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Abstract

Background: To facilitate disease management, understanding the attitude of healthcare professionals regarding the use of
this tool can help mobile health (mHealth) program developers develop appropriate interventions.

Aims: To assess the perspective of healthcare professionals regarding the contribution of mobile-based interventions in the
prevention, diagnosis, self-care, and treatment (PDST) of COVID-19.

Methods: This is a survey study conducted in 2020 in Iran with 81 questions. In this study mHealth functionalities were cate-
gorized into four dimensions including innovative, monitoring and screening, remote services, and education and decision-
making. The data were analyzed using descriptive statistics, ANOVA, and the Kruskal–Wallis test to compare the attitudes of
the different job groups.

Results: In total, 123 providers participated, and 87.4% of them reported that mHealth technology is moderate to most help-
ful for the management of COVID-19. Healthcare professionals believed that mHealth technology could be most helpful in
self-care and least helpful in the diagnosis of COVID-19. Regarding the functionalities of the mobile application, the results
showed that the use of patient decision aids can be most helpful in self-care and the use of computer games can be least
helpful in treatment. The participants believed that mHealth is more effective in monitoring and screening dimensions and
less effective in providing remote services.

Conclusions: This study showed that healthcare professionals believed that mHealth technology could have a better contri-
bution to self-care for patients with COVID-19. Therefore, it is better to plan and invest more in the field of self-care to help
patients to combat COVID-19. The results of this study revealed which mhealth functionalities work better in four domains of
prevention, treatment, self-care, and diagnosis of COVID-19. This can help healthcare authorities to implement appropriate
IT-based interventions to combat COVID-19.
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Introduction
COVID-19, which can cause serious respiratory illnesses
such as pneumonia and lung failure, was first reported in
Wuhan, China in December 2019.1 This disease spreads
fast throughout China and other parts of the world.2,3

COVID-19 is somewhat similar to severe acute respiratory
syndrome (SARS-CoV) in pathogenicity, clinical status,
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and epidemiology.4 Fever, cough, shortness of breath,
pneumonia, and fatigue are the common symptoms of this
disease.5–9 On February 11, 2020, the World Health
Organization (WHO) named this disease COVID-19.3

Currently, no effective antiviral treatment is available, and
due to its high prevalence and mortality, the WHO
announced that this disease is an international public
health concern.10,11 Until August 9, 2021, more than 204
million people have been infected, and more than 4
million deaths have been confirmed by WHO.12 In Iran,
until May 6, 2021, more than 2.5 million people have
been infected, and more than 74,000 deaths have been
confirmed.13

Due to the epidemic of this disease and the importance of
social distancing, information and communications tech-
nology (ICT) has become more important in improving
public awareness and prevention, monitoring, diagnosis,
and treatment of this disease. Various ICT-based methods
have been used around the world to combat this disease.
A review study by Zaman et al. found that ICT interven-
tions such as websites and dashboards, mobile apps,
robots and drones, artificial intelligence and machine learn-
ing, data analytics, wearable technologies or sensors, social
media, and interactive voice response had primarily been
used to combat the outbreak of COVID-19 and to provide
medical services in this vulnerable period.14

The samples of the activities done using ICT interven-
tions include sensors embedded in smartphones for
disease prediction,15 vital sign monitoring and remote
care coordination,16 remote patient counseling and screen-
ing,17 and the use of geographic information system to
determine how the virus spreads and spatial modeling of
its incidence.18,19 Moreover, some studies have used artifi-
cial intelligence and machine learning techniques for
medical image processing to diagnose COVID-19.20–23

Various studies have shown the views of healthcare pro-
fessionals regarding the use of mobile health (mHealth) for
the management of diseases such as asthma,24 COPD,25

malaria,26 tuberculosis, and HIV.27 Such studies have
been also done regarding burn injury counseling28 and pro-
viding appropriate services to pregnant mothers.29 The
results of these studies showed that despite some problems
such as low health literacy among individuals and lack of
accessibility to smartphones for some individuals, this tech-
nology is useful and acceptable for disease prevention,
control, and self-management.

