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ABSTRACT
Title: Effectiveness of nochi leaves inhalation on upper respiratory tract infection
symptoms alleviation among children 6-12 years of age admitted in paediatric medical ward
at GRH, Madurai. Objectives: To assess the level of upper respiratory tract infection
symptoms alleviation. To evaluate the effectiveness of nochi leaves inhalation on upper
respiratory tract infection symptoms alleviation. To associate upper respiratory tract
infection symptoms alleviation among children with socio demographic and clinical
variables. Hypotheses: There is a significant difference between pretest and post test level
of upper respiratory tract infection symptoms alleviation. There is a significant difference
between post test level of upper respiratory tract infection symptoms alleviation. There is a
significant association between level of upper respiratory tract infection symptoms
alleviation among children with their socio demographic and clinical variables.
Methodology: True experimental pretest – post test design used, 60 samples selected by
simple random sampling technique. Pretest and post test was done by Modified Jackson
cold severity score. Findings: 2 revealed that, there was significant difference in level of
upper respiratory tract infection symptoms alleviation (2=25.04). Conclusion: This study
statistically proved that nochi leaves inhalation is effective on upper respiratory tract
infection symptoms alleviation among children.
Key words: Nochi leaves inhalation, Upper respiratory tract infection, Symptom
alleviation.
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INTRODUCTION

CHAPTER – I
INTRODUCTION
“Children are the wealth of the nation,
Take care of them, if you wish to have a strong India.”
-

Nehru

Children are the world’s most valuable resources; children represent the
wealth of the country and the foundation of the nation. They are very important
personality in the home. Hence the focus of every citizen should be to promote
children’s health and safeguard them. Healthy children are the greatest resource and
the pride of any nation. Children recognized as “supremely important asset” to their
family and society. They are the gift, which has much potential and which can be the
best resource for the nation if developed and utilized well. Healthy children brought
up in healthy surroundings are not only source of joy to everyone, but also the
nation’s greatest resource tomorrow.
In recent years, there has been an increased focus on issues that affect children
and improving their health. Now a days, children are recognized not only for who
they are today, but their future roles in creating families, powering the workforce, and
making Indian democracy work. Healthy children only will become healthy adults.
The Government of India do surveillance and monitoring approaches provide the
information necessary to ensure that common priorities and shared resources are
aligned with children’s needs and deployed to optimize their health. Recent
improvements in children’s health need to be sustained and further efforts are needed
to optimize it. To accomplish this, the nation must have an improved understanding of
the factors that affect health and effective strategies for measuring and using
1

information of children’s health. The experiences in early and middle childhood are
extremely important for child’s healthy development and lifelong learning. During
this developmental stage child develops further cognitive, social, emotional, language
and physical development, which in turn influences school readiness and later success
in life.
Early childhood represents the period when young children reach
developmental milestones that include, emotional regulation and attachment, language
developmental

milestones,

emotional

regulation

and

attachment,

cognitive

development, and motor skills. All of these milestones can be significantly delayed
when young children experience inadequate care, environmental stressors and factors
can affect the brain and may seriously compromise a child’s physical, socialemotional and cognitive growth and development.
When compare to other developmental periods, early and middle childhood
sets the stage for, school success, health literacy, self discipline, the ability to make
good decisions about risky situations, eating habits, conflict negotiation and healthy
relationships with family and friends. The keys to understand early and middle
childhood health are recognizing the important roles of these periods, play and
wellbeing and illnesses that can seriously limit children’s abilities to learn, grow, play
and become healthy adults.
Children are in a dynamic process of growth and development, and are
particularly vulnerable to acute and chronic effects of pollutants in their environment,
which leads to diseases like respiratory tract infections, diarrhea, etc., diseases can be
devastating for anyone, but it seems particularly unfair when they attack children.
Children are more susceptible to diseases for so many reasons. The major reason for
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children’s increased susceptibility to diseases is that they had limited exposure to
diseases and therefore they haven’t yet built the immunologic defenses required to
fend off certain diseases. Illness leads not only to physical impairment and functional
limitation but also psychological stress resulting in tension and anxiety. Illness of the
child also engulfs the whole family in a vicious cycle of apprehension, anxiety,
helplessness and disturbed lifestyle.
Respiratory system is a frequent site of infection in children. Respiratory
infections and allergies together are responsible for many disruptions in family life
and missed from school work. Children respond differently to respiratory illness
compared to adults, the respiratory changes during childhood as new lung tissue
continues to form and existing structure change in shape and function. However, most
respiratory conditions are more often leads to airway obstruction or respiratory
failure. In respiratory tract, upper respiratory tract infection is one of the leading
common disease occur during childhood.
Although respiratory tract infections are common in infants and young
children, it is difficult to identify them as separate clinical entities. The reason is the
issues of the respiratory tract are continuous from the nose, pharynx, epiglottis and
larynx to the trachea, bronchi, bronchioles, lungs, the paranasal sinuses and the
middle ear. Often an infection beginning in the upper respiratory tract will proceed
downward to the lower tract. These infections may be mild to severe.
Upper respiratory tract infection (URTI or URI) are the illnesses caused by an
acute infection which involves the upper respiratory tract: nose, sinuses, pharynx and
larynx. This commonly includes: tonsillitis, pharyngitis, laryngitis, sinusitis, otitis
media and the common cold. Upper respiratory tract infections are usually caused by
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different viruses, other than viruses certain bacteria also causes upper respiratory tract
infection, this includes Group A streptococci, Corny bacterium diphtheria,
N. Meningitis, Myco bacterium Pneumonia, N. gonorrhea, H. influenza, Pnemococcus
and Staphylococcus Aureus. Many risk factors have been identified which include not
only the climatic conditions but also the poverty, poor nutrition, poor housing
conditions, indoor air pollutions such as parental smoking, absence of ventilation,
over crowd, industrialization, social cultural values, over use and misuse of
antibiotics, lack of basic health services and lack of awareness.
Upper respiratory tract infections are the most frequent infectious disease in
children, the average child contracting between six to twelve infections in a year.
Upper respiratory tract infection in the children is common problem that general
practitioners see in their practice. The burden of respiratory tract infections in
paediatrics is extremely high, in both industrialized and developing countries. In India
nearly 80% of school children consult a doctor at least once a year, for upper
respiratory tract infection symptoms such as cough, laryngitis, pharyngitis, tosillitis
and high temperature.
The development and spread of anti bacterial resistance in bacteria that
commonly cause community acquired respiratory tract infections. It is a major global
health care problem. Unnecessary antibiotic therapy (overuse) and poor therapeutic
choice, dosage and duration (misuse) both contribute to bacterial resistance, avoidable
toxicity and increased costs. Hence, improving antibacterial use in childhood
respiratory tract infections is an important challenge for the physicians in charge.
Today herbs are catching a lot of attention due to their very nature of cure;
simple, no side effects, no chemicals, inexpensive, plus the ability of being able to
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cure ourself. This trend is not new. In fact, they have their origin in ancient times.
Traditionally, in India, plants with medicinal values were grown in home gardens.
These plants were used effectively as self help remedies for managing minor illnesses.
Natural remedies can be used to efficiently treat to ailments through correct and
regular usage. Whether it is to boost child’s immune system, preventing or avoiding
hair loss, treating persistent acne or dandruff, treating pain or cuts or burns. One of the
more popular examples of a home remedy is the use of tulsi leaves to treat respiratory
infections such as cold or mild flu, and according to recent studies, this may actually
be effective.
The word medicinal plant includes various types of plants used in herbal
medicine (herbology or herbalism). It means the use of plants for medicinal purposes,
and the study of such uses. The term herb has been derived from the latin word herba
and an old French word “herbe”. Now a days, herbs refers to any part of the plant like
fruit, seed, stem, bark, flower, leaf or a root, as well as a non-woody plant.
Recently, WHO (world health organization) estimated that 80 percent of
people world wide rely on herbal medicines for some aspect of their primary health
care needs. According to WHO, around 21000 plant spices have the potential for
being used as medicinal plant. As per data available over three fourth of the world
population relies mainly on plants and plant extracts for their health care needs. More
than 30% of the plant spices were used for medicinal purposes. It has been estimated,
that in developed countries such as United States, plant drugs constitute as much as
25% of the total drugs, while in fast developing countries such as India and China, the
contribution is as much as 80%. Thus the economic importance of medicinal plants is
much more to countries such as India than to rest of the world. These countries
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provide two third of the plants used in modern system of medicine and the health care
system of rural population defend on indigenous system of medicine.
Many traditionally used plants hold importance in modern days medical
regimen as they have been proved scientifically to posses various activity which are
desirable, one of such plant is nochi (vitex negundo) which is distributed through out
India. Nochi is a large aromatic shrub (commonly known as Nirgundi, five leaved
chast tree) belonging to the family laminaceae. Almost all the parts of this plant
posses great medicinal values and it is employed as a remedy in various traditional
systems of medicine like ayurveda, Chinese, siddha and unani to treat various
diseases. In India traditional medicine system Nochi (Vitex Negundo) is referred as
‘sarvaroganivarani’- the remedy for all diseases. As popular local quote of the
Bhangalis in the Western Himalayan region of India which translates - A man cannot
die of disease in an area where Vitex negundo Linn, Adhatoda vasica and Acorus
calamus are found if he knows how to use them. Nirgundi in Sanskrit means which
protects the body from diseases.
Nochi is a woody, erect and large aromatic deciduous shrub which grows to
small tree of height 2-5 m with quadrangular branches. The leaves are penta foliate
and the leaflets are arranged palmetely, hairy beneath and both the ends are pointed.
The flowers are neumerous which are bluish purple in colour and in branched in to
mentose cymes and the fruits are round, succulent and black on ripening with four
seeds. It grows in humid places or along water courses in wastelands and mixed open
forests and globally distributed in Afghanistan, Pakistan, India, Srilanka, Thailand,
Malasyia, China and West Indies, America. Almost all parts of the nochi plant are
used in preparing herbal medicines. The plant is known to possess anti- inflammatory,
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anti-rheumatic, hepatoprotective, anti oxidant, and snake venome neutralization,
mosquito repellent and anti- allergic activities.

1.1 Need for study
Acute respiratory tract infections remain one of the most common, major and
public health threats in our country. Respiratory tract infections are the main cause of
children’s mortality and morbidity both in the developing and developed countries.
Almost 150 million new episodes of respiratory infections occur among children
which is the leading cause of childhood mortality.
There were approximately 11.9 million episode of severe acute respiratory
infections resulted in hospital admissions in young children world wide, and ARIs
related to pneumonia was one of the leading cause of death due to infectious disease
in china (> 30,000 deaths annually) as well as globally (935,000 in 2017). The
proportion of deaths directly attributable to acute Respiratory tract infections varies
between 23% in countries with high child morality and 15% in countries with low
child mortality.
Igor Rudan. Lana Tomoskovi, et.al., (2016), conducted a meta analysis
study on global estimation of the incidence of clinical pneumonia among children.
Among more than 2000 studies from 1961 the case fatality were available in 12
studies. The study concluded that the annual incidence of 150.7 million new cases
11-12 million were severe and need hospitalization. 95% of all episodes of clinical
pneumonia in children worldwide occur in developing countries.
Paediatric acute infections of the airways continue to play an important role
world- wide. The burden of these diseases is reflected by; 1) high incidence,
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2) substantial morbidity and potential sequale, 3) tendency of over diagnosis,
especially in streptococcal pharyngitis and acute otitis media, 4) associated overuse
and misuse of antibiotics and 5) relevant contributor to health care costs and indirect
societal costs. Respiratory tract infections are responsible for death of 4.5 million
children in the world each year, mainly from the developing countries.
In India, upper respiratory tract infection is one of the major reasons for which
children are brought to the hospitals and health facilities. About 13 percent of
inpatient death in paediatric wards is due to upper respiratory tract infection. The
proportion of death due to upper respiratory tract infection in the community is much
higher as many children die at home. Most children have three to five attacks of upper
respiratory tract infection in a year.
Anand Krishnan, Ritiva Amarchand, et.al., (2015), conducted a dynamic
cohort study on epidemiology of acute respiratory infection among 0-10 years of
children in four villages in a state of Haryana. The study concluded that acute
respiratory tract infection incidence in 0-10 years of age was 5.9 per child per year
with minimal gender difference. Boys had 2.4 times higher acute respiratory infection
related hospitalization rate as compared to girls.
Sneha P.Walke,Ranjan Das, et.al., (2014), conducted a prospective study on
the incidence pattern and severity of Acute respiratory tract infection among 106
children in a peri urban area , Delhi. The study concluded that the overall prevalence
of all types of acute respiratory tract infections was 34.5%, the annual incidence of all
types of acute respiratory tract infection was 4.1 episode per child.
In Tamil Nadu the incidence of the common cold varies by age. Rates are
highest in children younger than 12 years. Children who attend school are a large
8

reservoir for URIs, and they transfer infection to those who care for them. Children
have about three to eight viral respiratory illnesses per year. 23% children affected in
Kanchipuram District especially in rural areas. The incidence 0-12 years was 75% in
south Tamil Nadu. In Government Rajaji Hospital, Madurai 35% of cases admitted
for respiratory infections.
Acute infections of the upper respiratory tract may be diagnosed in children of
all ages. Recurrent upper respiratory tract infections lead to average and long term
after effects in bronchus and alveolus. This affects the growth and development of the
children. So the researcher interested to alleviate the upper respiratory tract infection
symptoms. When the complementary therapies used along with routine medical care
has reduced severity of infection and the hospital stay. Many traditionally used plants
holds importance in modern days medical regimen as they have been proved
scientifically to posses various activity which are desirable, one of such plant is nochi
(Vitex negundo linn) which distributed throughout India, which has anti
inflammatory, anti pyretic and anti allergic activities.
P.L.Ladda and CS.Magdum, (2012), published a review article on
Ethnobotany, Phytochemistry and Pharmacological potential of nochi leaves in
international journal of advances in pharmacy, biology and chemistry. The article
described that the nochi leaves has anti inflammatory, anti allergic and antibiotic
actions.
Mohammad Abu Bin Nyeem, et.al., (2017), published an article on Nishinda
(vitex negundo Linn) – A valuable medicinal plant used in herbal medicine in
international journal of Advanced Educational Research. The author described that
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the Vitex Negundo posses potent pharmacological properties like anti inflammatory,
anti pyretic and anti allergic activities.
Nochi leaves was tested for it’s antimicrobial potential. It’s anti microbial
potential against bacterial strains like staphylococcus aureus, bacillus subtilis,
Escherichia coli and yeast candida albicans. It is extremely beneficial plant. When it
is used as an adjuvant to antibiotics it gives good results and reduces hospital stay of
the children.

1.2 Statement of the problem
A study to evaluate the effectiveness of nochi leaves inhalation on upper
respiratory tract infection symptoms alleviation among children 6-12 years of age
admitted in paediatric medical ward at Govt. Rajaji Hospital, Madurai.

1.3 Objectives
1.

To assess the level of upper respiratory tract infection symptoms
alleviation among children 6-12 years of age admitted in paediatric
medical ward at Govt. Rajaji Hospital, Madurai.

2.

To evaluate the effectiveness of nochi leaves inhalation on upper
respiratory tract infection symptoms alleviation among children 6-12
years of age admitted in paediatric medical ward at Govt. Rajaji Hospital,
Madurai.

3.

To associate the level of upper respiratory tract infection symptoms
alleviation among children 6-12 years of age admitted in paediatric
medical ward at Govt. Rajaji Hospital, Madurai with their selected socio
demographic variables and clinical variables.
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1.4 Hypotheses


H1 There is a statistically significant difference between the pretest and post
test level of upper respiratory tract infection symptoms alleviation among
children 6-12 years of age admitted in paediatric medical ward at Govt. Rajaji
Hospital, Madurai.



H2 There is a statistically significant difference between the post test level of
upper respiratory tract infection symptoms alleviation among children 6-12
years of age in intervention group and control group admitted in paediatric
medical ward at Govt. Rajaji Hospital, Madurai.



H3 There is a statistically significant association between level of upper
respiratory tract infection symptoms alleviation among children 6-12 years of
age admitted in paediatric medical ward at Govt. Rajaji Hospital, Madurai,
with their selected socio demographic variables and clinical variables.

1.5 Operational definitions
Effectiveness
In this study effectiveness refers to the symptoms alleviation after nochi leaves
inhalation in upper respiratory tract infection among 6-12 years of children, measured
by Modified Jackson cold severity score.

Nochi leaves inhalation
Nochi leaves inhalation refers to 2 grams of nochi leaves powder was taken in
300 ml of water within a steam inhaler which will make steam and allowed the child’s
face on the mask as breath normally through nose and mouth, inhaling steam in to
nasal and throat passage for 5 minutes, two times a day (8 am and 5 pm) for 5
consecutive days.
11

Upper respiratory tract infection
In this study upper respiratory tract infection refers to infection which has the
symptoms such as sneezing, running nose, nasal congestion, cough, feverishness,
malaise, chillness, head ache, myalgia, sore throat, scratchy throat, hoarseness.

