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ABSTRACT

India leads the world with the largest number iabdtic subjects earning
the dubious distinction of being termed the "diabetapital of the world".
According to the Diabetes Atlas 2006 published hg tnternational Diabetes
Federation, the number of people with diabetesnuhal currently around 40.9
million is expected to rise to 69.9 million by 2086less urgent preventive steps
are taken. The main objective of the studgs to compare the pre and post
blood glucose level in relation to intake of gudeaf tea among clients in both
experimental and control group. An experimentadgtwith pre test post test
research design was used and a sample of 60 Typealietic Adults (30 in
experimental and 30 in the control group) is selédby using simple random
sampling techniqgue. 50 ml of guava leaf tea wasergito the clients in
experimental group half hour after breakfastlydfr 14 days. The conceptual
framework was based on a modified model of wiedehisahelping Art of
clinical nursing theory. The tool used for the stukcludes structured interview
schedule and observation method using a glucométer. obtained data were
analyzed by using descriptive and inferential stas. Result The findings of the
study showed that there was a significant, (p.05) level with a confidence
interval of 95% reduction in blood glucose levieradministering guava leaf
tea in the experimental group. The study reveasdheater significance of guava
leaf tea was observed in the age group of 30-40lgss duration of iliness 0-1yr,
and habit of doing exercise when compared to oiligugva leaf is cost effective,
easily available, known by all people and improttes general well being of the
clients, prevents them from developing complicatiamd reduces the dosage of

the drug.
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CHAPTER -- 1|

INTRODUCTION
"Man may be the captain of his fate, but hesialso the victim of his
blood sugar”

(Wilfrid 6xley)

India leads the world with the largest number adbeitic subjects
earning the dubious distinction of being termed ‘tmbetes capital of the
world". According to the Diabetes Atlas 2006 pulbéd by the International
Diabetes Federation, the number of people with eteb in India currently
around 40.9 million is expected to rise to 69.9lionl by 2025 unless urgent
preventive steps are taken. The most disturbingltre the shift in age of onset
of diabetes to a younger age in the recent yedms. dould have long lasting
adverse effects on the nation's health and econ&awyy identification of at-
risk individuals using simple screening tools likee Indian Diabetes Risk
Score (IDRS) and appropriate lifestyle interventimould greatly help in
preventing or postponing the onset of diabetestlns reducing the burden on

the community and the nation as a whole.

Consequently, diabetes is rapidly emerging as adbajl health care
problem that threatens to reach pandemic leveBO3Y; the number of people
with diabetes worldwide is projected to increasmrrl71 million in 2000 to
366 million by 2030. Millions of Cases of Diabeta2000 and Projections for
2030, with Projected Percent Changes.This incredls&e most noticeable in
developing countries, where the number of peoptl diabetes is expected to
increase from 84 million to 228 million.

According to the WHO, Southeast Asia and the Wadgacific region
are at the forefront of the current diabetes epidemvith India and China
facing the greatest challenges. In these counthesincidence and prevalence
of type Il diabetes among children are also indrgpat an alarming rate, with

potentially devastating consequences.
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The so called "Asian Indian Phenotype" refersedan unique clinical
and biochemical abnormalities in Indians, whichlude increased insulin
resistance, greater abdominal adiposity i.e., HigVeast circumference despite
lower body mass index, lower adiponectin and highgh sensitive C-reactive
protein levels. This phenotype makes Asian Indianse prone to diabetes and
premature coronary artery disease. Diabetes isréped epidemiological
transition associated with changes in dietary padtend decreased physical
activity as evident from the higher prevalence dhbdtes in the urban
population. Even though the prevalence of microvsccomplications of
diabetes like retinopathy and nephropathy are coatipaly lower in Indians,
the prevalence of premature coronary artery dissasaich higher in Indians
compared to other ethnic groups. The most distgriiend is the shift in age
of onset of diabetes to a younger age in the regeats. This could have long

lasting adverse effects on the nation's healtheodomy.

In addition, Type Il Diabetes Mellitus and obesity becoming
increasingly more prevalent among people in Indlde serious spread of
disease can cripple the nation’s fiscal and hunegources; therefore, it's the
time to act now and do as much as possible to calveost all aspects of the
disease. The overwhelming burden of the diseasatibms to stunt economic
growth and undermine the benefits of improved statsl of living and
education. Proper education and awareness progiawedoped according to
the need of the society can improve the knowledgebents and change their

attitude.

EPIDEMIOLOGY AND STATISTICS

WHO (1999 reported that globally there were approximately 135
million adults with diabetes in 1995. By the y28P5 the figure is expected to
go up to 300 million. Approximately 30 Million pelapin India suffer from this

disorder, but less than 12 lakhs take treatment.



The National Diabetes Information Clearing Houseestimates
that Diabetes cost US 132 Billion in the Unitest&taalone every year. About
5% - 10% of Diabetes cases in North America areeTlyith the rest being
Type Il, the Factor of Type | in other parts of therld differs. This is likely
due to both differences in the rate of Type | aiffitibnces in the rate of other
types, most prominently Type Il, most of this difface is not currently

understood.

Snehalatha et al (2009showed in their study that an increase in
Type Il Diabetes mellitus in India is estimatedo®58%, and from 51 million
people in 2010 to 87 million by 2030.

The world health organizationreports showed that the estimation of

Type Il Diabetes Mellitus in India is

In the year 2000 - 32 miflio
2006 - 38.9 million
2010 - 40.09million
2025 - 69.9 million
2030 - 80-87 million

INCIDENCE AND PREVALENCE

The 42nd World Health Assembly noted that Type-ll Diabetes
Mellitus has been already a significant public tteabncern and the problem is
growing especially in the developing countyarious studies have shown that
the highest incidencef diabetes in India is mainly because of a sedgnta
lifestyle, lack of physical activity, obesity, stseeand consumption of diet rich
in fat, sugar and calories. With the advent ofhhigaddictive computer with
Video games, sedentarinism is now affecting thédodm and youth, as they
tend to spend more time in front of Television set€omputers than playing

out- doors.



The results of prevalence studies of diabetes tuellin India were
systematically reviewed with emphasis on thosazirg the standard WHO
criteria for diabetes diagnosis. The prevalencdigd¢ase in adult was found to
be increasing currently 4 to 11.6% of India’s urldavellers and 2.4% to 3% of
rural population potential for further rise in padence of Diabetes Mellitus in

the coming decades.

Oldroyd, Banerjee, Heald, Cruickshank (2007)stated that the
global prevalence of diabetes for all age grougsismated to be 2.8 %. Type-ll
diabetes accounts for at least 90% of diabetesiwiaik.

Prevalence of Type Il Diabetes Mellitus in Chennais

2000 - 11.6 %
2004 - 13.5%
2010 - 14.3%
2012 - 15.2%

DEATH AND DISABILITY

WHO (2004) reported that there were 1.2 leaks diabetes retigaths
in India in 1999 to 2000. Also a Survey of Chenbased Diabetes Research
Centers reported thdty 2025 every & diabetic in the world will be an
Indian. For every 10 seconds, 2 new diabetic casa&® diagnosed and every
10 seconds a person dies from diabetes related cassin the world An
estimation given by American Diabetes Associatitsiincidence is increasing
rapidly and it is estimated that by 2030, this nembill almost doublePeople
with Diabetes ar@5 times more likely to develop blindregsl7 times more
likely to develop kidney disease30-40 times more likely to undergo
amputation 2-4 times more likely to develop Myocardial Infarctiandtwice

as likely to suffer a stroke as non-diabetics.



1.1 NEED FOR THE STUDY

An estimated 135 million people worldwide had diaged diabetes
in 1995, and thisumber is expected to rise to at least 300 miltigr2025. The
number of people with diabetes will increase by 42%m 51 to 72 million) in
industrialized countries between 1995 and 2025knil70% (from 84 to 228
million) in industrializing countries. Several potally modifiable risk factors
are related to diabetes, including insulin resistambesity, physical inactivity
and dietary factors. Diabetes may be preventabléigh-risk groups, but
results of ongoing clinical trials are pending. & efficacious and
economically acceptable treatment strategies aremly available (control of
glycemia, blood pressure, lipids; early detectiod &reatment of retinopathy,
nephropathy, foot-disease; use of aspirin and Adltbitors) to reduce the

burden of diabetes complication.

Diabetes is a major public healttobtem and is emerging as a
pandemic. While prevention of diabetes may becowssiple in the future,
there is considerable potential now to better adiliexisting treatments to
reduce diabetes complications. Many countries cdaddefit from research
aimed at better understanding the reasons whyimxigteatments are under-

used and how this can be changed.

Prevalence of Type Il Diabetes has rapidly incedas native and
migrant Asian populations, hence the morbidity amaltality associated with
the disease and its complications are also commoyoung Asian people.
Several distinctive features are apparent in pahiogfactors for diabetes and
their thresholds in Asian populationne economic burden due to diabetes
at personal, societal, and national levels is hugBlational strategies to raise
public awareness about the disease and to imptwvestandard of care and

implementation of programs for primary preventioa argently.

diWez Hossain, M. University of Sheffield.)



Type Il Diabetes Mellitus is most commonly prévey disease and a
growing problem in world wide. It is a major burdéor the health care
department and also it is a disease which prognessay lead to multi system
disorder. It is estimated that diabetes account$% to 10% of the nation’s
health budget. Due to its chronicity and severityt® complications and the
means required to control them, diabetes is a yalifease, not only for

affected individuals and their families, but also the health system.

Indians had the highest prevalence of (68 millinabetes among
Asian countriesChennaj the largest city in southern India with an estied
population of 5 million (2012) is now having antieased incidence of diabetes
population. The rapid increase in population, éased longevity and high
ethnic susceptibility to diabetes coupled with dahirbanization and changes

from traditional life styles almost likely to trigg a diabetes epidemic.

The incidence and prevalence rate of Type Il DiebeMellitus in
Choolai is increasing in an alarming state and shasvfollows:

Year Incidence Rate Prevalence Rate
2008 60 305

2009 90 500

2010 130 790

2011 200 930

2012 370 1050

2013 420 1150

There is an urgent need to implement preventieasures to reduce
the high morbidity and mortality and to reduce tlost burden to patients and
to the society..

As Diabetes Mellitus affects all age group ebple and the economic
burden is increasing day by day and also becausebahization and changes

in their dietary habits are prevailing among peeple in choolai.Which create
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more attention to control this disease and alsoetli® a need to reduce the

treatment expense of Diabetes mellitus by usingHmye remedy .

As a community health nurse the investigator hekected the”
GUAVA LEAF TEA” for reducing blood glucose level among Type I
diabetic mellitus adults, as it is an easily avaddarich in fiber, having a low
glycemic index, low cost food item and has an iasesl effect in reducing

blood glucose level.

