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Abstract

Although vaccines and antivirals are at play, non-pharmacological therapies and organic treatments may have a
role in patients’ convalescence. This study, therefore, investigates home-based therapeutics and organic
treatments in COVID-19 patients, and measures the recovery time of these confirmed cases. A cross-sectional
survey was conducted where 267 patients participated in a telephone interview. Patient had positive results of
reverse transcriptase-polymerase chain reaction (RTPCR) were recruited through screening test reports
provided by hospitals authorities. Independent sample t-test, one-way ANOVA, and Pearson’s correlation were
performed. The mean age among the participants was 36.41 (+13.16) years. The mean time of recovery was 17.39
(£3.91) days. Frequent therapeutic and organic measures were having vitamin C-rich food, hot water, spiced tea,
black cumin seed and using hot water vapor. Considerations of age (p=0.001), chronic disease (p=0.002),
inhalation of hot water vapor (p=0.004), use of gloves(r = -0.13; p < 0.5), use of hand sanitizer (r = -0.14; p <
0.05) were significantly correlated with the number of days required for COVID-19 recovery. The study results
highlighted the benefits of support therapies and organic treatments at home as complementary to the

pharmacological interventions in slowing the COVID-19 progression and improving the prognosis.
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Introduction

This study investigates home-based therapeutic and
organic treatments used by the patients diagnosed
with severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2), and the of these

treatments with the

association
patients’ recovery time.
Conducted in Bangladesh, our investigation in 2021
commenced at the time of the country experiencing a
remarkable increase in infection rates and deaths,
with difficulties in ensuring public health and primary
and acute care services for all (IEDCR, 2021). The
challenge for the government was to balance between
lives and livelihood. Low savings, lack of financial
assistance from the government, and job losses
compelled many people in Bangladesh to priorities
their livelihoods over public health measures
(Hamiduzzaman and Islam, 2020). Consequently,
this resulted in a surge of patients with respiratory

illness with complex care needs.

Asymptomatic infections are common in corona virus
(COVID-19)

symptomatic case-patients often experience mild-

disease-19 patients, whereas the
upper respiratory illness, severe pneumonia, or
critical respiratory or organ failure (Chen et al., 2020;
Rahman et al, 2021). The frequently reported
symptoms and conditions were fever, dry cough,
dyspnea, myalgia, headache, sore throat, rhinorrhea,
chest pain, diarrhea, nausea, conjunctival congestion,
nasal congestion, sputum production, exhaustion
(malaise), and hemoptysis (Yang et al.,, 2020). The
clinical management of these symptoms and
conditions is complex, for example about 26-35%
positive cases were admitted to an intensive care unit
and the average incubation period for the patients
was 11.5 days (CDC, 2021). While no dataset exists
about reinfection and hospital readmissions, the re-
infected cases are identified in different countries,
such as the United Kingdom, Brazil and South Africa
(CDC,

treatments, including infective prevention, living

2021). Advancement in the COVID-19

therapeutic guideline, and several vaccines approved
by the World Health Organization, all serve to

contribute to the management of patient care.
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Our interest is in the study of non-pharmacological
management of COVID-19 patients in Bangladesh.
The management of COVID-19 patients remains
hospital-and emergency department-centered
worldwide, with no exception in Bangladesh.
Currently, various vaccines, along with the antivirals
(i.e., Remdesivir, Favipiravir, Ribavirin, Chloroquine,
Hydroxychloroquine, Azithromycin, Nitazoxanide,
and Teicoplanin) and immunomodulatory molecules
(e.g., hyperimmune convalescent plasma,tocilizumab,
and sarilumab) are playing a key role in COVID-19
treatments (Wang et al.,, 2020; Rabby, 2020; Alvi et
al., 2020). While compassionate utilization of
vaccines, antivirals, and immunomodulatory
molecules has shown positive outcomes, the ideal
combination remains elusivein respiratory disease
treatment. Furthermore, the availability and
distribution of vaccines and antivirals are not
guaranteed for people living in low-income countries
like Bangladesh. In Bangladesh, a commonly cited
healthcare seeking behavior is self-treatment,
however, the self-treatment practices by COVID-19
patients regarding non-pharmacological therapies
and organic treatments during the pandemic remain

unexplored.