Symptoms alleviation
Symptoms alleviation refers to changes in the level of upper respiratory
infection symptoms like sneezing, running nose, nasal congestion, cough,
feverishness, malaise, chillness, head ache, myalgias, sore throat, scratchy throat,
hoarseness.

Children
In this study children refers to wards, age group of six to twelve years with
upper respiratory tract infection symptoms and who were admitted in paediatric
medical ward at Government Rajaji Hospital, Madurai.

1.6 Assumptions
 Children have varying level of upper respiratory tract infection symptoms.


Nochi leaves inhalation has varying level of effectiveness on upper
respiratory tract infection symptoms alleviation.

1.7 Delimitations
The study was limited to,


Four to six weeks period of time.



Sample of 60 children with upper respiratory tract infection.



Children with upper respiratory tract infection who were admitted in
paediatric medical ward GRH, Madurai.

1.8 Projected outcome
Nochi leaves inhalation will yield the expected outcome of the investigator
that the upper respiratory tract infection symptoms could be possibly alleviated by
nochi leaves inhalation.
12

REVIEW OF
LITERATURE

CHAPTER – II
REVIEW OF LITERATURE
“Books give a soul to the universe, wings to the mind, flight to the imagination and
life to everything”
- Plato
Review of literature is a systematic identification, location, scrutiny and
summary of written materials that contain information on research problems. The
review of literature in a research report is a summary of current knowledge about a
particular problem of practice and includes what is known and not known about the
problem. The literature reviewed to summarize knowledge for use in practice or to
provide a basis for conducting a study.
- Hulmeand Grove’s (1994)
This chapter contains in detail about the review of literature and conceptual
framework used for the study. A literature review is a body of text that aims to review
the critical points of current knowledge including substantive findings as well as
theoretical and methodological contributions to a particular topic. It is a key step in
research process.
Literature review serves a number of important functions in research process.
It helps the researcher to generate ideas or to focus on a research approach,
methodology, meaning tools and even type of statistical analysis that might be
productive in pursuing the research problem. Review of literature in the study is
organized under the following headings,
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I.

Review of literature related to upper respiratory tract infection in
children

II.

Review of literature related to effectiveness of inhalation on upper
respiratory tract infection in children

III.

Review of literature related to nochi leaves inhalation on upper
respiratory tract infection

2.1 Review of literature related to upper respiratory tract infection in
children
Savitha A. K. Gopalakrishnan S, et.al., (2018), conducted a cross sectional
study on prevalence of acute respiratory tract infection among 380 children in rural
area Kancheepuram district, Tamil Nadu. The prevalence of acute respiratory
infection among children was 41.6%. Regarding the symptoms of acute respiratory
infection 36.65% of them had either cold or runny nose, 27.9% had cough, 23.4% had
stridor, 2.6% had rapid breathing, 1.3% had wheeze, 0.5% had throat pain, 17.1% had
fever.
Catherine Schuster Bruce, (2017), conducted a prospective observational
study to manage the acute respiratory tract infection at Kenmore among 120 children
who had the previous history of respiratory tract infection. The study concluded that
the majority (76%) of RTIs in fully immunized children are usually self- limiting and
it is important to recognize the symptoms, care should be taken to exclude red flag
features, prompt referral to secondary care, safety net advice and reassessment for the
child.
Ana S Alexandrino, Rita Santos, (April 2016), conducted a cross – sectional
study on risk factors for respiratory infections among 152 children aged up to 3 years
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in six day care centre in Porto. The study concluded that upper respiratory tract
infection (URTI) 65%, lower respiratory tract infection (LRTI) 20% and acute otitis
media (AOM) 5% were common in children attending day care centre, URTI were
related with day care centre’s risk factors, LRTI were associated with mother – related
and house hold- related risk factors and AOM was connected with child – related risk
factors.
Vinod.K.Ramani, (2016), conducted a longitudinal cohort study to determine
Acute respiratory tract infection among 400 children from Gulberga city. The study
concluded that the ARI was detected among 109 children, incidence rate was 27.25%.
Among these URTI was found in 19.25% of children and LRTI in 8% and more
episodes occurred during winter months of the year, During the follow up phase 112
children for a period of one year, an attack rate of 3.27 episodes/ child/ year was
observed.
Janet C Long, Helena M. Williams, (2013), conducted a retrospective
medical record review using a multistage sampling strategy on assessing the
appropriateness of the management of Upper respiratory tract infection among 1653,
0-15 years of children. The study concluded that overall adherence ranged from 0.55
to 88.3% and the pressure from parents drives inappropriate antibiotic use for children
with upper respiratory tract infection, advice to parents was infrequently reported
(0.5% and 11%).
Kapil Goel, Sartaj Ahmad, et.al., (2012), conducted a cross sectional study
on prevalence of acute respiratory infection in children of Meerut District, India
among 225 children who were selected out of 450 children through purposive
sampling technique. The study concluded that there was significant association of
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prevalence of Acute Respiratory Tract Infection with children who were male, living
in over crowded houses (29.05%), houses with inadequate ventilation (74.35),
children who had no malnutrition (16.0%).
James A.Taylor, (2011), conducted a prospective observational study for the
development of a symptom score for clinical studies to identify children with viral
URTI among 150 children with 2-12 years old at Puget sound area. The study
concluded that the most significant difference between the two groups was in the rate
of significant runny nose on day 4 (50.9%) in those with viral URTI and 9.5% in
those with no UTRI, p<0.001.
Kwong K.L, et.al., (2009), conducted a retrospective study on influenzarelated hospitalizations in children at a regional hospital in Hong Kong. The study
concluded that influenza, an infection accounted for 93.5% of these hospitalizations.
Children less than 5 years of age comprised 70% of admission. Highest rate of
admission occurred in may and April. One fourth of emergency admission during the
study period and over 70% in the peak reason was a result of influenza- related
illness. Underlying medical disease was observed in 14.6% of children. Mean
duration of hospitalization was 3 days.
Bipin Prajapat, Nitiben Talsania, (2008), conducted a cross sectional study
on prevalence of ARI in children living in urban and rural areas of Ahmedabad
district. The study was covered 500 children living in urban and rural (five PHC of
Sanand Taluka) area from September 2008 to March 2009. The study conclude that
prevalence of ARI was found to be 22%, it was higher in low social class (III, IV and
V) (26.56%), Illiterate mothers (24.4%) and primary (23.9%) mothers, overcrowded
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houses (28.5%). Prevalence of ARI was lower in urban area (17.2%) as compare to
rural area (26.8%), combine is 22%.
Chawes B.L.K, Miller E.K. and Bisgaard H., (2002), conducted a
prospective study on objective assessment of allergic and non allergic rhinitis in
young children at Denmark. The study concluded that allergic rhinitis was
significantly and directly associated with irreversible nasal airway obstruction
(reduced decongested nasal airway patency) (p=0.004), where as non allergic rhinitis
was not. Both allergic rhinitis (p=0.000) and non allergic rhinitis (p=0.014) were
directly and significantly associated with nasal eosinophilia, but this association was
stronger for allergic rhinitis.

2.2 Review of literature related to effectiveness of inhalation on upper
respiratory tract infection in children
Meghana Kamble, Smita Londhe, et.al., (2017), conducted a comparative
study to assess the effected of steam inhalation v/s Tulsi leaves inhalation on the sign
and symptoms of cold and cough among 60 children in selected areas of Pune city.
There was a significant difference observed between the two groups as calculated
t value (6.1) was more than t table value (2.01). The post mean (5.4, 7.86) and SD
(1.68, 4.26) of the 2 groups clearly indicates that administration of Tulsi leaves were
more effective in reducing the sign & symptoms of cold.
Lakshmamma V.T., (2009), conducted a experimental study on home based
steam inhalation for treating upper respiratory infection on children among 100
children at Ludhiyana. The researcher concluded that the steam inhalation is effective
in the treatment of AURI. The steam inhalation showed the significant improvement
in symptoms clearance starting from second day of therapy and obtained full recovery
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at the end of 7th day and the study concluded that the ‘t’ value was 0.78 on the 1st day
and the ‘t’ value was 9.72 on the 7th day after intervention with steam inhalation.
Moore M and Little P, (2007), conducted a meta- analysis study on
Humidified air inhalation for treating croup in UK. The randomized controlled trials
was used in the study. The sample size used was 135 patients with moderate croup.
The study concluded that marginally favoured the treatment group with a weighted
standardized mean difference of -0.14 (95% confidence interval -0.75 to 0.47).
Meenu S., (2006), conducted a study to assess the effects of inhaling heated
water vapour (steam), in the treatment of common cold by comparing symptoms, viral
shedding and nasal resistance among 120 children at U.K. Randomized controlled
trials (RCTs) method was used. The study concluded that among the trials, three
found benefits of steam for symptom relief with the common cold (odds ratio) or 95%
confidence interval (CI) 0.31, 0.16 to 0.60; relative (RR) 0.56, 95% CI 10.4 to 0.79).
Hendley J.O, et.al., (1994), conducted a study on effect of inhalation of hot
humidified air on experimental rhinovirus infection among 20 volunteers from the
Charlottesville. The design used was randomized controlled trial. The study
concluded that mean viral titers prior to the first treatment were 10 (1.7) tissue culture
infections doses per milliliter in the active group and 10 (1.5) in the placebo group.
Mean titers for the next 4 days were 10 (1.7) and 10 (1.7), 10 (1.2) and 10 (0.9)/ml in
the active group and 10 (1.8), 10 (1.9), 10 (1.6) and 10 (0.7)/ml in the placebo group
(no significant difference).
Forstall G.J., et.al., (1994), conducted a double blind placebo controlled
randomized in vivo study on effect of inhaling heated vapor on symptoms of the
common cold among 68 children in virology laboratory and the outpatient department
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of the Cleveland (Ohio) Clinic Foundation. The study concluded that there were no
significant difference in daily symptom scores between the group (p= 0.59 to 0.83).
The only statistically significant differences between the groups were lower nasal
resistances at baseline in the steam group p= 0.04 and percent improvement in nasal
resistance favoring the placebo group on day 7 (p=0.01).

2.3 Review of literature related to Nochi leaves inhalation on upper
respiratory tract infection
Mohammad Abu Bin Nyeem., (2017), published an article in International
Journal of Advanced Educational Research about a vitex negundo which is called
nochi in tamil, a valuable medicinal plant used in herbal medicine. It has been
reported to posses potent pharmacological properties like anti-inflammatory,
antipyretic, hepato protective, antioxidant, anticonvulsant, anti-estrogenic, and antiallergic activities. The article described that the nochi leaves inhalation reduces the
symptoms of sinusitis.
Dr.Divya Amirjude., (2015), published an article in journal of siddha
medicine and natural treatment regarding nochi. In this study the author described that
the nochi leaves inhalation can be used for head ache and sinusitis and nochi leaves
inhalation is effective remedy for fever.
The Hindu., (15, April 2013), published an article regarding nochi in the
heading of the star in the backyard. It describes that the nochi leaves steam inhalation
is considered as effective against headache and sinusitis.
National Health Portal of India (NHP)., (2013), published an article
regarding steam inhalation with nochi leaves. The article stated that the nochi leaves
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inhalation is effective in the treatment of sinusitis. It is effective in opening nasal
passages there by aiding in easy drainage of mucus from the sinuses.
K.S.Nagarsekar, M.S.Nagrseker., (2004), conducted the experimental study
to evaluate the effectiveness of nochi leaves inhalation on sinusitis total of fifty-one
subjects were in the study group where as forty one subjects were in the experimental
group was chosen by purposive sampling. 4 gms of nochi leaves used for steam
inhalation 2 times per day for 5 days. The experimental group showed a significant
improvement in the sinusitis (p < 0.05) domains of quality of life.
PL. Ladda and CS. Magdum., (2002), conducted a meta analysis study on
nochi. The study concluded that medicinal properties have been ascribed to nochi and
the plant has also been extensively used in treatment of a plethora of ailments as
traditional medicine, folk medicine and pharmacological evidence. It has been
reported to posses potent pharmacological properties like Anti-inflammatory, Antirheumatic, Antibiotic, Hepatoprotective, Antioxidant, Anticonvulsant, Oxidative
stress, Anti-androgen, Snake venom neutralization and Anti-allergic activities.
The Hindu, (January 23, 2000), published an article in the heading of Herbal
exploration. The article describes about seven herbs which are traditionally used in
respiratory infections. The article mentioned that the nochi leaves inhalation can be
used in treating colds, cough and fever. It will relieve breathlessness associated
asthma.
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2.4 Conceptual frame work
A conceptual frame work can be a set of concepts and assumptions that
integrate them into a meaningful configuration (Fwcett, 2012); the concept is a
thought, idea or mental image framed in mind in response to learning something new.
A frame work is a basic structure supporting anything. A conceptual framework deals
with abstraction (concept), which is assembled by nature of their relevance to a
common theme (Chris tension J Paula and Kenny Janet W, 2013).
To describe the relationship of concepts in the study, Open system model by
J.W.Kenny’s (1991) is used. Open system model serves as a model for reviewing
human being as a open system and interacting with the environment. Theoretical
framework provides a certain frame work of reference for clinical practice, research
and education.
“Open systems model is a set of related definitions, assumptions and
prepositions which deals with reality as an integrated hierarchy.” systems model
focuses in each system as a whole, but pays particular attention to the interaction of
its part or subsystems. A system is a group of elements that interact with one another
in order to achieve a goal.
According to J.W.Kenny, all living systems are in continuous exchange of
matter, energy and information with the environment from which the system received
input and gives back output in the form of matter, energy and information.

Input
The input can be matter, energy and information from the environment
through its boundaries.
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In this study the input is researcher initially assess the upper respiratory tract
infection symptoms alleviation among the children with upper respiratory tract
infections by Modified Jackson cold severity score, along with socio demographic
variables. After selecting the samples by probability sampling method (simple random
- lottery method). Intervention was given for 5 consecutive days to intervention group
along with routine care and routine care only was given to control group.

Throughput
The matter, energy and information are continuously processed through the
system which is also called complex transformation known as throughput.
Throughput is the use of biological, psychological and socio-cultural sub systems to
transform the inputs.
In this present study it considers throughput as mechanism of nochi leaves
inhalation (biological subsystem) along with socio demographic and clinical variables
(socio cultural subsystem) to transform the input. Nochi leaves has anti allergic
activities. It helps to inhibit the increased vascular permeability and prevent fluid
escape from capillaries in to tissues and inhibition of allergic bronchial constriction by
blocking the binding of histamine to its receptor or reducing histamine receptors
activity on nerves, vascular smooth muscle, glandular cells, endothelium and mast
cells.

Output
Output is the matter or energy or information leave the system to the
environment in the form of physical and psychosocial behavior.
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In this present study output is the expected outcome that means reduction in
the post test level of upper respiratory tract infection among children with upper
respiratory tract infections and it is assessed by using Modified Jackson cold severity
score.

Feedback
Feedback is the information or environmental responses of the system, that
needs to adjust or correct or accommodate with the environment.
In this study feedback refers to no changes in the level of upper respiratory
tract infection symptoms alleviation among children with upper respiratory tract was
assessed by using Modified Jackson cold severity score.
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CONCEPTUAL FRAMEWORK
Socio
demographic
variables:
Age, gender,
residential area,
educational status of
father, educational
status of mother,
income per month,
type of family, type
of house, type of fuel
used for cooking, pet
animals in the home.
Clinical variables
Term at birth, birth
weight of baby,
degree of
malnutrition, anemia
level, immunization
status, comorbid
conditions.

INPUT

THROUGHPUT

PRE TEST
Assess the subjects by Modified
Jackson cold severity score

OUTPUT

Nochi leaves has anti
allergic activities. It helps to
inhibit the increased vascular
permeability and prevent fluid

POST TEST
Assess the post test level of upper
respiratory tract infection
symptom alleviation by Modified
Jackson cold severity score.

escape from capillaries in to
Intervention
group
Routine care
with nochi
leaves
inhalation
two times a
day for five
consecutive
days.

Control
group

tissues and inhibition of allergic
bronchial
blocking

Routine care
for five
consecutive
days

constriction
the

binding

by
of

histamine to its receptor or
reducing histamine receptors
activity on nerves, vascular
smooth muscle, glandular cells,
endothelium and mast cells.

Intervention
group
Changes in the
post test level
of upper
respiratory tract
infection
symptom
alleviation
among children
with upper
respiratory tract
infection.

