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The study aimed to assess the impact of awareness of citizens and residents
in Saudi Arabia toward the home isolation and social distancing during
lockdown that might decrease the outbreak of COVID-19, to measure the
importance of social behavior to maintain the constant decline of COVID-19
cases and to determine if there is a difference in the level of awareness and
behavior between citizens and residents in Saudi Arabia toward the
governmental measures during the pandemic. We have adopted a cross-
sectional survey design to investigate the impact of Saudi lockdown on
blockade COVID-19 by using an anonymous online questionnaire. The
targeted population of the study was Saudi citizens and non-Saudi residents
of different ages. The collected data were entered into Microsoft Excel
(version 2011) and analyzed by using the Statistical Package for Social
Sciences (SPSS), version 23. The Chi-square test with 95% confidence
intervals (CI) was used to examine significant associations between the
socio-demographic characteristic of participants, their awareness, and their
behavior towards the COVOD-19 pandemic. AP value of <0.05 was
considered statistically significant. The total number of the current study
participants was 1168. The majority (70.50%) were married males with
children (73.50%). Three-quarters of the participants were equally
distributed between the age groups of 30-39, 40-49, and 50-59 years old.
Almost all (90.90%) of the participants have received higher education,
73.60% living in the central region, and in large and crowded cities
(75.30%). More than half (58.50%) of the Saudi respondents know about the
coronavirus from media sources, while for the non-Saudis, 54.50% are well
informed regarding the virus. The results of the current study revealed that
the majority of the population in the country believe in home isolation and
social distancing for the COVID-19 blockade. Additionally, they also consider
non-compliance to these measures as one the main factor for the disease
outbreak. Most of the participants were committed to home isolation, social
distancing, and personal protective measures including wearing masks,
gloves, and avoiding face contact.

© 2021 The Authors. Published by IASE. This is an open access article under the CC
BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

Asamoah, 2020). According to WHO (World Health
Organization), 1 in 6 coronavirus patients consider

Coronavirus (COVID-19) is a new disease that
was discovered recently, and in early 2020 this virus
was declared a public health emergency (Lau et al,
2020). It has been breaking out massively, infecting
hundreds of thousands of people worldwide
(Hawryluck et al., 2004). This pandemic is a tragedy
that has severely affected different fields, including
health, social, and economy (Musinguzi and
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in serious condition (WHO, 2020a). Also, Saudi
Arabia’s Ministry of Health (MOH) stated that 30% of
COVID-19 patients require medical attention, and
10% require intensive care.

COVID-19 causes a lot of terrifying concerns, and
it daily sends more people to the hospitals with
damaged lungs, which could eventually lead to
Airway Respiratory Stress Syndrome (ARDS)
(Musinguzi and Asamoah, 2020; Mahmud and Al-
Mohaimeed, 2020). Shortness of breath, fever, cough,
sore throat, myalgia, nausea, vomiting, and diarrhea
are additional symptoms of this disease (Chen et al,,
2020). In April 2020, COVID-19 has spread to 213
countries and resulted in 1,954,724 confirmed cases
and 126,140 deaths globally (WHO, 2020a).
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Meanwhile, there is no effective vaccine to cure
COVID-19, and the only treatment options are still
considered experimental. Therefore, patients with
coronavirus symptoms are only receiving supportive
care with antibiotics to treat secondary bacterial
infections. (Huang et al., 2020).

COVID-19 is not just a virus that is causing
serious illness and threatening lives. It is also
severely affecting the global economy, where
shopping centers, businesses, and travel agencies
have stunted their growth and have been shutting
down for the safety of consumers (ARABNEWS,
2020). Entertainment has also been affected by
COVID-19’s rapid growth, where events and concerts
have been canceled due to the decreased interest of
the public who hesitate to participate in outdoor
activities (CBC, 2020). Many people have started
working from home since schools and businesses
have moved their operations online, using available
technology (Mack e al, 2007; Maragakis, 2020).
Beyond the negative impact of the severe economic
disaster, COVID-19 has produced further challenges
through the spread of fear of the virus, causing
collective grief, prolonged physical distancing, and
associated social isolation.

Social engagement is one of the top factors that
have led to the massive outbreak of COVID-19, along
with poor social awareness regarding the
seriousness of the disease. These factors tend to
prolong the pandemic further, resulting in continued
escalating damage to the global economy and society
at large. This poor awareness and carelessness of
people have influenced governments around the
globe to issue worldwide “lockdowns” to eliminate
social engagement, enhance social distancing, and to
force people to stay home in order to reduce the
infection rate that we may win the battle with
COVID-19 (Lau et al, 2020). Many countries,
including Saudi Arabia, locked their borders and
applied different degrees of blockade locally to
promote social distancing and to contain the spread
of COVID-19 (Lau et al, 2020; Mahmud and Al-
Mohaimeed, 2020).