Home-based strategies (such as intake of certain
foods and food supplements) and organic treatment
have also been suggested to have possible protective
and therapeutic effects against COVID-19 (Di
Matteo et al., 2020; Nuertey et al., 2022). A recent
study from Ghana reported that persons who
practiced home-based therapy were protected from
infection, severe disease, and death from COVID-19
(Nuertey et al., 2022). However, not all elements of
home-based therapy were effective, documented
that physical exercise, deliberate inclusion of fruits
and vegetables in diets, and drinking of fruit juices
were as effective methods for the prevention of
SARS-CoV-2 infection (Nuertey et al, 2022).
Another study in Morocco demonstrated that more
than half of the study participants used home-based
medicinal plants amid this pandemic to boost their
immune system and treat respiratory tract infections
that are associated with the COVID-19 infection
(Belhaj and Zidane, 2021).

113 | Zaman et al.



While the data is limited, evidence from a
Bangladeshi study shows that different types of home
remedies (such as medicinal plants) were used by the
COVID-19 patients and got cured with or without the

use of other types of treatment (Azam et al., 2020).

Our study is also focused on the association of home-
based therapeutics and organic treatments with the
recovery time of COVID-19 confirmed cases. This
study  aspect  was chosen  because in
Bangladesh,despiteCOVID-19 having resulted in
1570, 835 cases and 27,881 deaths, poor adherence to
public health precautions and quarantine protocols
remains prevalent (IEDCR, 2021). A low health
literacy rate, combined with a lack of access to
information and services, and poor living conditions
all present a challenge in stymying the progression of
COVID-19 and its concomitant lengthy recovery
period. We chose to focus on the recovery timeline
aspect of COVID-19as there is currently insufficient
scientific evidence on the influence of home-based
therapies and organic treatments, e.g., the
consumption of vitamin-rich food and adhering to
personal hygiene practices, on patients’ recovery time
in Bangladesh (Khayyatzadeh, 2020). Understanding
COVID-19 patients’ use of therapies and organic
supplements during their recovery time is critical to
Bangladeshi health promotion, information equity,

and pandemic-related health policy.

In theory, non-pharmacological treatments, including
therapies and complementary medicine use, relate to
a person’s healthcare-seeking beliefs and behaviors
because of availability and a lack of side effects
(Hamiduzzaman et al, 2021). In relation to
respiratory diseases, particularly in the COVID-19
pandemic, non-pharmacological measures including
physical distancing, personal hygiene, and ventilation
have been widely used. The available knowledge of
COVID-19 symptoms was encouraged many patients,
especially those whose symptoms did not progress to
a critical condition, to rely on self-care practices at
home that were informed by previous respiratory
infections patients had experienced (Khalili et al,

2020). This is particularly true for the patients living
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in low-income countries such as Bangladesh, that has
exacerbating factors of poverty, high rates of self-
medication, widespread health illiteracy, and lack of
access to healthcare services remains
(Hamiduzzaman et al., 2018). It is possible that the
COVID-19 patients in Bangladesh are at greater risk
of cross-infections and progressing to severe
conditions, even death, because of a lack of evidence-
based non-pharmacological practices. Despite the
insightful appeal, the types of non-pharmacological
therapies and organic treatments and their associated

effects on the COVID-19 patients remain unexplored.

Several non-pharmacological interventions have been
studied in the field of medicine and public health,
mainly to provide personal protection and mitigate
the spread of COVID-19 (Alvi et al., 2020; Pereira et
al., 2021; Odusanya et al.,, 2020; Chowdhury et al.,
2020). These measures include physical distance,
washing hands with soap and water, using masks,
cleaning with 70% alcohol (Alvi et al., 2020). In
addition, non-pharmacological treatments, related to
supportive therapies, e.g., oxygenation, have been
identified as useful (Pereira et al., 2021). Therapeutic
elements and behavioral precautions such as hand
hygiene with alcohol-based hand rub are widely used
globally as one of the most effective, simple, and low-
cost procedures against COVID-19 cross-transmission
(WHO, 2020). As the evidence is scant, investigating
the relationships of the patients’ demographics with
their likelihood of using therapeutic and organic
inform a

treatmentsmay non-pharmacological

treatment plan for COVID-19 patients.