FEED BACK

Fig.1: MODIFIED J.W.KENNY’S OPEN SYSTEM MODEL (1991)
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Control group
No change in
the post test
level of upper
respiratory tract
infection
symptom
alleviation
among children
with upper
respiratory tract
infection.

METHODOLOGY

CHAPTER – III
METHODOLOGY

The methodology of research indicates the general pattern of organizing the
procedure for assembling valid and reliable data for investigation. It is a pathway by
which the researcher intended to solve the research problems systematically. This
chapter provides a brief explanation of the method adopted by the investigator in this
study. It includes the research approach, research design, variables, setting of the
study, population, sample and sample size, sampling technique, description of the
tool, pilot study, data collection procedure and plan for data analysis.
The present study aimed to evaluate the effectiveness of Nochi leaves
inhalation on upper respiratory tract infection symptoms alleviation among Children
6-12 years of age admitted in Paediatric medical ward at Govt. Rajaji Hospital,
Madurai.

3.1 Research Approach
The research approach is the most essential part of any research. The entire
study is based on it. The effectiveness of nochi leaves inhalation on upper respiratory
tract infection symptoms alleviation to be evaluated. Therefore a quantitative
evaluative research approach was used to evaluate the effectiveness of nochi leaves
inhalation on upper respiratory tract infection symptom alleviation.

3.2 Research Design
The research design is the master plan specifying the methods and procedures
for collecting and analyzing the needed information in a research study. It is the
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overall plan or blueprint the researcher select to carry out the study. It is a plan of
researcher how, when and where data are to be collected and analyzed.
True – experimental (Pre test-Post test control group) research design
was used in this study.
Intervention group O1--------------X--------------O2
R
Control group

O1--------------------------------O2

R : Randomization
O1 : Pretest level of upper respiratory tract infection symptoms,
X : Intervention - 2 gms of nochi leaves powder was added in 300 ml of water in a
steam inhaler and inhalation was given two times a day (8am and 5 pm) for 5
consecutive days.
O2 : Post test level of upper respiratory tract infection symptoms,

3.3 Research Variables
Independent and dependent variables were identified in this study.


Independent variable: Nochi leaves inhalation.



Dependent variable: Upper respiratory tract infection symptoms alleviation.



Socio demographic variables: Age, gender, residential area, educational
status of the father, educational status of the mother, monthly income, type of
family, type of house, cooking fuel type, pet animals in the family.



Clinical variables: Term at birth, birth weight of baby, degree of malnutrition,
anemia level, immunization status, co-morbid conditions.
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3.4 Setting of the study
The study was selected based on the acquaintance of the investigator with the
institution, feasibility of conduction the study, availability of the sample, permission
and proximity of the setting to the investigation.
The study was conducted among children with upper respiratory tract
infections admitted in the paediatric medical ward at Institute of child health and
Research center, Govt. Rajaji Hospital, Madurai. At present there are about 3102 beds
available in Multispecialty Medical College attached hospital and it provides a
comprehensive care to all. Madurai Medical College is the second largest Medical
College attached hospital. It covers large areas of people’s health care of whole south
Tamilnadu. In paediatric there are separate departments of pediatric Medicine,
pediatric surgery, Hematology and NICU (Neonatal intensive care unit). Bed strength
in Department of paediatrics is - 269 (Paediatric Medicine is 130, Hematology - 15,
Paediatric surgery - 59, NICU - 65). In 130 beds in paediatric medicine bed
occupancy per month is 2400. Essential and emergency care services given to the
babies for 24X7 days.

3.5 Population of the study
Target population
6 – 12 years of children with upper respiratory tract infections.

Accessible population
6-12 years of children with upper respiratory tract infections admitted in
paediatric medical ward at Govt. Rajaji Hospital, Madurai.
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3.6 Sample
The sample of the study were 6-12 years of children with upper respiratory
tract infection in Paediatric medical ward at Govt. Rajaji Hospital, Madurai, who met
the inclusion criteria.

3.7 Sample size
The Sample size of the study was 60 children (6-12 years) with upper
respiratory tract infections admitted in paediatric medical ward, Madurai, who met the
inclusion criteria.
Intervention group

– 30

Control group

– 30

Total

– 60

3.8 Sampling technique
Subjects were selected through probability sampling (simple random-lottery
method) technique.

3.9 Criteria for sample selection
The following are the criteria for the selection of samples for the study.

Inclusion criteria


Children who were admitted in paediatric medical ward between the age of
6 - 12 years with upper respiratory tract infection.



Children of both sex.
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Exclusion criteria


Critically ill children



Previous history of allergic reaction



Children who got nebulization

Research tool and technique
The tool was developed and standardized from extensive review of literature,
internet research and discussion with expert.

3.10 Description of tool
With extensive review of literature and consultation with experts and taking
the opinion as guidance the tool is generated to gather the data.
Section-A: Socio demographic variables and clinical variables
Section-B: The Modified Jackson cold severity score

Section-A: Socio demographic variables and clinical variables
Socio demographic variables consisted of age, gender, residential area,
educational status of father, educational status of mother, monthly income, type of
family, cooking fuel type, pet animals in home.
Clinical variables consisted of term of baby at birth, birth weight of baby,
degree of malnutrition, anemia level, immunization status and co-morbid conditions.

Section-B: The Modified Jackson cold severity score
The Jackson cold severity score was developed by Jackson kinder on 1958.
The scoring system includes measures for 12 separate symptoms. Symptoms included
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sneezing, runny nose, nasal congestion, cough, fever, headache, malaise, chilliness,
scratchy throat, sore throat, hoarseness, and myalgias. To rate the severity of each of
these symptoms using the scale: 0 = none, 1= mild, 2= moderate and 3 = severe.

Symptoms

None ‘ 0 ’
No

Sneezing
sneezes
No
Runny Nose
runny nose

Nasal
congestion

Cough

No
congestion

No cough

No fever or
Feverishness looking
flushed

Malaise

No ill
appearance or
behavior

Mild

‘1’

Moderate

‘2’

Severe

‘3’

Few short
episodes of
sneezing

occasional sneezes

frequent sneezes

Had to wipe
nose (or blow)
nose rarely

Had to wipe
(or blow)
nose occasionally

Had to wipe
(or blow)
nose frequently

Breathing
through nose
slightly

Breathing through
nose
noisy, has
“nasally”
speech, breathes
through mouth
some

Breathes through
mouth
almost all the
time because of
nasal congestion,
speech very
“nasally”

Few short
episodes of
coughing

Occasional coughs
or
rare episodes of
prolonged
coughing

Frequent coughs
or atleast
occasional
episodes of
prolonged
coughing

Felt warm to
the
touch, no
flushing

Felt very warm to
the
touch or
temperature
>100.5°, slightly
flushed

Felt hot to the
touch or
temperature
> 102°,
very flushed

Slightly less
active than
normal

Activity reduced
somewhat, not
engaging in usual
activities

Mostly in bed or
lying
down
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Chilliness

Headache

Myalgia

Sore throat

Scratchy
throat

Hoarseness

No chilliness

Complaining
about being
cold, no extra
clothing or
blankets

Wearing extra
clothes or
using blanket to
keep
warm,

Very chilled,
shivering,
constantly under
a
blanket to keep
warm

No headache

Mild
Complaints
of headache, no
change in
activity

Frequent
complaints of
headache, not as
active
because of
headache

Mostly in bed
because
of headache

No muscle
aches

Infrequent
complaint of
muscle aches or
pains

Occasional
complaint of
muscle aches or
pains

Frequent
complaint of
muscle aches or
pains

No sore throat

Mild pain with
swallowing

Moderate pain with
swallowing

Very painful to
swallow

Occasional
complaint of
pain in mouth or
throat,
or moderate
discomfort

Frequent
complaint of
pain in mouth or
throat,
or severe
discomfort

Speech is very
hoarse or “husky”

Can’t speak
above a
whisper because
or
hoarseness

Infrequent
complaint of
No throat pain pain in mouth
or throat,
discomfort mild

No change in
voice

Speech is
slightly hoarse
or
“husky”

3.11 Scoring procedure
Upper respiratory tract infection symptoms
None

score ‘0’

Mild

score ‘1 -12’
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Moderate

score ‘13 - 24’

Severe

score ‘25 - 36’

3.12 Testing of the tool
Content validity
Content validity refers to the degree to which an instrument measures what it
is supposed to measure. The content validity of the tool with evaluation criteria was
submitted to five experts in the field of paediatric medicine department and Child
Health Nursing for the opinion of the items of the tool. After experts evaluation,
according to their suggestion modifications were done in the tool. Then the tool was
translated in to Tamil and retranslated to English to confirm language validity.

Reliability
The reliability of an instrument is the degree of consistency with which it
measures the attribute and it is supposed to be measuring over a period of time. The
reliability of the tool was done by test retest method r = 0.86. Hence the tool was
reliable and used in this study.

3.13 Pilot study
Formal permission was obtained from the Ethical committee Madurai
Medical College, Madurai and Child Health Department, Government Rajaji Hospital,
Madurai. Pilot study was conducted from 20.02.2019 to 26.02.2019 in paediatric
medical ward at Government Rajaji Hospital, Madurai-20. Informed oral and written
consent was obtained from the parents of children and the data was collected. 10
samples were taken and randomly assigned the samples into (5) intervention group
and (5) control group who met the inclusion criteria and a pretest was conducted for
both groups using the Modified Jackson cold severity score and the score was
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recorded. 2 gms of nochi leaves powder in 300 ml of water was taken in a steam
inhaler and inhalation was given two times a day (8 am and 5 pm) for five consecutive
days along with routine care to the intervention group and routine care only was given
for control group for five consecutive day. Post test was done for both intervention
and control group on the 6th day by using the Modified Jackson cold severity score.
Results of the pilot study were revealed for the feasibility of the study.

3.14 Ethical consideration
The researcher conducted the study after the approval from the Ethical
committee, Madurai Medical College, Madurai. All the respondents of the study were
carefully informed about the purpose of the study and their part during the study and
how the privacy would be protected genuinely. Confidentiality was ensured and
written permission was obtained from the parents of all participants of the study.

3.15 Data collecting procedure
The researcher conducted the study after obtaining permission from Ethical
committee of Madurai Medical College, Madurai and Head of the department of
child health and research center Government Rajaji Hospital, Madurai, from
18.03.2019 to 12.04.2019. Study session started with introduction of self, establishing
rapport, explanation regarding the purpose and the benefits of participating during the
whole study program. Informed written and oral consent was obtained from the
parents of the children and the socio demographic and clinical variables were
collected. 60 samples were selected through probability sampling (simple random –
lottery method) technique, 30 intervention group and 30 control group who met the
inclusion criteria and the pretest was done for both groups by using the Modified
Jackson cold severity score and the score was recorded.
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In this study the nochi leaves inhalation was given to the intervention group
two times per day (8 am and 5 pm) 5 minutes for 5 consecutive days to the
intervention group and routine care only was given to control group for 5 consecutive
days and the post test was done on the 6th day using the Modified Jackson cold
severity score. The results was duly recorded in the coding sheet immediately for
enabling data analysis and further process of the study.

3.16 Plan for data analysis
Statistical analysis was done by using descriptive and inferential statistics.
Socio demographic and clinical variables of the subjects were analyzed using the
methods of frequency and percentage distribution. Student paired ‘t’ test was used to
evaluate the effectiveness of nochi leaves inhalation on upper respiratory tract
infection symptom alleviation. Chi –square test was used to find out the association
between the upper respiratory tract infection symptoms alleviation among children
6-12 years of age with their selected socio demographic and clinical variables.

3.17 Protection of human rights


The study was approved by the Ethical committee of Madurai Medical
College, Madurai.



The formal approval was obtained from the Head of the department of Child
Health Department, Govt. Rajaji Hospital, Madurai.



Informed oral and written consent was obtained from the parents of children
and all information that was collected from the subjects will be kept
confidential at all times.



Confidentiality was maintained throughout the study.



The researcher was given assurance that they can withdraw at any time if they
wish.



Benefit of participating in the study was explained to all subjects and
anonymity was maintained throughout the study.
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3.18 Schematic representation of research methodology
Research Approach (Quantitative evaluative approach)
Research Design - True experimental (pre test- post test control group) research design
Settings – Paediatric Medical ward at Govt. Rajaji Hospital, Madurai.
Target Population – 6-12 years of children with Upper respiratory tract infection
Accessible Population – 6-12 years of children with upper respiratory tract infection
admitted in paediatric medical ward at Govt.Rajaji Hospital, Madurai.
Sample - 6-12 years of children with upper respiratory tract infection in paediatric
medical ward at Govt. Rajaji Hospital, Madurai who met the inclusion criteria.
Sample size - 60 sample (30 intervention group and 30 control group)
Sampling Technique – Probability sampling (Simple random – Lottery method)
technique

Inclusion criteria
 Children who were admitted in
paediatric medical ward between
the age of 6-12 yrs with upper
respiratory tract infection
 Children of both sex

Exclusion criteria
 Critically ill children
 Previous history of allergic
reaction
 Children who got nebulization

Pre test level of upper respiratory tract infection symptoms assessed by Modified
Jackson cold severity score
Intervention group - Routine care with
Nochi leaves inhalation 2 times a day
for 5 consecutive days

Control group - Routine care without
nochi leaves inhalation.

Post test level of Upper respiratory tract infection symptoms assessed by Modified Jackson
cold severity Score

Analysis And Interpretation- Descriptive and Inferential statistics
Findings and dissemination of results
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DATA ANALYSIS
AND
INTERPRETATION

CHAPTER – IV
DATA ANALYSIS AND INTERPRETATION
Analysis and interpretation is an important step in research process which
involves the computation of the certain measures along with searching for patterns of
relationship that exists among the data groups. Data collection is followed by the
analysis and interpretation of data, where collected data analysis and interpretation of
data, where collected data are analyzed and interpreted in accordance with study
objectives.
This chapter deals with the analysis and interpretation of data collected from
60 samples to evaluate the achievement of the objectives of the study. This study was
done to evaluate the effectiveness of nochi leaves inhalation on upper respiratory tract
infection symptom alleviation among children 6-12 years admitted in paediatric
medical ward at Govt. Rajaji Hospital, Madurai-20.

The data collected were interpreted, organized and finalized under the
following sections
Section – I
Distribution of children with upper respiratory tract infection symptoms
according to their selected socio demographic variables and clinical variables in
intervention group and control group.

Section – II
Description of pre test level of upper respiratory tract infection symptoms
among children in both intervention and control group.
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Section – III
Effectiveness of nochi leaves inhalation on upper respiratory tract infection
symptoms alleviation among children in intervention group and control group.

Section – IV
Association between the level of upper respiratory tract infection symptoms
alleviation among children with their selected socio demographic and clinical
variables in intervention and control group.

