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a b s t r a c t   

Backgroup: the widespread COVID-19 infection worldwide has resulted in the inability of healthcare fa-
cilities to receive all infected patients; therefore, most are treated at home. In addition, factors such as high 
mortality, types and severity of symptoms, and the prevalence of unreliable information have prompted 
patients to resort to self-treatment. 
Objectives: To assess prevention, treatment, degree of symptoms, and sources of information among pa-
tients with COVID-19 in Arab countries 
Method: A cross-sectional study was conducted in seven Arab countries: Algeria, Egypt, Iraq, Lebanon, 
Libya, Tunisia, and the United Arab of Emirates. People who have recovered from COVID-19 completed the 
study questionnaire. Score of symptoms during and after COVID-19 infection has been calculated by giving 
the participants a list of 13 symptoms. 
Results: A total of 3519 participants completed the survey. Mostly females (68.3%), and aged between 18 
and 40 years old (59.4%). Prophylaxis treatments, including vaccines and antibiotics, have been used in 
around 40% of the participants. The total average score of symptoms during the infection period was found 
7.31  ±  3.66 out of 13. However, the symptoms score upon recovery was low (0.48  ±  1.11 score). The 
significant associations with increased incidence of symptoms during infection were reported with older 
people, married, divorced or widowed, people with chronic diseases, and obese. Moreover, significant as-
sociations with decreased symptoms were reported with those who worked in the health sector, non- or ex- 
smokers, and vaccinated people. 
Conclusion: The use of medication and other treatments to prevent infection with COVID-19 was common 
among the participants in the seven countries. Taking the vaccine was the only effect on the number of 
symptoms experienced by patients. Although nearly two years have passed since the onset of the disease, 
there is still a need to raise treatment awareness among patients at home. 
© 2022 The Author(s). Published by Elsevier Ltd on behalf of King Saud Bin Abdulaziz University for Health 
Sciences. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/ 

4.0/).   

Introduction 

The World Health Organization (WHO) had declared COVID-19 as 
a pandemic disease in March 2020. Currently, the confirmed number 
of cases globally has reached up to 581 million and 6.4 million 
deaths [1]. The Eastern Mediterranean region had reported around 

22.8 million confirmed cases and 345 thousand death cases in 
August 2022 [1]. 

The majority of those who recovered were treated at home with 
doctor-prescribed medication or medication self-treatment, pri-
marily based on information from other infected people or social 
media [2,3]. Several drugs have proven clinical efficacy against 
COVID-19 infection, mainly in hospitals. In addition, most treatment 
guidelines are recommended prescribed medications based on the 
severity of symptoms and health status of patients [4]. Generally, 
the main recommendations for a patient at home are analgesic and 
rest [4]. For prevention, in late of 2020, the FDA approved the first 
vaccine to prevent COVID-19 infection [5]. 
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Globally, the disease has caused widespread anxiety and fear 
among the population, mainly due to the increase in confirmed cases 
and the high death rate, which was exacerbated by the lack of an 
approved drug to treat it. In addition, the regulations of lockdown 
that have been issued and required for isolation when infected with 
the virus. These led billions of people to search in different sources of 
information for COVID-19 related topics online [6]. Where different 
information resources such as social media platforms contributed to 
distributing unproven medical information and increased self- 
medication practices [3,7]. These sources make communication be-
tween infected people easier and then sharing information related to 
treatment that mostly with no evidence. Therefore, many people 
who feel unwell have resorted to consuming various substances, 
including traditional medicine, to treat or prevent COVID-19 infec-
tion, without considering the safety and efficacy of the substance for 
the human body [8,9]. 

