with a diverse group
of stakeholders to contextualise and accurately in-
terpret the results.

= It is also strengthened through the inclusion of a
large body of unpublished and confidential internal
data from the UK Health Security Agency, which
supplemented the limited published literature and
which would not otherwise be available for synthe-
sis, general dissemination and contribution to dis-
cussions on future pandemic strategies.

= However, given the paucity of studies specifically
addressing isolation behaviours, much of the pub-
lished evidence on isolation behaviour in this review
was drawn from studies that focused primarily on
testing rather than isolation during the COVID-19
pandemic.

= Additionally, the review was conducted over a
short period of time by a large team, potentially
introducing inconsistencies into the screening and
extracting processes despite attempts to mitigate
bias, including overlap of screening and extraction
between reviewers, quality checks and review of in-

cluded original documents during write up.

INTRODUCTION

Any novel pandemic poses a particular chal-
lenge in that definitive pharmaceutical inter-
ventions, such as therapeutic medications or
preventative vaccines, take time to df:velop.1
In the meantime, public health policy is
reliant on non-pharmaceutical interventions
to reduce transmission and lessen impact.' :
In the UK, the initial response to COVID-19
centred on a spectrum of non-pharmaceutical
public health measures aimed at mitigating
transmission from COVID-19-positive cases' *:
periods of national and local lockdown, social
distancing, limits on gatherings,
mandated use of face coverings in public

social
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spaces and self-isolation after a positive COVID-19 test
result or contact with a case.” *

To facilitate isolation, mass testing for COVID-19 was
required to identify COVID-19-positive individuals and
their close contacts.” The National Health Service Test
and Trace (NHSTT) programme was established in May
2020 to implement testing, tracing and isolation services at
scale.® This complex intervention was the first programme
of its kind in the UK, created and delivered at pace
during a period of unprecedented uncertainty.” It distrib-
uted nearly 2 billion lateral flow tests and 158 million PCR
tests free of charge in England alone, at a reported cost
of £25.8billion, with the aim of preventing population-
wide deaths, decreasing morbidity, reducing burden on
healthcare services and facilitating the reopening of the
economy. The testing programme detected between 26%
and 40% of all COVID-19 cases in England.’

The ultimate goal of the testing and tracing activities
was to facilitate isolation of those who tested positive for
COVID-19 and/or who were close contacts of positive
cases; it was through the isolation step of the NHSTT
programme’s cascade that transmission was reduced.’
Consequently, regardless of the resources invested in
encouraging people to test, if people did notisolate when
required, the impact of the programme would be under-
mined. Despite requirements to self-isolate, compliance
was often suboptimal and varied across different contexts
and over time.” It is crucial to understand what drove
adherence with isolation guidance, and what barriers were
faced, to inform future pandemic response strategies.

To support the development of more robust public
health strategies, we conducted a scoping review of the
available evidence on perceptions and experiences of
self-isolation during the COVID-19 pandemic in the UK.
We then categorised the identified barriers and facilita-
tors to self-isolation.

METHODS

Study design

A rapid scoping study was conducted to summarise
the large volume of rapidly generated, heterogenous
evidence on isolation during the COVID-19 pandemic in
the UK, to identify gaps in this evidence, and to describe
the barriers and facilitators to engaging with self-isolation
guidance. In conducting this scoping review, we followed
the 2005 ‘Arksey and O’Malley’ framework® (with the
adaptations proposed by Levac et al in 2010°) and drew
on the 2015 Joanna Briggs Institute guidance.'’