Like many other diseases, according to the literature,
the recovery time from COVID-19 depends on both
patients’ demography and disease management (Wu
et al.,, 2020; Bi et al., 2020). Earlier investigations
evidenced a range of COVID-19 recovery time of 11.5
+ 5.7 days (Lechien et al., 2020) to 20 and 21 days (Bi
et al., 2020; Yu et al., 2020). The variation of COVID-
19 recovery time was found to be associated with age,
sex, baseline severity, comorbidity, and time of onset
of treatment (Wu et al., 2020; Bi et al., 2020). Home-

based therapeutic and organic treatment is an
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important aspect to be considered to understand the
episode of care and healing of COVID-19 patients.
However, studies are limited on the association
between the COVID-19 patients’ use of home-based

therapies and organic treatments and recovery time.

Materials and methods

Study design and participants selection

A cross-sectional survey was undertaken among 267
patients who were infected with COVID-19 and
recovered from October to December 2021. As we all
know, physical distancing is the best way of
prevention COVID-19, therefore, this data was
collected through a telephone call with the study

population.

Initially, we contacted (over the telephone or in-
person) the authorized person of different COVID-19
test centers located at Dhaka, Barishal, and
Chattogram divisions of Bangladesh and explained
the purposes and implications of the expected study
outcomes. They provided us with a list of enrolled
individuals who did a test for COVID-19 in their
centers. The lists contained individual information
including name, contact number, COVID-19 tested
result and household location. We accumulated a
total number of 1,011 individual information (both
COVID-19
individuals), and then the list was screened for only

positive and  negative  reported
COVID-19 positive cases, resulting in 309 infected
persons. Thereafter, we reached those patients
through phone call and assessed their -eligibility
against the participant selection criteria. The
following inclusion criteria were applied: (i) being
Bangladeshi by birth, (ii) patients who had positive
results of reverse transcriptase-polymerase chain
reaction (RTPCR) as well as those patients who had
recovered, and (iii) free from hearing difficulties.
Forty-two infected persons were excluded for
differing reasons including they were uncontract able
via telephone, were not interested in participating, or
were occupied with other commitments. We
concluded with a final sample of 267 participants for

this study.

Data collection procedures
Before data collection, the research protocol was
reviewed and approved by the Research Ethics
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Committee (REC) of the Department of Food
Microbiology, Patuakhali Science and Technology
University, Bangladesh (approval number:
FMB:22/04/2021:024). Permission letters from the
participatingCOVID-19 test centers were also sought.
The data collectors clarified the study objectives to
the participants and asked for their consent in their
voluntary participation in the study. In the case of
participants aged below 18 years, interviewers spoke
with their legal guardians and sought informed
consent for the participation of their child in the
study. If the legal guardians were absent at that time,
an effort was made to call back at an appropriate time
to reach them. We assured confidentiality and
anonymity of the participants and obtained verbal
consent from each participant before beginning

survey data collection.

We collected data through a pre-tested structured
questionnaire. The questionnaire was developed in
English after reviewing evidence-based literatures
(Wu et al., 2020; Long et al., 2020) and by speaking
with academics of relevant subject matter. This was
then translated into Bengali by a bilingual expert,
which was further checked by an independent
research staff to avoid any bias and inconsistency in
the questionnaire. The translated-version of
questionnaire was used during the interviews for ease
of communication between interviewers and
respondents. The questionnaire was piloted among a
small group of persons who had recovered from
COVID-19 (n = 10) that were accessed through the
authors’ personal networks to clarify any
inconvenience, unclear items, and the time required
to complete the survey. During pre-testing of the
questionnaire, 99% of respondents (i.e., 9 out of 10
respondents) responded correctly, indicating there
was no difficulty in understanding the questionnaire.
The piloted samples were not included in this final
study. Each survey took about 10-15 minutes to

complete.