Self-medication is defined as taking any type of treatment by 
individuals to treat an illness or symptoms without physician con-
sultation [10]. Potential risks associated with self-medication might 
lead to make the condition difficult to treat, delay the diagnosis, 
increase prevalence of antimicrobial drug resistance, and cause ad-
verse drug reactions due to incorrect doses and dosage forms, and 
use the medication for longer than its intended duration [11]. One 
reason to make medication self-treatment is ability to collect pre-
scribed drugs from the pharmacy without prescription. This issue is 
highly practiced in many countries in the Middle East region, in-
cluding some medications which are used to treat patients with 
COVID-19 infection in hospitals such as antibiotics, oral cortisone, 
antivirals, and anticoagulants [12,13]. 

There are many types of symptoms occurred among infected 
people, and the most common types of symptoms are fever, cough, 
headache and fatigue. In addition, there are atypical symptoms such 
as skin disorders and diarrhea [14]. In general, symptoms have been 
reported diversely in people between countries. In addition, many 
people have reported persistence of some symptoms weeks after 
recovery from the infection [15]. 

Due to the regulation of lockdown and fear among the population 
and required for isolation when infected with the virus, many people 
have gone to use different sources of information to get information 
related to treatment such as social media that makes communica-
tion between infected people easier and then sharing information 
related to treatment that mostly with no evidence. 

The study aimed to assess the experiences of COVID-19 patients 
from seven Arab countries, including the prophylaxis treatment 
used, treatment during infection, score of symptoms, and the factors 
influencing them. 

Method 

Study design 

A cross-sectional study was conducted using a self-administered 
questionnaire. The survey was used to collect information among 
people who have recovered from COVID-19 including socio-
demographic data, prophylaxis treatment used, drug treatment 
during infection, and types of symptoms. 

The study was conducted in seven Arab countries: Algeria, Egypt, 
Iraq, Lebanon, Libya, Tunisia, and the United Arab of Emirates (UAE). 
People from both sexes aged ≥ 18 years from participating countries 
were invited to participate in the study. Exclusion criteria were: (a) 
people who did not contract COVID-19 and (b) people who were 
admitted to hospital due to COVID-19. 

The questionnaire was distributed electronically, through Google 
Forms. The link to the survey preceded by introductory section about 
the study was sent via two social media platforms: Facebook and 
Instagram. The survey distribution period from June to August 2021. 
The cover section described the aim and objectives of the study and 
the voluntary nature of participation with a consent statement, that 
no written consent was needed, and that consent was assumed if 
recipients agreed to participate and completed the questionnaire. 
The questionnaire was terminated automatically if participants de-
clined to take part. The participants were requested to complete the 
survey without consulting people, materials, textbooks or internet 
web pages. 

Study instruments 

The questionnaire was developed by the authors after an ex-
tensive review of the literature [9,16]. The final version of the 
questionnaire was composed of four sections. The first section de-
signed to collect general sociodemographic and health data about 
the participants such as age, sex, occupation, level of education, 
health status, weight and height, and smoking and alcohol status. 
The second section included questions related to types of medica-
tions used as prophylaxis and during infections period. The third 
section was related to types, period and severity of symptoms of 
people who were infected with COVID-19. The fourth section in-
cluded the sources of information about COVID-19 among the par-
ticipants. 

Score of reported symptoms during and after (more than 2 
weeks) of COVID-19 infection has been calculated by giving the 
participants a list of 13 credential symptoms (fever, cough, loss of 
smell and taste, headache, tiredness, nose decongestion and 
sneezing, pain in the throat, pain in muscles and joints, diarrhea, 
abdominal pain, shortness of breath, problem with sleep, skin pro-
blem). The score of symptoms has been adapted and modified ac-
cording to published literature [17,18]. Each symptom had two 
response choices, either yes/present or no/absent. Each symptom 
was scored based on whether it was present (score of 1) or absent 
(score of 0); thus, the overall symptoms’ score ranges between (0 
and 13). There were no cut-off scores implemented, that is, a higher 
score in each category represents a higher symptom in the same 
category. The questionnaire was in the Arabic language and re-
viewed by the authors and five academic members then subjected to 
a pilot testing by 10 people from different Arab countries to ensure 
clarity of the questions. Then, the questions were modified based on 
their feedback. 