37

SECTION – I
Distribution of children with upper respiratory tract infection symptoms
according to their selected socio demographic variables and clinical variables
Table: 1
Frequency and percentage distribution of children with upper respiratory tract
infection symptoms according to their selected socio demographic variables in
intervention group and control group
n = 60
Group
Socio demographic variables

Intervention
f

Age

Gender

Residential
area

Educational
status of the
father

f

2

%

6-8 years

18

60.00% 23

76.67%

8-10 years

5

16.67%

3

10.00%

2 = 1.92,

11-12 years

7

23.33%

4

13.33%

p = 0.38 (NS)

Male

17

56.67% 15

50.00%

2 = 0.26,

Female

13

43.33% 15

50.00%

p = 0.60(NS)

Rural

9

30.00%

7

23.33%

Urban

14

46.67% 18

60.00%

Sub urban

7

23.33%

5

16.67%

No formal education

0

0.00%

0

0.00%

Primary education

4

13.33%

2

6.67%

Secondary education

19

63.33% 18

60.00%

5

16.67%

8

26.66%

Graduate

2

6.67%

2

6.67%

No formal education

0

0.00%

0

0.00%

Primary education

4

13.33%

4

13.33%

14

46.67% 10

33.33%

12

40.00% 13

43.34%

0

0.00%

10.00%

Higher secondary
education

Educational Secondary education
status of the Higher secondary
mother

%

Control

education
Graduate

38

3

2 = 1.08
p = 0.58(NS)

2 = 1.38,
p = 0.70(NS)

2 = 3.70,
p=0.29(NS)

< Rs.5000

0

0.00%

0

0.00%

Rs.5001- Rs 10,000

15

50.00% 17

56.67%

2=0.26

Rs.10001- Rs.15,000

15

50.00% 13

43.33%

p =0.60(NS)

>Rs.15,001

0

0.00%

Nuclear family

23

76.67% 24

80.00%

Joint family

7

23.33%

6

20.00%

Extended family

0

0.00%

0

0.00%

Hut

0

0.00%

1

3.33%

Tiled

17

56.67% 16

53.33%

2= 3.64,

Concrete

13

43.33% 11

36.67%

p= 0.30 (NS)

Others

0

0.00%

2

6.67%

Fire wood

2

6.67%

0

0.00%

Cooking

Kerosene

1

3.33%

0

0.00%

2=3.15,

fuel type

L.P.G

27

90.00% 30

100.00%

p=0.21(NS)

Electricity

0

0.00%

0

0.00%

No pet animals

24

80.00% 25

83.33%

Pet animals

Cat

1

3.33%

2

6.67%

2=0.88,

in home

Dog

2

6.67%

1

3.33%

p=0.83(NS)

others

3

10.00%

2

6.67%

Monthly
income

Type of
family

Type of
house

0

0.00%
2=0.10,
p=0.75 (NS)

p> 0.05 not significant, NS = not significant

The above table 1 depicts the frequency and percentage distribution of
children with upper respiratory tract infection symptoms in both intervention
group and control group according to their selected socio demographic variables.
With respect to age, in intervention group, majority of the subjects,
18 (60.00%) were had in between 6-8 years, 7 (23.33%) were had in between 11-12
years and 5 (16.67%) were had in between 8-10 years, whereas in control group,
majority of the subjects, 23 (76.67%) were had in between 6-8 years, 4 (13.33%) were
had in between 11-12 years and 3 (10.00) were had in between 8-10 years.
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When dealing with gender, in intervention group, majority of the subjects,
17 (56.67%) were male children and 13 (43.33%) were female children, whereas in
control group, 15 (50.00%) were male children and 15 (50.00%) were female
children.
While discussing the residential area, in intervention group, majority of the
subjects, 14 (46.67%) were hailed from urban area, 9 (30.00%) were hailed from rural
area, and 7 (23.33%) were hailed from suburban area, whereas in control group,
majority of the subjects, 18 (60.00%) were hailed from urban area, 7 (23.33%) were
hailed from rural area and 5 (16.67%) were hailed from suburban area.
While considering the educational status of the father, in intervention
group, majority of the subjects, 19 (63.33%) were studied up to secondary education,
5 (16.67%) were studied up to higher secondary education, 4 (13.33%) were studied
up to primary education, 2 (6.67%) were graduates and none of them non formal
education, whereas in control group, majority of the subjects, 18 (60.00%) were
studied up to secondary education, 8 (26.66%) were studied up to higher secondary
education, 2 (6.67%) were studied up to primary education, 2 (6.67%) were graduates
and none of them non formal education.
With regards to the educational status of the mother, in intervention group,
majority of the subjects, 14 (46.67%) were studied up to secondary education,
12 (40.00%) were studied up to higher secondary education, 4 (13.33%) were studied
up to primary education and none of them studied up to graduate or non formal
education, whereas in control group, majority of the subjects, 13 (43.34%) were
studied up to higher secondary education, 10 (33.33%) were studied up to secondary
education, 4 (13.33%) were studied up to primary education, 3 (10.00%) were
graduates and none of them in non formal education.
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As far as monthly income, in intervention group, majority of the subjects, 15
(50.00%) were earned between Rs.5001-10,000, 15 (50.00%) were earned between
Rs.10,001-15,000, none of them earned less than Rs.5000 or more than Rs.15,000,
whereas in control group, majority of the subjects, 17 (56.67%) were earned between
Rs.5001-10,000, 13 (43.33%) were earned between Rs.10,000-15,000 and none of
them earned less than Rs.5000 or more than Rs.15,000.
While discussing the type of family, in intervention group, majority of the
subjects, 23 (76.67%) were from nuclear family, 7 (23.33%) were from joint family
and none of them from extended family, whereas in control group, majority of the
subjects, 24 (80.00%) were from nuclear family, 6 (20.00%) were from joint family
and none of them from extended family.
When dealing with the type of house, in intervention group, majority of the
subjects,17 (56.67%) were lived in tiled house, 13 (43.33%) were lived in concrete
house, none of them lived in hut or other type of houses, whereas in control group,
majority of the subjects, 16 (53.33%) were lived in tiled house, 11 (36.67%) were
lived in concrete house, 2 (6.67%) were lived in other type of houses and 1 (3.33%)
was lived in hut house.
While mentioning the cooking fuel type, in intervention group, majority of
the subjects, 27 (90.00%) were practiced L.P.G, 2 (6.67%) were practiced firewood,
1 (3.33%) was practice kerosene and none of them practiced electricity, whereas in
control group, the majority of the subjects, 30 (100.00%) were practiced L.P.G. and
none of them practiced firewood or kerosene or electricity.
While stating the pet animals in home, in intervention group, the majority of
the subjects, 24 (80.00%) were had no pet animals, 3 (10.00%) were had other pet
animals, 2 (6.67%) were had dog, 1 (3.33%) was had cat, whereas in control group,
majority of the subjects, 25 (83.33%) were had no pet animals, 2 (6.67%) were had
cats, 2 (6.67%) were had other pet animals and 1 (3.33%) was had dog.
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Distribution of subjects according to age

1
0.9
0.8

76.67%

% of children

0.7
60.00%
0.6
Intervention

0.5

Control
0.4
0.3

23.33%
16.67%

0.2

13.33%
10.00%

0.1
0
6 - 8 years

8 - 10 years

11 - 12 years

Figure 2: Cone diagram reveals that the distribution of children with upper
respiratory tract infection symptoms according to their age.

The above Cone diagram shows that in the intervention group, majority of the
subjects, 18 (60%) were in between 6-8 years, 7 (23.33%) were in between 11-12
years and 5 (16.67%) were in between 8-10 years, whereas in control group, majority
of the subjects, 23 (76.67%) were in between 6-8 years, 4 (13.33%) were in between
11-12 years and 3 (10.00) were in between 8-10 years.
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Distribution of subjects according to gender

100%
90%
80%

% of children

70%
60%

56.67%
50.00%

50.00%
43.33%

50%

Intervention
Control

40%
30%
20%
10%
0%

Female children

Male children

Figure 3: Clustered cylindrical diagram reveals that the distribution of children
with upper respiratory tract infection symptoms according to their gender.

The above clustered cylindrical diagram shows that in intervention group,
majority of the subjects, 17 (56.67%) were male children and 13 (43.33%) were
female children, whereas in control group, 15 (50.00%) were male children and
15 (50.00%) were female children.
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Distribution of subjects according to residential area

100%
90%
80%
70%

% of children

60.00%
60%
Intervention

46.67%

50%

Control
40%
30.00%
30%

23.33%

23.33%
16.67%

20%
10%
0%
Rural

Urban

Sub urban

Figure 4: The clustered cylindrical diagram reveals that the distribution of
children with upper respiratory tract infection symptoms according to their
residential area.

The above clustered cylindrical diagram shows that in the intervention group,
majority of the subjects, 14 (46.67%) were hailed from urban area, 9 (30.00%) were
hailed from rural area and 7 (23.33%) were hailed from suburban area, whereas in
control group, majority of the subjects, 18 (60.00%) were hailed from urban area,
7 (23.33%) were hailed from rural area and 5 (16.67%) were hailed from suburban
area.
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Distribution of subjects according to educational status of mother

100%
90%

80%

40%

10%

0.00%

0.00%

20%

Intervention
Control

0.00%
10.00%

13.33%

30%

40.00%
43.34%

50%

33.33%

46.67%

60%

13.33%

% of children

70%

0%
No formal Primary Secondary Higher
Graduate
education Education Education secondary
Education

Figure 5: The clustered bar diagram reveals that the distribution of children
with upper respiratory tract infection symptoms according to educational status
of their mother

The above clustered bar diagram shows that in the intervention group, majority
of the subjects, 14 (46.67%) were studied up to secondary education, 12 (40.00%)
were studied up to higher secondary education, 4 (13.33%) were studied up to primary
education and none of them studied up to graduate or formal education, whereas in
control group, majority of the subjects, 13 (43.34) were studied up to higher
secondary education, 10 (33.33%) were studied up to secondary education,
4 (13.33%) were studied up to primary education, 3 (10.00%) were graduates and
none of them in no formal education.
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Distribution of subjects according to monthly income

100%
Intervention

90%

Control

50%

43.33%

60%

50.00%

50.00%
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70%

56.67%
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0.00%

0.00%
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0.00%

20%

0%
< Rs.5000

Rs.5001-10000

Rs.10001-15,000

> Rs.15,000

Figure 6: The clustered cylindrical diagram reveals that the distribution of
children with upper respiratory tract infection symptoms according to monthly
income

The above clustered cylindrical diagram shows that in intervention group,
majority of the subjects, 15 (50.00%) were earned between Rs.5001-10,000,
15 (50.00%) were earned between Rs.10,001-15,000, none of them earned less than
Rs.5000 or more than Rs.15,000, whereas in control group, majority of the subjects,
17 (56.67%) were earned between Rs.5001- 10,000, 13 (43.33%) were earned
between Rs.10,001- 15,000, and none of them earned less than Rs.5000 or more than
Rs.15,000.
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90%
80%

80.00%

100%

76.67%

Distribution of subjects according to type of family

70%
50%

Intervention

30%

Control

0.00%

20%
10%

0.00%

40%

20.00%

23.33%

% of children

60%

0%
Nuclear family

Joint family

Extended
family

Figure 7: The clustered cylindrical diagram reveals that the distribution of
children with upper respiratory tract infection symptoms according to type of
family

The above clustered cylindrical diagram shows in intervention group, majority
of the subjects, 23 (76.67%) were from nuclear family, 7 (23.33%) were from joint
family and none of them from extended family, whereas in control group, majority of
the subjects, 24 (80.00%) were from nuclear family, 6 (20.00%) were from joint
family and none of them from extended family.
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Distribution of subjects according to type of house

100%
90%

50%
40%

36.67%

43.33%

60%

Intervention
Control

0.00%

10%

0.00%

20%

6.67%
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3.33%

% of children

70%

53.33%

56.57%

80%

0%
Hut

Tiled

Concrete

Others

Figure 8: The clustered cylindrical diagram reveals that the distribution of
children with upper respiratory tract infection symptoms according to their type
of house
The clustered cylindrical diagram shows in intervention group, majority of the
subjects, 17 (56.67%) were lived in tiled house, 13 (43.33%) were lived in concrete
house, none of them lived in hut or other type of houses, whereas in control group,
majority of the subjects, 16 (53.33%) were lived in tiled house, 11 (36.67%) were
lived in concrete house, 2 (6.67%) were lived in other type of houses and 1 (3.33%)
was lived in hut house.
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83.33%
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Distribution of subjects according to pet animal in home

80%
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Intervention

40%
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3.33%
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Figure 9: The clustered bar diagram reveals that the distribution of children
with upper respiratory tract infection symptoms according to the pet animals in
home

The above clustered bar diagram shows in intervention group, the majority of
the subjects, 24 (90.00%) were had no pet animals, 3 (6.67%) were had other pet
animals, 2 (6.67%) were had dog, 1 (3.33%) had cat, whereas in control group,
majority of the subjects, 25 (83.33%) were had no pet animals, 2 (6.67%) were had
cats, 2 (6.67%) were had other pet animals and 1 (3.33%) had dog.
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Table: 2
Frequency and percentage distribution of children with upper respiratory tract
infection symptoms according to their selected clinical variables in both
intervention group and control group.
n = 60
Group
Clinical variables

Intervention

Control

2

f

%

f

%

Full term

24

80.00%

27

90.00%

Pre term

6

20.00%

2

6.67%

Post term

0

0.00%

1

3.33%

<2 kg

4

13.34%

3

10.00%

Birth weight

2.1 kg- 2.5kg

10

33.33%

10

33.33%

2=3.14,

of the baby

2.6 kg- 3.0 kg

10

33.33%

15

50.00%

p=0.37 (NS)

>3 kg

6

20.00%

2

6.67%

Normal

9

30.00%

6

20.00%

Degree of

I0 malnutrition

17

56.67%

20

66.67%

2=0.84,

malnutrition

II0 malnutrition

4

13.33%

4

13.33%

p=0.65(NS)

III0 malnutrition

0

0.00%

0

0.00%

Normal

8

26.67%

11

36.67%

Mild

19

63.33%

17

56.66%

2=0.78,

Moderate

3

10.00%

2

6.67%

p=0.67(NS)

Severe

0

0.00%

0

0.00%

Immunized

30

100.00%

30

100.00%

2=0.00,

Not immunized

0

0.00%

0

0.00%

p=1.00(NS)

Leukemia

0

0.00%

0

0.00%

Anemia

0

0.00%

0

0.00%

Nephritic syndrome

0

0.00%

0

0.00%

Type 1 diabetes mellitus

0

0.00%

0

0.00%

No co morbid illness

30

100.00%

30

100.00%

Term of baby
at birth

Anemia level

Immunization
status

Co- morbid
condition

2=3.17,
p=0.20(NS)

2=0.00,
p=1.00(NS)

The above table 2 depicts the frequency and percentage distribution of
children with upper respiratory tract infection symptoms according to their
selected clinical variables.
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With regarding the term of baby at birth, in intervention group, majority of
the subjects, 24 (80.00%) were full term babies, 6 (20.00%) were preterm babies and
none of them post term babies, whereas in control group, majority of the subjects,
27 (90.00%) were full term babies, 2 (6.67%) were preterm babies and 1 (3.33%) was
post term baby.
While discussing about the birth weight, in intervention group, majority of
the subjects, 10 (33.33%) were between 2.1 kg - 2.5 kg, 10 (33.33%) were between
2.6 kg - 3.0 kg, 6 (20.00%) were more than 3 kg, 4 (13.34%) were less than 2 kg,
whereas in control group, majority of the subjects, 15 (50.00%) were between
2.6 kg - 3.0 kg, 10 (33.33%) were between 2.1 kg - 2.5 kg, 3 (10.00%) were less than
2 kg, 2 (6.67%) were more than 3 kg.
While comparing the degree of malnutrition, in intervention group,
majority of the subjects, 17 (56.67%) were had I0 malnutrition, 9 (30.00%) were had
normal nutrition, 4 (13.33%) were had II0 malnutrition and none of them III0
malnutrition, whereas in control group, the majority of the subjects, 20 (66.67%) were
had I0 malnutrition, 6 (20.00%) were had normal nutrition, 4 (13.33%) were had
II0 malnutrition and none of them III0 malnutrition.
While discussing about the anemia level, in intervention group, the majority
subjects, 19 (63.33%) were had mild level, 8 (26.67%) were had normal level,
3 (10.00%) were had moderate level and none of them had severe anemia, whereas in
control group, the majority of the subjects, 17 (56.66%) were had mild level,
11 (36.67%) were had normal level, 2 (6.67%) were had moderate level and none of
them had severe anemia.
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While mentioning the immunization status, both in intervention group and
control group, majority of the subjects, 30 (100.00%) were immunized.
While discussing with co- morbid conditions, both in intervention group and
control group, majority of the subjects, 30 (100.00%) were not suffered with
co-morbid illness.
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Distribution of subjects according to the term at birth
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Figure 10: Clustered bar diagram reveals that the distribution of children with
upper respiratory tract infection symptoms according to the term at birth

The above clustered bar diagram shows in intervention group, majority of the
subjects, 24 (80.00%) were full term babies, 6 (20.00%) were preterm babies and
none of them post term babies, whereas in control group, majority of the subjects,
27 (90.00%) were full term babies, 2 (6.67%) were preterm babies and 1 (3.33%) was
post term baby.
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Distribution of subjects according to birth weight
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Figure 11: Clustered cylindrical diagram reveals that the distribution of children
with upper respiratory tract infection symptoms according to birth weight

The above clustered cylindrical diagram shows in intervention group, majority
of the subjects, 10 (33.33%) were between 2.1 kg - 2.5 kg, 10 (33.33%) were between
2.6 kg - 3.0 kg, 6 (20.00%) were more than 3 kg, 4 (13.34%) were less than 2 kg,
whereas in control group, majority of the subjects, 15 (50.00%) were between
2.6 kg - 3.0 kg, 10 (33.33%) were between 2.1 kg - 2.5 kg, 3 (10.00%) were less than
2 kg, 2 (6.67%) were more than 3 Kg.
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Distribution of subjects according to the degree of malnutrition
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Figure 12: Clustered cylindrical diagram reveals that the distribution of children
with upper respiratory tract infection symptoms according to the degree of
malnutrition

The above clustered cylindrical diagram shows in intervention group, majority
of the subjects, 17 (56.67%) were had I0malnutrition, 9 (30.00%) were had normal
nutrition, 4 (13.33%) were had II0 malnutrition and none of them III0 malnutrition,
whereas in control group, the majority of the subjects, 20 (66.67%) were had
I0 malnutrition, 6 (20.00%) were had normal nutrition, 4 (13.33%) were had
II0 malnutrition and none of them III0 malnutrition.
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Distribution of subjects according to the anemia level
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Figure 13: Clustered cylindrical diagram reveals that the distribution of children
with upper respiratory tract infection symptoms according to the anemia level