During the COVID-19 pandemic, Miner et al. in his
study assessed physicians’ views on the use of telemedicine
and showed that physicians who were more flexible and
understood the value of technology were more inclined to
use this technology.30 A study by Park et al. in Korea
assessed the satisfaction of patients and healthcare profes-
sionals with the use of telephones for counseling and pre-
scription during the COVID-19 epidemic. The results of
his study showed that physicians and nurses were less

satisfied than patients. Patients’ higher satisfaction with
telemedicine might be associated with the emergent situ-
ation due to COVID-19. Patients’ great appreciation and
satisfaction were due to improved efficiency and cost-
effectiveness without the risk of direct person-to-person
transmission. In Korea, negative views on the safety and
inconveniences of using technology have led to dissatisfac-
tion among health providers (doctors and nurses).31

One of the goals of using technology during a global epi-
demic is to reduce the risk of transmission to healthcare pro-
fessionals. Using technology has the potential to reduce
transmission by minimizing face-to-face contact between
physicians and patients.32 On the other hand, one of the
important factors in the acceptance of technology by physi-
cians is the understanding of the usefulness of that
technology.33

Therefore, by assessing the views of healthcare profes-
sionals and evaluating the readiness of healthcare profes-
sionals to use mHealth technology in Iran and other
countries,34–37 it is possible to identify important and prac-
tical areas that mHealth technology can be used in the
COVID-19 crisis. Considering providers’ views could
increase the acceptance of the technology among healthcare
professionals and take advantage of the potential effects of
technology on COVID-19 diseases.

Given the availability of smartphones and the import-
ance of using technology in the prevention, diagnosis, self-
care, and treatment (PDST) of COVID-19, to facilitate
disease management, understanding the attitudes of health-
care professionals regarding the use of this technology can
help mHealth developers to design appropriate interven-
tions. Various studies applied IT-based interventions to
combat COVID-19, but the question is what healthcare pro-
fessionals actually need and expect to respond to IT-based
interventions. Therefore, in this study, it is tried to identify
mHealth interventions and their functional capabilities that
can help providers in the PDST of COVID-19 from the per-
spectives of healthcare professionals.

Although various mHealth interventions can be devel-
oped to manage COVID-19 due to limited resources and
also to increase the acceptance of technology among health-
care professionals, assessing the views of healthcare profes-
sionals can make planning in this direction more effective.

mHealth services of Iran Ministry of Health

The Ministry of Health and Medical Education of Iran
combat the COVID-19 pandemic through public media
and the use of communication systems such as call
centers 4030 and 190, screening using various systems
and sending educational text messages on the prevention
of new coronavirus, launched a website and shared infor-
mation and guidelines related to COVID-19 disease.

According to published studies, the number of Iranian
mobile phone users is over 53 million38 and 69% of them
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have a smartphone.39 Therefore, due to a large number of
mobile users and the extension of Iran, a number of
health services can be provided through mobile.

Methods

Design and sample size

This is a survey study conducted in 2020 in Iran. The study
population included all healthcare professionals including
physicians, nurses, allied medicines (including radiology
experts, laboratory experts, operating room personnel,
etc.), and personnel with indirect contact with patients
(including personnel working at admission discharge, IT
departments, etc.). Those providers who were members of
social networks such as WhatsApp and LinkedIn were
included in this study. The sample size was calculated
based on the sample size estimation formula and the
results of previous studies which measure the ratio,40,41 in
which, the ratio of knowledge concerning mHealth technol-
ogy was around 60%. With a power level of 1 – β= .70 and
a significance level of α= .05, the sample size was esti-
mated with 100 participants. In order to increase the preci-
sion of the study, 20% was added to the estimated sample
size.