This scoping study was nested in a broader rapid
scoping review of barriers and facilitators to engaging
with the COVID-19 testing programme, covering testing,
reporting and self-isolation behaviour in the UK. This in
turn formed part of a mixed-method programme of work
conducted by the EY-Oxford Health Analytics Consor-
tium, aimed at evaluating the UK Health Security Agency’s
(UKHSA’s) COVID-19 testing strategy in England—the
protocol and report are available online.” "'

Search strategy and selection of the evidence

The search strategy (see online supplemental table 1 for
search terms) was developed in close consultation with an
information specialistand conducted on 7 November 2022
using PubMed, Scopus, the WHO COVID-19 Research
Database and documents provided by UKHSA. UKHSA-
provided documents comprise a body of published and
unpublished research; many of these documents were
confidential internal documents relating to work specifi-
cally conducted to inform UKHSA'’s decisions during the
pandemic. This search was supplemented through free-
text searches on Google Scholar, review of the references
of included articles and stakeholder consultation'? (see
online supplemental table 2 for the rationale for database
selection).

Following the database search, all identified citations
were collated and uploaded into Rayyan (a web-based
research collaboration platform'?), and duplicates were
removed. Following an initial screening pilot, titles and
abstracts were screened by two reviewers against the inclu-
sion criteria for the overall project, including testing,
reporting and isolation behaviour. A sample of >20%
titles and abstracts were evaluated by a third reviewer
to clarify eligibility criteria and ensure consistency of
inclusion,” calculating a Gwet’s first-order coefficient
(ACI)"™ to assess agreement. Potentially relevant sources
were retrieved in full and reviewed against the eligibility
criteria. Disagreements at each stage of the selection
process were resolved through discussion; discussions
were held with an additional reviewer if no consensus was
reached. The evidence included in this paper on isolation
behaviour was drawn from the documents included in the
overarching review (table 1).

Data extraction, charting and synthesis

To rapidly process a large volume of documents, a team of
12 reviewers extracted the data. Data extracted included
(1) study metadata and (2) information about the percep-
tions, experiences, barriers and facilitators to each of the
key activities (testing, reporting and isolating). Data were
extracted into an Excel template, refined through entry
of initial sources (online supplemental table 3). Each
reviewer extracted data from two sources that overlapped
with sources reviewed by another team member, to check
quality and support discussions to refine the template
and eligibility criteria. Given the rapid timelines for the
overarching programme of work and the aim of this study
to scope the evidence, the articles were not assessed for
quality.

The analysis combined deductive and inductive
elements, organised across three steps. First, a set of a
priori categories was developed based on the expertise
of the team and an initial reading of included sources.
Initial categories of barriers and facilitators were refined
throughout the analysis to ensure they reflected the
full dataset. Second, the data were synthesised themat-
ically, resulting in some categories being collapsed and
reconfigured. Third, the themes were mapped onto the
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Table 1 Summary of the search parameters and limits as well as the inclusion and exclusion criteria, categorised according to
the ‘population, context, concept’ search framework'%

Inclusion criteria

Exclusion criteria

Search limits
Language Published in English
Dates Published from 2020
Methods Qualitative or mixed methods studies
Eligibility
Literature Journal articles, peer-reviewed material, articles
under review, published books and book chapters,
other academic research, research commissioned by
governments, unpublished reports
Population England, Northern Ireland, Scotland, Wales, and the
islands making up the British Isles
Context All NHSTT programme service settings, including

(service settings)

Concept
(key activities)

healthcare workers, adult social care, schools,
universities, community, and the universal testing
programmes.

Description of isolation behaviour and barriers and/

or facilitators to adherence to self-isolation guidance
(with a focus on isolating due to a positive COVID-19
test result, but including isolating after exposure to a

Published in languages other than
English

Published before 2020
Purely quantitative studies

Opinion or statement pieces, magazine
articles, blog posts

Countries outside the UK, including the
Ireland

Nil

Not focused on the behaviour of self-
isolation

positive contact).

NHSTT, National Health Service Test and Trace.

dimensions of the Capability, Opportunity, and Motiva-
tion Model of Behaviour (COM-B)" (figure 1), to facili-
tate selection of potential intervention strategies.