Study sample 

Sample size calculation 

The target sample size was estimated for each included country 
using Raosoft® software sample size calculator for the minimal 
sample size needed for unlimited population size using a confidence 
interval of 95%, a standard deviation of 0.5, a margin of error of 5%, 
the required sample size was 384 participants from each study po-
pulation (country) [19]. 

Data analysis 

Study data were analyzed using the 24th version of the statistical 
package for the social science (SPSS®). The mean ±  standard devia-
tion (SD) and frequency (or percentages) were used for continuous 
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and categorical variables respectively. The Chi-square test was used 
to identify significant difference in sociodemographic variables be-
tween countries, and for the frequencies <  5 Fisher's exact test was 
used. Binary logistic regression analyses were undertaken using the 
incidence of symptoms during COVID-19 infection (yes/no) as the 
outcome. Univariable and multivariable logistic regression were 
used to test the predictors for symptoms during COVID-19 infection. 
Variables that were found to be significant on a single predictor level 
(P  <  0.25), using univariable logistic regression analysis, were en-
tered into multivariable logistic regression analyses. Variables were 
selected after checking their independence, where Pearson's corre-
lation coefficient (r) less than 0.9 indicates the absence of multi- 
collinearity between the independent variables in regression ana-
lysis. In the logistic regression analysis, variables that were in-
dependently associated with score of symptoms during COVID-19 
were identified. Statistical significance was considered at P ≤ 0.05. 

Results 

Sociodemographic characteristics 

A total of 3519 participants completed the survey from the seven 
Arab countries. Most participants were aged 18–40 years old (59.4%), 
married (77.7%) and 68.3% were females. More than half of the re-
spondents were bachelor’s degree holders (58.7%) and almost half 
(46.3%) were employed in non-health sectors. Most of participants 
were non-smokers (67.1%) and above the normal weight (70.3%). The 
most common chronic diseases among participants were cardio-
vascular diseases (20.2%), and diabetes mellitus (7.0%). Table 1 shows 
sociodemographic characteristics and health status of participants. 

Regarding prophylaxis used among participants before infection 
with COVID-19, 39.9% of the participants used at least one therapy. 
Most participants who used prophylaxis therapy were from the UAE 
and Iraq with 49.1% and 45.0%, respectively. Main types of prophy-
laxis therapy were vitamins and dietary supplements, including vi-
tamin C and zinc. The use of herbal products as prophylaxis against 
the COVID-19 infection was most commonly reported by partici-
pants from Algeria at 31.8%. Antibiotics were used by more than 5% 
of participants in most countries, the highest being in Algeria with 
10.4%. The used of vaccine among participants’ prior the COVID-19 
infection was recorded more than 20% in three countries: Tunisia, 
the UAE, and Libya with 37.7%, 29.8%, and 21.8%, respectively. Fig. 1 
shows prophylaxis therapy used among participants in the seven 
countries. 

Fig. 2 represents the types of treatment \ used among study 
participants during COVID-19 infection. Vitamins and dietary sup-
plements were the most commonly used treatment in almost all 
countries: lowest in Egypt at 19.7% and the highest in the UAE at 
27.1%, followed by antibiotics and herbs products. In addition, anti-
viral, corticosteroids, bronchodilator (inhaler), and anticoagulants 
were used among the participants in the study. 

The symptoms of COVID-19 infection during infection (for two 
weeks) and upon recovery for at least 2 weeks were measured and 
given number of symptoms out of 13 scores. The total average score 
from all countries for symptoms during COVID-19 infection among 
participants was found (7.31  ±  3.66 scores), while after the infection 
was (0.48  ±  1.11 scores) as represented in Table 2. The highest score 
of symptoms during COVID-19 infection was reported among Al-
gerian participants (7.69  ±  3.15 scores) and the lowest was reported 
among Lebanese participants (6.81  ±  3.96 scores). With regard to 
scores after COVID-19 infection, the highest was found among UAE 
participants (0.59  ±  1.37 scores) while the lowest was among Tu-
nisians (0.23  ±  0.70 scores). 