Study instrument

The data collection instrument in this study was a question-
naire developed by researchers in which some questions
were taken from other studies in the field of mHealth inter-
ventions.42–50 General questions regarding the application
of mHealth were extracted from other studies and in con-
sultation with the research team, these questions were gen-
eralized to the four domains of the study. A consensus
method was used to adjust the structure of the questionnaire
and develop questions that were relevant to the aim of this
study.51 To complete the questionnaire, we were looking
for people who work in the healthcare system, so our sam-
pling was purposeful. Therefore, we distributed the ques-
tionnaire in social networks whose users are working in
the healthcare system.

In order to collect data, an electronic version of the ques-
tionnaire was developed by porsline Web-based survey
instrument and the URL link of this online questionnaire
was distributed to participants through three social net-
works; WhatsApp, Telegram and LinkedIn. Data collection
was continued until reaching the desired sample size, which
long about 3 months.

The face validity of the questionnaire was confirmed by
five medical informatics specialists. Face validity is the
appropriateness, sensibility, or relevance of the test and
its items as they appear to the persons answering the
test.52 The questionnaire was sent to these specialists
through E-mail. They had some comments that were

resolved through discussion and the final version of the
questionnaire was approved by researcher consensus.
Cronbach’s alpha coefficient was used to evaluate the reli-
ability of the questionnaire (α= .96). This questionnaire
consisted of six sections with 81 questions. The first
section included demographic information of the partici-
pants with five questions, the second section included ques-
tions regarding familiarity with mHealth technology, the
third to sixth sections contained questions regarding the
identification of mHealth functionalities and the extent of
their contribution in the prevention (19 questions), diagno-
sis (18 questions), treatment (22 questions), and self-care
(16 questions) of COVID-19. The meaning of prevention
in this study is the measures and training needed to
prevent the disease, diagnosis is the process of determining
the disease, self-care is actions patients take to manage the
disease, and treatment is steps taken to deal with the disease
by providers.

The questions of the third to the sixth sections were in
the form of a 5-point Likert scale. These options ranged
from very high to very low. The answer to each question
was scored from 5 (strongly agree) to 1 (strongly disagree)
in this questionnaire. To reduce the possible ambiguity
regarding the questions a short explanation is provided in
parentheses in front of questions that might be ambiguous.
Based on the minimum and maximum attainable mean
scores in this questionnaire (2.26 and 4.72), we classified
the overall perspective of the participants on mHealth tech-
nology into three categories: least helpful (2.26–3.08),
moderately helpful (3.09–3.9), and most helpful (3.91–
4.27).

In this study, the mHealth functionalities and capabilities
were categorized into four dimensions including Innovative
functionalities (such as image processing and wearable
devices), monitoring and screening (such as monitoring of
patients within/out of and triage application), remote ser-
vices (such as tele-visit and tele-consultation), and educa-
tion and decision-making (such as educational health
nutrition programs and decision support systems for the
general public) in a bottom-up method by agreement. By
using this approach, the questions with similar features
were categorized into a category. The categorization was
continued till no more questions and no overlap category
remained.

Statistical analysis

Data were analyzed by IBM SPSS Statistics version 24
(IBM Inc., Armonk, NY, USA). In order to analyze the
data descriptively frequency, mean median, IQR, and stand-
ard deviation were used. Kolmogorov–Smirnov test was
used to measure the normality of the data distribution.
ANOVA test (normal distributions) and Kruskal–Wallis
test (non-normal distributions) were used to compare the
average responses of different job groups regarding the
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extent by which mHealth technology can be helpful con-
cerning PDST and also to compare the average responses
of different job groups regarding mHealth functionalities
in four dimensions of Innovative functionalities, monitoring
and screening, remote services and education and
decision-making.

We used linear regression for examining the relationship
between independent variables (gender, education, job, age,
and the level of mHealth familiarity) and response variables
(the role of mHealth in PDST). Gender, education and job
were nominal and age was ordinal.

Ethical considerations

This research was approved by the research ethics com-
mittee of Kerman University of Medical Sciences with
ethics code IR.KMU.REC.1399.247. Before completing
the questionnaire, in order to comply with ethical rules,
the research objectives were explained to the participants
in the first part of the questionnaire and informed.
Written consent was obtained from the participants at
the beginning of the questionnaire. After completing the
informed consent form, the participants had access to the

questionnaire questions and could complete the research
questionnaire.

