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Abstract

Background: Professional isolation is viewed as a sense of isolation from ones

professional peers and this has contributed to compromised quality of health service

delivery as well as quality of life for health professionals in low resource environ-

ments. Professional isolation is a multidimensional concept which may be either geo-

graphic, social, and/or ideological. However, professional isolation in low resource

environments remains poorly defined with a limited body of research focusing on

health professionals.

Aim: To map and examine available literature on interventions for managing profes-

sional isolation among health professionals in low resource environments.

Methods: We conducted a scoping review of the published and grey literature to

examine the extent, range and nature of existing research studies relevant to profes-

sional isolation in health professionals.

Results: Of the 10 articles retrieved, 70% were conducted in high income countries

where the context may be different if applied to other low-income settings such as in

Africa. Only 20% of the studies focused specifically on nurses or the nursing profes-

sion and only 10% were conducted on the African continent.

Conclusion: There is insufficient research on the definition and origins of professional

isolation among health professionals including the interventions that can be

employed. Rural, remote and/or isolated settings significantly predispose health pro-

fessionals to professional isolation but remain poorly defined. Additional research is

recommended to explore and determine the interventions for managing professional

isolation among health professionals in low resource environments.

K E YWORD S

health professionals, interventions for managing, low resource environments, low resource
settings, professional isolation, professional loneliness

1 | INTRODUCTION

Social relationships exist between two or more people who influence

each other's thoughts, feelings and or behavior, sharing common

interests and reasons for being together as a social group. Professional

isolation refers to a state when a professional individual experiences a

sense of isolation from his/her professional peers, while lacking men-

toring and opportunities for professional interaction, collaboration
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and development1 and is a multidimensional concept which may be

either geographic, social, and/or ideological.2,3 Orhan et al3 attest that

professional isolation originates from physical separation that is, when

individual professionals are not co-located, thus leading to limited

coordination and collaboration. However, geographic distance does

not necessarily lead to complete isolation. Frey III4 describes profes-

sional isolation as professional loneliness, and is mainly created by the

current fragmentation of the workspaces and job descriptions particu-

larly of health professionals such as physicians. Scott and Brysiewicz5

further support this by suggesting that professional isolation among

health professionals particularly in low resource environments may

result from geographical and professional remoteness as well as sub-

optimal resources of educational opportunities and information tech-

nology. The term low resource environment is used for environments

with limited material and financial means. In the health care environ-

ment this refers to limited access to medication, equipment and sup-

plies, under-developed infrastructure and lack of trained personnel.

Low resource environments are mostly found in countries defined by

the World Bank as Low Middle Income Countries .6

The negative effects of professional isolation in low resource

environments have chronically contributed to the scarcity of the

health care workforce, the quality of health service delivery and com-

promised quality of life for health care workers.7,8 Cacioppo and

Cacioppo9 and Frey III4 assert that professional isolation predisposes

health professionals to a variety of health challenges including risk of

personal and professional well-being, which threatens the quality

of clinical care especially in the low resource environments. Profes-

sional isolation in conjunction with insufficient exposure to specialist

areas of practice, has the ability to create a culture of uncertainty par-

ticularly among health professionals and in some instances may lead

to lack of confidence which is hazardous to patients' health.10

Despite a significant body of research on professional isolation

and its effects, very little of this work specifically focuses on health

professionals particularly in low resource environments.11,12 Subse-

quently, this scoping review sets out to map and examine available lit-

erature on interventions for managing professional isolation among

health professionals in low resource environments.

2 | METHODS

Using an empirical scientific approach, this scoping review was guided

by the methodological framework proposed by Peters et al,13 with

amendments made to this framework by Aromataris and Munn.14

2.1 | Research questions

• What interventions for managing professional isolation for health

professionals in the low resource environment are being addressed

in the literature?

• Which target populations are addressed in the literature regarding

professional isolation for these health professionals?

• What are the key gaps in the literature relating to professional iso-

lation for health professionals in low resource environments?

2.2 | Data sources and search strategy

A search strategy, developed in consultation with a specialist librarian,

was conducted initially in September 2018 to establish search terms.