1.2 STATEMENT OF THE PROBLEM

“ A Study to Assess the effectiveness of
guava leaf tea in reducing the blood glucose levaimong Type Il Diabetic

Adults residing at selected urban area choolai, liznnai”.
1.3 OBJECTIVES OF THE STUDY

1. To assess the pre test blood glucosel lamong Type Il Diabetic
adults in experimental and control group.

2. To assess the effectiveness of guava leaf ataong Type Il diabetic
adults among experimental group.

3. To compare the pretest and post test bloodghitevel among Type I
diabetic adults in experimental and contgobup.

4. To associate the findings with the seleceti@graphic variables among

Type Il Diabetic adults in experimental group.

1.4 OPERATIONAL DEFINITION

EFECTIVENESS

In this study it refers to the outcome of aga leaf tea in reducing

blood glucose level among Type Il Diabetic Adults



GUAVA LEAF TEA

This is a tea prepared from extract of 10 freshvguaaves added in

250 ml of boiling water with 0.5mg of salt.
BLOOD GLUCOSE LEVEL

It is the amount of glucose in the blood. In thisdy the standard kept
for fasting blood glucose level was >120 mg/dt apostprandial blood

glucose level ranging from > 120 mg/dl and wift66 mg /dl.

TYPE Il DIABETES MELLITUS

As per the study, it refers to the clgeemtho are diagnosed to have
non- insulin dependent diabetes mellitus by aet@bgist.

1.5 ASSUMPTION

The study assumes that
x5 Type Il diabetes adults will participate in thedswvillingly.

X Guava leaf tea is effective in reducing blood ghee level in Type Il
Diabetic adults.

x5 Community Health Nurses play a vital role in thdménistration of
guava leaf tea for diabetic adults.

7/

< Complications of diabetes are preventable

1.6 HYPOTHESIS
H.: There will be a significant difference in the dbtbglucose level among
Type- Il Diabetic adults between the ekmental and control group.
H,: There will be a significant difference betweer pnd post test mean
blood glucodevel among Type Il Diabetic adults
Hs: There will be a significant association betwess inean difference in
blood glucose level and selected deapyc variables among Type |l

Diabetic adults in the experimentadugp.



CHAPTER I

REVIEW OF LITERATURE

A synthesis of existing published writings thasdribe what is known

or has been studied regarding the particular reeegrestion/ purpose.
Carol L. Macnee, 2004

This chapter deals with the information collecteith relevant to the
present study through published and unpublishe@nma¢éd. These publications
are the foundation to carry out the research wdighly extensive review of
literature pertaining to research topic was done calect maximum

information for laying foundation of the study.

This section has two parts:

21 Review of related literature

22 Conceptual framework

2.1 REVIEW OF RELATED LITERATURE
It was divided into 4categories:

| Literature related to prevalence and inomkeof Type Il Diabetes

mellitus.
[l Studies related to Guava Leaf Tea
[l Studies related to Guava Leaf Tea and Digb&lellitus

IV Studies related to Diabetes Mellitus ores&td variables



1. Literature related to prevalence and incidenceof type Il

diabetes mellitus.

Andrew Grandinetti et al., (2011)xonducted a study in rural
community Hawaii to assess the Prevalence of degbét cross sectional study
was done among the samples of 1452 men and nongregomen who were
above 18 years of age. The results revealed teaprivalence of diabetes is
three fold higher among Asian and Hawaiian grolyatamong Caucasians,

even after adjusting for other risk factors.

Sudheer, B et al., (20119onducted a study of prevalence of
known diabetes in Tirupathi urban population andind out the role of other
factors a cross sectional study was conducted fandeisults revealed that out
of 220 known diabetic patients 16% (35) were Typukabetes and 84% (185)
were Type |l Diabetic patients and the majoritytieém 75% (32) fall in the

age group between 46-55 years.

Misra p et al., (2011fonducted studies on extent of problem of
diabetes in rural India. A systematic search wasopeed using electronic as
well as manual methods for a period of 15 yearstardesults revealed that
2.02 perl1000 population per year increase in desbptevalence. The rate of
increase was higher in males (3.33/1000/year) a®mpaced to females
(0.88/1000/year).

Constantine GR (20103tudied the prevalence of diabetes and pre-
diabetes in adults in Srilanka, in the cross seatistudy among 4532 patients,
the results revealed that the prevalence of ovarbtn and rural diabetes and

pre-diabetes was 11.5%. 13.6%, respectively.

Nohomi clement (2009tated in his study the prevalence of Type
Il Diabetes among urban Indians was reported t@.he€% which has risen to
12-16%. Looking at the region-wide prevalence, ilhevalence of diabetes in
southern parts of India was found to be higher 51% among Chennai
residents; Bangalore 12.4%; Hyderabad 16.6% thatewen India 11.7 %
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(Kolkata) Northern India 11.6% (New Delhi) and Wast India 9.3%
(Mumbai) and has concluded that in the last twoades there has been a

marked increase in the prevalence of diabetes

Ohison L.O et al., (2009onducted the study on risk factors for
Type Il Diabetes Mellitus, a homogenous sample afdomly selected 54
samples from a Swedish population with the diabéteslence 6.1%, the
results shows that those with a positive familydrig of diabetes have 2.4 fold

higher risk for developing diabetes than withoudtshistory.

World Health Organization (2008)has stated in their a study to
assess the prevalence of Type Il Diabetes Meliituadia, estimated that 19.4
million individuals are affected by type2 diabetesllitus in India in the year
1995. Itis likely to go up to 57.2 million by tlyear 2025. Every fifth diabetic
patient in the world is in India and every fifthudidin urban area and the global
number of people with diabetes is expected to Heast 220 million in 2010
and reaching 300 million by the year 2025.

Oldroyd, Banerjee, Heald, Cruickshank2007)stated that the
global prevalence of diabetes for all age grougstsmated to be 2.8%. Type-Il
diabetes accounts for at least 90% of diabetesdwadée. Diabetes incidence,
prevalence and disease progression vary by ethmoigpgand concluded that
although the origin of the ethnic difference in idence need further

clarification.

Lau cheun-yen, Qureshi, Scott. (2008) their study prevalence
of Type Il Diabetes in the southern part of Irarevalence of diabetes and
glucose tolerance was found to be 13.6% and 15d&$bectively. Also, age-
adjusted prevalence for both genders was calculi2é6 (10.2 for men, 12.9%
for women) and concludes that diabetes becomeg pr@valent 8.3 % in
people of age 30-39 years, and 24.8 % in thosagef 50 to 64 years and

concluded that prevalence of diabetes increasistiat of age.
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Leslie Sue Lieberman (200: has conducted perspective stud
on dietary, evolutionary, and mcrnizing influences on the prevalence of T
Il Diabetes to elucidate the etiology of the cutrepidemic of Type Il Diabete
estimated at 151 million people and concluded thdie processes !
modernization or globalization include the avaliliépi anc abundance of
calorically dense/lowiber/high-glycemic foods and the adoption of seden
Western lifestyles, leading to obesity among botildeen and adults i

developed and developing countri

Zimmet (1991 in his study on Type Il (nomsulin-dependent)
Diabetes an epidemiological overviestudy have shown that Type Il (n-
insulin dependetDiabetes has a global distribution and its preneé varie:
from country to country, in different ethnic groupsthe same country, ar
betwe@ the same ethnic group undergoing internal orreatemigration.
Ruralurban and migration studies indicate that changeutds ¢ ‘Westernized
" lifestyle is associated with a dramatic increaseahi& prevalence rates f
Type Il Diabetes, low prevaler rates of Type Il Diabetes are seen
Eskimos and populations of the Far East, while tighest are seen
American Indians, urbanized Pacific Island popolad, and migrant Asia
Indians. Available evidence suggests that thederlgroups have a getic
susceptibility to Type Il Diabete: ‘diabetes genotyp@ and that the disease

unmasked bgnvironmental facto.
[l Studies related to Guava Leaf ‘ea

Ochiai et al (2010 Have demonstrated that treatment of T2
patients withAcarbos: for 2 weeks improves both hypoadiponectinemia
hyperglycemia, showing an increase in serum adiponectin level al
decrease in HbA1c% in blo. These findings suggest that Guava leaf tes
similar therapeutic potential tAcarbosefor improving hypoadiponectinem
and hyperglycemiaMoreover, ther is a good inverse correlation been
adiponectin and HbA1c¢ in the blood of the patients treatetth Guava lea
tea.
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Deduce and Miyazaki ( 2010jonducted a study and find out, Top
10 Amazing Health Benefits of Guava leaf tea. Guésaves used are as
medicine for long times. These young leaves arenddmt with many
beneficial bio-chemicals such as quercetins andmiit C including many
antioxidants. Guava leaf tea is useful in curing dbetes, diarrhea and
reduces cholesterol. Guavas folate helps in thealmoésm of protein and

carbohydrate for fuel.

Deduce and Miyazaki (20103onducted a study and find out,
Guava leaves are beneficial against bacteria ssidhicococcus pyogenes and
Escherichia coli. Fruits extract of guavas is ukefgainst Salmonella. The
vitamin C contents develop an immune system whielvgnts fungal, bacterial
and viral infections. The foliage of guava is gdod pregnant women as it

reinvents defects in new born baby.

Nurt Metab (Lond) ( 2010) Feb: Anti hyperglycemic effects
of guava Leaf extract. Psidium guajava linnaigp) is used not only as food
but also as folk medicine in subtropical areas agotne world because of its
pharmacological activities. Particularly, the leaktract of guava has
traditionally been used for the treatment of diab in East Asia and other
countries. Moreover, the anti- hypoglycemic atyiwf the extract has been
reported in some animal models. However, littlekisown regarding the
therapeutic activity of the extract in humamical trials as well as its

underlying therapeutic mechanisms and safety.

Japanese Ministry of Health, Laboand Welfare first published
"Foods for Specified Health Uses" (FOSHU) (2009F0OSHU lists foods
whose claims of their physiological effects on tmeman body have been
officially approved and such foods were legallyrpigted to be used as dietary
products for health preservation. Guava Leaf Tean@ureich%i@, Yakult
Honsha, Tokyo, Japan), which contains the aqueoasagleaf extract (GVEX),
has been approved as FOSHU and recommended foecsubjith pre-

diabetes; it is presently commercially availabldapan.
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Japanese Ministry of Health, Laboand Welfare first published
"Foods for Specified Health Uses" (FOSHU) (2009)Effect of consecutive
ingestion of Guava Leaf Tea on serum lipid paramseia subjects with
hypercholesterolemia Moreover, the ingestion of Vaulaeaf Tea significantly
reduced blood HbA % in diabetic subjects (initial Hb#6: >6.5%), and
significantly increased serum adiponectin level @ach subject with
hypoadiponectinemia and hyperglycemia. The natrdl intake of all the
subjects showed no significant variation in thaulssof the questionnaires that
were designed for 1 week in the first, middle aast Wweeks of the trial period.
This suggests that the trial findings were dueh® effects of ingestion of
Guava Leaf Tea and not from nutritional intake. fEha&ere no abnormal
changes in the parameters of liver and kidney fanctblood chemistry and
doctor's health interviews during the entire tpatiod. Also, side effects such
as hypoglycemia due to the abnormal interactiowdet Guava Leaf Tea and
an HMG-CoA reductase inhibitor, colestimide (anilnior of cholesterol

absorption) or ethyl icosapentate were not obskrve

Japanese Ministry of Health, Laboand Welfare first published
in (2009) conducted a study and demonstrated that the catngeengestion
of Guava Leaf Tea together with every meal improggertriglyceridemia
and hypercholesterolemia. It is speculated that dhenic suppression of
postprandial blood glucose elevation is one of dmelerlying mechanisms
involved in the improvement of not only hyperglydam and

hypoadiponectinemia but also hypertriglyceridenmd hypercholesterolemia.