Results
A total of 123 questionnaires were completed, of which
three were not included in the study due to incomplete
information. According to Table 1, among the participants,
60% (n= 67) were women. About half of the participants in
this study (n= 48, 49.2%) were under 30 years old, and
only 4% (n= 5) of the participants aged over 50 years
old. More than 44% of the participants had bachelor’s
degrees (n= 51). The occupation of 44% of the participants
(n= 52) in this study was nurse. More than 73% of the par-
ticipants (n= 76) reported their level of familiarity with
mHealth technology as moderate and higher. Among the
participants with age under 30 years old 70% also reported
their familiarities with mHealth technology as moderate and
higher. Only 11% (n= 13) of the participants had no famil-
iarity with health technology.

In total, 37% (n= 44) of the participants reported that
mHealth is very helpful, and 12.6% (n= 15) stated that it
is the least helpful for managing COVID-19. 87.4% of par-
ticipants believed that mHealth technology is moderate to
most beneficial. The results of ANOVA test showed that
the level of familiarity of the healthcare professionals
with mHealth technology had no effect on the providers’
attitudes towards the role of mHealth technology in preven-
tion (P= .67), treatment (P= .26), self-care (P= .67) and
diagnosis (P= .058) of COVID-19. The results of
ANOVA test also showed that the level of familiarity of
the healthcare professionals with mHealth technology had
no effect on the providers’ attitude towards the mHealth
functionalities (remote services (P= .93), innovation func-
tionalities (P= .22), monitoring and screening (P= .91),
education and decision (P= .92)).

The results of Kolmogorov–Smirnov test to measure the
normality of the data distribution showed that the attitudes
of the healthcare professionals regarding the role of
mHealth in prevention (P= .08) treatment (P= .20) and
diagnosis (P= .20) have a normal distribution and regard-
ing the self-care (P= .01) has an non-normal distribution.

The mean scores of the responses of the providers
regarding their attitudes towards the role of mHealth in
four domains of PDST showed that the highest score was
assigned to the role of mHealth in self-care (mean= 3.96,
SD= 0.51). The next scores assigned to prevention (mean
= 3.88, SD= 0.48), treatment (mean= 3.58, SD= 0.63)
and diagnosis (mean= 3.57, SD= 0.60), respectively.

The results of this study regarding the role of mHealth
functionalities in the PDST of COVID-19 showed that the
lowest score was assigned to COVID-19 treatment using
computer games (providing indirect training) (mean=
3.06, SD= 1.067) and the highest score was assigned to
the self-care using the patient decision aids (providing

Table 1. Demographic information of the participants.

Demographic information
Frequency
(%)

Gender Female 67 (59.8)

Male 45 (40.2)

Age ≤30 58 (49.2)

31–40 33 (28.0)

41–50 22 (18.6)

>50 5 (4.2)

Education
degree

Associated degree 14 (12.3)

Bachelor 51 (44.7)

Master 25 (21.9)

Doctorate and higher 24 (21.1)

Job Physician 9 (7.6)

Nurse 52 (43.7)

Allied medicine 30 (25.2)

Personnel with indirect contact
with patients

28 (23.5)
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reminders about timely use of medication, hand washing,
etc.) (mean= 4.17, SD= 0.7) (Figure 1).

The results of ANOVA in Table 2 show a significant dif-
ference between the scores that various groups of the provi-
ders assigned to the three domains of treatment, diagnosis
and prevention. This means that there is a significant correl-
ation between the participants’ jobs and their attitudes
towards the use of mHealth technology in these three
domains. Nurses compared to other job groups gave
higher scores to the role of mHealth technology in the pre-
vention, treatment, and diagnosis of COVID-19, but physi-
cians assigned lower scores to the role of mHealth in these
domains

The results of Kruskal–Wallis tests in Table 2 show that
there is no significant difference between the attitudes of the
providers in the field of self-care. All of the healthcare pro-
fessionals believed that the role of mHealth technology in
self-care was greater than in other domains.