Regarding the reported symptoms during COVID-19 infection, 
more than half of the participants from all countries reported fever, 
cough, fatigue, nasal congestion and sneezing, sore throat, muscles Ta
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and joints pain, diarrhea and abdominal pain. Followed by shortness 
of breath and sleeping problems. Minority reported skin related 
problems as represented in Fig. 3. 

Following COVID-19 infection (more than 2 weeks) the most 
reported symptoms among study participants from different coun-
tries included nasal decongestion and sneezing, headache, cough, 

diarrhea, and sleeping problems. Followed by sleeping problems, 
fatigue and the loss of smell and taste as represented in Fig. 4. 

Logistic regression model of association between socio-
demographic characteristics and score of symptoms during COVID- 
19 infection among the study participants is represented in Table 3. 
A significant positive correlation was found between score of 

Fig. 1. Type of prophylaxis therapy used among study participants (n = 3519) prior to infection with COVID-19.  

Fig. 2. Type of treatment therapy used among study participants (n = 3519) during infection with COVID-19.  
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symptoms and age ≥ 65 (p = 0.049), employment in health-related 
sector (p = 0.04), marital status (divorced p = 0.018 or widowed 
p = 0.012), chronic disease (p = 0.041) and obesity (p = 0.033). On the 

other hand, a significant negative correlation was found between 
score of symptoms and smoking status (non-smoker (p = 0.028), and 
former smoker (p = 0.016). 

Source of Information 
With regards to participants’ source of information about 

COVID-19, the majority of participants from all countries reported 
the physician as their main source. Social media was the second 
most commonly reported by Algerian, Libyan, and Tunisian parti-
cipants, while pharmacists were the second most commonly re-
ported source in Iraq, Lebanon and UAE followed by social media 
and family. On the other hand, participants from Egypt reported 
infected or recovered people as their second source of information 
after physician followed by pharmacist, social media, and friends. 
The sources of information about COVID-19 infection are reported 
in Fig. 5. 

Table 2 
Score of symptoms during and after (more than 2 weeks) COVID-19 infection.     

Country Score of symptoms out of 13  

During After  

Algeria (n = 540) 7.69  ±  3.15 0.56  ±  1.29 
Egypt (n = 402) 7.50  ±  3.58 0.47  ±  1.35 
Iraq (n = 815) 7.72  ±  3.49 0.56  ±  1.34 
Lebanon (n = 405) 6.81  ±  3.96 0.48  ±  1.27 
Libya (n = 584) 7.16  ±  3.49 0.50  ±  1.11 
Tunisia (n = 402) 7.32  ±  3.50 0.23  ±  0.70 
UAE (n = 371) 6.95  ±  3.77 0.59  ±  1.37 
Total (n = 3519) 7.31  ±  3.66 0.48  ±  1.11    

Fig. 3. Symptoms during COVID-19 infection among the study participants from different countries (n = 3519).  

Fig. 4. Percentages of reported symptoms after COVID-19 infection (more than 2 weeks) among the participants from different countries.  
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Discussion 

The study included data from recovered COVID-19 patients 
(n = 3519) who were treated at home from seven Arab countries, 
describing the use of preventive treatment before infection with the 
Corona virus, the practice of self-treatment during infection, and the 
occurrence of symptoms among participants during infection and 
after recovery. Female and adult participants aged 18–41 years were 
the highest in all countries. Several prescription and nonprescription 

drugs, with no evidence of some of them treating or preventing 
infection or symptoms, were used among the participants. The 
physicians and social media were the most common sources of in-
formation among the participants in all countries. Our findings 
found association between demographic characteristics and health 
status of several participants and the incidence of symptoms of 
COVID-19 infection among study participants such as elderly pa-
tients (> 65 years old), smoker, obese people, patients with chronic 
disease, and vaccinated people which is similar with published 
studies in many communities around the world [20–22]. In addition, 
there are other uncommon factors that have association with se-
verity of symptoms such as being single and working in the health 
sector. 