Stakeholder input

Stakeholders from UKHSA were consulted to iden-
tify additional sources of published and unpublished
evidence (included as ‘stakeholder-identified’ sources),
sense-check the findings and help interpret, frame and
contextualise the results.

Capability

Behaviour Motivation

Opportunity

RESULTS

Overview of the evidence

After screening 4152 records, this analysis included 105
sources in the synthesis on self-isolation during COVID-19
(see figure 2, full details in online supplemental table
4). Reasons for exclusion at full-text screening are
described in figure 2. Of these 105 studies, 29% were
identified through the literature database search, 60%
from UKHSA stakeholders, and 11% from other sources
(bibliographic review and Google search). Overall, 81%

Capabl'/ity

Behaviour

3R

Uopeaow

Figure 1 The dimensions of the Capability, Opportunity, and Motivation Model of Behaviour, adapted from McDonagh et al’s

application to a systematic review of chlamydia testing facilitators.

104

Keene CM, et al. BMJ Open 2024;14:6084437. doi:10.1136/bmjopen-2024-084437

1ybuAdoo Ag paiasiold "plojxO
Jo Aus1anun ey} Jo salrelqr ueld|pog ¥e Gz0z ‘TT Arenuer uo /wod fwq uadoligy//:dny woly papeojumoqd ‘720z UdIBIN 62 U0 LEY80-720z-uadolig/9eTT 0T Se paysiignd is1y :uadQ rINg


https://dx.doi.org/10.1136/bmjopen-2024-084437
https://dx.doi.org/10.1136/bmjopen-2024-084437
http://bmjopen.bmj.com/

S Records identified through database Additional records identified through
T searching (n=3822) stakeholders (UKHSA) (478) and other
£ PubMed (3610), Scopus (170), and WHO sources: Google (7) and a bibliographic
g COVD-19 Research Database (42) review of included texts (11)
Records screened (after duplicates removed) (n=4152)
Records excluded through screening titles/abstract:
> (n=3791)
\ 4
Full-text articles assessed for eligibility (n=361)
% Literature review: 144
'g UKHSA documents: 199
) Other: 18
®
Average inter-rater agreement for title/abstract screening of the literature: Gwet’'s AC1 = 0.97 (‘almost perfect’)
Full- text articles excluded (n=188)
Not key activity (testing, reporting, or isolation): 85
> - Key activity but not about the behaviour: 41
- Behaviour on key activity but not from the UK: 1
- From earlier than 2020: 1
- Other: 60
\4
Studies included in report (n=173)
Literature review: 49
UKHSA documents: 106
Other: 18
&
‘@
: v
- Studies on self-isolation included in this study (n=105)
Literature review: 30
UKHSA documents: 63
Other: 12

Figure 2 Preferred Reporting ltems for Systematic Reviews and Meta-Analyses extension for scoping review flow diagram
outlining the search and inclusion of the literature. UKHSA, UK Health Security Agency.

were focused on England, 3% on Scotland, 2% on Wales
and none on Northern Ireland; 12% covered the UK in
general; and 2% included the UK in a broader interna-
tional study. Data were collected during the early stages
of the pandemic (before August 2020) in 18% of papers,
during the middle stages (up to November 2021) in 75%,
and during the final stages of restrictions in 18% (online
supplemental table 5 and figure 1). Surveys were used in
37% of the sources, interviews in 54%, focus groups in
16% and other methods in 16%.

Overview of results

We arrived at six themes to categorise the barriers and
facilitators that influenced the decision to comply with
isolation guidance (figure 3): logistics of isolation; social
influences and trust; perceived ability to isolate; informa-
tion and guidance; perceived consequences of complying
with isolation; and perceived value of isolating. Ultimately,

individuals weighed up these influences in their decision
to comply with guidance and self-isolate.

Perceived ability to self-isolate

Despite negative descriptions of isolation, many people
reported being able to self-isolate in line with contempo-
rary requirements'®"'? and confidence in being able to
self-isolate effectively and for the full duration required."”
However, this varied among people and over time, as well
as by the level of adherence to the guidance.”