Figure 2 shows the mean and standard deviation scores
that participants gave to mHealth functionalities categor-
ized into the four dimensions of innovative functionalities,
monitoring and screening, remote services, education, and
decision-making to assist PDST. The highest score was
assigned to the functionalities of the monitoring and screen-
ing category and the lowest score to the functionalities of
the remote services category.

According to Table 3, the results of ANOVA test
showed that there were significant differences between
the scores assigned by the four groups of the participants
to the remote services (P= .007), innovative functionalities
(P= .02) and monitoring and screening (P= .03) function-
alities. There was no significant difference between the
scores assigned by the participants to functionalities
related to education and decision-making (P= .36).

Overall, according to the results of this table, nurses
compared to other participants had positive attitudes
towards the functionalities such as innovative functional-
ities, monitoring and screening, and remote services.

The following five variables were entered into the linear
regression model: gender, education, age, job, and familiar-
ity with mHealth. Of these variables, only job remained a
significant independent variable. Gender (P= .53), educa-
tion (P= .41), age (P= .20), and familiarity with mHealth
(P= .13) did not affect the providers’ attitudes towards
the role of mHealth technology in prevention, treatment,
self-care, and diagnosis of COVID-19.

Discussion
The results of this study showed that most healthcare pro-
fessionals believed that mHealth technology could contrib-
ute to the prevention and self-care of COVID-19. But in the
field of self-care, it could be can be more effective. Nurses
reported after self-care, the highest contribution of mHealth
technology was in the monitoring and screening of

community members. Also, they further believed that the
use of mHealth technology could be helpful in the preven-
tion, treatment, and diagnosis of COVID-19. However,
physicians reported lower agreement regarding the role of
mHealth technology compared to other healthcare profes-
sionals. Moreover, the present study also showed that the
use of mHealth in education during the disease epidemic
can be helpful.

One study in Iran showed that mHealth technology was
effective in prevention.53 This was due to the low rate of
disease prevention in Iran.54,55 In consistence with the
results of our study, Parizad et al.56 in their study showed
that using mHealth had important effects on promoting self-
care activities among patients with type 2 diabetes in Iran.
Also, another study showed that more than 93% of the
patients with chronic diseases preferred to use mHealth ser-
vices.50 Garabedian et al.,57 in their study, showed the use
of mHealth technology increased self-care in patients with
diabetes and thus improved their disease (improved
HbA1c).

A study by Alwashmi32 has shown that digital technolo-
gies provide a unique opportunity to enhance the diagnosis
and management of infectious diseases and can be used in
the management of various stages of COVID-19 disease,
including monitoring and screening. Ting et al.,58 in their
study, also stated that digital technologies can be used to
monitor, diagnose and prevent COVID-19. Moazzami
et al.59 also concluded that the use of telemedicine allows
physicians to screen patients with early signs of
COVID-19 before referral to hospitals.

Taylor et al.60 also, in a study conducted on the nursing
community, stated that having reliable and flexible technol-
ogy and allocating sufficient resources for providing remote
health services, delivering proper staff training, and devel-
oping a participatory intervention can help to overcome
the initial barriers of technology acceptance and provide
essential remote monitoring. Judson et al.,61 in their
study, concluded that patient self-assessment instruments
integrated with the electronic health record system have
the potential to greatly improve triage efficiency and
avoid unnecessary referrals during the COVID-19
pandemic.

Arneson et al.62 showed in her study that the nurses’ atti-
tude towards using Tele-ICU in the treatment process of
COVID-19 patients was positive, and this technology
helped less experienced nurses could benefit from this tech-
nology when working in the ICU and overcome the chal-
lenges of low human resources. A study done by
Weissman et al.63 showed that the use of mHealth technol-
ogy had improved eating disorders in patients with
COVID-19, so the use of this technology can replace hospi-
talization in some cases. In another study done by
Vidal-Alaball et al.,64 it is concluded that the use of tele-
medicine in the face of COVID-19 has many benefits,
including remote evaluation of laboratory results, a
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shorter waiting list for specialists, and monitoring patients
at their homes.