Then it was revisited in February 2019 to identify published and

unpublished research studies relevant to professional isolation in

health professionals. The search terms listed in Table 1 were applied

to the following databases: EBSCOHOST, Cochrane Library, EMBASE

(via Ovid), PsycINFO, CINAHL, MEDLINE and PubMed. ProQuest Dis-

sertations and theses database as well as Sabinet WorldCat Disserta-

tions were searched for potentially relevant literature. To discover

relevant grey (nonindexed) literature, the same keywords as the inde-

xed databases were used to search in ResearchGate, Google and Goo-

gle scholar. A comprehensive search was for relevant literature within

websites of specific global health organizations, institutions and agen-

cies with relevance to health professionals working in low resource

environments, professional isolation, as well as interventions for man-

aging professional isolation. Reference lists of cited articles were hand

searched to identify additional articles for inclusion. Searches were

limited by language and year of publication (from January 2009 to

February 2019) to identify contemporary literature.

2.3 | Inclusion criteria

This scoping review followed the Population, Content and Context

format recommended by The Joanna Briggs Institute.15

• Population: Health professionals - Health professionals, to include

doctors, nurses and all other allied health professionals such as

pharmacists, physiotherapists and prehospital staff.

• Content: Any intervention, strategy or mechanism for the manage-

ment of professional isolation and professional loneliness.

• Context: The context of this scoping review was the low resource

environment, a setting where the capability to provide healthcare

is limited to basic care resources, including equipment and staff. A

rural, nonmetropolitan area.

2.4 | Study selection

Following the execution of the search strategy, the identified records

were collated into EndNote Reference Manager to aid de-duplication.

The final set of records were screened independently by two

reviewers (MK and PB) in two stages. The first level screening

involved looking at the titles and abstracts to determine each article's

eligibility for full-text screening based on predetermined inclusion

criteria. At this level of screening there were no disagreements to

warrant the involvement of a third reviewer. The second level
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screening involved full-text screening of the individual articles. Where

there were disagreements the two reviewers discussed and made a

conclusion, again, there were no disagreements to warrant the

involvement of the third reviewer.

2.5 | Data charting and extraction

Data of the included studies were captured independently by the first

reviewer (MK) then sent to the second reviewer (PB) for verification

using the priori data extraction form Table 2. The 12-item Template

for Intervention Description and Replication (TIDieR) checklist, which

is recommended by Campbell et al16 was utilized to develop the priori

data extraction form in this review. The information recorded included

are general study features (author(s), year of publication, country

where the study was conducted), intervention characteristics (name,

type or aim of the intervention, instruments used or mechanism of

delivery of the intervention and population), limitations (limitations

of the intervention and limitations of the study) and lastly the recom-

mendations of the study. Disagreements that emerged during data

TABLE 1 Search terms

Content Problem Population Context

“Interventions” (OR

“mechanism” OR

“strategies”)

“Professional isolation” (OR

“isolation” OR “loneliness”)
Health personnel” (OR “allied health

professionals” OR “nurse” OR

“medical staff” OR “doctor”)

“Developing country” (OR

“low resource setting” OR

“low-income country” OR

“resource constrained

setting”

F IGURE 1 PRISMA Diagram of screening process and outcome
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extraction were resolved through discussion by the two reviewers

(MK and PB).

3 | RESULTS

3.1 | Search results

Following a comprehensive search a total of 392 potential studies

were identified. Duplicate titles (n = 164) were removed, after which

228 titles/abstracts were screened. Forty titles/abstracts were poten-

tially eligible with 192 records excluded with reasons such as not

meeting the inclusion criteria, wrong population or setting, no inter-

vention or no professional isolation. Ten full-text articles were found

potentially eligible for review. Figure 1 (PRISMA Chart) provides an

illustration of the screening process and outcome.