Study variables and measures

The survey tool consisted of 50 questions (close- and
open-ended), involving four sub-sections: (i)
sociodemographic characteristics (14 items); (ii)

clinical symptoms and drug-related information (12
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items); and (iii) therapeutic, organic treatments
against COVID-19 (16 items) and (iv) health seeking
and food security (12 items). The Cronbach’s alpha of
the questionnaire was 0.71, which indicates an

acceptable internal consistency (Taber, 2018).

The first part of the questionnaire asked about the
participants’ age, gender, occupation, educational
status, location of residence, religion, family member,
household monthly income, history of chronic
diseases, smoking status, alcohol consumption, etc.
The subsequent section included COVID-19 related
information of respondents such as; date of COVID-
19 detection, recovery time, clinical symptoms, types

of treatment, and possible source of infection.

The final section in the questionnaire comprised the
information of therapeutic and organic treatments
during the recovery time from COVID-19 including
food intake, the consumption of vitamin-C rich food,
the consumption of black cumin, tea, hot water, and
water Moreover, the

inhaling hot vapor.

questionnaire contained information regarding
preventive practices such as; the room condition
where the patient was treated, whether the patient
shared a bathroom, toilet, movement spaces, and
kitchen with other household members, whether the
patient used masks, gloves, or hand sanitizer,
disinfected food items after shopping, and whether
the patient observed hand hygiene practices in food

preparation.

The dependent variable of this study was “recovery
time of COVID-19”. The recovery time was estimated
in days. The recovery time was defined as the
intermediate time when the patient was diagnosed
positive for COVID-19 until testing negative (Tolossa
et al., 2021). The time of recovery from COVID-19
was assessed by the following question: “How many

days did you require to recover from COVID-19?”

Statistical analysis

Descriptive  statistics such as  frequencies,
percentages, mean and standard deviation were

computed to the variable of interests. Independent
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samplet-test (if the independent variables had two
categories) and one-way analysis of variance
(ANOVA) (if the independent variables had more
than two categories) tests were employed to assess
the mean differences of recovery days with different
subgroups. A correlation analysis was applied for the
significance of parameters of recovery days with all
other discrete and continuous variables by using
Pearson’s and Spearmen correlation, respectively. P-
values less than 0.05 were considered statistically
significant. All analysis was performed by using
Statistical Package for the Social Sciences (SPSS)

software version 23.0.

Results

Demographics and COVID-19 symptoms in
participants

Out of 267 participants, more than two-thirds
(69.8%) were male and the average age was 36.4 (SD
= 13.16). 23.9% of participants had completed a
of the
participants between
15,000BDT ($178.5) to 40,000BDT ($476.2) [i.e.,

BDT =Bangladeshi taka]. The majority of participants

graduate degree. Approximately 60%

monthly income was

(85.0%) had received the Bacillus Calmette—Guerin
(BCG) vaccine against tuberculosis. Only 10% of the
respondents had smoking habits. Nearly one-third
(28.8%) of the participants had different chronic
diseases (such as diabetes, high blood pressure, and
asthma). One-third (34.1%) of the participants did not
know their source of infection and 22.1% of
participants assumed hospital as a source of infection
(Table 1).