Isolation was described as something that could be
prepared for,”' ** with previous experiences influencing
whether and how individuals planned for potential
periods of self-isolation.*®

I was aware that this could happen at any moment in
time, more in actual fact during the winter time we
had snow up here in the North of England [where]
we got cut off for a few days, I've had flu before so I've
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consequences

Open access
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Perceived .
Behaviour
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[=]
%,
o/.

2

Perceived value

Figure 3 Overview of the themes describing the influences on people’s decision to comply with isolation guidance.

always got lots of soup, things in the freezer, it’s kind
of an eventuality so I didn’t even have to ask some-
body to go shopping for me, I just said right we’re on
lockdown until the test comes back so we had five or
sixdays in the house where we just stayed at home.
(Parent 4).%

External support reduced the need for people to
leave home®' and reduced reports of experiencing
isolation as a challenge.”” Required support included
practical help, food, medical supplies, financial aid
(including sick pay) and mental healthcare (such as
welfare check-in calls or activities to distract those
isolating).**¥ Neighbourly support was also described
as fostering a sense of community®®; for some univer-
sity students, the opportunity to isolate together in a
single space facilitated mutual support and therefore
facilitated self-isolation.*’

Support came from the government through the
Test and Protect system, the Test and Trace Support
Payment Scheme,” local authority support measures
such as shopping assistance,” ** the entitlement to sick
pay®® and universities.”® Other support came through
friends, family and community networks.?! ** * 2
Support was described as particularly important for
‘younger people, those with precarious incomes
and women’,”* as well as people ‘living alone or
without existing social connections established in the
community’.35 Those with potentially greater need
for support were less likely to report having adequate
support.”?

The wuptake of existing support programmes
was reduced by lack of awareness™ **% and access
% 3% including bureaucratic application
processesandstringent eligibility criteria.”®* However,
expanding eligibility alone had mixed effects on
adherence to self-isolation.”™*! It was suggested that
support should also be widely advertised and proac-
tively signposted through support call-handlers™ **
and that reassurance was needed to overcome stigma
and some people feeling unable to ask for help.*

issues,

Information and guidance: understanding when, where, how and
why to isolate

Poor understanding or confusion about the guidance
and about transmission risks was a barrier to isolating
effectively” ** *% reported lack of clarity tended to be in
understanding the rules about leaving home for further
COVID-19 testing,17 understanding the duration of isola-
tion and when to start isolating,43 understanding whether
others in the household should isolate,29 or whether to
isolate if asymptomatic.* ** Understanding of guidance
decreased when regulations (:hanged.47 One survey found
greater understanding of the guidance among those who
did self-isolate than among those who did not comply,17
but this was not always consistent as experiences were also
reported of isolating despite not understanding the guid-
ance.*®*

Good communication was described as an enabler
of adherence to isolation guidance,” including provi-
sion of written information in different languages and
welfare check-in calls that increased knowledge of the
guidance.*® Communication of specific content was
suggested to improve isolation uptake: providing insight
into the importance of adherence to self-isolation guid-
ance, demonstrating that it was the norm and that many
people were following the guidance, reinforcing trust
in the government and National Health Service (NHS)
programmes, and advertising available practical and
financial support.”®*” On the other hand, uncoordinated
and inefficient communication during isolation caused
frustration.”