The COVID-19 pandemic has posed detrimental health, social 
and psychological challenges on public’s wellbeing [23]. Such 
consequences accompanied with the lack of effective treatments 
provoked people’s precautionary measures to use prophylaxis 
therapies including the use of antiviral, antibacterial and other 
therapeutics already in use for other diseases in addition to the use 
of vitamins and dietary supplements [13,24]. Vitamins (including 
vitamin C and D) as well as zinc and selenium, were emphasized as 
potentially beneficial for individuals with respiratory viral infec-
tions [25], based on a theory that these substances might play a 
role in stimulating the immune system that could be used to treat/ 
prevent COVID-19; however, dietary supplementation and vitamins 
intake was not linked to prevent or treat COVID-19 [26]. Never-
theless, the consumption of these supplements was significantly 
increased with the emergence of this pandemic hoping to provide 
some protection or reduction of disease severity [27,28]. Similarly, 
our study findings reported that almost half of the participants 
were using vitamins and dietary supplements as prophylactic 
therapy before COVID-19 infection. The use of these vitamins and 
supplements were reported in many published studies during 
COVID-19 pandemic. More than half of the participants (56.0%) 
were reported in two studies: in Pakistan among medical students 
(n = 489) [29], and in the UAE among general population (n = 2060)  
[30]. Another study included three countries, UK, USA, and Sweden 
(n = 445,850), more than half of people used at least one vitamin 
and/or dietary supplement during COVID-19 pandemic [31]. Also 
these materials were highly used among patients in many other 
countries with various ratios such as in Poland [32], Bangladesh  
[33], and Togo [34]. In addition, the use of dietary supplement was 
increased many folds during COVID-19 as reported in a study from 
Lebanon [35]. 

In the current study, taking the vaccine was only the prophylactic 
factor that has significant association with severity of symptoms 
during COVID-19 infection among the participants. Although COVID- 
19 remains with no cure up till this day, developed vaccines remain a 
safe and highly effective solutions to reduce the risk and severity of 
the disease [36]. A high rate of COVID-19 vaccine hesitancy among 
Middle Eastern Arabs was reported, affecting people’s likelihood to 
receive the COVID-19 vaccine [36,37]. According to our study find-
ings, UAE and Tunisia participants were more approving on receiving 
the vaccine compared to other participants in other countries spe-
cially Algeria and Egypt, in compliance with what was reported in 
earlier studies [38]. Also, the recorded symptoms scores were gen-
erally lower in the high vaccinated countries compared with other 
countries, either during the infection period or after the recovery. 
This variation in vaccination hesitancy among participants from 
different countries could be due to different economic, social and 
political conditions, in addition to public’s trust in their national 
health agencies [37]. As well as education and national awareness, 
combined with other factors such as the prevalence and mortality 
rates of COVID-19 among these countries plays a crucial role in de-
ciding peoples’ approaches to protect and treat themselves before 
and during the COVID-19 infection [38]. 

Table 3 
Multivariable Binary logistic regression model of association between socio-economic 
characteristics and incidence of symptoms during COVID-19 infection among the 
study participants (n = 3519).      