04 36.32% 36.32%

. 28.83% 28.46%
03 178 25.09%
025 I

23.59%

22.0922.09%
T

01 7.49% 8.23% 6.74%
. = 4.11% = 3.75%
0.05 1.50% 759 = 1.50% = | 075% = 1.12%

Fig. 1. Commonly used therapeutic treatments for
COVID-19 infection
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Table 1. Socio-demographic and other characteristics of COVID-19 patients in Bangladesh
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Characteristics Categories Frequency (%) Recovery days (mean +SD)  p-value
<10 7 (2.62) 13.57+3.74
11-20 22 (8.24) 15.77+2.43
21-40 148 (55.43) 17.26+3.51
Age (years) 41-50 50 (18.73) 18.12+ 4.41 0-001
51-60 31 (11.61) 19.10+4.54
> 60 9(3.37) 16.11+4.48
Male 183 (68.5) 17.224+ 3.34
Sex Female 84 (31.5) 17.71+ 4.75 0.336
Unemployment 5(1.9) 14.10+ 0.55
House wife 26 (9.7) 16.961+4.57
Govt. Job 115 (43.1) 15.50+3.71
Occupation Private Job 48 (18.0) 18.08+4.67 0.040
Businessman 12 (4.5) 16.83+2.79
Health worker 27(10.1) 18.674+2.59
Student 31 (11.6) 15.8843.75
Secondary 42 (15.7) 16.41+3.90
Higher Secondary 71 (26.6) 17.55+3.83 0.022
Education Bachelors 79 (29.6) 17.8914.15 23
Post-graduate 73 (27.3) 17.23+3.65
.. Rural 57 (21.3) 17.4414.00
Living area Urban area 210 (78.7) 17.361+3.88 0889
Muslim 244 (91.4) 17.34+3.93
Religion Hindu 20 (7.5) 17.85+3.84 0.815
Buddhist 3(1.1) 16.67+1.15
. <5 196(73.4) 17.2444.07
Family member o5 71(26.6) 17754337 0.349
Family income <40000 160 (59.9) 17.224+4.19 0.246
>40000 107 (40.1) 17.61+3.41
. Yes 227(85.0) 17.4313.60
Taken BCG vaccine 0.56
No 40 (15.0) 17.05+5.33 599
Yes 29 (10.9) 18.0315.58
Smoker No 238 (89.1) 17.29+3.65 0-335
Yes 1(0.4) 14.00100
Drank alcohol No 266 (99.0) 17.3943.00 0.387
Hospital 65 (24.3) 18.09+0.31
Treatment taken from Home 202 (75.7) 17.1840.65 0.596
Chronic disease Yes 77 (28.8) 18.53+5.07 0.002
No 190 (71.2) 16.91+3.20
Other family member  Yes 116 (43.4) 16.80+3.52 0.0
affected by COVID-19  No 151 (56.6) 17.81+4.12 035
Hospital 65 (24.3) 17.63+4.14 o
Treatment taken at Home 202 (75.7) 17.32+3.83 574
Family 45 (16.9) 17.65+3.97
Hospital 59 (22.1) 18.44+3.50
Market 13 (4.9) 17.99+4.95
Transport 7(2.6) 17.12+4.03 0.778
Source of Infection Unknown 91 (34.1) 17.99+2.97 )
Workplace 52 (19.5) 18.18+3.62

The most reported clinical symptoms were fever

(28.83%), Fexofenadine (28.46%),

Iverectin and

(48.7%), followed by cough (19.1%), loss of taste
(18.7%), loss of smell (17.6%), muscle pain (16.9%),
(10.5%), (10.5%).
However, approximately twelve percent (11.2%) of the

diarrhea and breathlessness
participants reported they were asymptomatic. In
terms of medications, Paracetamol and Zinc were the
highest (36.32%) in intake, followed by Azithromycin

Montelukast (22.09%), and Remdesivir (4.11%). Only 3
participants (1.12%) did not take any medicine (Fig. 1).

Support therapies and organic treatments
Majority of the (79.77%) of the patients consumed
more high protein-based diet and vegetables during

the recovery period than normal times.
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Consuming vitamin-C dense food and fruits was
common in the participants (99.6%). The participants
further
consuming black cumin seed (87.3%) (Table 2).

demonstrated a common practice of
Frequent intake of spiced tea (93.3%) was prevalent,
and the types of spiced tea intake included: ginger tea
(32.2%), clove tea (13.9%), cinnamon tea (12.4%) and
lemon tea (12.4%) (Fig. 2). About 99% of the
participants consumed hot water as a remedy. Many
participants (87.3%) inhaled hot water vapor,

2024

including garlic-water vapor (24.7%), ginger-water
vapor (19.5%), and menthol-water vapor (12.7%) (Fig.
2). More than two-thirds (68.5%) of participants
were isolated in a single room with well-ventilated
conditions. Only 12% of participants had to share
their bathroom, toilet, and kitchen whilst at the
(95.5%) and hand

sanitization (87.6%) were mostly used preventative

hospital. Wearing masks

strategies at mitigating the spread of COVID-19
(Table 2).