Japanese Ministry of Health, Labor rmd Welfare first published
"Foods for Specified Health Uses" (FOSHU) (2009) Confirm efficacy and
safety, further large-scale clinical trials empluyia larger number of subjects
with metabolic syndrome are included. It dematstt that the consecutive
ingestion of Guava Leaf Tea together with every Imegroved hyper-

triglyceridemia and hypercholesterolemia.
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Il Studies Related Guava Leaf Tea and Diabets Mellitus.

Am J Chin MED. (2011)have conducted a study regarding
Hypoglycemic effect of Guava Leaf Tea in mice amthan subjects. Guava is
plentiful fruit in Taiwan and it was taken from thpdants pisidium guajava
Linn. In present study ,acute treatment with Guaedh tea produced a marked
hypoglycemic action in normal and alloxan treateabdtic mice. Although
effective duration of guava leaf tea is more transiand it is less potent than
chlorpropamide and metformin, blood glucose lowgreifect of guava also
can be obtained by oral administration in maturibynset diabetic and healthy
volunteers. Thus, it is suggested that guava &afrtay employ to improve and

or prevent the disease of diabetes mellitus.

Torch Italy: Am J chin (2011)A crossover study was designed to
evaluate the effects of a single ingestion of Gukzd tea on postprandial
blood Glucose elevation in normal and pre-diabstibjects (15)'The single
ingestion of guava leaf tea significantly reducexbtprandial blood glucose
elevation at 30,90 and 120 mgs. In addition, theweation of the glucose level
after carbohydrate loading (ingestion of cookeeé)riwas significantly reduced

by about 20% compared with the control.

Methods Find Exp Clin Pharmacol2011) Dec:This study was
undertaken to investigate the hypoglycemic of @jgwa leaf aqueous extract.
The numerous tannins, polyphenolic compounds,ofiaids, pentacyclic
triterpenoids, guiajaverin, to account for the ataed hypoglycemic effects,
and thus lend pharmacological credence to the emigd folkloric,
ethnomedical uses of the plant in the managemewboirol of adult onset,

type Il diabetes mellitus in some rural African coomities.

Deguchi and Miyazaki; ( 2010)Have conducted a study Psidium
guajava Linn. [Guava] is used not as food, but asofolk medicine in
subtropical areas around the world because ohigsrpacological activities. In

particular, the leaf extract of guava has traddibnbeen used for the treatment
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of diabetes in East Asia and other countries. Handittle is known regarding
the therapeutic activity of the extract in hunwimical trials as well as its

underlying therapeutic mechanisms and safety.

Nurt Metab (Lond) (2010) Feb.This review describes the active
component of the aqueous guava leaf extract andniibition of alpha-
glucosidase enzymes in vitro , safety of the exteaed Guava Leaf Tea,
reduction of post prandial Blood glucose elevatiand improvement in
several clinical trials. It is suggested that thkrooic suppression of
postprandial Blood Glucose elevation is important greventing type Il

diabetes mellitus.

"Nutrition and Metabolism" in (2010) conducted a study by the
Yakult Central Institute for Microbiological Researin Tokyo, Japan that
Guava leaf tea may be effective in lowering blodgtgse levels. Consumption
of guava leaf tea inhibits alpha-glucosidase enzynide inhibition of these
enzymes results in reduction of blood glucose kvéhe suppression of
elevated blood glucose levels is critical in thevyantion of Type Il diabetes.

Guava leaf tea may be effective in lowering bloogtgse levels.

Oyama et al(2006) Investigated the mutagenic activity of both GvEXx
and Guava Leaf Tea. They found that Guava Leaflieeha lower mutagenic
activity than commercial green tea and black tea IDNA repair test (Rec-
assay); however, these teas showed no mutagenittyait a bacterial reverse
mutation test (Ames test). Moreover, GVEx did notluce chromosomal
aberrations in a micro nuclear test using perighgieod erythrocytes, which
were prepared from mice by a single oral admirtisinaof GvEx (2000
mg/kg). From these findings, it is suggested thabva Leaf Tea and these
commercial teas have no genotoxicity. After therapal as FOSHU, Guava
Leaf Tea has been taken by not only subjects withdmbetes, but also
patients with mild and moderate T2DM.
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Deguchi et al(2006)Investigated the effects of GVEx in To further
examine the effects of drinking excessive amouhtSuava Leaf Tea, human
healthy subjects in a previous study ingestedf@®volume (600 ml) of the
tea. Notably, neither diarrhea nor hypoglycemia whserved. Furthermore,
single ingestion and the consecutive ingestion odva Leaf Tea for 8 or 12
weeks with or without anti-diabetic and anti-hyg@demia drugs in human

clinical trials demonstrated no side effects orabmral changes.

FOSHU in March (2000tonducted a study in long term clinical trial
they investigated the effects of consecutive ingastf Guava Leaf Tea for 8
weeks on the parameters of diabetes symptoms dety sa diabetic patients
receiving therapy, that is, anti-diabetic medicatath or without an inhibitor
of HMG-CoA reductase. Taken together, it is sugegshat the consecutive
ingestion of Guava Leaf Tea with every meal impsdiabetes symptoms,
such as hyperglycemia, hyperinsulinemia, insulirsistance as well as
hyperlipidemia in pre-diabetic and Type |l diabetitents with or without
hyperlipidemia. Moreover, it is indicated that tbensecutive ingestion of
Guava Leaf Tea in addition to anti-diabetic andi-agpercholesterolemia

medications show no side effects due to the abrantaaction
IV Studies Related To Diabetes And Demographic Vaables

Rostam Golmohammadi and BahramAbduirabman (2009)The
study aimed o identify the relation between occigpatstress and the
development of Type Il Diabetes Mellitus. We st&decl23 employees among
3229 people that diagnosed as Type |l diabetestosels subject group and
also 150 people, that has normal blood sugar legetontrol group. First
guestionnaire has 55 questions about work conditioln environment and
personal feeling. This research suggested thatpaticunal stress is related to
the development of Type Il diabetes mellitus anelss related to interpersonal

relationship, physical demands and lack of jobrege
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Morikawa y  (2008) to investigate the relation between the
occupation and the development of Type Il Diabdsllitus, We undertook a
10—year follow —up survey of male employees digper and aluminum
sash factory in japan. Of 1,218 employees, wievi@d 1,087 subjects. We
classified the subjects into five occupations: nggems, technical workers,
workers in transport, and labors. The age-adjusiteidence of the workers in
transport was the highest and that in laborers thaslowest. We used a
multiple logistic analysis for adjustment with bse characteristics such as
age, BMI, FSATING PLASMA GLUCOSE, AND FAMILY HISTOR OF
DIABETES MELLITUS. Adjusted relative risk of the wiers in transport
compared with laborers was scientifically, high9&. Our work suggests that

occupation is related to the development of tydeidlbetes mellitus.

Estate and Schrier, (2005h¢ study aimed to identify the association
between diabetes complications and exercise cgpaaion insulin dependent
diabetmellitus clients. It has been demonstratedipusly in Type 11 diabetes
mellitus that several risk factors (i.e., Obes#ynoking, hypertension, and
African-American race) are associated with an imgghexercise capacity. We
studied 265 male and 154 female clients who undemtvgraded exercise
testing with expired gas analyses to determine gbssible influences of
diabetes nephropathy, and retinopathy, on execapacity. The results were
obtained controlling for age, sex, length of diaggu diabetes, hypertension,
race, and BMI. Thus the findings in this large TyieDiabetes mellitus
population without a history of coronary artery edise indicate a potential

pathogenic relationship between micro vascularagisend exercise capacity.

Dieren Susan vanaJoline W.J. Beulea et al (2005)xonducted a
studythat the number of patients with type Il diabet#creasing rapidly in
both developed and developing countries aroundwbdd. The emerging
pandemic is driven by the combined effects of papoih ageing, rising levels
of obesity and inactivity, and greater longevityanm patients with diabetes

that is attributable to improved management. Thecwiar complications of
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Type Il diabetes account for the majority of theiaband economic burden
among patients and society more broadly. This ve\demmarizes the burden
of Type Il diabetes, impaired glucose toleranced atheir vascular
complications. It is projected that by 2025 theik lve 380 million people with
Type Il diabetes and 418 million people with impedirglucose tolerance.
Diabetes is a major global cause of premature nigrtghat is widely
underestimated, because only a minority of persatis diabetes dies from a
cause uniquely related to the condition. Approxehatone half of patients
with Type Il diabetes die prematurely of a cardemdar cause and
approximately 10% die of renal failure. Global essenortality attributable to
diabetes in adultwasestimated to be 3.8 million deaths.

J. Lawton, N. Ahmad , et al (Pd) conducted a qualitative
study explored Pakistani (n = 23) and Indian (rpatients') perceptions and
experiences of undertaking physical activity ast pdr their diabetes care.
Although respondents reported an awareness ofdbd to undertake physical
activity, few had put this lifestyle advice intoagtice. For many, practical
considerations, such as lack of time, were inteemowith cultural norms and
social expectations. Whilst respondents reportedtingproblems which could
make physical activity difficult, these were reirded by their perceptions and
understandings of their diabetes, and its impacinufheir future health.
Education may play a role in physical activity paiman; however, health
promoters may need to work with, rather than agaiosltural norms and
individual perceptions. We recommend a realistid awlturally sensitive
approach, which identifies and capitalizes on thedk of activities patients

already do in their everyday lives.
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2.2 CONCEPTUAL FRME WORK

A conceptual framework is a process of ideas wiladh framed and
utilized for the development of a research deslgmelps the researcher to
know what data needs to be collected and givestdireto an entire research

process.

The study is based on the concept that adminstraf 50 ml of guava
leaf tea to Type Il Diabetic Patients will reduckda glucose level. The
investigator adopted the Wiedenbach'’s Helping Ar€linical Nursing Theory
(1964) as a base for developing the conceptuaindveork. Ernestin
Widenbach proposes helping the art of clinical mgstheory in 1964 for
nursing which describes a desired situation andteagtain it. It directs action

towards the explicit goal.