Some sources claimed that the date of the first
COVID-19 cases was reported around the second of
January 2020, while other data indicated that cases
began appearing in late December (Wu et al., 2020;
Cheng and Shan, 2020; Bogoch et al., 2020). Since
then, international flights and travel have been
greatly restricted: For example, both Hubei and
Wuhan in the Republic of China were placed under
lockdown weeks after the beginning of the COVID-19
outbreak (Lau et al, 2020). Therefore, social
distancing was encouraged worldwide by canceling
events and by closing public places as well as schools
and universities. Moreover, outdoor activities were
also limited, and residents were required to obtain
permission to be allowed to leave their homes for
urgent needs.

According to public health officials, social
distancing is directly increasing the physical space
between people to avoid spreading illness
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(Maragakis, 2020). It is considered a minimum of six
feet of space between people to avoid spreading the
virus and to reduce the chances of contracting or
transmitting the disease. Home isolation, on the
other hand, is remaining home as much as possible
without leaving except for necessities. Most retail
stores and offices are closed until the governmental
order is lifted. Only essential businesses can remain
open, like grocery stores, banks, post offices, and
necessary transportation services (Suppawittaya et
al., 2020).

Saudi Arabia is the largest country in the Arabian
Peninsula, with a population of . million, including
approximately 21 million citizens and 13 million
foreign residents (The General Authority for
Statistics, 2010). The geography of Saudi Arabia is
diverse, with deserts, mountains, and forests.
Temperatures can reach over 45 degrees Celsius in
the summer, while in the winter, temperatures may
drop to below freezing in some regions, with some
rainfall in other regions.

The government of Saudi Arabia has taken
immediate action since the first case of COVID-19
was reported on the second of March 2020, including
the official approval and execution of several
decisive measures to reduce the virus outbreak (Fig.
1). Suspension of domestic flights, buses, and trains
was announced on the 20% of March. Nation-wide
partial curfew was issued on the 24t of March. A
complete lockdown of the two holy cities (Makkah
and Madinah) was issued on the 2nd of April,
followed by the complete nation-wide curfew of the
entire country on the 6% of April. The closure of
shopping malls, national parks, coffee shops, and
gyms was announced on 14 pf April 2020.

Furthermore, effective on March 23r, 2020,
citizens and residents in Saudi Arabia were not
allowed to leave their cities, and stricter lockdown
measures were announced in the following weeks
preventing people from leaving their homes without
permission (Mahmud and Al-Mohaimeed, 2020).
Moreover, the Saudi government went a step further
evacuating Saudi nationals worldwide and bringing
them home to ensure their safety and security.

The study aims to assess the impact of awareness
and behavior of citizens and residents in Saudi
Arabia toward the home isolation and social
distancing during lockdown that may hinder the
COVID-19 outbreak and to maintain constant
reduction for the safety of the community. The study
was meant to highlight the awareness and
commitment of people in Saudi during the pandemic
that might assist the effort of the government to
control the virus outbreak. However, the study needs
more variations of participants that may include
citizens and residents with less education who might
have less knowledge and responsibility to appreciate
the consequences. Technological and language
barriers were among the weaknesses that restrained
us from obtaining diversity in the study.
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Cumulative daily cases and key prevention measures of Saudi government as of May 31", 2020
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Fig. 1: Cumulative daily cases and key prevention measures of the Saudi government

2. Methods
2.1. Setting and participants

We have adopted a cross-sectional survey design
to investigate the impact of Saudi lockdown on
blockade COVID-19 by using an anonymous online
questionnaire. A virtual snowball sampling strategy,
focused on recruiting the public living in Saudi
Arabia during the epidemic of COVID-19, was
utilized. The online survey was first disseminated to
groups of social media influencers, encouraging
them to pass it on to others. The targeted population
of the study was Saudi citizens and residents of
different ages. A sample size of 1168 participants
was calculated with a single proportion formula at a
95% level of significance and 5% margin of error,
according to findings of previous studies.

2.2. Procedure

Since the Government of Saudi Arabia has
recommended the public to minimize physical
interaction and encouraged home isolation, potential
respondents were invited to participate by filling an
online questionnaire they could access remotely
from their homes. They completed the online
questionnaires through an online survey platform
from Google Forms.

Expedited ethics approval of the study was
approved by the Institutional Review Board (IRB) of
the Research Centre, College of Medicine at King
Saud University. Respondents were informed about
the study objectives, and data was kept confidential
and used only for research purposes. Data collection
took place in April 2020 after the government of
Saudi Arabia declared the COVID-19 outbreak as a
public health threat of national concern. Inclusion
criteria were Saudi citizens, residents, males, and
females of different ages, all of whom have internet
access in order to fill out the survey (Survey was
made accessible via Twitter, Whatsapp, Snapchat,
and Google Docs).