The reason for less agreement among doctors regarding
the role of mHealth technology in Iran could be the way
physicians are paid in the reimbursement system in Iran.
Physicians in Iran receive money for each patient service,
and the more services a physician provides, the higher the
income.65 Therefore, physicians may believe that mHealth
technology will affect their reimbursement. Moreover, phy-
sicians may also be concerned that the use of mHealth tech-
nology in diagnosing the disease will replace them.66

Another reason for this result is that healthcare practi-
tioners seek to achieve maximum efficiency, save money,
ensure the highest quality and avoid mistakes simultan-
eously.67 Therefore, rely less on technology in cases such
as diagnosis and treatment. One factor that makes for a
better experience is the proper design of the systems.
Studies have shown that mobile applications have benefi-
cial effects on managing chronic diseases, reducing mortal-
ity and hospitalization,68 and reducing medication errors.69

Proper and principled design reduces design-based errors
and improves the quality and safety of systems.70

However, errors in design can endanger patient safety.71,72

The results of our study also showed that there is a sig-
nificant correlation between the participants’ jobs and their
attitudes toward the use of mHealth technology in the pre-
vention, treatment, and diagnosis of COVID-19. The demo-
graphic information of the participants had no effect on
their attitudes toward the use of mHealth technology in
the prevention, treatment, and diagnosis of COVID-19.

In a study conducted by Gallagher et al.,73 age and edu-
cation were important influences on technology use.
Younger and more educated patients were more likely to
use mobile technology and to do so for health reasons, as
well as to use apps, especially, if they were employed.
Tadayon et al.,74 in their study, reported a reverse relation
between the age of the participating physicians and their
willingness to use mHealth technology. Younger physi-
cians were more willing to use mHealth technology. The
results of Hoque and Sorwar’s study75 showed matters
such as performance expectancy, effort expectancy, social
influence, facilitating conditions, technology anxiety, and
resistance to change had a significant impact on the accept-
ance of mHealth technology.

Various studies76,77 have shown that people accept tech-
nology if they are sure that the technology has a positive
effect on their performance and the type of job has an
impact on the acceptance of the technology. Due to the
fact that using smartphones has become popular among dif-
ferent ages and genders and the vast penetration of this tech-
nology, the demographic information of the participants
had no effect on their attitudes toward the use of mHealth
technology.

The results of this study showed that most healthcare pro-
fessionals were familiar with mHealth technology, and they
use it for getting information and for education. The result
of our study also showed that the use of mHealth in education
during the disease epidemic can be helpful. Zamberg et al.78

described the use of mHealth as an effective communication
channel for disseminating coronavirus-related information

Figure 1. Mean scores given by the participants to mHealth functionalities in terms of different health domains.

6 DIGITAL HEALTH



to all hospital medical staff, which can also save time for
sharing the information. Hussein, in his study, showed
that physicians use mobile phone interventions more than
other IT-based interventions, which can be attributed to
their availability and ease of use in any place and time.
Moreover, they use more social networks such as Facebook
and WhatsApp to obtain information about COVID-19 and
share this information.79,80 Nevertheless, Zarocostas and Li
H.O. in their studies,81,82 showed that not all the information
that providers receive from social networks is necessarily
accurate.

Although different researchers may propose and
implement various IT-based interventions from the per-
spective of healthcare professionals, some of them
could contribute in disease management. Our study iden-
tified that from the perspective of healthcare profes-
sionals in which domains and which interventions,
mHealth can be effective. This makes the investment

more effective and can help to implement appropriate inter-
vention to combat COVID-19. Considering the limited
resources of health services in Iran, if we know which
IT-based intervention is effective, it can help us to save
resources. Moreover, by identifying helpful interventions, it
is possible to make the training of healthcare professionals
conditional on these interventions and save financial
resources in the field of health.

Although the power level in this study was not high
enough, the differences were so great that even with this
power, the differences were detectable and the results
became meaningful.