THIS THEORY HAS 3 FACTORS

1) Central purpose
2) Prescription
3) Realities

1) Central Purpose

It refers to what the nurse wantat¢complish. It is the overall goal

towards which a nurse strives.
i) Prescription

It refers to the plan of care fotipats. It will specify the nature of

action that will fulfill the nurse’s central purpas
i) Realities

It refers to the physical, physiat@d, emotional and spiritual factors
that come into play in situation involving nursiagtion. The five realities

identified by Wiedenbach’s are agent, recipienglgmeans and framework.
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The conceptual framework of the nursing practiceoating to this theory

consists of three steps as follows:
Step I:  Identifying the need for help

Step Il:  Ministering the needed help

Step lll:  Validating that the need for help wast.

Step I: Identifying the need for help
This step involves determining theed for help. The Type I

Diabetic adults were identified based on demog@apfariables (Age, Sex,
Education, Occupation, Family Income, Family higfoduration of illness,
medication used and exercise) inclusive and exausiiteria, simple random

sampling technique was used to assign the aduksperimental and control

group.
Step Il: Ministering the needed help

50 ml of guava leaf tea was give experimental group daily in

the morning half an hour after breakfast for 14sday
Agent . Investigator

Recipient  : Type Il Diabetic adults

Goal : To reduce blood glucose level
Means: : 50 ml of guava leaf tea

Framework : Selected urban areas of Chile, Chennai

Step-lll:  Validating that need for help was met.

It is accomplished by meangos$t assessment of blood glucose

level. It is followed by an analysis of the findsig
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CENTRAL PURPOSE

CONTROL OF BLOOD SUGAR LEVEL

IDENTIFYING THE MINISTERING THE VALIDATING THE
NEED FOR HELP NEED FOR HELP NEED FOR HELP

Hgl

Fig -1Conceptual framework based on modified modedf Wiedenbach’s helping art of clinical nursing
theory (1964)
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CHAPTER 1l
METHODOLOGY

INTRODUCTION

The research methodology is a way to solve tbhblpms systematically.
It may be understood as a science of studying hesearch is done
scientifically. It explains why a particular method technique is used in the
study,
(Dense F. PypliR004)
Research methodology provides a brief descriptodnthe method
adopted by the investigator in the present studlyiarefers to the principles and

ideas on which researcher bases their procedudestia@tegies.

This chapter deals with the description ofriiethods and different steps
used for collecting and organizing data, suchles research approach, research
design, variables, setting of the study, populatsample, sample size, sampling
technique, criteria for sample selection, develgmnd description of the tool,
ethical consideration, content validity, pilot syudeliability, data collection

procedure and plan for data analysis.

The present study was done to assesffiniveness of guava leaf tea in
reducing the blood glucose level among Type Il Btabadults residing at the

urban area Choolai, Chennai.”
3.1 Research Approach:

A research approach guides the researcher in theenaf data to be
collected and the method of analysis. To accompiistobjectives of the current

study quantitative research approach was chosdmebypvestigator.
3.2 Research design:

The overall plan for addressing a research questofuding specifications

for enhancing the study’s integrity is referrecatoResearch Design.
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The Pretest-Post test only design.

RE 10 X 0
RC 30 - 40
R (Randomization)
E (ExperimentabGp)
C (Control Group)
X (Intervention)
O (Observation)
Pretest Treatment
Group o, X Post test Q

Experimental

Blood glucosg 50 ml of guava leafBlood  glucose

Group level assessed |tea level assessed
Control Group Blood glucose - Blood  glucoss
level assessed level assessed

3.3 Research Variables

Variables included in the study are:

Dependent variable LeokBlood sugar
Independent variable Gubeat tea
Demographic variables AgexJeducation, Occupation, income,

Family history, diet pattern, exersise

Regular intake of drug
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3.4 SETTING

The study was conducted in urb@as of Choolai, Chennai, 4 kms
away from the College of Nursing, Madras Medicall€ye, Chennai, which
comes under the corporation of Chennai. It has Aegoand covers the
population of 54,500. The setting was selected dawme the feasibility of
conducting the study, availability of sampling ameximity of setting to the
investigator.

3.5 POPULATION

Population is the entire aggregation of cases et a designed set of
criteria. In this present study population is sgbg who are having type Il
Diabetes Mellitus residing at Choolai. The totakwts with Type Il diabetic

mellitus from the selected streets in Choolai wieké.

3.6 SAMPLE

A subset of a population, selected to participatéhe study. The study
sample consists of 60 subjects who are having Typeabetic Mellitus, who

fulfilled the inclusion and exclusion criteria.
3.7 SAMPLE SIZE:

In this study the sample comprises of 60 Type HHegitic adults who are
residing at Choolai, in which 30 patients were Kpeximental and 30 were

selected in the control group.

3.8 SAMPLING TECHNIQUE

The simple random sampling technique was used Her study. The
researcher conducted a survey in the study are@hadlai to identify the total
number of Type Il Diabetic Patients. The list ok tpatients with known
diabetes and on regular treatment with oral hypoglyic drugs, duration of

illness within 5 years and without any other digsawere collected with the

25



total of 116 patients, using the lottery method,s&mples were selected from

the sampling frame based on the inclusion andusian criteria.
3.9 CRITERIA FOR SAMPLE SELECTION
Inclusion Criteria

< Type-ll Diabetic adults who are residing at choolaind are able to
understand Tamil and English.

X Type-ll Diabetic adults those who are willing tarpicipate in the study.
X Type-ll Diabetic adults whose age group betweeB@@rs.

x5 Duration of illness within 5 yrs and on regular lotaypoglycemic

medication.
Exclusion criteria

< Type Il Diabetic adults with other systemic probkefike Renal failure,

malignant HT, Cardiac failure.

K/

X Type Il Diabetic adults other than oral hypoglycemmedication.

3.10 DEVELOPMENT AND DESCRIPTION OF THE TOOL

A structured interview schedule was developed lyitlvestigator, based
on the objectives of the study and the tool wasetigped after an extensive
review of literature, internet sources and opinainthe experts in the field,

journals and books.

3.11 DESCRIPTION OF THE TOOL

The instrument consists of two sections. The t@aduin this study was
an interview and observation schedule on blood aglacfor Type Il Diabetic

adults.
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Section-A Demographic data of Type Il Diabetic Patients alhconsists of
13 questions such as age, sex, religion, edugaticcupation, family income,
the nature of the work, duration of illness, fanhigtory of disease, relationship

with the client, etc.

Section-B Observation schedule includes pre test assessmdasting and
postprandial blood glucose level of both experirak@ind control group and
there after post Interventional assessment of bigodose on the 15th day for

both the group.

BLOOD GLUCOSE ASSESSMENT

The investigator is to assess and record bloodogkidevel before and after

administration of guava leaf tea.

Assessment of blood glucose level

Pretest Treatment
Group Post test 02
01 X
Experimental Blood  glucosg 50 ml of guava leafBlood  glucose
Group level assessed | tea level assessed
Control Group Blood glucose Assessed
level assessed

1) Maximum reduction of blood glucose level: A@-mg/dl

2) A minimum reduction of blood glucose level: < 10 mg/dl
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3.11 ETHICAL CONSIDERATION

Ethical consideration refers to a system of moedli@s that is concerned
with the degree to which research procedure adtiergsofessional, legal and

social obligations to study participants.

The study objectives, intervention, and data cttecprocedures were
approved by the research and ethics committee efinktitution. Informed
consent was obtained from Type |l Diabetic adulise freedom was given to
the client to leave the study at his/her will witih@ssigning any reason. No
routine care was altered or withheld. Confiderttyadif the subject’s information

was maintained.

3.12 TESTING OF THE TOOL

Validity of the tool

The content validity refers to the degree to wraahnstrument measures
what is supposed to measure. The content of tiesmas validated by Medical
Expert, and Community Health Nursing Expert. TRpegt's suggestions were
incorporated and the tool was finalized and usethbyinvestigator for the main

study.
Pilot study procedure

The pilot study was conducted at Choolai, Chenraibbtaining prior
permission from the authorities and conducted withadults, who fulfilled the
inclusion criteria. The study in which the pilotidy conducted was excluded for
the main study. The data related to the variablee collected. The pre and
post assessment of blood glucose level was assesdmdh the groups. 50 ml
of guava leaf tea was given to the experimentalijgror 14 days daily by the
investigator in person. Results were analyzed. inkiestigator found that the
instrument was feasible to use and further no neatibns were needed before

the actual implementation of the study.
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Reliability of the tool

The reliability of the tool was established by anter rater reliability
method. The obtained reliability coefficient wagtni(r=0. 99).

3.13 DATA COLLECTION PROCEDURE

The study was conducted in selected urban areahobl@i, Chennali,
after obtaining permission from the City Healthficdr , Corporation of
Chennai, Zonal Officer and Medical Officer Of ClheoHealth Post. A self-
introduction was given by the investigator anditifermed written consent was
obtained from the adults and benefits of guavé tea was explained to the
participants. The objectives and purpose of thalystwere explained and
confidentiality was maintained. The data collectigmocedure was done for a
period of 4 weeks and the time taken for data cbble from each patient was
10-15 mts and 5-10 mts for doing blood test forheadults and the investigator
selected 60 samples (30 participants in experirhanth 30 in control group) by
simple random sampling technique using lottery methased on the inclusion
and exclusion criteria. Pretest of fasting and pastdial blood glucose level
was assessed by Glucometer for both experimenthlcantrol group, same
instrument was used for both the group and theexperimental group 50 ml of
guava leaf tea was given in the morning half anrledter breakfast daily in
person for 14 days and post assessment was coddutthe 15 day for both

experimental and control group.

3.14 PLAN FOR DATA ANALYSIS PROCEDURE

Data analysis enables the researcher to reducemaure, organize,
evaluate, interpret and communicate numerical médron to obtain answer to
research questions. Data analysis was done basta afbjectives of the study.
The data was analyzed using descriptive statisiiesfrequency distribution,
percentage and inferential statistics like standaediation, chi-square test,
independent t-test. The significant findings wexpressed in the form of tables

and figures. P<0.05 was considered statisticagjgiBcant.
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Figure-2: Schematic representation of research metdology

Research Design — Pre test —Post test only Design ]

Setting of the Study:
Selected urban area,Choolai, Chennai.

Population
Type |l Diabetic adults(30-60 years) in selected area, Choolai. Chennai)

Sampling Technique- Simple Random Technique

|

Sample Size — 60 Type Il Diabetic Adults

e e
4 —
Experimental Group Data collection tool Control Group (30)
({0)] structured interview and

observation schedule

Pre Assessment of

Data analysis and
Blood Glucose Level

Inter-pretation
(descriptive & inferential

Pre Assessment of

Blood Glucose Level

analysis)

Intervention 50 ml of
guava leaf tea for 14
days with existing
treatment

Findings

Report-dissertation

Exsisting treatment

\ 4

Post assessment of
Post assessment of Blood Glucose Level
Blood Glucose Level
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CHAPTER IV
DATA ANALYSIS AND INTERPRETATION

A process that pulls information together or examinconnections

between pieces of information to make a cleardaupecof all of the information

collected.