Exclusion criteria were illiterates, ages younger
than 18 years old, and individuals who did not have
internet access and therefore could not access the
survey.
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2.3. Survey development

A structured questionnaire of 22 questions was
designed following an extensive literature review
based on previous studies to fulfill the study
objectives and research questions. A Pilot study was
applied to test the reliability and validity of the
questionnaire on a sample of 110 participants
(which represent 10% of the sample size) who were
excluded from the final study. The pilot study was
also designed to acquire feedback on the ease of the
questionnaire as well as to estimate the time needed
to complete it. The questionnaire consisted of two
parts; the first part (7 questions) dealt with socio-
demographic characteristics of participants, which
included identity (Saudi and non-Saudi), gender,
social status, age, educational level, region, and city
of residence (large crowded city vs. small less
crowded city).

The second part (15 questions) investigated the
level of awareness and behavior of both citizens and
residents in Saudi Arabia toward the home isolation
and social distancing during the lockdown. Question
8 and 9 asked participants about their level of
knowledge and concerns regarding COVID-19,
respectively.

Questions 10, 11, 12, 13, 14, and 15 tested
participants’ beliefs on the importance of home
isolation and social distancing. Questions 16 and 17
investigated the commitment of participants toward
the recommended health measures that included
wearing masks, gloves and avoiding direct facial
contact. Question 18 was about the educational level
of individuals and their own social culture that could
play an important role in the epidemic outbreak.
Question 19 measured the level of satisfaction of
participants regarding the safety measures that were
taken by the government of Saudi Arabia to combat
the epidemic.

Question 20 asked participants about what, in
their opinion, was the most critical factor that led to
the coronavirus outbreak in Saudi Arabia. Question
21 asked participants if they had committed to the
rules of home isolation and social distancing during
the outbreak. Question 22 was the only open-ended
format question that was seeking any further
measures, decisions, or recommendations that
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participants thought were appropriately combatting
the COVID-19 outbreak for reduction and
elimination.

2.4. Data collection

The valuable data was done over a one-week
period during April 2020, where an online
questionnaire, in Arabic, was distributed via several
social media applications, including Twitter,
Snapchat, and WhatsApp, since these applications
are the most popular in Saudi Arabia. A random
convenient sampling technique was used to select
participants. Data was stored in a protected
electronic format wusing an anonymous self-
administered Google online questionnaire.

2.5. Statistical analysis

The collected data were entered into Microsoft
Excel version 2011 and analyzed by using the
Statistical Package for Social Sciences (SPSS), version
23. The Chi-square test with 95% confidence
intervals (CI) was used to examine significant
associations between the socio-demographic
characteristic of participants, their awareness, and

their behavior toward the COVOD-19 pandemic. P-
value <0.05 was considered statistically significant.

3. Results

We set out this cross-sectional survey study to
assess the awareness and behavior towards the
home isolation and social distancing during
lockdown that might decrease the outbreak of
COVID-19 in Saudi Arabia. The Dbaseline
characteristics of the study participants are shown in
Table 1. The total number of the current study
participants is 1168, the majority (70.50%) being
married males with children (73.50%). Three-
quarters of the participants were equally distributed
between the age groups of 30-39, 40-49, and 50-59
years old. Almost all (90.90%) of the participants
have higher education, 73.60% living in the central
region, and in a large and crowded city (75.30%).
Since the identity item (Saudi and non-Saudi) was
later added to the questionnaire, it was missed for
almost half of the sample, and according to the
available data for it, which is 590 participants, more
than half (55.10%) of them were non-Saudi (Fig. 2).

Table 1: Characteristics of the study participants

Count %
Identity Saudi 265 44.90%
Non-Saudi 325 55.10%
Gender Male 824 70.50%
Female 344 29.50%
Social Status Single 251 21.50%
Married no Kids 58 5.00%
Married with Kids 859 73.50%
Age >20 43 3.70%
20-29 200 17.10%
30-39 292 25.00%
40-49 290 24.80%
50-59 286 24.50%
<60 57 4.90%
Educational Level Basic 10 0.90%
Intermediate 96 8.20%
Advanced 1062 90.90%
Region Middle 860 73.60%
Eastern 87 7.40%
Western 103 8.80%
Northern 53 4.50%
Southern 65 5.60%
Nature of City Large Crowded 879 75.30%
Mid-Sized Uncrowded 231 19.80%
Small Village 58 5.00%
More than half (58.50%) of the Saudi compared to 86.20% females for social distancing.