Logistics of isolation: convenience and practical challenges

People described various practical challenges to following
isolation guidance to the letter,”’ including limited access
to testing,24 unsafe or unsuitable home environments,
managing childcare and caring responsibilities,52 the diffi-
culty of managing multiple positive cases or mixed results
within a single household,”*® and avoiding other house-
hold members becoming sick.”* ** > These challenges
were magnified in smaller houses and apartments52 or
when households included vulnerable family members.”
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Ultimately, it appeared that combinations of these chal-
lenges heightened barriers to effective isolation.*

I think it’s unrealistic to isolate within the household.
If my daughter gets it, it’s unrealistic for her to stay in
her room and not come out. (Parent).*”

Social influences and trust in authorities

People perceived high levels of adherence to self-isolation
guidance in the community and higher still in their
friends and family.'” It was suggested that the perception
that others were following self-isolation guidance, and
that isolating when positive was the ‘norm’, facilitated
self-isolation.”

Guidance from authoritative sources influenced
adherence to self-isolation.!” However, this deference
to authority decreased over time,54 and distrust in the
government was described as a barrier to self-isolation.**
Disagreement with government measures,"” mistrust
regarding the accuracy of the NHS COVID-19 app and
proximity alerts,”*** and concern over secure handling
of details by NHSTT seemed to be associated with lower
adherence to self-isolation guidamce.17 A lack of trust in
test results undermined engagement with isolation; the
negative consequences of isolation (outlined below)
were considered an unacceptable burden if the require-
ment to self-isolate might be ‘unnecessary’ if based on a
false-positive result. This was a particular concern among
healthcare workers® and care home staff.”® Negative
publicity may have undermined trust in testing processes
and, in turn, willingness to isolate.”

‘Several of those interviewed were concerned about
reports of accuracy, concerning the LFDs [lateral
flow devices]. There was a particular concern about
false-positive tests and its potential to reduce their al-
ready fragile workforce in the event that they ended
up having to send “non-infectious” employees home
to self-isolate because of faulty test results.””®

Perceived value in complying with isolation
Perceived benefit influenced the decision to comply with
isolation guidamce.24 People described adherence to
isolation guidance as ‘important’17 primarily to prevent
transmission and protect others.?? #°7 Adherence to self-
isolation even beyond official requirements appeared to
be driven by perceived risk of contracting COVID-19 and
perceived vulnerability to severe COVID-19.""%" For these
reasons, it was suggested that adherence to self-isolation
would be supported through ‘strengthening perceived
benefit to self-isolate with messages emphasising its effec-
tiveness'** and that the desire to protect others should be
leveraged in communication of guidamce.45

Some healthcare workers valued self-isolation as a break
from heavy workloads™ and an opportunity to ‘engage
in new hobbies, talk to family and friends by phone or
online’® and foster a ‘sense of community with others in

. . S
the same situation’.?

In contrast, others felt that there was no benefit to
isolating or following the rules, with some reporting it
to be a ‘waste of time’,59 particularly when they consid-
ered themselves low risk due to vaccination, had low-risk
contacts, or used infection control measures.”’ This was
particularly the case after a positive contact rather than
after a positive test or if they had symptoms.m_64 For
some, perceived risk decreased over the course of the
pandemic,57 and students felt at lower risk because of
their younger age.”® Additionally, asymptomatic individ-
uals who tested positive had lower motivation to isolate
than symptomatic individuals testing positive, as observed
by call handlers.”

Perceived consequences of isolation
Daily life
People described the consequences of self-isolation on
their daily life, such as the inability to leave one’s house,
socialise or use public transport.”” This made it difficult
to maintain routine domestic tasks (such as shopping,
accessing healthcare, collecting medications or exer-
cising), maintain social ties with family and friends, and
to engage with education or work,? 2203235436667 pa e g
also anticipated difficulties balancing work and child-
care obligations when they, or their children, needed to
isolate.” These difficulties were described as major chal-
lenges to adherence to isolation® and stated as a reason
for non-adherence to isolation guidance.* **3! ¢

People described guilt because their isolation would
prevent them from performing their usual roles, meaning
they were letting people down by not fulfilling their obli-
gations and were placing an additional burden on work
colleagues and household members.***! %% Healthcare
workers described their guilt in increasing the workload
of already overworked colleagues when they needed to
isolate.”” " This ‘extra pressure on the remaining staff’”
had organisational implications on staffing numbers and
created an ‘ethical dilemma’ because of the impact on
health service provision.m &

I'm a carer for vulnerable adults and would be wor-
ried about them receiving care that I could not give if
I was isolating (Survey).”!