(Carol L Macee2004)
This chapter deals with the analysis and interpoeteof data collected

from 60 samples of Type Il Diabetic adults to ewdduthe effectiveness of

guava leaf tea on blood glucose level among Tyjeabetic adults residing at

urban area choolai, Chennai.

STATISTICAL ANALYSIS

Demographic variables in categorical/dichotomousrewagiven in
frequencies with their percentages.

The blood glucose level was given in mean and stahdeviation.

The association between reduction levels of Blotutase level and
demographic variables were analyzed using Peatisyuare test.
Difference between experiment and control wasyaeal using student
independent t-test.

The difference between pretest and posttest walyzed using student
dependent t-test

Differences between pretest and posttest score amatyzed using
proportion with 95% CI and mean difference with 96%

Multiple bar diagram, Box-plot were used to represhe data.

P<0.05 was considered statistically significant.
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ORGANIZATION OF DATA

The collected data were lataad and presented according to the

objectives under the following sections:

Section-A . Frequency and percentage distribution of denpigca
variables of Type Il Diabetic adults in experimémtad control

group.

Section-B  : Assessment of blood glucose level among Typ®idbetic

adults in experimental and control group.
Section-C : Assessing the post test level in experimentdl@mtrol group

Section-D : comparison of pre test and post test blood gledevel among

Type Il diabetic adults in experimental and contrgtoup.
Section-E  : Effectiveness of guava Leaf in reduding blood glucose level
among Type |l diabetdults.

Section- F : Association between demographic vaesbl
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Section-A -Frequency and percentaglistribution of demographic variables

of Type Il Diabetic adults in experimental and contol group.

Table 1- Distribution of demographic variables

Demographic variables Group
Experiment Control
N % N %
Age 30-40yrs |7 23.3% |8 26.7%
41-50yrs |13 43.3% |14 46.7%
51-60yrs |10 33.3% |8 26.7%
Sex Male 15 50.0% |15 50.0%
Female 15 50.0% |15 50.0%
Education |1-5std 8 26.7% |3 10.0%
6 - 8 std 11 36.7% |11 36.7%
9-10std 9 30.0% |12 40.0%
10-12std |2 6.7% 4 13.3%
Religion Hindu 28 93.3% |27 90.0%
Muslim 2 6.7% 3 10.0%
Occupation| Business 2 6.7% 2 6.7%
Private 12 40.0% |8 26.7%
Government| 6 20.0% |7 23.3%
Cooly 10 33.3% 13 43.3%
Income Rs.3000 -
5000 12 40.0% |8 26.7%
55650001 14 133% 6 20.0%
53670001 16 20.0% | 6 20.0%
>Rs. 9000 |8 26.7% | 10 33.3%
Food habit | Vegetarian |5 16.7% |7 23.3%
Non g 16.7% | 6 20.0%
vegetarian
Mixed 20 66.7% |17 56.7%

Table 1: shows the demographic information of &YpDiabetic Adults those
who are participated in “A study to assess theatiffeness of guava leaf tea in
reducing the blood glucose level among Tydeidbetic Adults residing at

selected urban area choolai, Chennai”.
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The above table shows that majority of theltad13 (43.3%) were
between 41-50 years among Experimental group 14¥%6were above 41-50

yrs in the control group.

By gender 15 (50%) were males, 15 (50%) ewéemales in the
experimental group, 15 (50%) were males, 15 (50%eviemales in the control

group.
On the basis of educational status 11 (36.7%) \beteveen 8 to g"

standard in the experimental group, 12 (40.0%) \beteveen 9 -10" standard

in the control group.

On the basis of Religion 28 (93.3%) were in theegkpental group and
27 (90.0%) were in the control group.

By considering their occupation 42 (40.0%) werendgrivate jobs in the

experimental group and 13 (43.3%) were doing caalyhe control group.

Regarding their income 12 (40.0%) were earning GB)35000in
experimental group, 10 (33.3%) were earning 900@&ahin the control group.

According to their food habits 20 (66.7%) were takmixed food habits
in the experimental group, 17 (56.7%) were takingeah food habits in the

control group.
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Figure-3shows the distribution of subjects in experimentaand control group according to their age
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GENDER DISTRIBUTION
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Figure- 4 shows the distribution of subject in experimental ad control group according to gendet
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EDUCATION STATUS

40.0%

M Experiment

% of patients
o
X

H Control

10%

5%

0%
1-5std 6-8std 9-10 std 10-12 std

Figure—5 shows thalistribution of subjects in experimental and contrd group according to their educational background.
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RELIGIOUS STATUS
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Figure—6 showsghe distribution of subjects in experimental and catrol group according to their religious status
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OCCUPATION STATUS
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Figure—7 Shows the distribution of subjects in experimentaand control group according to their occupationalstatus
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MONTHLY INCOME STATUS
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Figure- 8 shows the distribution of subjds in experimental and control group according to lheir monthly income status.
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Figure—9 shows the distribution oi subjects in dietarypattern in experimental and control groug
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Table 2- DIABETIC RELATED VARIABLES

Group
Variables Experiment Control
N % n %

Family Yes 15 50.0% |14 46.7%
history No 15 50.0% |16 53.3%
Relationship | Father 5 33.3% |7 50.0%

Mother 40.0% 14.3%

Grand father| 3 20.0% 14.3%

Grand

other 1 6.7% |3 21.4%
Years of DM| 0 -1 year 3 10.0% 23.3%

1-2 years 20.0% 4 13.3%

2-3 years |8 26.7% |11 36.7%

3-4 years |13 43.3% |8 26.7%
Use of Yes 25 83.3% |26 86.7%
medicines | No 5 16.7% |4 13.3%
Exercise Yes 20 66.7% | 22 73.3%
habits No 10 33.3% |8 26.7%
Type of Walking 14 70.0% |14 63.6%
exercise Jogging 4 20.0% 3 13.6%

Weight

1 50% |3 13.6%
lifting
Others 1 5.0% 2 9.1%

Table 2 shows the diabetic related information of Type |l Diabetic

adults, those who have participated in this study.

The above table shows that 15 (50%) were familyohysof Type I

diabetic adults in the experimental group, and 16 (53.3%) iarthe control

group.
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According to their relationsl6p(40.0%) are having a history of
diabetes from mother in the experimental grouh(7Q%) are having a history

of diabetes from father in the control group.

On the basis of duration ofiebs 13 (43.3%) is having history of
3—4 years duration of illness in the experimentalug, 11 (36.7%) is having

history of 2—3 years duration of illness in the twohgroup.

According to their usage of nomue 25 (83.3%) are taking
medicines regularly in the experimental group(&®.7%) are taking medicines

in the control group.

Regarding their habit of exsec20 (66.7%) are doing exercise in

experimental group, 22 (73.3%) are doing exereidde control group

Regarding the type of exercisé (70%) of them were doing
exercises in the method of walking in the experitakegroup, 14 (70%) of them

were doing exercise in the method of walkingontecol group.
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Figure —10shows the distribution of subjects in experimentaand control group according to their family history.

44



RELATION OF PATIENTS
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Figure —11shows the distribution of subjects in experimentaind control group according to their relationshig.
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DURATION OF DIABETES
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Figure —12shows the distribution of subjects in experimentaand control group according to theirduration.
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EXERCISE HABIT
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Figure —13 shows the distribution of subjects iexperimental and control group according to their labit of exercise.
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TYPE OF EXERCISE
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Figure —14shows the distribution of subjects in experimentaind control group related to their type of exercise
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USE OF MEDICINE
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Figure —15shows the distribution of subjects in experimentaland control group related to their usage ofthe medicine
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Section B- Assessment of blood glucose level argalype Il Diabetic adults in
experimental and control group.

Table 3-COMPARISON OF PRETEST BLOOD GLWCOSE LEVEL

Group Student
Type  of
Blood Experiment Control independent
Glucose Mean |SD Mean |SD t-test
test
Fasting t=0.42p=0.67

133.53 |5.70 132.70 19.04 o
not significant

Post t=0.50p=0.61
_ 171.57 | 8.97 170.40 19.11 o
prandial not significant

Table 3: Assess the pre test blood glucosel leamong Type Il Diabetic adults in
experimental and control group.

Considering Fasting blood glucose level, In expental group adults is
having 133.53 blood glucose level, whereas inciwtrol group adults are having
132.70. So the difference is 0.83 and this diffeeens small, statistically not

significant difference

Considering Postprandial blood glucose leveal,experimental group adults
is having 171.57 blood glucose level, whereahécontrol group adults are having
170.40. So the difference is 1.17 and this diffeeens small, statistically not

significant difference.
Statistical significance was calculated using stadedependent t-test

Hypothesis H1: There will be a significant diffeoce in pre & post blood sugar level

among Type Il diabetic mellitus adults in expennta & control group is rejected.
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Fig 16: Box —plot compares the pre-test blood gtose level between experimental and control groupype Il diabetic adults.
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Section-C Assessing the post test level in experimental andrrol group

Table 4-COMPARISON OF POSTTEST BLOOD GLUCOSE LEVEL

Group Student
Type  of| Experiment Control independent
Blood
t-test
glucose
test Mean |SD Mean |SD
Fasting t=5.94p=0.001*
119.27 |7.81 131.13 | 7.65 o
** significant
Post t=5.09p=0.001*
_ 156.57 |10.20 |168.67 |8.15 o
prandial ** significant

Table 4: Assess the post test blood glucosel lamong Type Il Diabetic
adults in experimental and control group.
*Significant at 0.001 level

Considering Fasting blood glucose level, In expental group adults
Is having 119.27 blood glucose level, whereathencontrol group adults are
having 131.13 So the difference is 11.87 and tlifsrénce is large, statistically

significant difference.

Considering Postprandial blood glucose level, experimental group
adults is having 156.57 blood glucose level, wherin the control group adults
are having 168.67. So the difference is 12.10 dns difference is large,
statistically significant difference which depicthe effectiveness of the

intervention in the experimental group.

Statistical significance was calculated using stadedependent t-test.
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Figure 17: Box plot compares the post test bloodigcose level among Type |l diabetic adults in expignental and control group.
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Table 5- COMPARISON OF PRETTEST AND POSTTEST BLOOD
GLUCOSE LEVEL AMONG EXPERIMENT GROUP

Group Student dependent
Type of Pretest Posttest t-test
Blood
glucose test| Mean |SD Mean | SD
Fasting t=9.65p=0.001***

133.53 |5.70 119.27 |7.81 o
significant

Post prandial
17157 |9.11 156.57 |10.20 [t=13.29p=0.001***

significant

p= 0.001 significant

Table 5 Assess the pre test and posttesd glucose level among
Type Il Diabetic adults in the experimental group

Considering Fasting blood glucose level, in gsttexperiment group
adults are having 133.53 blood glucose level,rad® in posttest adults are
having 119.27 So the difference is 14.27 and tlifsrénce is large, statistically

significant difference.