respondents know about the coronavirus from the
media sources, while for the non-Saudis, 54.50%
were well informed. The vast majority of the non-
Saudi participants (91.10%) believe in home
isolation and social distancing compared to only
76.60% of the Saudi. Higher percentages of females
reported that they know and read a lot about the
disease and have absolute belief in home isolation
and social distancing compared to males who
reported lower levels of knowledge and conviction of
said points; 53.8% males compared to 93.60%
females for home isolation, and 46.80% males

81

The majority of the participants believe in home
isolation and social distancing regardless of their
marital status. However, the highest percentage who
reported a high level of knowledge and reading
about the coronavirus were married participants
with children at 63.80%. Participants from all age
groups reported their knowledge about the virus,
and the majority were among either knowledgeable
and well-read or obtained their knowledge of their
virus vie media sources, while only small
percentages (0.00%-5.30%) expressed/reported
that they had little/low knowledge.
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Fig. 2: Characteristic of study participants

The results of the current study show a positive
correlation between the educational level of
participants and both their knowledge of COVID-19
and belief in home isolation and social distancing.
Where the percentage of subjects who believed in
home isolation gradually increased with increasing
levels of education as represented in the data; 40%
of the participants with higher education compared
to 20% of the participants with lower education. The
highest percentage who reported knowledge and

well-read about the coronavirus were from the
Northern region (58.50%), while those who believe
more in-home isolation were from the Eastern
region (94.30%) and a large crowded city (88.70%).
Knowledge about the coronavirus was significantly
correlated with age, gender, identity, educational
level, and marital status since all the P values were
<0.05. The same factors were significantly correlated
with belief in home isolation and social distancing
except for marital status. Data are shown in Table 2.

Table 2: The association between characteristics of participants and both knowledge of COVID-19 and belief of home
isolation and social distancing

Do you know much about COVID-19?

Do you believe in Home Staying & Social Distancing?

YES FROM MEDIA LITTLE YES MAYBE NO
Identity Saudi N(%) 105 (39.6%) 155 (58.5%) 5 (1.9%) 203 (76.6%) 54 (20.4%) 8 (3%)
Non-Saudi N(%) 177 (54.5%) 145 (44.6%) 3 (0.9%) 296 (91.1%) 25 (7.7%) 4 (1.2%)
Gender Male N (%) 386 (46.8%) 431 (52.3%) 7 (0.8%) 710 (86.2%) 99 (12%) 15 (1.8%)
Female N (%) 185 (53.8%) 152 (44.2%) 7 (2%) 322 (93.6%) 18 (5.2%) 4 (1.2%)
Social Status Single N(%) 135 (53.8%) 113 (45%) 3 (1.2%) 239 (95.2%) 9 (3.6%) 3 (1.2%)
Married No Kids N (%) 37(63.8%) 21 (36.2%) 0 (0%) 50 (86.2%) 7 (12.1%) 1(1.7%)
Married with Kids N (%) 399 (46.4%) 449 (52.3%) 11 (1.3%) 743 (86.5%) 101 (11.8%) 15 (1.7%)
Age >20 N (%) 20 (46.5%) 21 (48.8%) 2 (4.7%) 42 (97.7%) 1(2.3%) 0 (0%)
20-29 N(%) 118 (59%) 80 (40%) 2 (1%) 188 (94%) 8 (4%) 4(2%)
30-39 N (%) 155 (53.1%) 136 (46.6%) 1(0.3%) 265 (90.8%) 24 (8.2%) 3 (1%)
40-49 N (%) 133 (45.9%) 155 (53.4%) 2 (0.7%) 253 (87.2%) 32 (11%) 5 (1.7%)
50-59 N (%) 126 (44.1%) 155 (54.2%) 5 (1.7%) 235 (82.2%) 47 (16.4%) 4 (1.4%)
<60 N(%) 19 (33.3%) 36 (63.2%) 2 (3.5%) 49 (86%) 5 (8.8%) 3 (5.3%)
Educational Level Basic N (%) 3 (30%) 3 (30%) 4 (40%) 6 (60%) 2 (20%) 2 (20%)
Intermediate N (%) 45 (46.9%) 45 (46.9%) 6 (6.3%) 76 (79.2%) 18 (18.8%) 2 (2.1%)
Advanced N (%) 523 (49.2%) 535 (50.4%) 4(0.4%) 950 (89.5%) 97 (9.1%) 15 (1.4%)
Region Middle N (%) 415 (48.3%) 437 (50.8%) 8 (0.9%) 751 (87.3%) 100 (11.6%) 9 (1%)
Eastern N(%) 47 (54%) 39 (44.8%) 1(1.1%) 82 (94.3%) 3 (3.4%) 2 (2.3%)
Western N (%) 46 (44.7%) 55 (53.4%) 2 (1.9%) 96 (93.2%) 5 (4.9%) 2 (1.9%)
Northern N (%) 31(58.5%) 21 (39.6%) 1(1.9%) 45 (84.9%) 5 (9.4%) 3 (5.7%)
Southern N (%)  32(49.2%) 31 (47.7%) 2 (3.1%) 58 (89.2%) 4(6.2%) 3 (4.6%)
Nature of City Large Crowded N (%) 433 (49.3%) 436 (49.6%) 10 (1.1%) 780 (88.7%) 86 (9.8%) 13 (1.5%)
Mid-Sized Uncrowded N (%) 107 (46.3%) 120 (51.9%) 4 (1.7%) 204 (88.3%) 23 (10%) 4 (1.7%)
Small Village N (%)  31953.4%) 27 (46.6%) 0 (0%) 48 (82.8%) 8 (13.8%) 2 (3.4%)
As shown in Table 3, more than half of the statistically = significant  differences in  the