Impact on mental health

People also described negative effects of isolation on
mental health,57 08 75 including loneliness, boredom,
lack of interaction with friends and family, the inability
to exercise, strain on their interpersonal relation-
ships and harmony within a household, and anxiety
over finances,?® %9 3 34 35 43 University students in partic-
ular described struggling with losing access to their
usual coping mechanisms® and that isolation exacer-
bated existing mental health problems.” Parents were
concerned that isolating took school students away from
their peers, education and outdoor activities, which risked
their mental health."
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I think mental health was like my biggest challenge. It
was very easy to just feel down and not wanting to do
things, not feel motivated to either do work or just get
out of bed (Focus group 8, student 5).*

The negative impact self-isolating had on mental
health was described by others as a main barrier to
self-isolation.” " People anticipated that self-isolation
would negatively impact their mental health,” > and the
unwillingness to self-isolate was exacerbated by people
becoming ‘fed up’ with missing out on social interactions
and other activities as the pandemic progressed.”

Impact on finances
Existing financial hardship was described as an important
barrier to isolating.23 2676 1 addition, self-isolation created
financial hardship that acted as a barrier to reporting
positive test results, in order to avoid isolation and its
financial consequences.” % 782 These challenges were in
large part ascribed to loss of income through loss of work
or wages. 2 515256 75 7783

The consequences of self-isolation for certain groups
in society, such as those who were homeless, misusing
substances, or involved in the criminal justice system, may
have differed from those experienced by the wider popu-
lation, and circumstances may have made self-isolation
more difficult to manage and influenced decisions to
isolate for these groups.”® In particular, the financial
consequences and considerations were not uniform, with
some reporting that they could absorb the loss of income
or worked from home already, while others could not
‘afford to isolate’.'® ™ ™ * The financial implications of
isolation were described as particularly challenging for
those with ethnic minority backgrounds, younger people,
women, those on lower or precarious incomes, those
unable to work from home while self-isolating, those
working in ‘shut-down sectors’, migrant workers and
those who were self-employed, impacting adherence to
self-isolation recommendations in these groups.'?** 788381

DISCUSSION

This study describes six categories of factors that influ-
enced the decision to self-isolate in the UK during the
COVID-19 pandemic, mapped onto the COM-B frame-
work as: capability (perceived ability and information and
guidance), opportunity (logistics and social influences,
including trust in authority) and motivation (perceived
value and consequences).

Decision to isolate

Ultimately, adherence to isolation guidance was a deci-
sion that was remade over the period of required isola-
tion and as individuals’ lives changed. Individuals’
adherence to guidance ranged from full adherence at
a personal cost,”” ¥ to partial adherence where isolation
was broken for reasons they believed to be ‘essential’ or
‘acceptable’,” to not isolating at all despite a positive test
result** * (including not disclosing their symptoms or

hiding their COVID-19 status®), to avoidance of testing
in the first place.*® This spectrum of engagement has
been reported for other non-pharmaceutical measures
across the COVID-19 and other pandemics, with people
reporting a range of intentional and non-intentional
non-adherence behaviours,” influenced at least in part
by ‘perceived necessity’.”

The decision toisolate wasshaped by manyfactors.
These results highlight that people’s decision to comply
with isolation guidance was supported when the guidance
was clear and plainly communicated, there were social
norms to isolate and have trust in authority, there was
support for planning and managing isolation, there was a
perceived risk to themselves or others and there was clear
perceived value of isolation in protecting others from
COVID-19 transmission. However, practical logistical
challenges, distrust of tests and the implementing institu-
tions, and the negative consequences of isolating on daily
life, mental health and finances all reduced adherence to
isolation.