3.2 | General features of the selected studies

All 10 articles selected for review were written in English and publi-

shed from 2010 to 2018. The geographical distribution of the publica-

tions was primarily from the low resource settings of the developed

countries 70% (n = 7) with Australia 40% (n = 4) being the main con-

tributor, Canada 10% (n = 1), Norway 10% (n = 1) and United States

10% (n = 1). Only 30% (n = 3) of the studies was from the developing

countries such as India, Pakistan and Zambia with each country

contributing 10% (n = 1), as Figure 2 illustrates. All reviewed articles

were published as scientific journal articles which focused on Allied

Health Professionals 40% (n = 4) and physicians or doctors 30%

(n = 3), respectively, only 20% (n = 2) focused on nurses.

3.3 | Characteristics of the interventions

Interventions were analysed using a checklist with five (5) criteria

according to the Tidier grid. Table 2 illustrates how the interventions

were described in each selected article.

3.3.1 | Aims and name/type of intervention

None of the studies included in the review focused on intervention(s)

specifically aimed to manage professional isolation. The findings

reveal that the interventions employed were primarily; Supervision

and mentorship 40% (n = 4), Virtual Community of Practice 30%

(n = 3) as well as Training and Education 10% (n = 1). The mecha-

nisms of delivery were predominantly through use of technology such

as information and communication technology 60% (n = 6), telephone

30% (n = 3), social media, supervision, face to face 30% each contrib-

uting 10% (n = 1). In another publication (10%, n = 1), the instrument

or mechanism of delivery was not indicated. According to Figure 3,

50% (n = 5) of the interventions were aimed at improving professional

practice, improving knowledge sharing 40% (n = 4), improving

F IGURE 2 Publications by location. Australia 4, Canada 1, India 1, Norway 1, Pakistan 1, United States 1 and Zambia 1
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professional mentorship 30% (n = 3), addressing professional isolation

20% (n = 2) and improving recruitment and retention 10% (n = 1).

3.4 | Key gaps in the literature around professional
isolation

3.4.1 | Limitations of the studies

Although all the interventions from the reviewed articles showed pos-

itive impact for the intended challenge, most of them 80% have not

been evaluated, and were not focused on professional isolation. Of all

the studies, 70% of the interventions were developed to address dif-

ferent issues at the same time, for example, “A framework for enhanc-

ing continuing medical education, addressing professional isolation as

well as improving recruitment and retention for rural physicians,” this

leaves much confusion as to the impact of each intervention on a spe-

cific challenge, particularly professional isolation.

3.4.2 | Limitations of the interventions

None of the selected studies aimed to explore professional isolation,

neither developing nor identifying interventions for managing profes-

sional isolation. Most (70%) of the studies were conducted in the rural

and remote settings of the developed countries where the context

may be different if applied to other settings such as in Africa. Only

20% of the studies focused specifically on nurses or the nursing pro-

fession and only 10% were conducted in the African continent.

3.4.3 | Recommendations

None of the studies included in the review recommended any mecha-

nism or strategy for managing professional isolation or further studies

which will focus on this area. However, the majority (80%) reported

that the interventions employed to address other issues do address

professional isolation.

4 | DISCUSSION

This review summarizes the available literature on interventions for

managing professional isolation among health professionals in low

resource environments. The literature about professional isolation

remains limited, mainly reports, journal articles and thesis disserta-

tions. The majority of the literature is focused on the interventions

for other challenges such as improving knowledge sharing, continu-

ous medical education/continuous professional development,

improving quality of health care, improving professional networks as

well as improving recruitment and retention in low resource environ-

ments. In the process, professional isolation is also reduced. This is

consistent with the findings of a study by Mbemba et al17 which

demonstrated that telehealth had a positive, but largely indirect

influence on health care professional recruitment and retention

while also diminishing the feeling of isolation. Despite extensive

searches, only 10 papers addressing the topic could be identified and

such papers were mainly from rural areas of Australia, Canada, and

the United States. The literature specifically focusing on exploring

professional isolation as a concept or the mechanisms in which it can

be addressed is lacking.

4.1 | Interventions for managing professional
isolation

All the included studies highlighted interventions and/or mechanisms

which are specific to rural and remote contexts that relate to success-

ful outcomes to the health professionals, patients and services. The

majority (70%) of these interventions were discovered and applied in

F IGURE 3 Aims of the interventions
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the context of developed countries where rurality and remoteness

may be incomparable to the African context.