Considering Postprandial blood glucose level,prie test experiment
group adults is having 171.57 blood glucose lewkkreas in the control group
adults are having 156.57. So the difference isA & this difference is large,

statistically significant difference.

Hypothesis 2:There will be a significant in thee @nd post test blood
sugar level in relation to intake of guava leaf &maong Type |l diabetic adults

in the experimental group is proved.

Statistical significance was calculated using stadiependent t-test.
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Table 6: COMPARISON OF PRETTEST AND POSTTEST BLOOD

GLUCOSE LEVEL AMONG CONTROL GROUP

Type of |Group Student
Blood
glucose Pretest Posttest dependent
test |Mean |SD Mean | SD t-test
Fasting t=1.94 p=0.04
132.70 |9.04 131.13 | 7.65 o
not significant
Post t=1.95p=0.06
_ 170.40 |9.11 168.67 |8.14 o
prandial not significant

P=0.001is sigeafint
Table 6 Assess the pre test and post test bipjodose level among Type II
Diabetic adults in the control group.
Considering Fasting blood glucose level, pre, teshtrol group adults
are having 132.70 blood glucose level, wheregsost test adults are having
131.13 So the difference is 1.57 and this diffeeersc small, statistically not

significant difference.

Considering Postprandial blood glucose levalpre test control group
adults are having 170.40 blood glucose level,redin control group adults
are having 168.67. So the difference is 1.73 and tlifference is small,

statistically not significant difference.

Statistical significance was calculated using stadiependent t-test.
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SECTION E: EFFECTIVENESS OF GUAVA LEAF ON REDUCING
BLOOD GLUCOSE LEVEL

Table 7 — Effectiveness of Guava leaf tea on redugj fasting blood glucose

level

Group Level off Mean |Mean Difference Percentage af

assessmernt blood in effectiveness effectiveness  with

glucose| with 95%| 95%  Confidence
level Confidence interval
interval

Experiment, Pre test 133.53 | 14.27(11.25 30.6%(8.4%12.9%
Post test 119.27 | 17.29)

Control Pre test 132.70 1.57(-0.08 — 3.21) 1.2%040--2.4%)
Post test 131.13

Table 7: shows the effectiveness of guava leafiteaeducing the blood
glucose level among Type Il Diabetic adults

In experiment group, On an average, After guasel tea, Typell
Diabetic adultsare reduced 10.6% of the Fasting blood glucossl.le

In the control group, On an average, Type |l Biabadults are reduced
only 1.2% of the Fasting blood glucose level.

Differences between pretest and posttest score amatyzed using
proportion with 95% CI and mean difference with 98%
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Table 8- Effectiveness Of Guava Leaf On Reducing Btprandial Blood
Glucose Level

Group Level off Mean |Mean Difference in Percentage af
assessme blood | effectiveness with effectiveness  with
nt 95% Confidence 95% Confidence

glucose interval interval
level

Experiment| Pre test 171.57 15.00(12.69 — 17.81) %EA% —10.1%

Posttest | 156.57

Control Pre test | 170.40 1.73(-0.02 — 3.42) 1.0%2040—2.0%)

Posttest | 168.67

Table 8: shows the effectiveness of guava leaineaducing the blood
glucose level among Type Il Diabetic adults

In experiment group, On an average, After guaaf tea, Type Il
Diabetic adultsare reduced 8.7% of the postprandial blood gleidesel.

In the control group, On an average, Type |l Biabadults are reduced
only 1.0% of the postprandial blood glucose level.

Differences between pre test and post test sca® amalyzed using
proportion with 95% CI and mean difference with 98%
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Table 9-Effectiveness Of Guava Leaf On Reducing Béal Glucose Level

Name of the blood test Name of thg Reduced % of Benefit of
rou stud
grotip blood glucose y
level
Fasting blood glucose| Experiment 10.6% 1 9.4%
Control 1.2%
Postprandial blood Experiment 8.7% L7.7%
glucose
Control 1.0%

Table:9 shows about the Effectivhess of guavé tea on reducing

blood glucose level ( both Fasting and Postprardadd glucose level)

Due to Guava leaf tea experimental group adultsabhe to reduce 9.4%
of fasting blood glucose level and 7.7% postpraintdlood glucose than the

control group. This shows the benefit of guava.leaf
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SECTION ---F ASSOCIATION BETWEEN DEMOGRAPHIC VARIA BLES

Table 10- Association Between Reduction Of Fasting Blood Gawse Level And

Experiment Group Patients Demographic Variables

Fasting blood Glucose level reduction
Demographic variables Below  average Above
(<14.3) average(>14.3)
N % N % Total | Chi square test
Age 30-40 yrs 1 14.3% 6 85.7% 7 _ _
40-50 yrs 6 | 46.1% 7 |53.9% 13 62;7-25 p=0.
50-60 yrs 8 80.0% 2 20.0% 10
Sex Male 6 40.0% 9 60.0% 15 _ _
Female o |60.0% |6 | 40.0% 15 | X271:20p=0.27
Education 1-5std 4 50.0% 4 50.0% 8
6 -8 std 7 63.6% 4 36.4% 11 _ _
9- 10 std 4 |444% |5 | 556% 9 | X272.92p=0.40
10 -12 std 0 0.0% 2 100.0% 2
Religion Hindu 14 |50.0% 14 [50.0% 28 ~ ~
Muslim 1 | 50.0% 1 | 50.0% 2 | Xx2=0.00p=1.00
Occupation | Business 1 50.0% 1 50.0% 2
Private 5 41.7% 7 58.3% 12 _ _
Government |4 | 66.7% |2 | 33.3% 6 |X?71.00p=0.80
Cooly 5 50.0% 5 50.0% 10
Income Rs.3000 — 5000 5 41.6% 7 58.4% 12
Rs.5001 — 7000| 3 | 75.0% 1 25.0% 4 B B
Rs.7001-9000|3 | 50.0% |3 | 50.0% 6 | X2=133p=0.72
>Rs. 9000 4 50.0% 4 50.0% 8
Food habit | Vegetarian 2 40.0% 3 60.0% 5
Non — vegetariar 3 60.0% 2 40.0% 5 X2=0.40 p=0.81
Mixed 10 |50.0% 10 |50.0% 20
Family Yes 0 o
history 9 60.0% 6 40.0% 15 X2=1.20 p=0.27
No 6 40.0% 9 60.0% 15
Relationship | Father 3 60.0% 2 40.0% 5
Mother 3 | 50.0% 3 50.0% 6 B B
Grand father |2 | 66.7% 1 33.3% 3 | Xx2=0.97p=0.87
Grand mother |1 100.0% 0 0.0% 1
Years of DM| O -1 year 0 0.0% 3 100.0% 3
1-2 years 1 16.7% 5 83.3% 6 X2=9.44
2 -3 years 4 50.0% 4 50.0% 8 p=0.02*
3 -4 years 10 | 76.9% 3 23.1% 13
Use of| Yes 13 | 52.0% 12 | 48.0% 25 _ _
medicines | No 2 40.0% 3 60.0% 5 X2=0.24p=0.62
Exercise Yes 7 35.0% 13 | 65.0% 20 _
habits No X2=5.40
8 80.0% 2 20.0% 10 p=0.02*
Type of | Walking 10 | 71.4% 4 28.6% 14 X2=3.92 p=0.26
exercise Jogging 2 50.0% 2 50.0% 4
Weight liting |0 | 0.0% 1 100.0% 1
Others 0 0.0% 1 100.0% 1

Table 10: shows

the association between reductiofasting blood

glucose level of adults and their demographic \dem Younger, less duration

59



of diabetes and exercise adults are more reductatistical significance was

calculated using chi square test.

Table-10: elicits the association betweeduction of fasting glucose
level and demographic variables among Type |l Diabadults in the
experimental group. The analysis revealed thatetheas high significant
association of demographic variables such as age,duration of diabetes and
those who are having the habit of doing exercisepér findings those who are
in the age group of 30-40years%X. 25 p=0. 03), less duration of diabetes 0-1
yr (X*=9. 44, p=0. 02) and on the basis of habit ohdaxercise (5. 40

p=0.02) were reduced more fasting blood gluclesel than others.

Significance was calculated using chi-squast. This study reveals that
there was a significant effect of guava leaf tealenreduction of fastng blood

glucose level.
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ASSOCIATION BETWEEN REDUCTION LEVEL OF FASTING
BLOOD GLUCOSE AND DURATION OF DIABETES
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Fig:19 shows the association between reduction léwd Fasting Blood Glucose and duration of diabete
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Table 11: Association Between Reduction Of Post Bnalial Blood Glucose Level

And Experiment Group Adults Demographic Variables

Demographic variables

Postprandial blood Glucose level reductio

Above

Below average(<15.0) | average(>15.0) | Total | Chi square test
N % n %

Age 30-40yrs |1 14.2% 6 85.8% 7
40-50yrs | 6 46.1% 7 | 539% | 13 | X2=7.25p=0.03
50-60yrs |8 80.0% 2 20.0% 10

Sex Male 7 46.7% 8 53.3% 15 x2=0.13 p=0.71
Female 8 53.3% 7 46.7% 15

Education 1-5std 4 50.0% 4 50.0% 8
6 -8 std 6 54.5% 5 45.5% 11 x2=0.20 p=0.97
9-10std |4 44.4% 5 55.6% 9
10-12std |1 50.0% 1 50.0% 2

Religion Hindu 14 50.0% 14 50.0% 28 Xx2=0.00 p=1.00
Muslim 1 50.0% 1 50.0% 2

Occupation Business 2 100.0% 0 0.0% 2
Private 5 28.6% 7 71.4% 12
Governmen X2=2.33 p=0.51
i 3 50.0% 3 50.0% 6
Cooly 5 50.0% 5 50.0% 10

Income 536%000 17 58.3% 5 417% | 12
ReSW01 12 50.0% 2 | 500% |4 | x2=3.50p=0.32
Rs.7001 -~
9000 1 16.7% 5 83.3% 6
>Rs. 9000 |5 62.5% 3 37.5% 8

Food habit Vegetarian | 3 60.0% 2 40.0% 5
Non I, 40.0% 3 | 600% |5 | X27040p=081
vegetarian
Mixed 10 50.0% 10 50.0% 20

Family history Yes 5 33.3% 10 66.7% 15 X2=3.33 p=0.07
No 10 66.7% 5 33.3% 15

Relationship Father 1 20.0% 4 80.0% 5
Mother 2 33.3% 4 66.7% 6
orand 2 66.7% 1 | 333% |3 | X2=2.40p=0.49
ather
Grand 0 0.0% 1 100.0% |1
mother

Years of DM 0 -1 year 0 0.0% 3 100.0% |3
1-2 years |1 16.7% 5 83.3% 6 X2=8.36 p=0.04*
2-3 years | 6 75.0% 2 25.0% 8
3-4 years | 8 61.5% 5 38.5% 13

Use of medicines | Yes 14 56.0% 11 44.0% 25 X2=2.16p=0.14
No 1 20.0% 4 80.0% 5

Exercise habits | Yes 6 30.0% 14 | 70.0% 20 X2=9.60 p=0.01**
No 9 90.0% 1 10.0% 10

Type of exercise | Walking 8 57.1% 6 42.9% 14
Joggin 3 75.0% 1 25.0% 4
ng%htg x2=3.11 p=0.37
liftin 0 0.0% 1 100.0% |1

g

Others 0 0.0% 1 100.0% |1

Table 11 shows the association between reductiotieo postprandial blood

glucose level of adults and their demographic \de® Younger, less duration
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of diabetes and habit of doing exercise adults tzeing more reduction.