The factors influencing self-isolation adherence reflect
the factors that influenced engagement with other
COVID-19 public health measures. In the UK, clarity
and consistency of guidance,” * trust in authority,*
perception of risk,*” social norms® and ‘collective impor-
tance™ were also found to influence adherence to other
COVID-19 guidelines,”” uptake of vaccination™ *' and
adherence to other non-pharmaceutical measures such as
social distancing.' * * * Mistrust in authority was found
to explain a large proportion of the variance in vaccina-
tion hesitancy in the UK” and was repeatedly described
in the context of non-adherence to social distancing regu-
lations." *® Adherence to different public health measures
during COVID-19 was also linked; for example, those
more hesitant to get vaccinated for COVID-19 were also
less likely to adhere to social distancing guidelines.”

The desire to protect others was also a common
theme facilitating engagement with many public health
measures to tackle COVID-19*"# 92 a5 well as previous
pandemics.”> Other behaviours required of the public
during the COVID-19 response had some individual
benefit: measures like vaccination or social distancing
had personal benefit for the individual through reduc-
tion of the personal severity of disease or likelihood of
contracting COVID-19, which increased engagement
with vaccination programmes” or social distancing guid-
ance.” Conversely, there was very little perceived direct
individual benefit to self-isolation. Rather, the protection
of others was commonly described as a major source of
the value of isolation and as a ‘fundamental driver of
behaviour during the COVID-19 pandemic’.”” Feelings
of altruism resulted in moral obligations to engage in
prosocial behaviours’; such behaviours are particularly
important to curb transmission when uncomfortable and
undesirable activities like isolation are required.*®

The costs of self-isolation, however, were sufficiently
high to disincentivise not only adherence to isolation
guidance when testing positive, but also act as a deterrent

22243557
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from testing for COVID-19 in the first place.” Unlike
the safety concerns influencing uptake of COVID-19
vaccinations,” the concerns around the consequences
of self-isolating were centred around the financial,
practical and mental health effects of isolating. The
interruption of daily life due to isolation was not only
inconvenient® 20 %% % 43 6695 byt also meant that obliga-
tions were not fulfilled, resulting in a transfer of the
burden to family, friends and colleagues and creating
feelings of guilt for the person isolating.*® *' % % % Isola-
tion sometimes meant loss of work or even loss of a job;
for many, this was too high a price to pay to prevent trans-
mission,” * 7 7788 echoing the impacts of the adverse
socioeconomic effects of isolation that have made it a less
acceptable non-pharmaceutical intervention across other
pandemics.? *°

Recommendations for future pandemic responses
Meaningful support has been described as a critical
component of the strategy to encourage engagement with
COVID-19 public health measures.*® The major barrier
to adherence to isolation guidance was the perception
of personal consequences; therefore, external financial,
practical and mental health support became an important
facilitator of selfisolation.'® #* % 32 33 70 7 Whether this
came from the government, official agencies or informal
networks, tangible support reduced the perception of
isolation as a challenge.”” However, support schemes did
not consistently improve isolation adherence,” *' and
uptake of the support offered was suboptimal.**’

Not all individuals experienced the COVID-19
pandemic in the same way: for example, COVID-19 had
a disproportionate effect on more vulnerable groups
in the UK, with higher rates of infection, morbidity
and mortality in some ethnic minorities, older people
and those living in deprived areas.”” Influential factors
interact so that the motivation to self-isolate played out
differently depending on people’s capability and oppor-
tunity to isolate. While some described self-isolation easy
to manage,'” others found it unmanageable in various
ways.”” ¥ Contextual factors such as ethnicity and socio-
economics played an important role in engagement
with self-isolation, as well as with other programmes
across different COVID-19 prevention measures,*® *® for
example, considerably reducing access to and uptake of
vaccination™ '’ and increasing the negative impact of
social distancing measures.” Therefore, support must be
tailored to context and to an individual’s specific chal-
lenges.” Advertising a range of easily accessible financial,
practical and mental health support systems for different
levels of requirement, based on individual circumstances
as well as the intensity of isolation required, could help
to streamline support services and make them more
accessible.