The above clustered cylindrical diagram shows in intervention group, the
majority subjects, 19 (63.33%) were had mild level, 8 (26.67%) were had normal
level, 3 (10.00%) were had moderate level and none of them had severe anemia,
whereas in control group, the majority of the subjects, 17 (56.66%) were had mild
level, 11 (36.67%) were had normal level, 2 (6.67%) were had moderate level and
none of them had severe anemia.
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SECTION – II
Description of pre test level of upper respiratory tract infection symptoms in
both intervention and control group
Table: 3
Frequency and percentage distribution of pre test level of upper respiratory
tract infection symptoms among children in both intervention group and control
group
n=60
Group

Level of upper
respiratory infection
symptoms

Intervention

Control

f

%

f

%

None (0)

0

0.00%

0

0.00%

Mild (1-12)

5

16.67%

7

23.33%

Moderate (13-24)

25

83.33%

23

76.67%

Severe (25-36)

0

0.00%

0

0.00%

Total

30

100.00%

30

100.00%

2

2 = 0.41,
p = 0.52 (NS)

p> 0.05 not significant, NS = not significant

The above table 3 states the pre test level of upper respiratory tract
infection symptoms among children in both intervention group and control
group.
In intervention group majority of the subjects, 25 (83.33%) were had moderate
level of infection, 5 (16.67%) were had mild level of infection and none of them had
severe infection or none, whereas in control group, 23 (76.67%) were had moderate
level of infection, 7 (23.33%) were had mild level of infection and none of them had
severe infection or none.
Chi square test revealed that, (2 = 0.41), (p = 0.52). There was statistically no
significant difference between pretest level of upper respiratory tract infection
symptom among children both in intervention group and control group.
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Pre test level of upper respiratory tract infection symptoms
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Figure 14: Multiple cylindrical diagram portrays that the percentage
distribution of pre test level of upper respiratory tract infection symptoms
among children in intervention group and control group

In intervention group majority of the subjects, 25 (83.33%) were had moderate
level of infection, 5 (16.67%) were had mild level of infection and none of them had
severe infection or none, whereas in control group, 23 (76.67%) were had moderate
level of infection, 7 (23.33%) were had mild level of infection and none of them had
severe infection or none.
Chi square test revealed that, (2 = 0.41), (p = 0.52). There was statistically no
significant difference between pretest level of upper respiratory tract infection
symptom among children in intervention group and control group.
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Table 4:
Comparison of pretest mean, standard deviation and mean difference of upper
respiratory tract infection symptoms scores among children in intervention
group and control group
n=60
Intervention
group
Test

Mean
Mean
score

Pretest

Control group

21.07

SD

2.82

Mean

SD

score

20.67

2.32

difference

0.08

Student
Independent
t-test

t=0.59
p=0.56 (NS)

p>0.05 not significant NS= not significant

The above table - 4 shows that the comparison between mean pretest
scores of upper respiratory tract infection symptoms among children in
intervention group and control group
When comparing pretest level of upper respiratory tract infection symptoms in
intervention group, the pretest mean score was 21.07 with standard deviation 2.82,
whereas in control group pretest mean score was 20.67 with standard deviation 2.32
and the mean difference was 0.08.
The Student independent ‘t’ test revealed that, (t=0.59), (p=0.56). There was
statistically no significant difference between pretest mean scores of upper respiratory
tract infection symptoms among children in intervention and control group.
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SECTION – III
Effectiveness of nochi leaves inhalation on upper respiratory tract infection
symptom alleviation among children in intervention group and control group
Table 5
Frequency and percentage distribution of pre test and post test level of upper
respiratory tract infection symptoms alleviation among children in intervention
group
n=30
Level of upper
respiratory tract
infection symptoms

Intervention group
Pre test

Post test

f

%

f

%

None (0)

0

0.00%

0

0.00%

Mild (1-12)

5

16.67%

30

100.00%

Moderate (13-24)

25

83.33%

0

0.00%

Severe (25-36)

0

0.00%

0

0.00%

30
100.00%
0
Total
***p<0.001 very high significant S= significant

Extended
McNemar’s test

2 = 25.04,
p= 0.001 ***(S)

100.00%

The above table 5 states the comparison of pretest and post test level of
upper respiratory tract infection symptoms alleviation among children in
intervention group.
In intervention group, the pre test level of upper respiratory tract infection
symptoms alleviation, majority of the subjects, 25 (83.33%) were had moderate level
of infection, 5 (16.67%) were had mild level of infection and none of them had severe
infection or none.
Whereas in post test level of upper respiratory tract infection symptoms
alleviation, majority of the subjects, 30 (100.00%) were had mild level of infection,
and none of them had moderate or severe infection or none.
Extended McNemar’s test revealed that, (2 = 25.04), (p= 0.001). There was a
statistically significant difference between pretest and post test level of upper
respiratory tract infection symptoms alleviation among children in intervention group.
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Pre test and post test level of upper respiratory tract infection symptom
alleviation among children in intervention group

25%

30%

30%
25%
None

20%

Mild

15%

0%

5%

10%

5%

0%

Severe
Moderate

Severe

Mild

0%

0%

Moderate

0%
0%

None
Pre test

post test

Figure 15: Multiple Cylindrical diagram shows that comparison of pre test and
post test level of upper respiratory tract infection symptoms alleviation among
children in intervention group.
In intervention group, the pre test level of upper respiratory tract infection
symptoms alleviation, majority of the subjects, 25 (83.33%) were had moderate level
of infection, 5 (16.67%) were had mild level of infection and none of them had severe
infection or none.
Whereas in post test level of upper respiratory tract infection symptoms
alleviation, majority of the subjects, 30 (100.00%) were had mild level of infection,
and none of them had moderate or severe infection or none.
Extended McNemar’s test revealed that, (2 = 25.04), (p= 0.001). There was a
statistically significant difference between pretest and post test level of upper
respiratory tract infection symptoms alleviation among children in intervention group.

61

Table: 6
Frequency and percentage distribution of pre test and post test level of upper
respiratory tract infection symptoms alleviation among children in control group
n=30
Level of upper

Control group

respiratory tract

Pre test

2

Post test

infection symptoms
f

%

f

%

None (0)

0

0.00%

0

0.00%

Mild (1-12)

7

23.33%

22

73.33%

2 = 11.46,

Moderate (12- 24)

23

66.67%

8

26.67%

p=0.001*** (S)

Severe (25-36)

0

0.00%

0

0.00%

Total

30

100.00%

30

100.00%

alleviation

***p<0.001 very high significant

S= significant

The above table 6 states that the pretest and post test level of upper
respiratory tract infection symptoms alleviation among children in control
group.
In control group, the pretest level of upper respiratory tract infection symptom
alleviation, majority of the subjects, 23 (66.67%) were had moderate level of
infection, 7 (23.33%) were had mild level of infection and none of them had severe
infection or none.
Whereas in post test the majority of the subjects, 22 (73.33%) were had mild
level of infection, 8 (26.67%) were had moderate level of infection and none of them
had severe infection or none.
Extended McNemar’s test revealed that, (χ2= 11.46), (p=0.001). There was a
statistically significant difference between pretest and post test level of upper
respiratory tract infection symptoms alleviation among children in the control group.
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Comparison of pre test and post test level of upper respiratory tract infection
symptoms alleviation among children in control group
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Figure 16: Percentage distribution of pre test level of upper respiratory tract
infection symptoms alleviation among children in control group
In control group, the pretest level of upper respiratory tract infection symptom
alleviation, majority of the subjects, 23 (66.67%) were had moderate level of
infection, 7 (23.33%) were had mild level of infection and none of them had severe
infection or none.
Whereas in post test the majority of the subjects, 22 (73.33%) were had mild
level of infection, 8 (26.67%) were had moderate level of infection and none of them
had severe infection or none.
Extended McNemar’s test revealed that, (χ2= 11.46), (p=0.001). There was a
statistically significant difference between pretest and post test level of upper
respiratory tract infection symptoms alleviation among children in the control group.
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Table: 7
Effectiveness of nochi leaves inhalation on upper respiratory tract infection
symptoms alleviation among children in intervention group and control group
n= 60
Percentage
of
Max Mean
symptom
score score
reduction
score

Group

Mean Difference
of symptom
reduction score
with 95%
Confidence
interval

Percentage of
symptom
reduction score
with 95%
Confidence
interval

Pretest

36

21.07

58.53%

11.87

32.97%

Posttest

36

9.20

25.56%

(10.95 – 12.77)

(30.42%–5.47%)

Pretest

36

20.67

57.42%

6.80

18.89%

Posttest

36

13.86

38.50%

(5.58 – 8.01)

(15.50%–2.25%)

Intervention

Control

The above table 7 portrays effectiveness of nochi leaves inhalation on
upper respiratory tract infection symptoms alleviation among children in
intervention group and control group
On an average level of symptoms score among children with upper
respiratory tract infection symptoms in intervention group was reduced by 32.97%
than the control group children. On the other hand on an average, in control group
was reduced by 18.89%.
Difference between the intervention group and control group post test score
was analyzed using proportion with 95% confidence interval and mean difference
with 95% confident interval.
This difference showed that the effect of nochi leaves inhalation on upper
respiratory tract infection symptoms alleviation among children in intervention group
and control group.
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Table: 8
Comparison of pretest and post test mean, standard deviation and mean
difference of upper respiratory tract infection symptoms alleviation scores
among children in intervention group and control group.
n=60
Pretest
Group

Mean
score

SD

Posttest
Mean
score

Mean

SD

difference

Student paired t-test

Intervention

21.07

2.82

9.20

1.51

11.87

t=26.57, p=0.001, ***(S)

Control

20.67

2.32

13.86

2.60

6.80

t=11.46, p=0.001,***(S)

***p<0.001 very high significant

S= significant

The above table - 8 shows that comparison between mean pre test and
post test scores upper respiratory tract infection symptoms alleviation among
children in intervention group and control group
Intervention group, the pre test mean score was 21.07 with standard deviation
2.82, whereas post test mean score was 9.20 with standard deviation 1.51 and the
Mean difference was 11.87.
The student’s paired ‘t’ test revealed that, (t=26.57), (p=0.001). There was a
statistically significant difference between pretest and post test scores of upper
respiratory tract infection symptom alleviation among children in intervention group.
In control group, the pre test mean score was 20.67 with standard deviation
2.32, whereas in the post test mean score was 13.86 with standard deviation 2.60 and
the Mean difference was 6.80.
The student’s paired ‘t’ test revealed that, (t=11.46), (p=0.001). There was a
statistically significant difference between pretest and post test scores of upper
respiratory tract infection symptom alleviation among children in control group.
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Comparison between mean pre test and post test scores of upper respiratory
tract infection symptoms alleviation among children in both intervention and
control group

Figure 17: Plot diagram shows that the standard error compares

pretest and

posttest symptoms score of children with upper respiratory tract infection in
intervention group and control group
Intervention group, the pre test mean score was 21.07 with standard deviation
2.82, whereas post test mean score was 9.20 with standard deviation 1.51 and the
Mean difference was 11.87. The student’s paired ‘t’ test revealed that, (t=26.57),
(p=0.001). There was a statistically significant difference between pretest and post test
scores of upper respiratory tract infection symptoms alleviation among children in
intervention group.
In control group, the pre test mean score was 20.67 with standard deviation
2.32, whereas in the post test mean score was 13.86 with standard deviation 2.60 and
the Mean difference was 6.80. The student’s paired ‘t’ test revealed that, (t=11.46),
(p=0.001). There was a statistically significant difference between pretest and post
test scores of upper respiratory tract infection symptoms alleviation among children in
control group.
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Table: 9
Frequency and percentage distribution of post test level of upper respiratory
tract infection symptoms alleviation among children in intervention group and
control group
n=60
Level of upper

Intervention group

Control group

respiratory tract
infection symptom

2

f

%

f

%

None (0)

0

0.00%

0

0.00%

Mild (1 – 12)

30

100.00%

22

73.33%

2= 9.23

Moderate (13 – 24)

0

0.00%

8

26.67%

p=0.01**(S)

Severe (25 – 36)

0

0.00%

0

0.00%

30

100.00%

30

100.00%

alleviation

Total

** p ≥ 0.001 highly significant
The above table 9 depicts that, the post test level of upper respiratory
tract infection symptoms alleviation among children in both intervention group
and control group.
In intervention group majority of the subjects, 30 (100.00%) were had mild
level of infection, and none of them had moderate or severe infection or none.
Whereas in control group, 22 (73.33%) were had mild level of infection,
8 (26.67%) were had moderate level of infection and none of them had severe
infection or none.
Chi square test revealed that, (2= 9.23), (p=0.01). There was a statistically
significant difference between post test level of upper respiratory tract infection
symptoms alleviation among children in intervention and control group.
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Post test level of upper respiratory tract infection symptoms alleviation among
children in intervention and control group
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Figure 18: Multiple cylindrical diagram portrays that, post test level of upper
respiratory tract infection symptoms alleviation among children in both
intervention group and control group.
In intervention group, majority of the subjects, 30 (100.00%) were had mild
level of infection, and none of them had moderate or severe infection or none.
Whereas in control group, 22 (73.33%) were had mild level of infection,
8 (26.67%) were had moderate level of infection and none of them had severe
infection or none.
Chi square test revealed that, (2 = 9.23), (p=0.01). There was a statistically
significant difference between post test level of upper respiratory tract infection
symptoms alleviation among children in intervention group and control group.
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Table: 10
Comparison of post test mean, standard deviation and mean difference of upper
respiratory tract infection symptoms alleviation scores among children in
intervention group and control group
n= 60

Group

Intervention

Post test

Mean

Standard

Mean score

difference

deviation

9.20

1.51
4.66

Control

13.86

***p<0.001 very high significant,

2.60

Student
independent ‘t’
test
t = 8.46
p = 0.001 *** (S)

S= significant

The above table 10 depicts the comparison of post test mean scores of
upper respiratory tract infection symptoms alleviation in intervention group and
control group.
In intervention group, post test mean score was 9.20 with standard deviation
1.51, whereas in control group, the post test mean score was 13.86 with standard
deviation 2.60. The mean difference was 4.66.
The student independent ‘t’ test revealed that, (t = 8.46), (p = 0.001). There
was statistically significant difference between post test level of upper respiratory
tract infection symptoms alleviation among children in intervention group and control
group.
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SECTION – IV
Association between post test level of upper respiratory tract infection symptoms
alleviation among children with their socio demographic variables and clinical
variables in both intervention group and control group.
Table: 11
Association between post test level of upper respiratory tract infection symptoms

alleviation among children with their socio demographic variables and clinical
variables in intervention group

n=30
Socio
demographic
variables
1.Age (years)
a) 6- 8
b) 9-10
c) 11- 12

None

Mild

Moderate

Severe

f

%

f

%

f

%

f

%

0
0
0

0.0%
0.0%
0.0%

18
5
7

100.00%
100.00%
100.00%

0
0
0

0.0%
0.0%
0.0%

0
0
0

0.0%
0.0%
0.0%

n

2

18
5
7

2=0.00
p=1.00
(NS)

2.Gender
a) Male
b) Female

0
0

0.0%
0.0%

17
13

100.00%
100.00%

0
0

0.0%
0.0%

0
0

0.0%
0.0%

17
13

2=0.00
p=1.00
(NS)

3.Residential area
a) Rural
b) Urban
c) Sub urban

0
0
0

0.0%
0.0%
0.0%

9
14
7

100.00%
100.00%
100.00%

0
0
0

0.0%
0.0%
0.0%

0
0
0

0.0%
0.0%
0.0%

9
14
7

2=0.00
p=1.00
(NS)

0

0.0%

0

0.00%

0

0.0%

0

0.0%

0

0

0.0%

4

100.00%

0

0.0%

0

0.0%

4

4.Educational
status of Father
a) No formal
education
b) Primary
Education
c) Secondary
Education
d) Higher
secondary
Education
e) Graduate

0

0.0%

19

100.00%

0

0.0%

0

0.0%

19

0

0.0%

5

100.00%

0

0.0%

0

0.0%

5

0

0.0%

2

100.00%

0

0.0%

0

0.0%

2
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2=0.00
p=1.00
(NS)