respondents reported that they were committed to
wearing masks and gloves, and to avoiding facial
contact when leaving their homes, with a higher
percentage among non-Saudi (68%), females
(82.80%), single participants (75.30%), people with
intermediate education (67.70%), and those living in
a large crowded city (70.30%). There were
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commitment to wearing masks and gloves and to
avoiding facial contact when leaving home by
gender, identity, marital status, and living region,
with a P-value of <0.05 for all. Similar results were
obtained when participants were asked about their
commitment to the rules of home isolation, and
social distancing since the largest proportion (40%-
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74.50%) reported that they were always committed
to such rules. Such commitment was noted to be
higher among non-Saudis (74.20%), females
(73.80%), highly educated people (65.10%), and
those living in the western region (72.80%) (Fig. 3).
Simple educational level participants showed the
lowest levels of commitment to these rules at 20%,

followed by 4.6% of those who live in the southern
region. The current study results showed that there
is a statistically significant (P<0.05) association
between commitment to the rules of home isolation
and social distancing and age, gender, identity, and
educational level.

Table 3: The association between characteristics of participants and the commitment of home isolation and social distancing

Committed Wearing Masks, Gloves & Avoid

Committed to Rules of Home Staying & Social

Face Contact Distancing

Yes Always Sometimes Mostly No Always Frequently Sometimes Never
Identity Saudi 152 (57.4%) 65 (24.5%) 48 (18.1%) 150 (56.6%) 92 (34.7%) 19 (7.2%) 4 (1.5%)
Non-Saudi 221 (68%) 86 (26.5%) 18 (5.5%) 241 (74.2%) 75 (23.1%) 7 (2.2%) 2 (0.6%)
Gender Male 492 (59.7%) 235(28.5%) 97 (11.8%) 489 (59.3%) 281 (34.1%) 50 (6.1%) 4 (0.5%)
Female 285 (82.8%) 47 (13.7%) 12 (3.5%) 254 (73.8%) 80 (23.3%) 7 (2%) 3(0.9%)
Social Status Single 189 (75.3%) 43 (17.1%) 19 (7.6%) 187 (74.5%) 54 (21.5%) 9 (3.6%) 1(0.4%)
Married no Kids 34 (58.6%) 18 (31%) 6 (10.3%) 29 (50%) 25 (43.1%) 4 (6.9%) 0 (0%)
Married with Kids 554 (64.5%) 221 (25.7%) 84 (9.8%) 527 (61.4%) 282 (32.8%) 44 (5.1%) 6 (0.7%)

Age >20 31 (72.1%) 10 (23.3%) 2 (4.7%) 30 (69.8%) 12 (27.9%) 1(2.3%) 0 (0%)
20-29 149 (74.5%) 35 (17.5%) 16 (8%) 135 (67.5%) 51 (25.5%) 12 (6%) 2 (1%)

30-39 183 (62.7%) 83 (28.4%) 26 (8.9%) 180 (61.6%) 96 (32.9%) 16 (5.5%) 0 (0%)

40-49 196 (67.6%) 62 (21.4%) 32 (11%) 192 (66.2%) 87 (30%) 11 (3.8%) 0 (0%)

50-59 181 (63.3%) 75 (26.2%) 30 (10.5%) 172 (60.1%) 95 (33.2%) 16 (5.6%) 3(1%)
<60 37 (64.9%) 17 (29.8%) 3(5.3%) 34 (59.6%) 20 (35.1%) 1(1.8%) 2 (3.5%)
Educational Level Basic 4 (40%) 3 (30%) 3 (30%) 4 (40%) 4 (40%) 0 (0%) 2 (20%)
Intermediate 65 (67.7%) 24 (25%) 7 (7.3%) 48 (50%) 37 (38.5%) 9 (9.4%) 2 (2.1%)
Advanced 708 (66.7%) 255 (24%) 99 (9.3%) 691 (65.1%) 320 (30.1%) 48 (4.5%) 3(0.3%)
Region Middle 579 (67.3%) 208 (24.2%) 73 (8.5%) 548 (63.7%) 265 (30.8%) 44 (5.1%) 3(0.3%)
Eastern 58 (66.7%) 24 (27.6%) 5(5.7%) 54 (62.1%) 31 (35.6%) 2(2.3%) 0 (0%)