Communication was described as a crucial tool to facil-
itate adherence to selfisolation recommendations.™
Confusing or rapidly changing guidance was a repeated
theme across behavioural research conducted during

the COVID-19 pandemic in the UK and frequently
reported as a barrier to engagement with public health
programmes.®”” When guidance does not seem to make
practical sense, it shifts the onus of decision-making onto
individuals, who must make choices within the constraints
of their personal priorities and context. Thus, official
guidance must be particularly clear and unambiguous.”
This could improve uptake across public health measures
during a pandemic,”” such as social distancing’ ¥ or
vaccination.'"!

Beyond clear, consistent guidance to support under-
standing of when, where and how to selfisolate ** *=*°
and providing information on available support,® ** it
was repeatedly recommended that communication strat-
egies should address people’s motivation to comply™
in order to activate personal norms that facilitate
prosocial behaviours and engagement with preventa-
tive measures.”” * °' It was suggested that this could be
achieved through messaging that reinforces trust in the
government and programmes, demonstrates that adher-
ence to guidance is the social norm, creates awareness
of the consequences of non-adherence to guidance and
highlights the perceived benefits to the wider community
to appeal to people's altruism ** % #9509

Many of the factors influencing the decision to self-
isolate may be weighed differently in another pandemic:
the value of protecting others may change if a disease
were to primarily affect different population groups, such
as children, or if the severity differed from that of COVID-
19. At the same time, if the negative consequences of
isolating were mitigated, or the duration of required
isolation was different, this would also shift the balance
of the decision. Context matters in people’s decision-
making about health, and the decision to follow guidance
cannot be considered in isolation.'” Therefore, regard-
less of the lessons learnt during the COVID-19 pandemic
and their applicability to future pandemic preparedness,
research is needed to understand what affects how people
weigh the different factors influencing the decision to
isolate and what could be leveraged to encourage people
to prioritise the value over the costs in future health
emergencies. Additionally, as perceptions and decisions
changed over time, measures should be in place to collect
real-time data in future pandemics and inform decisions.

Strengths and limitations

Most evidence included in this review was concerned
with factors influencing the decision to test’ and thus
evidence on isolation behaviour was often drawn
from studies with a primary focus on testing during
COVID-19. Additionally, this review was conducted in
a short space of time with a large team, so multiple
people were involved in screening and extracting
data, which could have introduced selection bias.
Steps to mitigate this included overlap of screening
and data extraction for a proportion of the sources,
quality checks and review of original documents
during write up. However, it is strengthened by the
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broad search strategy that comprehensively scoped
the available literature, as well as by the inclusion of
a large body of unpublished and confidential internal
data from UKHSA. These data from UKHSA were
able to supplement the paucity of information avail-
able on the factors affecting isolation behaviour in
the published literature, and would otherwise not
be available for synthesis, general dissemination and
contribution to discussions on future strategies. Addi-
tionally, we consulted a diverse set of stakeholders
to identify additional sources of evidence and to
contextualise and interpret the results as accurately
as possible.

Conclusions

This review demonstrates that the decision to isolate
was a complex and dynamic process influenced
by multiple factors. All dimensions of the COM-B
behavioural model must be in place for people to
comply with isolation guidance: in addition to lever-
aging the value in protecting others and mitigating
the negative consequences to motivate people to
self-isolate, future pandemic response policies and
programmes will need to ensure that individuals have
the capability and opportunity to put that motivation
into practice. Communication of guidelines must
be clear and consistent; context-appropriate finan-
cial, practical and mental health support is required;
and building trust with the public will be critical to
ensure the success of any public health response to a
pandemic.
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