Limitations

We had five limitations in this study. First, data collection
was done through an online questionnaire, so this may
result to miss the attitudes of professionals who do not

Table 2. Comparison of the participants’ scores assigned to the role of mHealth technology in the four domains of prevention, treatment,
self-care and diagnosis.

Domains Jobs Mean SD Median IQR F P

Treatment Nurses 3.71 0.60 3.75 0.96 2.658 .014

Physicians 3.34 0.69 3.11 1.28

Allied medicines 3.53 0.46 3.34 0.76

Personnel with indirect contact with patients 3.63 0.74 3.72 0.58

Prevention Nurses 3.97 0.46 4.00 0.56 2.677 .023

Physicians 3.53 0.59 3.37 0.82

Allied medicines 3.79 0.43 3.84 0.53

Personnel with indirect contact with patients 3.93 0.48 3.89 0.61

Diagnosis Nurses 3.69 0.56 3.84 0.92 2.917 .006

Physicians 3.36 0.77 3.30 1.25

Allied medicines 3.33 0.51 3.34 0.76

Personnel with indirect contact with patients 3.63 0.65 3.81 0.64

Mean SD Median IQR Kruskal–Wallis H P

Self-care Nurses 4.07 0.53 4.13 0.62 2.808 .074

Physicians 3.79 0.37 3.81 0.75

Allied medicines 3.76 0.47 3.81 0.57

Personnel with indirect contact with patients 3.99 0.47 3.94 0.54
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prefer to complete the online questionnaires. The ques-
tionnaire was distributed through online social media
and we could not evaluate whether respondents were com-
fortable with the parameters and/or terms and conditions
of the questionnaire itself. Second, a low number of phy-
sicians participated in this study, thus it is suggested that
further studies be conducted with a greater sample size.
Third, the issue of readiness to use mHealth technology
was not included in this study. However, there are other

studies that had addressed the readiness of healthcare pro-
fessionals to use mHealth technology.34–37 Fourth, We
only evaluated the face validity of the questionnaire and
did not calculate validity indicest. Fifth, the questionnaire
was completely structured and no open-ended questions
were considered. To gain a complete insight into the atti-
tude and desires of healthcare professionals, in future
studies, it is suggested to perform qualitative studies so
in-depth interviews.

Figure 2. Mean and standard deviation of scores given by the participants to mHealth functionalities.

Table 3. Comparing the scores assigned by four groups of the participants to four dimensions of mHealth functionalities

mHealth functionalities Job groups Mean SD Median IQR F P

Remote services Nurses 3.79 0.55 3.92 0.59 3.475 .007

Physicians 3.45 0.63 3.45 0.95

Allied medicines 3.43 0.41 3.40 0.44

Personnel with indirect contact with patients 3.72 0.60 3.77 0.72

Innovation functionalities Nurses 3.74 0.62 3.73 0.8 4.266. .023

Physicians 3.12 0.65 2.94 1.26

Allied medicines 3.44 0.53 3.47 0.51

Personnel with indirect contact with patients 3.75 0.50 3.73 0.52
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Conclusion
This study showed that healthcare professionals believed
that mHealth technology could be most helpful in self-care.
Therefore, it is better to plan and invest, more in the field of
self-care to better manage the COVID-19 disease.
According to the attitudes of the healthcare professionals,
applying decision aid to help patients regarding their self-
care can help them to have better control over the disease.
According to the positive attitudes of healthcare profes-
sionals toward the use of mHealth technology in the preven-
tion, treatment, self-care, and diagnosis of COVID-19,
healthcare authorities can implement appropriate interven-
tions to combat COVID-19.

Since this technology can help improve and manage the
health status of patients, healthcare professionals should be
aware of the benefits of this technology in monitoring and
managing the COVID-19 disease and make benefit of its
capacity on a large scale to manage and control the
disease. Health policymakers and planners also need to
develop rules and regulations to address legal and ethical
barriers to the use of this technology to manage the health
crisis.
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