Statistical significance was calculated using cfuiase test.

It reveals that in the age group of 30 -40 yis={x 25 p=0. 03), duration
of years 0-1 year (8. 36 p=0. 04) and according to the habit of eiser
(x*=9. 60 p=0. 01) are reduced more postprandiatogiel level than others.
Statistical significance was calculated using Chiage test. This study analysis
revealed that there was a significant effect ofvgukeaf tea on reduction of
blood glucose level among Type |l Diabetic aduliéence Hypothesis 3:There
will be a significant association between the gel@écdemographic variables and
post intervention response of guava leaf tea amigmqee || diabetes mellitus

adults in the experimental group is proved.
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Fig:21 shows the Association Between Reduction Level postprandial blood glucose ancadults age.
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ASSOCIATION BETWEEN REDUCTION LEVEL OF POST
PRANDIAL BLOOD GLUCOSE LEVEL AND EXERCISE HABIT
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ASSOCIATION BETWEEN REDUCTION LEVEL OF POST
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Fig:23 Shows the Association between reduction level of gtprandial blood glucose and duration of diabete
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CHAPTER-V
RESULTS AND DISCUSSION

India leads the world with largest number of diabetubjects
earning the dubious distinction of being termed tiabetes capital of the
world". Diabetes is a disease which needs lifelongrmeat. Left untreated or
improperly treated, it shortens life considerably debases its quality
substantially. They can be largely avoided by tgksimple precautions and
proper control of the disease which would certamigke it possible to lead a
normal, active and healthy life. Research has shthah improved glycemic
control reduces the rate and number of diabeteseckl complications. To
minimize the diabetic complications and to imprawe quality of life of
diabetic clients this experimental study was ddree purpose of the study was
to evaluate the effectiveness of guava leaf teeedlucing the blood glucose
level among Type Il Diabetic adults.

OBJECTIVES OF THE STUDY

1. To assess the pre test blood glucose levabng Type I
Diabetic adults in experimental and controbugp.

2. To assess the effectiveness of guava leaf neang Type I
diabetic adults among experimental group.

3. To compare the pretest and post test blood glutessd among
Type Il diabetic adults in experimental and cohgroup.

4. To associate the findings with the selected denpigca variables

among Type Il Diabetic adults in the expemitaégroup.

The first objective of the study is to assess therg@ test blood glucose
level among Type Il Diabetic adults in experimentaland control
group.

In this study, the analysis reveals the pretesell@f blood glucose
among Type |l Diabetic adults in experimental andntool group. In

experiment group fasting blood glucose level is.233and in control it is
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132.70. So the difference is 0.83, and this diffeeesis very small and it is not
statistically significant. Considering the postptal blood glucose level, In
experiment group postprandial blood glucose lesel71.57, whereas in the
control group patients are having 170.40, so fifferdnce is 1.17, and this
difference is very small and it is not statistigakignificant. Statistical

calculation was done using student independersti-te

The second objective of the study is to assess thiectiveness of

guava leaf tea among Type Il Diabetic adults in th experimental

group.

In this study ,the analysis reveals that , In expent group, after the
intake of guava leaf tea, On an average 10.6%ypaf|l Diabetic adultsare
reduced in their Fasting blood glucose level.

In the control group, On an average 1.2% of tyf@abetic adultsare
reduced in their Fasting blood glucose level.

Differences between pretest and posttest score amap/zed using
proportion with 95% CI (confidence interval) and anedifference with 95%
Cl. It shows the effectiveness of guava leaf tegeducing the blood glucose
level among Type Il Diabetic adults

In experiment group, On an average, after trekenbf guava leaf tea,
8.7% of Type |l Diabetic adultare reduced in their postprandial blood glucose
level.

In the control group, On an average 1.684ype |l Diabetic adultsare
reduced n their postprandial blood glucose level.

Differences between pre test and post test sca® amalyzed using

proportion with 95% CI and mean difference with 98%

Due to Guava leaf tea experiment group adults hie ta reduce 9.4%
of fasting blood glucose level and 7.7% postprandiood glucose than the

control group. This shows the benefits of guawah tea.
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This study was supported by a study publishe2D10"Nutrition and
Metabolism" and conducted by the Yakult Central Inditute for
Microbiological Research in Tokyo, Japan,consumption of guava leaf tea
inhibits alpha-glucosidase enzymes. The inhibittbrthese enzymes results in
reduction of blood glucose levels; the suppressibelevated blood glucose

levels is critical in the prevention of type Il detes.

The third objective of the study is to compare thepretest and post
test levels of blood glucose among Type |l Diabeti@dults in

experimental and control group.

In this present study, Tkasting blood glucose level, in
pretest, experiment group adults is having 133.&®d glucose level,
whereas in post test patients are having 119.2th&difference is 14.27 and

this difference is large, statistically significatifference.

Considering Postprandial blood glucose levelprie test experiment
group adults is having 171.57 blood glucose lewdiereas in the control
group adults are having 156.57. So the differeadi00 and this difference is

large, statistically significant difference.
Statistical significance was calculated using stadiependent t-test.

In this study, The Comparison of pre test and pest blood glucose
level among Type Il Diabetic adults in controbgp are as follows.
Considering Fasting blood glucose level, pre, teshtrol group adults are
having 132.70 blood glucose level, whereas in pest adults are having
131.13 So the difference is 1.57 and this diffeeerscsmall, statistically not
significant difference. Considering Postprandidbobl glucose level, in pre
test control group adults is having 170.40 bloddcgse level, whereas in the
control group adults are having 168.67. So theetgifice is 1.73 and this

difference is small, statistically not significatitference.
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Hypothesis 2:There will be a significant in thee @nd post test blood sugar
level in relation to intake of guava leaf tea amadiype Il diabetic adults in the

experimental group is proved.

Statistical significance was calculated using stadiependent t-test.

This present study sipported by a clinical study In 2010 Yakult
Honsha in Nutrition & Metabolism, “Anti-hypoglycemic and anti-
hyperlipidemias effects of guava leaf extract.” Yheeviewed “evidence
regarding the anti-hyperglycemias activities antetyaof GvEx (guava leaf
extract) and Guava Leaf Tea in vitro [petri dishg, well as in animal models
and several clinical trials.” They also describélie efficacy and safety of
Guava Leaf Tea in pre-diabetic and diabetic adwith Type Il Diabetes
Mellitus. In a clinical trial involving twenty hospitalizeplatients with T2DM,
guava leaf tea was given to patients 2 hours afaltime, after postprandial
glucose levels had been allowed to elevate. Thevatdd level was

“significantly reduced with a single administratiohguava leaf tea.”

In a continuation of the clinical study, theysted guava leaf tea’s
effectiveness over a twelve-week period. They fbtlmt “insulin resistance

significantly decreased in all subjects.

The fourth objective is to associate the findings ith the selected
demographic variables among Type Il Diabetic adultsin the

experimental group.

This study Shows the association between remtuctf fasting blood
glucose level of adults and their demographic Wée® Younger, less duration
of diabetes and habit of doing exercise adultshareng more reduction, and
also it shows the association between reductigoostprandial blood glucose
level of adults and their demographic variablesunger, less duration of
diabetes and habit of doing exercise adults areingawore reduction.

Statistical significance was calculated using cjuicse test.
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The overall finding of the study showed that theau leaf tea was
effective in reducing blood glucose level among &ypDiabetic adults in the
experimental group. Thus, as a community healtrsenuhe researcher has
educated the community people about the benefitpiaba leaf tea at the end

of the study.

The assumption of the study was guava leaf tea maag some effect
on blood glucose level is hereby accepted becdugspresent study results also
have proved that overall 9.4% in fasting blood ghe level and 7.7% in
postprandial blood glucose level of Type Il Diabetadults with high blood
glucose levels in experimental group have improeminin reduction of blood

glucose after the intervention of guava leaf feal4 days .
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SUMMARY AND CONCLUSION

6.1 SUMMARY OF THE STUDY

Diabetes is a disease which needs lifelong tredtnhexfit untreated or
improperly treated, it shortens life considerably debases its quality
substantially. They can be largely avoided by tgksimple precautions and
proper control of the disease which would certamigke it possible to lead a
normal, active and healthy life. The main aim of 8tudy was to evaluate the
effectiveness of guava leaf tea in reducing th@dlglucose level among the

Type |l Diabetic adults residing at urban area @& Chennai.
Objectives of the study are:

X To assess the pre test blood glucose level amopg-MDiabetic adults

in experimental and control group.

X To assess the effectiveness of guava leaf tea amgpg-Il Diabetic

adults in experimental group.

X To compare the pretest and post test level of bippocbose among Type-

Il Diabetic adults in experimental and control grou

X To associate the findings with the selected denpigcavariables
among Type |l Diabetic adults in experimental group
The assumption of the study was guava leaf tealmsg some effect

on decreased blood glucose level among Type bhé&ia adults.

Extensive review of literature, investigator's ms$ional experience
and expert guidance from the field of community Itheaursing lead the

investigator to design the methodology to develaptool for data collection.
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Literature review was done on the present study angresented in

the following headings

1) Literature related to prevalence and incidence gper |l Diabetes

mellitus
2) Literature related to general information regagdjuava leaf tea

3) Literature pertaining to effect of guava leaf tealdood glucose level

among type-Il diabetes mellitus adults.

4) Literature related to diabetes and demographi@ibes

The investigator had developed a conceptual framek vibased on
modified Model of Wiedenbach’s helping Art of Clual Nursing Theory
(1984). It has 3 components which includes pressssent as identification,
providing guava leaf tea on experimental group ramistration, the
effectiveness of guava leaf tea as the validatibthe system. The modified
framework portrays that modifying factor such asva leaf tea enhances
improvements in blood glucose level among typetibdtic adults as part of

dietary nursing intervention.

The present study was an experimental study. Téeareh design was
pre-test post-test only design. By using simpledaam sampling technique 60
type-ll diabetic adults between 30-60 years of agme selected (30 in
experimental group and 30 in control group) as\s&aimples. The study was
conducted in the urban area, Choolai, Chennai, lwiscsituated 4 kms from
College of Nursing, Madras Medical College, Cherthai tool developed and
used for data collection was structured interviem abservation schedule. The
content validity of the tool was obtained from timedical expert and nursing
experts. The tool was reliable and feasible. THmb#ty of the tool was
established by inter rater reliability method. Detdiected from the accessible
population based on inclusion and exclusion cateé®iamples were selected by

simple random sampling method. Pre test , fasting postprandial blood

75



glucose was measured in experimental and contmlpgbefore intervention.
50 ml of guava leaf tea was given to experimemntalig for 14days daily in the
morning half an hour after breakfast by the aedeer in person. Post
interventional fasting and postprandial blood ghedevels were assessed
using glucometer and the results were analysedyusferential and statistical

analysis.