Western 76 (73.8%) 19 (18.4%) 8 (7.8%) 75 (72.8%) 23 (22.3%) 4 (3.9%) 1(1%)

Northern 27 (50.9%) 13 (24.5%) 13 (24.5%) 33 (62.3%) 15 (28.3%) 5 (9.4%) 0 (0%)
Southern 37 (56.9%) 18 (27.7%) 10 (15.4%) 33 (50.8%) 27 (41.5%) 2 (3.1%) 3 (4.6%)
Nature of City Large Crowded 618 (70.3%) 200 (22.8%) 61 (6.9%) 595 (67.7%) 246 (28%) 33 (3.8%) 5 (0.6%)
Mid-Sized Uncrowded 132 (57.1%) 64 (27.7%) 35(15.2%) 115 (49.8%) 93 (40.3%) 21 (9.1%) 2 (0.9%)

Small Village 27 (46.6%) 18 (31%) 13 (22.4%) 33 (56.9%) 22 (37.9%) 3(5.2%) 0 (0%)
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Fig. 3: Participants' commitment to home isolation and social distancing

When participants were asked about their
opinion regarding the safety measures that were
taken by the government of Saudi Arabia to combat
the coronavirus pandemic, most of the participants,
particularly non-Saudis, females, and young
participants (<20 years) scored these measures as
exceptional and outstanding at 85.20%, 83.40%, and
86%, respectively (Fig. 4). More than half (54.30%)
of the Saudi participants believe that a low level of
awareness in the non-Saudi workers, with no
commitment to home isolation and social distancing,
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is the most significant factor for coronavirus
outbreak in Saudi Arabia. Whereas 48% of the non-
Saudi and 44.80% of advanced education
participants perceived the underestimating of the
consequences of the coronavirus outbreak and non-
compliance with home isolation and social
distancing as the main factor. Overall, these two
previously mentioned risk factors were the most
highly scored by the participants according to their
different sociodemographic factors. Data are shown
in Table 4.
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Table 4: The association between characteristics of participants and the opinion of safety governmental measures and the

significant factors of COPVID-19 outbreak

Opinion on the Safety Measures
Taken by Government of Saudi

Most Significant Factor of Coronavirus Outbreak in Saudi Arabia

Arabia
Exceptio Natural Exagger Culture AW]:I)"G’:leS Underestimation Unneces.sary Other
nal ated S Consequences Precautions Reasons
Identity Saudi (go) (7;.91?’/0) (18[%?%] (6.18%/0) (113.;%) (5}1?%) 63 (23.8%) 8(3%) (7.122/0)
Non-Saudi (g} ) (8;722 - (1;;*% ) (1;% ) (13;;) _—_— f;% ) 156 (48%) 23 (7.1%) 26 (8%)
Gender Male (gjo) (76;;,) (1:13.412@) (3.392%) (119.;%) (42.733%) 272 (33%) 34 (4.1%) (6.543%)
Female (;i) (sgiz%) (15?%] (1.?%) (1:3%] [4411;% 119 (34.6%) 8(2:3%) (4.1114,)
S:actljl Single (52) (7;97?%) (zoﬂ%] 5 (2%) (17%?%] [4110;)) 85 (33.9%) 6 (24%) (5.16‘%%))
Marlggg N (go) (8?2/01 (13.88%) (5.2%) (a.g%) 29 (50%) 16 (27.6%) 2 (34%) (10.63%)
e (g)) (88.81%%;] (1222%] (3.24?%) (109.;%] [j:t;)) 290 (33.8%) 34 (4%) (5%57%)
Age >20 (;}) (BZZ/O) (11_56%) (z.é%) 6 (14%) (411_3%) 19 (44.2%) 0 (0%) 0 (0%)
20-29 (;f) ) (7165;] | (24;20 w660 (123 w  OHET) 55 (27.5%) 8 (4%) 7 (35%)
30-39 (gj)) (7;.246%] (206.2%] (z.f%) (131% [4;.36?%) 96 (32.9%) 6 (2.1%) (6.15?%)
40-49 (;i) (85_4;3‘3,/0] (1:5%] (2_3%) (1312%] 111 (38.3) 113 (39%) 12 (4.1%) (7220/0)
50-59 (l;i) (7523.2343@] (1641%] (5.125%) (103.5(;)%] [4331%) 92 (32:2%) 8(28%) (5.125%)
<60 (gl) (8;;%) (8.;%] (1.&%) (8.;%] (422:%) 16(28.1%) 8 (14%) +(7%)
Bducational Basic (l;f) ) B(B0%)  2(20%) 0(0%) 3(30%)  4(40%) 1(10%) 2 (20%) 0 (0%)
Intermediate (gj) - 696.;% ) (zé;, ) (5;% ) 115/2)1'5 47 (49%) 28 (29.2%) 3 (3.1%) 7 (7.3%)
Advanced (;i ) (Bgii " (12_75?, ) 320%) (112202 b 41;60 ) 362 (34.1%) 37 (3.5%) (5_(:,3, )
Region Middle ([;f) ) (72.772 " (1;53 " (2_295% ) (11;)02 _ e ) 296 (34.4%) 31 (3.6%) (5.4250 )
Eastern (l;i) (79(?39%) (141.;%] (5.5%) (161.11-%] (413?2%) 29(33:3%) 3 (3:4%) > (5:7%)
Western (;1 - f;% ) (131_2‘% ) (1;% a 11_5% - 4;2% | 29 (28.2%) 5 (4.9%) 8 (7.8%)
Northern (f;i) (84%;%) (9.2%) (5.3%) (9.2%) [492.5%) 15 (28:3%) 0 (0%) (13.72%)
Southern (g;i | (83; o 61_;% ] (3_3% ) (10_78% . 47%;% | 22 (33.8%) 3 (4.6%) 2 (3.1%)
Nag:tr; o Crowied (f;i) (83.036%) (12.?%) (ziss%) (1;.021@] [42.743%) 316 (35.9%) 40 (4.6%) (4@,)
Oncromded (f;i) (751,;?1/0) (19%8%] (4.13?%) (9.211%) [52.371%) 58 (25.1%) 1(0.4%) (8.27(3%3)
Small Village (;i e :g% ) (12_71% ) (3;% ) (221_2% ) (392_3% ) 17 (29.3%) 1(1.7%) 4(6.9%)
700
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500
400
300
200
100
- Hm - O