Variable Beta OR (CI-95%) P-Value  

Age (Ref=  < 18 years)   
18–40  1.143 0.99(0.294–4.443)  0.847 
41–64  1.271 1.11(0.339–4.757)  0.722 
≥ 65  1.321 1.23(0.52–1.664)  0.049 
Gender (Ref=Male) 
Female  0.408 0.31(0.096–1.729)  0.224 
Educational level (Ref=non-Educated) 
Primary-School  1.547 1.41(0.63–3.799)  0.342 
Secondary-School  0.705 0.55(0.218–2.274)  0.558 
Bachelor  0.978 0.86(0.586–1.631)  0.931 
Postgraduate  1.171 1.05(0.602–2.276)  0.642 
Employment status (Ref=Employed in non-health sector) 
Employed in health sector  0.331 0.28(0.115–0.952)  0.04 
Retired  1.246 1.12(0.427–3.632)  0.688 
Housewife  1.352 1.19(0.784–2.331)  0.278 
Non-employed  0.972 0.79(0.484–1.956)  0.938 
Country (Ref=Algeria) 
Egypt  1.498 1.32(0.686–3.271)  0.311 
Iraq  0.849 0.78(0.384–1.879)  0.687 
Lebanon  1.213 1.18(0.613–2.400)  0.579 
Libya  1.143 1.06(0.518–2.52)  0.741 
Tunisia  1.696 1.49(0.785–3.661)  0.179 
UAE  1.891 1.68(0.856–4.148)  0.115 
Marital status (Ref=Single) 
Married  2.08 1.99(1.134–3.814)  0.018 
Divorced or widowed  3.641 3.12(3.641–10.014)  0.012 
Household status (Ref=Living Alone) 
Living with Family  0.569 0.37(0.121–2.684)  0.476 
Living With others (not family)  0.805 0.77(0.214–3.036)  0.749 
Smoking status (Ref=Smoker) 
Non-smoker  -0.661 0.56(0.269–0.889)  0.028 
Former smoker  -0.852 0.79(0.216–0.991)  0.016 
Pregnancy status (Ref=No) 
Yes  1.123 0.98(0.356–3.542)  0.844 
Breastfeeding status (Ref=No) 
Yes  1.763 1.67(0.795–3.912)  0.163 
Alcohol status (Ref=No) 
Yes  0.481 0.28(0.13–1.787)  0.275 
Chronic disease status (Ref=No) 
Yes  1.129 1.05(0.756–0.992)  0.041 
Obesity status (Ref= Normal) 
Underweight  -1.244 1.1(0.069–9.185)  0.334 
Overweight  -0.311 0.12(0.268–1.89)  0.090 
Obese  -1.935 1.03(0.058–0.991)  0.033 
Morbid-Obese  -3.175 3.0(0.089–3.612)  0.124 
Type of prophylaxis (Ref=Vitamin and dietary supplement) 
Antibiotic  -4.847 4.3(0.034–14.172)  0.965 
Antiviral  -1.23 1.1(2.891–15.77)  0.856 
Herbs  -0.616 0.51(1.54–16.34)  0.936 
Vaccine  -0.138 0.08(0–0.002)  0.006 
Others  -0.783 0.66(2.332–19.553)  0.999 
Type of treatment (Ref=Vitamin and dietary supplement) 
Corticosteroid  0.194 0.06(0.004–14.782)  0.412 
Antibiotics  5.537 5.2(0.13–235.35)  0.371 
Antiviral  1.369 1.2(0.002–82.85)  0.923 
Anticoagulant  0.996 0.81(0.003–35.955)  0.951 
Bronchodilator (e.g. B-against)  9.738 9.1(2.566–3.123)  0.012 
Herbs  1.645 1.5(0.536–1.765)  0.089 
Others  4.295 4.0(0.092–30.922)  0.207 

Significance measure at P  <  0.05, presented in bold.  
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Several common symptoms have been associated with COVID-19 
infection among the participants such as fever, cough, fatigue, 
muscle or body ache, diarrhea and headache [39]. The severity of 
COVID − 19 infection varies among individuals from mild to highly 
severe symptoms. According to our study findings a significant po-
sitive correlation was found between score of symptoms and several 
factors such as age >  65 years, employment in health-related sector, 
marital status (divorced or widowed), chronic disease and obesity. 
Similar to our findings factors, the findings of two systemic reviews 
and meta-analysis included of hundreds studies around the world 
that factors: increasing age, the presence of chronic diseases and the 
presence of obesity increased the risk of severe illness [28,29]. In 
another studies, married, divorced and widowed participants re-
corded higher symptoms scores than single people. However, some 
studies reported that married people have better quality of life 
which is coming from family support for the patients and lower 
stress level and anxiety among the married people [40–42]. In ad-
dition, there was no association reported between marital status and 
symptoms in another study [43]. In our study, people who are 
working in health-sector stated lower symptoms scores compare 
with employed in non-health sector. This result is controversial with 
a study conducted in UK [44]. 