5. Educational
status of mother
a) No formal
0
0.0%
0
0.00%
0
0.0% 0 0.0%
0
education
b) Primary
0
0.0%
4
100.00%
0
0.0% 0 0.0%
4
Education
2=0.00
c) Secondary
0
0.0%
14
100.00%
0
0.0% 0 0.0%
14
p=1.00
education
(NS)
d) Higher
0
0.0%
12
100.00%
0
0.0% 0 0.0%
12
secondary
Education
e) Graduate
0
0.0%
0
0.00%
0
0.0% 0 0.0%
0
6. Monthly income
a) < Rs.5000
0
0.0%
0
0.00%
0
0.0% 0 0.0%
0
b) Rs.50010
0.0%
15
100.00%
0
0.0% 0 0.0%
15
2=0.00
10000
p =1.00
c) Rs.100010
0.0%
15
100.00%
0
0.0% 0 0.0%
15
(NS)
15,000
d) > Rs.15,000
0
0.0%
0
0.00%
0
0.0% 0 0.0%
0
7.Type of family
a) Nuclear
0
0.0%
20
83.33%
4
16.6% 0 0.0%
24
2=6.13
family
p=0.02
*
b) Joint family
0
0.0%
2
33.33%
4
66.6% 0 0.0%
6
(S)
c) Extended
0
0.0%
0
0.00%
0
0.00% 0 0.0%
0
family
8.Type of house
a) Hut
0
0.0%
0
0.00%
0
0.00% 0 0.0%
0
2=6.15
b) Tiled
0
0.0%
10
53.33%
7
46.6% 0 0.0%
17
p=0.05
*
c) concrete
0
0.0%
12
93.33%
1
6.67% 0 0.0%
13
(S)
d) others
0
0.0%
0
0.00%
0
0.00% 0 0.0%
0
9.Cooking fuel type
a) Fire Wood
0
0.0%
2
100.00%
0
0.0% 0 0.0%
2
2=0.00
b) Kerosene
0
0.0%
1
100.00%
0
0.0% 0 0.0%
1
p=1.00
c) L.P.G
0
0.0%
27
100.00%
0
0.0% 0 0.0%
27
(NS)
d) Electricity
0
0.0%
0
0.00%
0
0.0% 0 0.0%
0
10.Pet animals in
home
a) No pet
0
0.0%
24
100.00%
0
0.0% 0 0.0%
24
2=0.00
animals
p=1.00
b) Cat
0
0.0%
1
100.00%
0
0.0% 0 0.0%
1
(NS)
c) Dog
0
0.0%
2
100.00%
0
0.0% 0 0.0%
2
d) Others
0
0.0%
3
100.00%
0
0.0% 0 0.0%
3
*Significant at p < 0.05, **Highly Significant at p < 0.01, *** Very Highly Significant at
p < 0.001, NS= Not Significant

71

None
Clinical variables

Mild

Moderate

Severe
n

f

%

f

%

f

%

f

%

1.Term of baby at
birth
a) Full term
b) Preterm
c) post term

0
0
0

0.0%
0.0%
0.0%

24
6
0

100.00%
100.00%
0.00%

0
0
0

0.0%
0.0%
0.0%

0
0
0

0.0%
0.0%
0.0%

24
6
0

2.Birth weight of
baby
a) <2 kg
b) 2 .1kg – 2.5 kg
c) 2.6 – 3 kg
d) >3 kg

0
0
0
0

0.0%
0.0%
0.0%
0.0%

4
10
10
6

100.00%
100.00%
100.00%
100.00%

0
0
0
0

0.0%
0.0%
0.0%
0.0%

0
0
0
0

0.0%
0.0%
0.0%
0.0%

4
10
10
6

0
0
0
0

0.0%
0.0%
0.0%
0.0%

6
15
1
0

100.00%
75.00%
25.00%
0.00%

0
5
3
0

0.00%
25.00%
75.00%
0.00%

0
0
0
0

0.0%
0.0%
0.0%
0.0%

6
20
4
0

3.Degree of
malnutrition
a) Normal
b) I0 malnutrition
c) II0 malnutrition
d) III0
malnutrition

2

2=0.00
p=1.00
(NS)

2=0.00
p=1.00
(NS)

2=6.98
p=0.03
*
(S)

4.Anemia level
a) Normal
0
0.0%
8
100.00%
0
0.0%
0 0.0%
8
2=0.00
b) Mild
0
0.0% 19
100.00%
0
0.0%
0 0.0% 19
p=1.00
c) Moderate
0
0.0%
3
100.00%
0
0.0%
0 0.0%
3
(NS)
d) Severe
0
0.0%
0
0.00%
0
0.0%
0 0.0%
0
5.Immunization
2=0.00
status
p=1.00
a) Immunized
0
0.0% 30
100.00%
0
0.0%
0 0.0% 30
(NS)
b) Not immunized
0
0.0%
0
0.00%
0
0.0%
0 0.0%
0
6.Co- morbid
conditions
a) Leukemia
0
0.0%
0
0.00%
0
0.0%
0 0.0%
0
b) Anemia
0
0.0%
0
0.00%
0
0.0%
0 0.0%
0
2=0.00
c) Nephrotic
0
0.0%
0
0.00%
0
0.0%
0 0.0%
0
p=1.00
syndrome
(NS)
d) Type1 diabetes
0
0.0%
0
0.00%
0
0.0%
0 0.0%
0
mellitus
e) No co-morbid
0
0.0% 30
100.00%
0
0.0%
0 0.0% 30
illness
*Significant at p < 0.05, **Highly Significant at p < 0.01, *** Very Highly Significant at
p < 0.001, NS= Not Significant
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The above table 11 portrays that, the association between post test level of
upper respiratory tract infection symptoms alleviation among children in
intervention group with their selected socio demographic variables and clinical
variables.
In order to find out the association between post test level of upper
respiratory tract infection symptoms alleviation among children in intervention group
with their selected socio demographic variables and clinical variables, Chi square test
revealed that, there was a significant association between post test level of upper
respiratory tract infection symptoms alleviation and the children who were from Nuclear
family (2=6.13), (p=0.02), Children living in tiled house (2=6.15), (p=0.05), and the
Children with I0 malnutrition (2=6.98), (p=0.03). Other variables were not associated
with the post test level of upper respiratory tract infection symptoms alleviation among
children in intervention group.
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Association between post test level of upper respiratory tract infection symptoms
alleviation among children with the type of house

100.00%

93.33%

90.00%
80.00%
70.00%
60.00%

53.33%
46.67%

50.00%

None
Mild

40.00%

Moderate

30.00%

Severe

20.00%
10.00%

6.67%
0.00%

0.00%

0.00%
Hut

Tiled house

Concrete
house

Others

Figure 19: Multiple cylindrical diagram depicts that association between post
test level of upper respiratory tract infection symptoms alleviation among
children with their type of house.

Chi square analysis revealed that there was a statistically significant
association between the level of upper respiratory tract infection symptoms alleviation
and their type of house, (2= 6.15), (p=0.05)., (i.e) children who were living in tiled,
whereas other type of houses were not associated to the post test level of upper
respiratory tract infection symptoms alleviation among children in intervention group.
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Association between post test level of upper respiratory tract infection symptoms
alleviation among children with type of family

90.00%

83.33%

80.00%
66.67%

70.00%

60.00%
None
50.00%

Mild

40.00%

Moderate

33.33%

Severe
30.00%
16.67%

20.00%
10.00%
0.00%

0.00%

0.00%

0.00%

0.00% 0.00%
0.00% 0.00%

0.00%
Nuclear family

Joint family

Extended family

Figure 20: Multiple cone diagram depicts that the association between post test
level of upper respiratory tract infection symptoms alleviation among children
with their type of family.
Chi square analysis revealed that there was a statistically significant
association between the level of upper respiratory tract infection symptoms alleviation
among children with their type of family, (2= 6.13), (p=0.02). (i.e) children who
were from nuclear family, whereas other type of families were not associated to the
post test level of upper respiratory tract infection symptoms alleviation among
children in intervention group.
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Association between post test level of upper respiratory tract infection symptoms
alleviation among children with degree of malnutrition.

100.00%

None

100.00%

Mild

90.00%
75.00%

80.00%

Moderate

75.00%

Severe

70.00%
60.00%
50.00%
40.00%
25.00%

30.00%

25.00%

20.00%
10.00%

0.00%
0.00% 0.00% 0.00%

0.00% 0.00%

0.00%

0.00% 0.00%
0.00% 0.00%

0.00%
Normal

I degree
Malnutrition

II degree
Malnutrition

III degree
Malnutrition

Figure 21: Multiple cylindrical diagram depicts that association between post
test level of upper respiratory tract infection symptoms alleviation among
children with the degree of malnutrition.

Chi square analysis revealed that there was a statistically significant
association between the post test level of upper respiratory tract infection symptoms
alleviation among children with their degree of malnutrition, (2= 6.98), (p=0.03).
(i.e) children who were I0 malnutrition, whereas other degree of malnutrition were
not associated to the post test level of upper respiratory tract infection symptoms
alleviation among children in intervention group.
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Table: 12
Association between post test level of upper respiratory tract infection symptoms

alleviation among children with their socio demographic variables and clinical
variables in control group

n=30
None

Mild

Moderate

Severe

Socio demographic
variables

f

%

f

%

f

%

f

%

n

2

1. Age (years)
a) 6- 8
b) 9-10
c) 11- 12

0
0
0

0.0%
0.0%
0.0%

15
3
4

65.21%
100.00%
100.00%

8
0
0

34.79%
0.00%
0.00%

0
0
0

0.0%
0.0%
0.0%

23
3
4

2. Gender
a) Male
b) Female

0
0

0.0%
0.0%

12
10

80.00%
66.67%

3
5

20.00%
33.33%

0
0

0.0%
0.0%

15
15

2=1.05
p=0.58
( NS)
2=0.68
p=0.41
(NS)

3.Residential area
a) Rural
b) Urban
c) Sub urban

0
0
0

0.0%
0.0%
0.0%

6
12
4

85.71%
66.67%
80.00%

1
6
1

14.29%
33.33%
20.00%

0
0
0

0.0%
0.0%
0.0%

7
18
5

2=1.07
p=0.58
(NS)

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

0

0.0%

2

100.00%

0

0.00%

0

0.0%

2

4. Educational
status of father
a) No formal
education
b) Primary
Education
c) Secondary
Education
d) Higher
secondary
Education
e) Graduate
5. Educational
status of mother
a) No formal
education
b) Primary
Education
c) Secondary
education
d) Higher
secondary
Education
e) Graduate

0

0.0%

13

72.22%

5

27.78%

0

0.0%

18

0

0.0%

5

62.50%

3

37.50%

0

0.0%

8

0

0.0%

2

100.00%

0

0.00%

0

0.0%

2

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

0

0.0%

2

50.00%

2

50.00%

0

0.0%

4

0

0.0%

9

90.00%

9

10.00%

0

0.0%

10

0

0.0%

8

61.54%

8

38.46%

0

0.0%

13

0

0.0%

3

100.00%

3

0.00%

0

0.0%

3
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2=1.95
p=0.58
(NS)

2=4.57
p=0.20
(NS)

6.Monthly income
a) < Rs.5000

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

b) Rs.5001-

0

0.0%

12

70.59%

5

29.41%

0

0.0%

17

10000
c) Rs.10001-

2=0.15
p=0.69

0

0.0%

10

76.92%

3

23.08%

0

0.0%

13

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

0

0.0%

20

83.33%

1

16.67%

0

0.0%

21

(NS)

15,000
d) > Rs.15,000
7.Type of family
a) Nuclear

2=1.07

family
b) Joint family

0

0.0%

2

33.33%

6

66.67%

0

0.0%

8

c) Extended
family

p=0.58
(NS)

0

0.0%

0

0.00%

1

100.00%

0

0.0%

1

a) Hut

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

2=0.00

b) Tiled

0

0.0%

8

53.33%

7

46.67%

0

0.0%

15

p=1.00

c) concrete

0

0.0%

15

100.00%

0

0.00%

0

0.0%

15

(NS)

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

a) Fire Wood

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

2=0.00

b) Kerosene

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

p =1.00

0

0.0%

22

73.33%

8

26.67%

0

0.0%

30

(NS)

0

0.0%

0

0.00%

0

0.00%

0

0.0%

0

0

0.0%

19

76.00%

6

24.00%

0

0.0%

25

8.Type of house

d) others
9.Cooking fuel
type

c) L.P.G
d) Electricity
10.Pet animals in
home
a) No pet
animals
b) Cat
c) Dog
d) Others

2=4.12
p =0.24

0

0.0%

1

50.00%

1

50.00%

0

0.0%

2

0

0.0%

0

0.00%

1

100.00%

0

0.0%

1

0

0.0%

2

100.00%

0

0.00%

0

0.0%

2

78

(NS)

Clinical variables

None
f

%

Mild
f

%

Moderate

Severe

f

f

%

%

n

2

1.Term of baby at birth
a) Full term

0 0.0%

20

74.07%

7 25.93% 0 0.0%

27

2=0.92

b) Preterm

0 0.0%

1

50.00%

1 50.00% 0 0.0%

2

p =0.62

c) post term

0 0.0%

1

100.00% 0

0 0.0%

1

(NS)

a) <2 kg

0 0.0%

1

33.33%

2 66.67% 0 0.0%

3

b) 2 .1kg – 2.5 kg

0 0.0%

8

80.00%

2 20.00% 0 0.0%

10

c) 2.6 – 3 kg

0 0.0%

12

80.00%

3 20.00% 0 0.0%

15

d) >3 kg

0 0.0%

1

50.00%

1 50.00% 0 0.0%

2

a) Normal

0 0.0%

5

100.00% 1

b) I0 malnutrition

0 0.0%

15

c) II0 malnutrition

0 0.0%

0.00%

2. Birth weight of baby
2=3.57
p =0.31
(NS)

3. Degree of malnutrition
0 0.0%

6

75.00%

5 25.00% 0 0.0%

20

2=3.57

1

25.00%

3 75.00% 0 0.0%

4

p=0.31(NS)

0 0.0%

0

0.00%

0

0 0.0%

0

a) Normal

0 0.0%

8

72.73%

3 27.27% 0 0.0%

11

b) Mild

0 0.0%

13

76.47%

4 23.53% 0 0.0%

17

c) Moderate

0 0.0%

1

50.00%

1 50.00% 0 0.0%

2

d) Severe

0 0.0%

0

0.00%

0

0

0

d) III malnutrition

0.00%

0.00%

4. Anemia level

0.00%

0 0.0%

2=0.17
p =0.91
(NS)
2=0.00

5. Immunization status
a) Immunized

0 0.0%

22

73.33%

8 26.67% 0 0.0%

30

p=1.00

b) Not immunized

0 0.0%

0

0.00%

0

0.00%

0 0.0%

0

(NS)

0 0.0%

0

0.00%

0

0.00%

0 0.0%

0

0 0.0%

0

0.00%

0

0.00%

0 0.0%

0

0 0.0%

0

0.00%

0

0.00%

0 0.0%

0

6. Co- morbid conditions
a) Leukemia
b) Anemia
c) Nephrotic
syndrome
d) Type1 diabetes
mellitus
e) No co-morbid
illness

2=0.00
p=1.00

0 0.0%

0

0.00%

0

0.00%

0 0.0%

0

0 0.0%

22

73.33%

8 26.67% 0 0.0%

30

(NS)

*Significant at p < 0.05, **Highly Significant at p < 0.01, *** Very Highly Significant at
p < 0.001, NS= Not Significant
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The above table 12 portrays that, the association between post test level of
upper respiratory tract infection symptoms alleviation among children in control
group with their selected socio demographic variables and clinical variables.
Chi square test revealed that, there was no statistically significant association
between the post test level of upper respiratory tract infection symptoms alleviation
among children in control group with their selected socio demographic variables and
clinical variables.
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DISCUSSION

CHAPTER – V
DISCUSSION
This chapter deals with the detailed discussion of the data and the results
interpreted from the statistical, inferential analysis report. The present study was
focused to evaluate the effectiveness of Nochi leaves inhalation on upper respiratory
tract infection symptom alleviation among children 6-12 years of age admitted in the
paediatric medical ward at Govt. Rajaji Hospital, Madurai.
In this study, the researcher adopted a quantitative evaluative approach, True
experimental (pre test - post test control group) research design. 60 samples were
selected by probability sampling (Simple Random – Lottery method) technique.
Modified J.W.Kenny’s open system model (1991) was adopted for conceptual frame
work of the study.

Objectives of the study were
1. To assess the level of upper respiratory tract infection symptoms alleviation
among children 6-12 years of age admitted in paediatric medical ward at Govt.
Rajaji Hospital, Madurai.
2. To evaluate the effectiveness of nochi leaves inhalation on upper respiratory
tract infection symptoms alleviation among children 6-12 years of age
admitted in paediatric medical ward at Govt. Rajaji Hospital, Madurai.
3. To associate the level of upper respiratory tract infection symptoms alleviation
among children 6-12 years of age admitted in paediatric medical ward Govt.
Rajaji Hospital, Madurai with their selected socio demographic variables and
clinical variables.
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The following hypotheses were set for the study


H1 There is a statistically significant difference between the pretest and post
test level of Upper respiratory tract infection symptoms alleviation among
children in 6-12 years of age admitted in paediatric medical ward at Govt.
Rajaji Hospital, Madurai.