Table 2. Supportive and preventive practices of COVID-19 patients in Bangladesh (N = 267)

Characteristics Categories Frequency (%) Recovery days  p-value
(mean +SD)
Food intake during Intake more high protein-based diet and 213 (79.77) 16.81+2.25 0.145
recovery period vegetables than normal times
Intake more carbohydrates and vegetables 8 (3.00) 17.48+1.91
than normal times
Intake more liquid food (vegetables soup, 35 (13.10) 17.78+2.64
chicken soup or others) than normal times
Intake regular food 27 (10.11) 18.11+0.12
Intake food that Yes 266 (99.6) 17.38+3.90 0.238
contains vitamin C No 1(.4) 22.004+00.
Undertake daily Yes 147 (55.1) 17.56+3.57 0.448
physical exercise ~ No 119 (44.6) 17.19+4.29
Type of exercise Physical 68 (25.5) 17.12+4.03 0.311
Breathing 68 (25.5) 17.99+2.97
Both 11 (4.1) 18.18+3.62
Consumption of Yes 233 (87.3) 17.3313.92 0.523
black cumin seed  No 34 (12.7) 17.79+3.85
Drinking spice tea  Yes 249 (93.3) 17.43+3.91 0.572
No 18 (6.7) 16.89+3.86
Drinking hot water Yes 264 (98.9) 17.42+3.92 0.360
No 3(11) 15.33+2.30
Inhalation of hot  Yes 233 (87.3) 17.65+3.99 0.004
water vapor No 34 (12.7) 15.624+2.73
Room condition Single room with well-ventilated 183 (68.5) 17.37+3.87 0.867
Room share with other person 84 (31.5) 17.45+3.99
Share bathroom,  Yes 52 (19.5) 16.69+4.46 0.867
toilet, kitchen at No 131 (49.1) 17.79+4.12
home Sometimes 32 (12.0 17.47+3.07
Share bathroom, Yes 42 (15.7) 18.81+4.15 0.022
toilet, kitchen at No 79 (29.6) 16.86+4.74
hospital Sometimes 18 (6.7) 15.83+2.77
Use of masks Yes 255 (95.5) 17.40+3.83 0.477
No 2(.7) 14.00%.00
Sometimes 10 (3.7) 17.80+5.77
Use of gloves Yes 103 (38.6) 17.6413.68 0.614
No 138 (51.7) 17.311+4.16
Sometimes 26 (9.7) 16.85+3.41
Use of hand Yes 234 (87.6) 17.56+3.92 0.195
sanitizer No 5(1.9) 16.4016.54
Sometimes 28 (10.5) 16.21+3.09

Recovery days and associated factors

The mean days of recovery from COVID-19 were 17.39
(SD £3.91).Recovery days significantly varied by age
(p = 0.001), occupation (p= 0.040), chronic disease