6.2 MAJOR FINDINGS OF THE STUDY

Frequency and percentage distribution of demogcaparriables of

Type Il Diabetic Patients in experimental and colngroup were as follows:

X Most of Type Il Diabetic adults in experimental gpo10(33.3%)were
in the age group of 51-60 years, 13(43.3%) of tlents were in the age
group of 41-50 years and 7(23.3%) were in the agepof 30-40 yrs in
experimental group and 40.0%(12) were in the agagof 51-60 years
and 40.0% (10) were in the age group of 41-50 y@arthe control

group.

*,

X3 Majority of the Type Il Diabetic clients 15(50%) weefemales and

D)

15(50%)were males in the experimental group andb@®®] were

females and 15 (50%)were males in the control group

D)

X On the basis of religion majority of the diabeatients 28(93.3%) were
Hindus,2(6.7%) were muslims in the experimentalugro and 27

(90.0%) were Hindus 3(10.0%) were muslims in thetl group.

X On considering the educational status of the TypRidbetic Patients
8(26.7%) were studied uptd”"Standard 11(36.7%) were studied upto
8" standard 9(30.0%)were studied uptd” Iandard 2(6.7%) were
studied upto 12 standard in the experimental group and in therobnt
group 3(10.0%) were studied upt8 Standard 11(36.7%0 were studied
upto 8" standard 12(40.0%) were studied uptd’ Kandard 4(13.35)

were studied upto were studied up to higher seagretiucation.
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D)

L)

By occupation2(6.7%)were doing business 12(40.0%@vweenployed in
private cocern 6(20.0%) were employed in governmsehupl0(33.3%)
were working as coole in experimental group. ie ttontrol group
2(6.7%)were doing business 8(26.7%) were employedpiivate
concern 7(23.3%) were employed in government 13043. were

working as coole .

On the basis of income 12(40.0%) were earning Rst&000 per month
4(13.3%) were earning upto Rs.7000 6(20.0%) wersigg upto 9000
8(26.7%) were earning above 9000 in experimentaugt n control
group 8(26.7%) were earning upto 5000 per month0.6(@) were
earning upto 7000 6(20.0%) were earning upto 90@® month
10(33.3%) were earning above Rs.9000 per month.

within On the basis of their food habits in expental group 5(16.7%)
were taking only vegetarian diet 5(16.7%) were rigknon vegetarian
diet 20(66.7%) were taking mixed diet habits .

On the basis of duration of illness majority of thetients 1 within 3-4
yrs 8(26.7%) are within 2-3 yrs 6(20.0%) withi¥r2 yrs 3(10.0%) are
within 0-1y in experimental group.7(23.3%) were hait 0-1 yr

4(13.3%) were within 2-3 yrs 11(36.7%)were withi¥rByrs 8(26.7%)

were within 3-4 years in control group.

According to their usage of medicine 25(83.3%) tateng medicines
regularly in experimental group,26(86.7%) are tgkimedicines in

control group.

Regarding their habit of exercise 20(66.7%)arenglogxercise in
experimental group,22(73.3%) are doing exercisirtrol group

Regarding the type of exercise 14(70%) of them vekri@g exercise
in the method of walking in experimental group,3%@) of them were

doing exercise in the method of walking in congup.
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In experiment group, On an average, After guaa tea, Type I
Diabetic adults are reduced 8.7% of the postprandial blood gleicos
level.

In the control group, On an average, Type Il Biabadults are

reduced only 1.0% of the postprandial blood gledesel.

the present study results also have proved thaath\@4% in fasting
blood glucose level and 7.7% in postprandial blgbetose level of
Type Il Diabetic adults with high blood glucosgédés in experimental
group have improvement in reduction of blood gheafter the

intervention of guava leaf tea for 14 days .

6.3 IMPLICATIONS OF THE STUDY

The implications of this study can be seen in a@asursing practice,

nursing education, nursing administration and mgrsesearch.

NURSING PRACTICE

/7
0’0

The community health nurse plays an important noleproviding
information regarding diabetes its prevention asaontrol methods to

the people in the community .

The community health nurse as a service provideulshperiodically
organize and conducts mass education programmedregadiabetes

awareness.

Guava leaf tea being cost effective ,easily aviglaland effective in
reducing the blood glucose level, the communityltheaurse must
implement information education and communicatitiC) to create

awareness to the community about the benefitsiavg leaf.

She has to educate family members about the tapoe of guava leaf

and its beneficiary effect against diabetes.
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NURSING EDUCATION

*,

D)

As a nurse educators, we must strengthen the cbnaemon-

pharmacological methods for management of diabatsktus.

Nursing education should emphasize more on prepdha nurses to
impart current changes in health information and update the

knowledge in all fields.

Nursing curriculum to be equipped with knowledggameling various

health information.

NURSING ADMINISTRATION

*,

D)

*,

D)

The community health nurse as an administrator lgdhdesign formal
teaching programme on diabetes mellitus and itvgo@on using
pharmacological and various non-pharmacologicahoud in reducing

blood glucose levels in the community.

The nurses posted in the Primary Health Centers ctortrol and
prevention of non-communicable disease should tadteve part in
identifying the risk peoples and preventing theusoence of disease in

its earlier stage.

She should organize for diabetes camps with col&lmm with nursing
students attending the Primary Health Centre amahgalwith other
NGO'’S and it should be properly communicated to ghblic through
mass medias.

The diabetes training programme to be continuedogpartunities must
be provided to all the nurses for the effectivenirey in control and

prevention of diabetes mellitus.
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NURSING RESEARCH

Nurses should conduct periodic review of researtidirigs and

disseminate the findings through conferences, sansi@nd publication in

professional, national and international journald a the web site also.

6.4 RECOMMENDATIONS FOR FURTHER STUDY

On the basis of the present study the followingnemendations have

been made for further study

A comparative study can be conducted using guafada in control of
Type Il Diabetes mellitus adults among urban amdlnpeople.

A similar study can be conducted in other poputatiohospital set up.
This study can be replicated with larger samples fmetter
generalization.

The adolescent boys and girls should be educatethdgns of mass
health awareness programs on diabetes mellitus.

Help line to be provided to diabetic patients.

The public should be educated with the help of comity leaders and

involvement of college students may strengtherstudy.

6.5 CONCLUSION

The study provesittlyuava leaf tea is effective in

controlling blood glucose level more specificaliypst prandial blood
glucose level among Type Il Diabetes Mellitus #&luand prevents them
from developing complications.These young leaves abundant with
beneficial bio-chemicals such as quercetins amamiit-c including many
antioxidants. Tender guava leaf tea is useful ireadiabetes. As it is
cheaper, easily available, it is applicable to Isedueven by low socio
economic group peoples. It is one of the cost &ffe@lternative source of
reducing blood glucose level among Type Il Diabe#idults in the

community.
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RESEARCH TOOL
PART - A

DEMOGRAPHIC DATA
INSTRUCTIONS:

* Please be frank and free in answering the question.

* Read each item carefully and answer all the questio

* Answers will be used only for research purpose wailldbe
confidential.

* Please put a tick mark at the appropriate option.

* Please return back the questionnaire after answeaiinthe
guestions.

Sample no:
Name
Address
SECTION- A
DEMOGRAPHIC PROFILE

1. Age
a) 30 — 40 ) ) 5& — 60 (.

b) 41 — 50 —

2. Sex

i

a) )Male

b) )Female

i

3. Education
a) 1—5 std, e Std
dy212 std

fpree

b) 6—8 std

JU 0

e) Diploma



4. Occupation

a) Business (N c) Government employment—)
b) Private employme() d) gool )
e) Others CJ

5. Family income per month in rupees

a) 3000 — 5000 ) c) 7@m0o0 ()

b) 5001 — 7000 () d) >9001 ()
6. Religion

a) Hindu ) c) Christian (]

b) Muslim () ) ©thers ([

7. Dietary pattern
a) Vegetarian ) c) Mixed (O
b) )Non — vegetarian (]

8. Do you havethe family history of diabetes mellitus?

a) Yes M
b) No )

9. If yes, specify therelationship of the family member
a)Father CJ  c)Grand father—
b)Mother CJ  d)Grand mother
e) )Sibling )

10. Duration of illness

a)0-—1lyear ) d 3-4 yea )

b) 1 - 2 years ) e) 4-5 year{ )
()

c) 2- 3years



11. Areyou taking your medications daily?
a) Yes ]
b) )No ()

12. Areyou having the habit of doing exercise daily?
a)Yes ()
b)No ]

13. If yes,- type of exercise
a) Walking ) C) weldifting (O
b) Jogging ) athers )
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PROCEDURE
PREPARATION OF GUAVA LEAF TEA

Definition

This is a tea prepared from 10 freshvguaaves added in 250ml of
boiling water with 0.5mg of salt.
purpose

To reduce the blood glucose level ipd¥l diabetic adults.

preparation of the client

Explain the procedure to the client and his fammlgmbers, and

explain about the action of guava leaf tea.

Sour ces of guava leaf tea
10 fresh guava leaves
250 ml of water

0.5mg of salt

Preparation of guava leaf tea

Wash fresh guava leaves, pounded it fine, andtadd®b0 ml of
water and boil it for 15 minutes.Make it into 50jinker the extract ,add

0.5mg of salt and drink half an hour after breakéasly for 14 days.



Action of guava leaf tea

Guava leaf has been used as fotledy in subtropical countries
around the south east Asia ,because of its plwalogical activities. Guava
leaf tea is taken to promote health and prisveiabetes as this helps to
absorb Maltose and Sucrose thereby control blogdrdevels. These young
leaves are abundant with beneficial bio-chemicath s quercetins and

vitamin-c including many antioxidants, which is yerseful in curing diabetes.
Documentation

Record thegorocedure with date and time.



BLOOD GLUCOSE LEVEL ASSESSMENT

The investigator is to assess and record blood glucose level before and after

administration of guavaleaf tea.

Assessment of blood glucose level

Pretest Treatment
Group Post test
01 X 02
Experimental Blood glucose level | 50 ml of guavaleaf tea | Blood glucose level
Group assessed with existing | @5essed
( Fasting and treatment ( Fasting and
Postprandial) Postprandial)

Control Group

Blood glucose level
assessed

( Fasting and

Postprandial)

Existing treatment

Blood glucose level
assessed

( Fasting and
Postprandial)

1) Maximum reduction of blood glucose level:

2) Minimum reduction of blood glucose level:

10-20 mg/dl

<10 mg/d|