H2 There is a statistically significant difference between the post test level of
upper respiratory tract infection symptoms alleviation among children in 6-12
years of age in intervention group and control group admitted in paediatric
medical ward at Govt. Rajaji Hospital, Madurai



H3 There is a statistically significant association between level of upper
respiratory tract infection symptoms alleviation among children 6-12 years of
age admitted in paediatric medical ward at Govt. Rajaji Hospital, Madurai
with their selected socio demographic variables and clinical variables.

The findings of the study were discussed under the following headings
 Distribution of children with upper respiratory tract infection symptoms
according to their selected socio demographic variables and clinical variables
in intervention and control group.
 Description of pretest level of upper respiratory tract infection symptoms
among children in intervention group and control group.
 Comparison of pre test and post test level of upper respiratory tract infection
symptoms alleviation among children in intervention group.
 Comparison of pre test and post test level of upper respiratory tract infection
symptoms alleviation among children in control group.
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 Comparison of post test level of upper respiratory tract infection symptoms
alleviation among children in intervention group and control group
 Association between post test level of upper respiratory tract infection
symptoms alleviation among children in intervention and control group with
their selected socio demographic variables and clinical variables

5.1 Discussion based on the distribution of children with upper respiratory
tract infection symptoms according to their socio demographic variables.
 In intervention group, 18 (60.00%) and control group 23 (76.67%) were in
between 6-8 years.
 Majority of the subjects, in intervention group, 17 (56.67%) and control group
15 (50.00%) were male children.
 In intervention group, 14 (46.67%) and control group 18 (60.00%) were hailed
from urban area.
 Educational status of the father in intervention group and control group, 19
(63.33%) and 18 (60.00%) were studied up to secondary education.
 Majority of the mothers, in intervention group 14 (46.67%) were studied upto
secondary education and control group, 13 (43.34%) were studied up to higher
secondary education.
 In intervention group and control group, 15 (50.00%) and 17 (56.67%) were
earned between Rs.5001-10,000.
 Both in intervention group and control group, 23 (76.67%) and 24 (80.00%)
were from nuclear family.
 17 (56.67%) in intervention group and 16 (53.33%) in control group were
lived in tiled house.
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 In intervention group, 27 (90.00%) and control group, 30 (100.00%) were
practiced L.P.G.
 24 (90.00%) in intervention group and 25 (83.33%) in control group were had
no pet animals.
 In intervention group, 24 (80.00%) and in control group, 27 (90.00%) were
full term babies.
 Majority of the subjects, in intervention group, 10 (33.33%) were
between 2.1kg - 2.5kg, but in control group, 15 (50.00%) were between
2.6 kg - 3.0 kg.
 While comparing the degree of malnutrition, in intervention group,
17 (56.67%) and in control group 20 (66.67%) were had I0 malnutrition,
 In intervention group, 19 (63.33%) were had mild anemia, whereas in control
group, 17 (56.66%) were had mild anemia.
 Majority of the subjects, in intervention group and control group,
30 (100.00%) were immunized.
 In intervention group and control group, 30 (100.00%) were had no
co- morbid illnesses.
The present study was supported by a study conducted by Dhananjaya
Sharma, Kumaresan Kuppusamy, et.al., (2014), on prevalence of acute respiratory
tract infection and their determinants among 500 children in Melmaruvathur,
Tamilnadu. The study was concluded that acute respiratory tract infection was noticed
more among low social class (79.3%), Illiterate mothers (37.8%), children those
living in Kutcha house (52.6%), over crowded houses (63.7%), Low birth weight
children (54.8%) and malnourished children (57.8%) and children from Rural area.
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5.2 Discussion based on the objectives of the study
The first objective was to assess the level of upper respiratory tract
infection symptoms alleviation among children 6-12 years of age admitted in
paediatric medical ward at Govt. Rajaji Hospital, Madurai.
The pre test level of upper respiratory tract infection symptoms alleviation, in
intervention group, 25 (83.33%) were had moderate level of infection, in control
group 23 (76.67%) were had moderate level of infection.
The pretest mean score in intervention group was 21.07 with standard
deviation 2.82, in control group, 20.67 with standard deviation 2.32 and the mean
difference was 0.08.
The Chi square and Student Independent ‘t’ test revealed that there was
statistically no significant difference between mean pretest scores of upper respiratory
tract infection symptoms in intervention and control group.
The present study was supported by a study conducted by James A.Taylor,
(2011), for the development of a symptom score for clinical studies to identify
children with viral URTI among 150 children with 2-12 years old at Puget sound area.
The scoring system used in the study was based on the Jackson score and other cold
severity rating systems and included measures for 12 separate symptoms for each day
of the cold, for up to 14 days. The Symptoms included sneezing, runny nose, nasal
congestion, cough, fever, headache, malaise, chilliness, scratchy throat, sore throat,
hoarseness, and myalgias. Each morning, for as long as symptoms persisted, parents
were asked to rate the severity of each of these symptoms using the scale: 0 = none,
1= mild, 2= moderate and 3 = severe.
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The second objective was to evaluate the effectiveness of nochi leaves
inhalation on upper respiratory tract infection symptoms alleviation among
children 6-12 years of age admitted in paediatric medical ward at Govt. Rajaji
Hospital, Madurai.
In intervention group, the pretest level, 25 (83.33%) were had moderate level
of infection, in post test, 30 (100.00%) were had mild level of infection.
In intervention group, pretest mean score was 21.07 with standard deviation
2.82, whereas in post test mean score was 9.20 with standard deviation 1.51 and the
mean difference was 11.87.
Extended McNemar’s test and the Student paired ‘t’ test revealed that there
was a statistically significant difference between mean pretest and mean post test
scores of upper respiratory tract infection symptoms alleviation in intervention group.
In control group, the pre test level of upper respiratory tract infection
symptoms alleviation 23 (66.67%) were had moderate level of infection, whereas in
post test, 22 (73.33%) were had mild level of infection.
In control group, the pretest mean score was 20.67 with standard deviation
2.32, whereas in post test mean score was 13.86 with standard deviation 2.60 and
mean difference was 6.80.
Extended McNemar’s test and the Student paired ‘t’ test revealed that, there
was a statistically significant difference between pre test and post test mean score of
upper respiratory tract infection symptoms alleviation in control group.
Hence the hypothesis (H1)-There is a statistically significant difference
between the pretest and post test level of upper respiratory tract infection
symptoms alleviation among children in 6-12 years of age admitted in Paediatric
medical ward at Govt. Rajaji Hospital, Madurai was accepted and the null
hypothesis was rejected.
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In intervention group, 30 (100.00%) were had mild level of infection in post
test, in control group, 22 (73.33%) were had mild level of infection in post test.
Chi square test revealed that, there was a statistically significant difference between
post test level of upper respiratory tract infection symptoms alleviation in intervention
group and control group.
In intervention group, post test mean score was 9.20 with standard deviation
1.51, in control group, post test mean score was 13.86 with standard deviation 2.60
and mean difference was 4.66. The student independent ‘t’ test revealed that, there
was a statistically significant difference between mean post test scores of upper
respiratory tract infection symptoms alleviation in intervention group and control
group.
The present study was supported by the study conducted by Hendley J.O
et.al., (1994), on effect of inhalation of hot humidified air on experimental rhinovirus
infection among 20 volunteers from the Charlottesville. The design used was
randomized controlled trial. The study concluded that mean viral titers prior to the
first treatment were 10 (1.7) tissue culture infections doses per milliliter in the active
group and 10 (1.5) in the placebo group. Mean titers for the next 4 days were 10 (1.7),
and 10 (1.7), 10 (1.2) and 10 (0.9)/ml in the active group and 10 (1.8), 10 (1.9),
10 (1.6) and 10 (0.7)/ml in the placebo group (no significant difference).
The study was supported by the article published by Dr.Divya Amirjude,
(2015), in journal of siddha medicine and natural treatment regarding nochi. In this
study the author described that the nochi leaves inhalation can be used for head ache
and sinusitis and nochi leaves inhalation is effective remedy for fever.
Hence the Hypothesis (H2) - There is a statistically significant difference
between the post test level of upper respiratory tract infection symptoms
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alleviation among children 6-12 years of age in intervention group and control
group admitted in Paediatric medical ward at Govt. Rajaji Hospital, Madurai
was accepted and the null hypothesis was rejected.
The third objective was to associate the upper respiratory tract infection
symptoms alleviation among children 6-12 years of age admitted in Paediatric
Medical ward at Govt. Rajaji Hospital, Madurai with their selected socio
demographic variables and clinical variables.
In order to find out the association between post test level of upper
respiratory tract infection symptoms alleviation among children in intervention group
with their selected socio demographic and clinical variables, Chi square test revealed
that, there was a statistically significant association between the post test level of
upper respiratory tract infection symptom alleviation and the type of family, type of
house, and the degree of malnutrition, whereas in control group, there was statistically
no significant association between post test level of upper respiratory tract infection
symptoms alleviation among children with their selected socio demographic variables
and clinical variables.
The present study was supported by a study conducted by Kapil Goel,
Sartaj Ahmad et.al., (2012), on prevalence of acute respiratory infection in children
of Meerut District, India among 225 children who were selected out of 450 children
through purposive sampling technique. The study concluded that there was significant
association of prevalence of Acute Respiratory Tract Infection with children who
were male, living in overcrowded houses (29.05%), houses with inadequate
ventilation (74.35), children who had no malnutrition (16.0%).
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Vinod.K.Ramani, Jayashree Pattankar, et.al., (2016), conducted a
longitudinal cohort study on incidence of Acute Respiratory Tract Infection among
children at urban slums, Gulberga city. The study shows a statistically significant
association with incidence of acute Respiratory Tract Infection with 2-3 years age of
children, boys in gender, firewood fuel using families, families rearing pets and grade
three malnutrition.
Hence the hypothesis (H3) - There is a statistically significant association
between level of upper respiratory tract infection symptoms alleviation among
children 6-12 years of age admitted in paediatric medical ward at Govt. Rajaji
Hospital, Madurai with their selected socio demographic variables and clinical
variables was accepted and null hypothesis was rejected.
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SUMMARY,
CONCLUSION,
IMPLICATIONS &
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CHAPTER – VI
SUMMARY, CONCLUSION, IMPLICATIONS AND
RECOMMENDATIONS

The chapters narrates the summary of the study and the conclusion drawn. It
also describes the implications for different areas like nursing practice, nursing
education,

nursing

administration

and

nursing

research.

It

provides

the

recommendations based on the study.

6.1 Summary
The present study was conducted to evaluate the effectiveness of nochi leaves
inhalation on upper respiratory tract infection symptoms alleviation among children
6-12 years of age admitted in paediactric medical ward at Govt. Rajaji Hospital,
Madurai.

The objectives of the study were
1. To assess the level of upper respiratory tract infection symptoms alleviation
among children 6-12 years of age admitted in paediatric medical ward at
Govt. Rajaji Hospital, Madurai.
2. To evaluate the effectiveness of nochi leaves inhalation on upper respiratory
tract infection symptoms alleviation among children 6-12 years of age
admitted in paediatric medical ward at Govt. Rajaji Hospital, Madurai.
3. To associate the level of upper respiratory tract infection symptoms
alleviation among children 6-12 years of age admitted in paediatric Medical
ward at Govt. Rajaji Hospital, Madurai with their selected socio
demographic variables and clinical variables.
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The following hypotheses were tested at 0.05% level


H1 There is a statistically significant difference between the pretest and post
test level of upper respiratory tract infection symptoms alleviation among
children 6-12 years of age admitted in paediatric medical ward at Govt. Rajaji
Hospital, Madurai.



H2 There is a statistically significant difference between the post test level of
upper respiratory tract infection symptoms alleviation among children 6-12
years of age in intervention group and control group admitted in paediatric
medical ward at Govt. Rajaji Hospital, Madurai.



H3 There is a statistically significant association between level of upper
respiratory tract infection symptoms alleviation among children 6-12 years of
age admitted in paediatric medical ward at Govt. Rajaji Hospital, Madurai,
with their selected socio demographic variables and clinical variables.

Assumptions of the study
Children have varying level of upper respiratory infection symptoms and
nochi leaves inhalation has varying level of effectiveness on upper respiratory tract
infection symptoms alleviation.
The study was conducted in paediatric Medical ward at Govt. Rajaji Hospital,
Madurai. Quantitative evaluative research approach and true experimental (pre test –
post test control group) research design was used. The probability sampling (simple
random – lottery method) technique was adopted to select 60 samples which were
randomly assigned in to (30) intervention group and (30) control group who met the
inclusion criteria. The Modified Jackson cold severity score was used to assess the
level of upper respiratory tract infection symptoms alleviation for pretest and post test
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assessment. Nochi leaves inhalation was the independent variable and upper
respiratory tract infection symptoms alleviation was the dependent variable. A wide
review of literature and expert guidance provided strong foundations for the study.
The content validity and reliability for the tool was obtained prior to the study. A pilot
study was conducted prior to the main study and it showed that the feasible and
practicable.

The tool used in this study consists of two sections
SECTION A
 Socio demographic variables
 Clinical variables
SECTION B
 The Modified Jackson Cold Severity Score

6.2 Major findings of the study
The study findings are summarized below,
The distribution of socio demographic variables and clinical variables of the
study subjects in intervention group showed that, 18 (60.00%) were in between 6-8
years, 17 (56.67%) were male children, 14 (46.67%) were hailed from urban area,
subject’s fathers, 19 (63.33%) were studied up to secondary education, subject’s
mothers, 14 (46.67%) were studied up to secondary education, 15 (50.00%) were
earned between Rs.5001-10,000 income per month, 23 (76.67%) were from nuclear
family, 17 (56.67%) were lived in tiled house, 27 (90.00%) were practiced L.P.G.
24 (90.00%) were had no pet animals, 24 (80.00%) were full term babies,
10 (33.33%) were between 2.1 kg-2.5 kg, 17 (56.67%) were had I0 malnutrition,
19 (63.33%) were had mild anemia, 30 (100.00%) were had immunized,
30 (100.00%) were no co- morbid illnesses.
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Whereas in control group, 23 (76.67%) were in between 6-8 years,
15 (50.00%) were male children, 18 (60.00%) were hailed from urban area, subject’s
fathers, 18 (60.00%) were studied up to secondary education, subject’s mothers,
13 (43.34%) were studied up to higher secondary education, 17 (56.67%) were
earned between Rs.5001- 10,000 income per month, 24 (80.00%) were from nuclear
family, 15 (50.00%) were lived in tiled house, 30 (100.00%) were practiced L.P.G,
25 (83.33%) were had no pet animals, 27 (90.00%) were full term babies,
15 (50.00%) were between 2.6 kg- 3.0 kg, 20 (66.67%) were had I0 malnutrition,
17 (56.66%) were had mild anemia, 30 (100.00%) were had immunized,
30 (100.00%) were had no co- morbid illnesses.
The present study results revealed that, in intervention group, the pretest level
of upper respiratory tract infection symptoms alleviation, 25 (83.33%) were had
moderate level of infection, in post test, 30 (100.00%) were had mild level of
infection. Extended McNemar’s test revealed that, there was a statistically significant
difference between pre test and post test level of upper respiratory tract infection
symptoms alleviation in the intervention group.
Whereas in control group, the pre test level of upper respiratory tract infection
symptoms alleviation, 23 (66.67%) were had moderate level of infection, in post test,
22 (73.33%) were had mild level of infection. Extended McNemar’s test revealed
that, there was a statistically significant difference between pre test and post test level
of upper respiratory tract infection symptoms alleviation in the control group.
In intervention group, the post test mean score was 9.20 with standard
deviation 1.51, whereas in control group, the post test mean score was 13.86 with
standard deviation 2.60. The mean difference was 4.66. This difference was large and
the calculated student independent ‘t’ test value was 8.46, which was significant at
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0.001 level. The student independent ‘t’ test revealed that, there was a statistically
significant difference between post test level of upper respiratory tract infection
symptom alleviation in intervention and control group.
On an average 32.97% symptom reduction score in intervention group,
18.89% in control group.
The study result also revealed that in intervention group there was a
statistically significant association between the level of upper respiratory tract
infection symptom alleviation and the children who were from nuclear family,
children living in child house and the children with 1omalnutrition whereas in control
group there was no statistically significant association between the level of upper
respiratory tract infection symptom alleviation and the children with their socio
demographic variables and clinical variables.