The findings of all reviewed articles demonstrate that rural,

remote and/or isolated settings significantly predispose health profes-

sionals to professional isolation. However, none of these studies

explored rurality as a concept. Lack of a clear definition of the concept

“rural” leaves a significant gap in the existing literature.

The reviewed literature identified that professional isolation can

be addressed by these interventions and recommends the use of

information and communication technology to best implement these

interventions in order to overcome the barriers of time and geogra-

phy (McLoughlin et al).18 However, the use of this technology may

be affected by connectivity challenges, power supply and may also

require support from the governments and professional organiza-

tions. This piece of information is lacking in the literature regarding

how these challenges may have impacted on the implementation of

these interventions in low resource environments.

4.2 | The key gaps in the literature around
professional isolation

The literature that focused mainly on professional isolation; for exam-

ple Barnett et al19 indicated various factors that may lead to profes-

sional isolation such as barriers to knowledge sharing, the structure of

general practice and geographic barriers. Ducat et al20 demonstrated

that professional isolation is a deterrent of health care delivery in the

rural and remote areas. Mwape et al11 the only study conducted in

Africa in this review, determined the use of WhatsApp messaging to

share best practice and prevention of professional isolation. However,

no studies included in the review either defined or explored profes-

sional isolation and therefore the interventions or strategies to

address the same. This is a major gap identified from this body of

literature.

The earliest time professional isolation was mentioned in the lit-

erature particularly in relation to the health professionals was by

Long and Weinert21 who sought to validate key concepts to better

understand, rural health needs and nursing practice. From the quali-

tative data, professional isolation was ranked third among the

emerging themes, though no definition of professional isolation was

declared. However, Orhan et al3 defined professional isolation as; “…
lack of satisfying friendship relationships or a lack of access to social

networks in workplace”. In the current literature, professional isola-

tion is termed as either workplace isolation (Bartel et al),22 workplace

loneliness (Ozcelik & Barsade)23 or professional loneliness.4 The

reviewed literature also expressed professional isolation in social

and geographic contexts; social (feeling unsupported, lacking oppor-

tunity for learning, access to continuous education/development,

and sense of loneliness) and geographic, (rural areas, remote set-

tings/areas, isolated settings, and sparsely populated areas)

(McLoughlin et al).18 Despite dearth of the current literature

suggesting that professional isolation is a multidimensional concept,

there is no evidence of attention given to the subdimensions of this

concept for a better understanding in different settings such as the

experience of isolation amongst nurses, or specifically the emer-

gency nurses who are socially marginalized due to their specialisa-

tion. Furthermore, the literature on the concept, factors that

influence it, how it influences performance as well as the mecha-

nisms that can employed to manage it, is lacking.

The literature also demonstrates a correlation between profes-

sional isolation and social interaction through group dynamics,

whether in virtual or traditional settings. However, there is limited evi-

dence about the impacts of virtual experiences of health professionals

working in marginalized settings and at an individual level.

5 | LIMITATIONS

This scoping review used a rigorous, methodologically sound and

transparent process to identify and map the literature guided by a rec-

ognized scoping review methodology. To ensure a broad search of the

expected literature on professional isolation, the search strategy

included three electronic databases, hand-searching of relevant

journals and grey literature sources. Two independent reviewers

examined each title, abstract, and full-text.

Although every effort was made to ensure that a comprehensive

search was conducted, it is possible that some articles may have been

missed. Further, literature included was only in the English language

so it is possible that items may have been published in other

languages yet not represented in the findings.

6 | CONCLUSION

There is a substantial evidence that depth of professional isolation

mostly in low resource environments is limited and where it exists, it

is not clearly defined. Furthermore, the quality of evidence supporting

the overall effect of the suggested mechanisms is not specific to

professional isolation. Given the background of the complexities

surrounding professional isolation such as the existing differences in

rurality and remoteness as well as imprecise definitions, further

research associated with the relevant context is needed on interven-

tions to address professional isolation.
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