(p =0.002), other family member affected by COVID-
19 (p = 0.035), intake of hot water vapor (p =0.004)
and whether the participant shared a bathroom, toilet
and kitchen at hospital (p =0.022) (Table 1 & 2).
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Table 3. Correlation matrix of days required for recovery and other covariates
Recovery Age Chronic  Physical Hot water Use of Hand
days disease exercise  Vapor inhalation  gloves sanitizer
Recovery days 1
Age 0.22%%% 1
Chronic disease -0.15% -0.40%** 1
Physical exercise -0.11 -0.1 0.08 1
Hot water vapor -0.21%** -0.14* 0.07 0.18** 1
Gloves use -0.13*% -0.05 0.05 0.16* 0.06 1
Hand Sanitizer use 0.14* 0.04 -0.04 0.13% 0.05 0.32%** 1
035 £ (11 days) (Ahmed et al, 2020). The discrepancy
03 8 £ . . . .
3 . between studies might be attributed to the differences
025 &
02 £ % in disease severity, sample size, study setting,
015 - £ o g e socioeconomic conditions, and type of specimen for
o1 w8 cReg .
008 ° = : F 5 g testing.
\ S
5 2E8EE 2823 £ 552885 EEE7
8§ =2 5§ 8 2 a5 & = S a8 =28 S 285§ &8 . . . . .
ECERERZIOO SEEC 2282 E5E In this study, we found a significant association
S EzXE " E5Eid 2
2 m
g

Types of spice tea Types of hot water vapor

Fig. 2. Commonly used organic treatments for
COVID-19 infection

Table 3 represents the correlation of the recovery
days with some selected independent variables. It was
observed that respondents’ age (r = 0.22) was
positively correlated with their recovery days from the
COVID-19. However, the participants’ recovery time
had a negative correlation withthe pre-existing
chronic diseases (r = -0.15), the inhalation of hot
water vapor (r = -0.21), the wearing of gloves (r = -
0.13), and use of hand sanitizer (r = -0.14) (Table 3).

Discussion

The present cross-sectional study found the mean
time required for recovery from COVID-19 was 17.39
days. Numerous studies found variation in their
observation. Two other single-center Chinese studies
(comprising of 127 and 225 recovered patients)
reported the mean recovery time or median time of
20 days and 21 days respectively (Bi et al., 2020; Yu
et al., 2020). An Indian pilot study reported that the
average recovery time of COVID-19 patients in India
is 25 days (Barman et al., 2020). However, the
average recovery time in studies conducted in other
jurisdictions was lower, the average time of recovery
recorded to be between 13.24 to 14.81 days based on
age or sex of patients in Israel (Voinsky et al., 2020),

Singapore (12 days) (Ki et al., 2020), and Shanghai

between age of the study participants and time of
recovery. Some studies reported old age was
independently associated with delayed clearance of
SARS-COV-2 (Kimball et al, 2020; Wang et al,
2020). This delay can be related to the degeneration
of physiological functions and low immune status
among older adults. An older adult diagnosed with
COVID-19 has poor clinical outcomes because T-cell
numbers and functions are compromised with aging,
resulting in less control of viral replication (Fulop et
al., 2013). Moreover, older patients are more likely to
exhibit severe comorbidity than younger adults
(Voinsky et al., 2020; Mungroo et al., 2020; Beigel et
al., 2020). Our study further revealed that the SARS-
CoV-2 viral clearance was more likely to be delayed
among COVID-19 patients with comorbidity
compared to those without comorbidity. Several
studies (Wang et al., 2020; Sheahan et al., 2020) also
reported that comorbidity was an independent risk
factor that can delay viral clearances while other
studies (Khayyatzadeh, 2020; Kimball et al., 2020;
Nasir et al., 2020) reported no significant association
between comorbidity and viral clearance. There may
be differences due to the nature of treatment for
comorbidities and/or whether patients had been

compliant with treatment regimens or not.

Comorbidity is of particular concern for persons
living in Bangladesh. About 29% of COVID-19

recovered cases had comorbidities such as diabetes
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mellitus, cardiovascular disease, hypertension,
asthma, and other conditions (Amin et al, 2021).
Diabetes is the most frequently observed comorbidity
in COVID-19 patients. According to the present study,
the prevalence of diabetes in COVID-19 recovered
patients was 9.73%, which is higher than studies
conducted in China (7.3%) (Wu and McGoogan,
2020). Zhou et al. (2020) reported that hypertension
was the most common comorbidity followed by
diabetes and coronary heart diseases among Chinese
COVID-19 patients. Chudasama et al. (2020) found
asthma as comorbidity at a rate of 7% in the United
Kingdom which supports the present study. This
finding differs from the results of the previous meta-
analyses conducted in different studies which found
that the association between diabetes and severe
COVID-19 was non-significant (Giiler and Oztiirk,
2020). Regardless, the present study’s findings
suggest that all of the comorbidities mentioned above
should be taken into account when predicting the
prognosis in patients with COVID-19, and better
protection should be given to the high-risk patients

upon diagnosis.