6.3 Conclusion
The study was to evaluate the effectiveness of nochi leaves inhalation on
upper respiratory tract infection symptoms alleviation among children 6-12 years of
age admitted in paediactric medical ward at Govt. Rajaji Hospital, Madurai.
The statistical evidence of the study proved that the children with upper
respiratory tract infections are needed interventions for the alleviation of upper
respiratory tract infection symptoms. The nochi leaves inhalation to the children with
upper respiratory tract infections was effective in alleviating the symptoms. Therefore
the investigator felt more importance should be given for nochi leaves inhalation to
alleviate the upper respiratory tract infection symptoms among children.
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6.4 Nursing implications
The investigator has derived the following implications from the study results
which are of vital concern to the field of nursing service, nursing administration,
nursing education and nursing research.

Implications for nursing practice
 Nurses should develop in depth knowledge about the symptoms of upper
respiratory tract infection among children by Jackson cold severity score.
 Nurses must know the benefits of complementary and alternative therapy
along with routine nursing interventions.
 Nurses should be knowledgeable about the benefits of complementary therapy
especially nochi leaves inhalation in reducing the level of upper respiratory
tract infection symptoms alleviation and the same should be practiced in the
hospital and in community also.
 Nurses should educate and encourage the parents and children to use nochi
leaves inhalation on upper respiratory tract infection symptoms alleviation.

Implications for nursing education
 Nursing educators should plan for workshops and conference on
Complementary and Alterative Medicine (CAM) and motivate the students to
practice complementary therapy in day to day nursing practice.
 Nursing educators should also plan for continuous nursing education programs
for nurses to enhance their knowledge and skills about assess the level of
upper respiratory tract infection symptoms and possible ways of upper
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respiratory tract infection symptoms alleviations like tulsi leaves inhalation,
turmeric inhalation, steam inhalation etc.
 Nurse educators motivate the students to observe and use cold severity score
on children with respiratory tract infections.
 Nursing educators should be equipped with in depth knowledge regarding the
action, mechanism and benefits of complementary therapies.

Implications for nursing administration
 Nursing administrators should take interest in motivating the nursing personals
especially nurses to improve the knowledge and skills by attending the health
conferences, seminars and training programs on identification of respiratory
tract infections and update their knowledge about the complementary therapies
for managing upper respiratory tract infection symptoms alleviation.
 Nursing administrators should arrange regular in service education program
for the various methods of management of respiratory tract infections.
 Nursing administrators should assist in implementing public health awareness
campaigns aimed at Complementary and Alterative Medicine (CAM).

Implications for nursing research
 Nursing research has to be done to find out the effectiveness of various
Complementary and Alterative therapies to reduce the upper respiratory tract
infection symptoms among children.
 Nursing researcher can conduct studies to find out the effectiveness of Nochi
leaves application on various skin diseases.
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 The finding of the study would help to expand and enrich the scientific body
of professional knowledge upon which further study can be conducted with
large samples.
 The study will motivate the new researchers to conduct similar type of study
using various independent variables and their comparison with nochi leaves
inhalation in the alleviation of upper respiratory tract infection symptoms.
 Large scales studies can be conducted on nochi leaves inhalation on upper
respiratory tract infection symptoms alleviation in various settings and
disseminate the finding of research through paper presentations, conferences
and publishing in nursing journals.

6.5 Recommendations
The following studies can be taken to generalize the effectiveness of nochi
leaves inhalation on upper respiratory tract infection symptoms alleviation among
children.
 A similar study can be conducted with more number of sample sizes in various
settings.
 A similar study can be conducted for longer period with various clinical
variables and parameters.
 Various comparative studies can be done by comparing nochi leaves
inhalation with other complementary therapy.
 A similar study can be conducted with same sample by using different tools
like The Wisconsin Upper Respiratory Symptom Survey (WURSS)
questionnaire.
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II year, M.Sc[N] , [Br-II. Child Health Nursing]
College of Nursing,
Madurai Medical College, Madurai – 20.
To,

Respected Sir,
Sub: Requesting opinion and suggestion of experts for content validity of tool for
titled “A study to evaluate the effectiveness of Nochi leaves inhalation on
upper respiratory tract infection symptoms alleviation among Children 612 years of age admitted in pediatric medical ward, Govt. Rajaji Hospital,
Madurai.”
-------I am M.Chitra selvi, II year M.Sc [Nursing] student in College of Nursing,
Madurai Medical College, Madurai. In partial fulfillment of Master Degree in
Nursing, I have selected the topic for the dissertation to submit to the Dr. M.G.R.
Medical University, Chennai. I request you to kindly validate the tool and give your
expert opinion for necessary modification and I would be very grateful if you could
refine the problem statement and the objectives.
Thanking you.
Place : Madurai

Yours sincerely,

Date :
Enclosure:
Statement of the Problem
Objectives
Research tool

[M.CHITRA SELVI]
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INFORMED CONSENT FORM

NAME:

DATE:

Here I am acknowledging that information regarding the project study topic
was explain to me and the positive reason was pointed out. I am voluntarily willing to
participate my child in the study. At any time I am free to exclude from the study and
promised that all personal information regarding my child should be kept in
confidential.

Signature of the parent
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APPENDIX – V
RESEARCH TOOL - ENGLISH

Sample No:
Section A
Socio demographic variables
1) Age
a)

6-8 years

b)

9-10 Years

c)

11-12 Years

2) Gender
a)

Male

b)

Female

3) Residential area
a)

Rural

b)

Urban

c)

Sub urban

4) Educational status of father
a)

No formal education

b)

Primary education

c)

Secondary education

d)

Higher secondary education

e)

Graduate

5) Educational status of mother
a)

No formal education

b)

Primary education

c)

Secondary education

d)

Higher secondary education

e)

Graduate
xii

[

]

[

]

[

]

[

]

[

]

6) Monthly income
a)

< Rs.5000

b)

Rs.5001-10000

c)

Rs.10001-15,000

d)

> Rs.15,000

7) Type of family
a)

Nuclear family

b)

Joint family

c)

Extended family

8) Type of house
a)

Hut

b)

Tiled

c)

Concrete

d)

Others

9) Cooking fuel type
a)

Fire Wood

b)

Kerosene

c)

L.P.G

d)

Electricity

10) Pet animals in home
a)

No pet animals

b)

Cat

c)

Dog

d)

Others

xiii

[

]

[

]

[

]

[

]

[

]

Clinical variables

1) Term of baby at birth
a)

Full term

b)

Preterm

c)

Post term

2) Birth weight of baby
a)

<2 kg

b)

2 .1kg – 2.5 kg

c)

2.6 – 3 kg

d)

> 3 kg

3) Degree of malnutrition
a)

Normal

b)

I 0 malnutrition

c)

II 0 malnutrition

d)

III 0 malnutrition

4) Anemia level
a)

Normal

b)

Mild

c)

Moderate

d)

Severe

5) Immunization status
a)

Immunized

b)

Not immunized

6) Co- morbid conditions
a)

Leukemia

b)

Anemia

c)

Nephrotic syndrome

d)

Type 1 diabetes mellitus

e)

No co-morbid illness
xiv

[

]

[

]

[

]

[

]

[

]

[

]

SECTION - B
THE MODIFIED JACKSON COLD SEVERITY SCORE

Sample. No:

Date:

Symptom
-No sneezes
Sneezing

-Few short episodes of sneezing
-occasional sneezes
-frequent sneezes
-No runny nose
-Had to wipe nose (or blow) nose
rarely

Runny Nose

- Had to wipe(or blow) nose
occasionally
- Had to wipe(or blow) nose
frequently
-No congestion
-breathing through nose slightly
-Breathing through nose noisy, has

Nasal
congestion

“nasally” speech, breathes through
mouth some
- Breathes through mouth almost
all the time because of nasal
congestion, speech very “nasally”
-No cough
-Few short episodes of coughing
- Occasional coughs or rare

Cough

episodes of
prolonged coughing
- Frequent coughs or at least
occasional episodes of prolonged
coughing

xv

Score

Score

Score

Score

0

1

2

3

-No fever or looking flushed
- Felt warm to the touch, no
flushing
Feverishness

-Felt very warm to the touch or
temperature >100.5°, slightly
flushed
-Felt hot to the touch or
temperature >102°,very flushed
-No ill appearance or behavior
- Slightly less active than normal

Malaise

- Activity reduced somewhat, not
engaging in usual activities
-Mostly in bed or lying down
-No chilliness
-Complaining about being cold, no
extra clothing or blankets

Chilliness

-Wearing extra clothes or using
blanket to keep warm,
-Very chilled, shivering, constantly
under a blanket to keep warm
-No headache
-Mild Complaints of headache, no

Headache

change in activity
- Frequent complaints of headache,
not as active because of headache
-Mostly in bed because of headache
-No muscle aches
-Infrequent complaint of muscle
aches or pains

Myalgia

-Occasional complaint of muscle
aches or pains
-Frequent complaint of muscle
aches or pains

xvi

-No sore throat
Sore throat

-Mild pain with swallowing
-Moderate pain with swallowing
- Very painful to swallow
-No throat pain
-Infrequent complaint of pain in
mouth or throat, discomfort mild

Scratchy
throat

-Occasional complaint of pain in
mouth or throat or moderate
discomfort
-Frequent complaint of pain in
mouth or throat or severe
discomfort
-No change in voice
-Speech is slightly hoarse or

Hoarseness

“husky”
-Speech is very hoarse or “husky”
-Can’t speak above a whisper
because or hoarseness
TOTAL

INTERPRETATION OF SCORE
Level of Upper respiratory tract infection symptoms
None

score ‘0’

Mild

score ‘1-12’

Moderate

score ‘13– 24’

Severe

score ‘25- 36’

xvii

APPENDIX – VI
ஆராய்ச்சிகருவி-தமிழ்
சமூகஜனத்ததாககமாறிகள்
பிாிவு-அ
மாதிாிஎண் :

தததி :

1) வயது (ஆண்டுகளில்)

[

]

[

]

[

]

[

]

[

]

அ) 6-8 வருடம்
ஆ) 9-10 வருடம்
இ) 10-12 வருடம்
2) பாலினம்
அ)ஆண் குழந்கத
ஆ) தபண் குழந்கத
3) குடியிருப்புப் பகுதி
அ) கிராமப்புறம்
ஆ) நகர்ப்புறம்
இ) புறநகர்புறம்
4) தந்கதயின் கல்விநிகை
அ) முகறயான கல்வி இல்கை
ஆ) முதல்நிகைகல்வி
இ) இரண்டாம்நிகைகல்வி
ஈ) உயர்நிகைகல்வி
உ) பட்டதாாி
5) தாயின் கல்விநிகை
அ) முகறயான கல்விஇல்கை
ஆ) முதல்நிகைகல்வி
இ ) இரண்டாம்நிகைகல்வி
ஈ) உயர்நிகைகல்வி
உ) பட்டதாாி
xviii

6) மாதவருமானம்

[

]

[

]

[

]

[

]

[

]

அ) ரூ. 5000 க்கும் குகறவாக
ஆ) ரூ. 5001முதல் ரூ .10000 வகர
இ) ரூ. 10001முதல் ரூ. 15000
ஈ) ரூ. 15001க்கும் அதிகமாக
7) குடும்பவகக
அ) தனிக்குடும்பம்
ஆ) கூட்டுக்குடும்பம்
இ) நீட்டிக்கப்பட்ட குடும்பம்
8) வீடுவகக
அ) குடிகசவீடு
ஆ) ஓட்டுவீடு
இ) மாடிவீடு
ஈ) மற்றகவ
9) சகமயல் எாிதபாருள் வகககள்
அ) மரம்
ஆ) மண்தெண்தெய்
இ) எல் .பி .ஜிகாஸ்
ஈ) மின்சாரம்
10) வீட்டில் உள்ள தசல்ைபிராெி
அ) தசல்ைபிராெி இல்கை
ஆ) பூகன
இ) நாய்
ஈ) மற்றகவ

xix

மருத்துவ மாறிகள்

1) பிறப்பின்தபாது கர்ப்பகாை அளவு

[

]

அ) முழுகாை குழந்கத
ஆ) முன்காை குழந்கத
இ) பிந்கதய காைகுழந்கத
2) குழந்கதயின் பிறப்புஎகட

[

]

[

]

[

]

அ) < 2 கிதைாஎகட
ஆ) 2.1 கி.கி –2.5கி.கி
இ) 2.6 கி.கி – 3 கி.கி
ஈ) >3 கி.கி
3) ஊட்டச்சத்து குகறபாடு
அ) ஊட்டச்சத்து குகறபாடுஇல்கை
ஆ) 10 ஊட்டச்சத்து குகறபாடு
இ) 20 ஊட்டச்சத்து குகறபாடு
ஈ) 30 ஊட்டச்சத்து குகறபாடு

4) இரத்ததசாகக அளவு
அ) இரத்ததசாகக இல்கை
ஆ) தைசான இரத்ததசாகக
இ ) மிதமான இரத்ததசாகக
ஈ) கடுகமயான இரத்ததசாகக

5) தநாய் தடுப்பு நிகை

[

அ) தநாய்தடுப்பு உண்டு
ஆ) தநாய்தடுப்பு இல்கை
xx

]

6) இகெதநாய் ததாற்று நிகைகமகள்
அ) லுதகமியா
ஆ) தநபிதராடிக் தநாய்குறி
இ) வயிற்றுதபாக்கு தநாய்குறி
ஈ) வகக 1 நீாிழிவுதநாய்
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மூக்கு அலைப்பு இல்லல.
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இருமல்

-
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APPENDIX – X
INTERVENTION

NOCHI LEAVES INHALTION
Introduction:
Steam inhalation is one of the most widely used home remedies to soothe and
open the nasal passages and get relief from the symptoms of a cold or sinus infection.
Also called steam therapy, it involves the inhalation of water vapor. The warm, moist
air is thought to work by loosening the mucus in the nasal passages, throat, and lungs.
This may relieve symptoms of inflamed, swollen blood vessels in your nasal
passages. While steam inhalation won’t cure an infection, like a cold or the flu, it may
help to feel a lot better while body fights it off.
Definition
Steam inhalation is an application of moist heat to the respiratory passage. It
may be plain or medicated inhalation. It is the deep breathing of vapor or gas into
the lungs for a local effect on the air passages.
Utilization of moist heat to loosen lung congestion and help liquefy secretions.
Purposes:
1. To relieve the inflammation and congestion of the mucous membranes of the
respiratory tract and paranasal sinuses thus to produce symptomatic relief in
acute and chronic sinusitis.
2. To soften/ liquify thick tenacious mucus which helps in its expulsion from the
respiratory tract.
3. To get warm moisten air in acute bronchitis, whooping cough or after
tracheostomy.
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4. To aid in absorption of oxygen.
5. To relieve spastic conditions of the larynx and bronchi.
6. To provide antiseptic action on the respiratory tract e.g by using menthol,
eucalyptus and tincture benzoin.
7. To relieve congestion and edema of the larynx.
Articles
Tray containing
S.No

Articles

Purpose

1

Steam inhaler

To provide inhalation

2.

A jug with clean water

Clean water to mix nochi leave powder

3.

Ounce glass

To measure water

4.

Nochi leave powder

To provide inhalation

5.

A bowl with Gauze piece

To clean the mouth piece of inhaler

6.

Hand sanitizer

To clean hands and prevent infection

7.

Sputum cup with antiseptic
solution (1% savlon)

To discard the sputum

8.

Face towel

To wipe child’s face after inhalation

9.

Kidney tray

To receive waste

10.

Cardiac table

To place the inhaler

11.

Pillows

12.

A sheet or extra blanket

To cover the child during the procedure

13.

Clean glove

To protect self and prevent cross infection

14.

A bottle with spirit

To clean mouth piece

To provide a comfortable position to the
child
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PROCEDURE

S.No

NURSING ACTION

RATIONALE

1.

Explain the procedure to the child and
mother

Reduce the anxiety of the child and
care giver.

2.

Obtain written and oral consent

For legal documentation

3.

Arrange the articles in bedside

For avoidance of unnecessary
movements

4.

Wash the hands and wear gloves

Reduce transfer of micro organisms

5.

Ask the child to sit in a comfortable
position

For easy approach to inhaler and
prevent fatigue.

6.

Assess the vital signs of the child

To know the baseline data.

7.

Measure 500 ml of water and fill it in a
steam inhaler jar

Water to make a steam

8.

Add 2 gms of nochi leave powder in
the jar

It has a anti allergic and anti
inflammatory actions

9.

Connect the power card to the board
and switch on

To make a steam

10.

Ask the child to breath normally
through nose and mouth, Continue for 5
minutes

To soothening the naso pharyngeal
mucus lining.

11.

Wipe the child’s face with clean towel,
and advice to drink water

Wipe the sweating and refresh the
child

12.

Wash the mouth piece in running water
and wipe it with spirit gauze

To prevent cross infection

13.

Replace all the articles after discarding
the waste, remove gloves, discard it and
wash hands

Prevent transfer of micro organisms

14.

Record date and time of the procedure

To have proper document
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