As well as several studies have examined the impact of COVID-19 
and the lasting symptoms on patients after several months (in-
cluding fatigue, muscle aches and sleep difficulties) [45]. The find-
ings of this study indicated that many participants from all countries 
severed from symptoms that persisted after recovered from the in-
fection. However, these symptoms are much less than symptoms 
during the period of infection. It is reported that 10–70% of in-
dividuals who were previously infected suffered from various phy-
sical and neuropsychiatric symptoms that persisted for several 
months after recovery of the infection which is described as “long 
COVID-19″ [15,46]. Long-term COVID-19 symptoms is a term used to 
describe a group of miscellaneous symptoms in people who have 
recovered but reporting lasting symptoms of the infection that are 
distinct from those of patients recovering from severe COVID-19 or 
have had the usual symptoms for a longer period than usual (in-
cluding fatigue, muscle pain, headache, sleep difficulties, and cog-
nitive dysfunction) [15,46]. However, risk factors for developing long 
COVID are not known yet as there is no reported association between 
the severity of COVID-19 infection during the acute illness phase and 

the likelihood of developing symptom burden at follow-up leading 
to long-COVID syndrome [46]. 

Regarding participants’ sources of information about COVID-19 
infection, similar to previous studies, the results reported that 
physicians were the main source of information sought in all 
countries. This highlights the crucial role of health care providers in 
delivering accurate and reliable information regarding the COVID-19. 
Expectedly, social media came in second place, following physicians 
in most countries considered an important source of information  
[47]. However, the easiness and accessibility of social media can lead 
to incomplete and misleading information about the virus [48]. 
Thus, providing trusted sources that assure clarity and reliability 
among populations regarding COVID-19 information is vital to fight 
misconceptions and false information speculating around. 

There are some limitations in the study. The cross-sectional de-
sign of the study is not without limitations as causality cannot be 
established. Furthermore, issues related to the questionnaire such as 
the difficulty of distributing the survey, and the level of under-
standing of the questions among the participants; however, the 
understanding of the questions was evaluated among the Arab 
peoples. Also, participants may not feel comfortable giving answers 
that present themselves unfavorably, which creates a source of bias. 
Finally, social media can only be used to distribute the survey to 
people who are literate and have internet access and a social media 
account. 

Future researches are needed to evaluate the reasons for using 
drugs (self-treatment) and other substances to prevent and treat 
COVID-19 infection in people. In addition, there are some socio-
economic factors that need more focus for evaluation such as marital 
status and work in the health sector, which may have an impact on 
people dealing with COVID-19 infection. Finally, there is a need for 
more research in the future that focus on the long-term effect of 
COVID-19 infection on people in the region. 

Conclusion 

The study indicated the use of several drugs and treatments to 
prevent infection with the COVID-19 virus and treat patients at 
home. However, several symptoms were also observed among pa-
tients; some persisted even two weeks after recovery. In addition, 
specific demographic characteristics and treatments influenced the 

Fig. 5. Sources of information about COVID-19 among the study participants (n = 3519) from different countries.  
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severity of symptoms, such as vaccination, obesity, non-smoking, 
and older age. The primary sources of information among partici-
pants were health care providers and social media, but the choice of 
treatment was often inconsistent with health organizations' re-
commendations. 

There is a need for more awareness and attention to treatment 
among patients being treated at home to avoid unnecessary treat-
ment and adverse effects of medication. 
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