The current study found a negative correlation
between the inhalation of hot water vapor and
COVID-19 recovery time which is opposed to a
previous study (Pani et al., 2020). Incongruously,
Pani et al. (2020) found water vapor showed a
positive significant correlation with COVID-19 in
Singapore. Enveloped viruses can remain active for
long periods in low temperatures, and their lipid
envelopes are destroyed by temperature which is
intolerable to humans. The heat sensitivity of viruses
is used routinely to deactivate viruses within
vaccines, and temperatures of 55 to 65°C for 15 to 30
minutes are reported to deactivate a range of
enveloped viruses, including coronaviruses (Hu et
al., 2020).In contrast, studies have shown that there
is no additional symptomatic relief from the use of
steam inhalation therapy to treat the common cold

(Singh et al., 2017).

There is a negative correlation between gloves use

and COVID-19 recovery time. Gloves can be used to

2024

prevent infection with proper techniques (Verbeek et
al, 2018). There remains neither any clinical
evidence accepting nor refuting the benefit of glove-
wearing among the public concerning the COVID-19
pandemic nor any anecdotal evidence to support the

benefit of glove use outside a medical setting.

In the present study, hand sanitization was
significantly associated with the COVID-19 recovery
days (Banik et al., 2021) also found about 75.2% of
patients always washed their hands with soap or hand
sanitizer during the COVID-19 pandemic which was
remarkably similar to findings of other studies (Al-
Hanawi et al., 2020), except one study in Thailand
which found 54.8% of people did not regularly use
soap in hand wash (Srichan et al., 2020). Kundu et al.
(2021) reported that to avoid COVID-19, 96.6% of
participants wore masks outside the home, and 98.7%
washed their hands with soap when they returned
home. Like other coronaviruses, SARS-CoV-2 has a
lipid envelope, thus proper hand-washing with soap
can break apart that lipid envelope and therefore
makes it difficult for the virus to survive (Cohen,
2020). So far, hand wash has been identified as one of
the most effective preventative measures. The present
authors observed that 95.5% of participants used
masks when going outside the home. A similar
number of patients were recorded doing so, Cowling
et al. (2020) noting that 97.5% of the general adult
population wore masks when going out. Likewise,
Banik et al. (2021) found that about 90% of
participants respond positively to wearing masks
when going outside the home. Rahman and Sathi
(2020) found knowledge about COVID-19 has a direct
association with wearing a mask when going outside
and staying home. Human perceptions were closely
associated with the community initiative, where the
government and the health system of Bangladesh

should focus more to strengthen community actions.

This study has several limitations. First, the sample
was relatively small. Additionally, such methods
require direct interaction between patients and
researchers and are thus impractical for patients who

are isolated at home or in hospital.
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Moreover, this study used telephone calls with a
convenience sample. As a result, there is a possibility
of bias as we were not able to cover all classes of the
population in the study. Besides, therapeutic practices
and organic treatments might differ from one
participant to another, which may potentially skew

the results.

Conclusion

COVID-19 pandemic constitutes an unprecedented
challenge to global public health. On the whole,
persons who practiced home-based therapeutics and
organic treatments had the shortest time to recover
from COVID-19. In this setting, inhalation of hot
water vapor, use of gloves, and hand sanitizer were
found to be associated with the number of days
required for recovery from COVID-19. Importantly,
home-based remedies are inexpensive and can be
easily implemented on a community-wide scale
without any side effects. Nevertheless, all home-based
therapy was not effective. In addition, preclinical and
clinical trial evaluations of these therapeutics and
organic agents for COVID-19 have not specifically
been conducted, so further study should be carried
out to evaluate the effectiveness and safety of the
therapeutics and organic treatments on larger sample

sizes.
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