Saudi

B Exceptional

Non-Saudi

M Natural

Male

Exaggerated

Female

Fig. 4: Opinion of participants regarding safety measures taken by the Saudi government to combat the epidemic
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Participants have engaged effectively with the
open-ended question and have provided further
suggestions on more measures, decisions, and
recommendations that they believe should be taken
to combat the COVID-19 outbreak for reduction and
elimination. The following items are some of the
most valuable suggestions provided by participants:

1. Issuing a complete ban to influence people to stay
home and reduce the outbreak.

2. Increasing the awareness of COVID-19 outbreak
in multiple languages among less-educated
workers.

3. Adopting the theory of herd immunity that
imposes safety control by wearing masks and
gloves and using sterilization methods.

4. Avoiding places where the virus is commonly
present.

5. Enforcing the regulations against the violators for
not adhering to the precautionary measures of
the outbreak, including illegal gatherings, not
observing social distancing, and not wearing
protective masks.

6. Raising the awareness of the importance of
healthy nutrition and hygienic behaviors.

7. Supporting scientific research and studies to
enhance the level of knowledge and finding on
the COVID-19 pandemic.

8. Changing lifestyle patterns to reduce contact and
direct communication during the pandemics.

9. Enhancing the capacity of hospitals
healthcare centers.

10. Increasing the number of daily checks of COVID-
19 casesfor precautionary purposes.

and

4., Discussion

The outbreak of COVID-19, and its spread globally
and being declared a pandemic, has stressed the
health systems of many countries and has forced
decision-makers to act very quickly to minimize the
impact of the disease to avoid collapse. Worldwide,
countries and territories, including Saudi Arabia,
have enforced lockdowns of varying degrees, and
mostly, only essential businesses have been allowed
to remain open. Public knowledge and awareness of
COVID-19 are essential in suppressing its pandemic
status. In this study, we aimed to assess the
awareness and behavior towards the home isolation
and social distancing during the lockdown in Saudi
Arabia. The results of the current study revealed that
overall the participants were mostly aware of the
disease and mostly believed in home isolation and
social distancing, were committed to personal
protective measures and the rules of home isolation
and social distancing. They also see the safety
measures taken by the government as exceptional
and outstanding, and that underestimating the
consequences of coronavirus and non-compliance
with home isolation and social distancing as the
main factor for coronavirus outbreak.
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When a new pandemic starts, the emphasis of
research and action within the medical and public
health communities is primarily directed towards
the identification of the cause, clinical presentation,
diagnosis, and treatment (WHO, 2020a). Few studies
will report the effectiveness of preventive measures
and the population's psycho-behavioral directions.
To the best of our knowledge, data regarding
lockdown and population awareness, attitude, and
belief in it is scarce in Saudi Arabia and globally due
to the recency of the outbreak.

In China, a study addressing the knowledge and
attitude toward COVID-19 among healthcare
workers found that social media was the main
source of COVID-19 information, and this is in line
with our findings among the Saudi participants
(Huynh et al.,, 2020). As demonstrated, these findings
showed that the Saudi population is more likely to
get their knowledge on COVID-19 from social media
sources. This is a particularly important issue for the
government of Saudi Arabia because it is imperative
to consider and provide a variety of channels to
deliver updated knowledge and learning materials
about this epidemic.

The WHO (World Health Organization) indicated
that there is a priority for research focusing on
actions that can save lives, including optimizing the
use of protective equipment and other infection
prevention and control measures in both health care
facilities and community settings to protect health
care workers and the community from the
transmission of the virus while creating a safe
working environment (WHO, 2020b). In a
multinational cross-sectional study which included
participants from Jordan, Saudi Arabia, and Kuwait,
that addressed knowledge and practices towards
COVID-19, it was found that participants were still
embracing misconceptions regarding COVID-19,
leading to an insufficient practice of protective
measures against infection (Naser et al, 2020). In
contrast to this finding, our results showed that
participants, especially females and non-Saudi
residents, were mostly highly committed to personal
protective measures. In their study, Naser et al.
(2020) found that only 50% of participants declared
that they wore masks when leaving home. However,
it should be noted that the authors explained that the
low rate of mask adherence might be attributed to
the fact that almost 85% of the studied population
was extremely cautious and avoided crowded places
(Naser et al., 2020).

Several previously published studies correlated
educational levels with the knowledge and
awareness about outbreaks (Algahtani et al.,, 2015;
Holakouie-Naieni et al, 2015). The current study
showed a significant positive association between
educational level and knowledge about COVID-19,
protective measures, and lockdown adherence. This
is also in line with a study from China conducted
during the COVID-19 pandemic (Zhong et al., 2020).
This study’s findings suggest that health-related
information contents and forms about the pandemic
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could not be understandable and or even acceptable
to the less educated individuals (Lin et al, 2011).
Consequently, healthcare authorities and
policymakers must provide targeted health
education programs to raise awareness, and these
programs need to be tailored specifically to those
with lower education levels.

Respiratory infectious diseases, including COVID-
19, are recurring events that result in high costs on
both the individuals and society, and the behavioral
response of the community plays a vital role in
limiting their spread. Moran and Del Valle (2016)
have qualitatively and qualitatively combined the
results from 85 publications to assess the global
relationship between gender and health-protective
behavioral responses (Moran and Del Valle, 2016).
They found that females in the general population
are almost 50% more likely than males to
adopt/practice non-pharmaceutical health-
protective behaviors, and this in line with our
findings. Such association between gender and
behavior might be due to the fact that women
perceive themselves as more susceptible than men
do. In contrast, no gender differences were found in
one Australian study for intentions to wear a mask
(Barr et al,, 2008).

Bish and Michie (2010) showed that being older,
female, and more educated is associated with a
higher likelihood of adopting the protective
behaviors during a pandemic. This is also in line with
our study, except for age, where younger
participants in our case were more adopting than
older ones. The pattern of findings for age is not
straightforward. In agreement with our results,
during the 2009 swine flu pandemic, people aged
18-24 were more likely to follow recommended
behaviors. Additionally, during the SARS outbreak, a
cross-sectional study of adolescents in China found
that younger adolescents were more likely to report
mask-wearing (Wong and Tang, 2005). Therefore,
despite the balance of evidence showing that
increasing age is associated with a greater chance of
carrying out behaviors, some results are
inconclusive.

Saudi Arabia was among the first countries to
implement early and exceptional precautionary
measures to prevent COVID-19 introduction into the
kingdom and in alleviating/counteracting its impact
upon arrival when it arrives. Saudi Arabia has
imposed several extreme measures on freedom of
movement, social and religious gatherings, and
travel, even before the first COVID-19 case (Algaissi
et al, 2020). Such measures were seen as
exceptional and outstanding by most of the current
study participants.

5. Conclusion

The results of the current study revealed that the
majority of the population in Saudi Arabia believes
that home isolation and social distancing is
necessary and warranted for the COVID-19 blockade
and that non-compliance to them is one of the main
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factors for the disease outbreak. Most of the
participants were committed to home isolation,
social distancing, and personal protective measures,
including wearing masks, gloves and avoiding face
contact while outside. However, there is still a
significant non-negligible portion of the population
who were not committed. This highlights the need
for more education and awareness programs with a
special concentration on the Saudi population. This
could be executed through the media (including
social media), as it is a highly cited source of
information for the Saudi population, according to
the current study results.
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