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INTRODUCTION 

Asthma is a common long-term inflammatory disease of 

the airways of the lungs. It is characterized by variable 

and recurring symptoms, reversible airflow obstruction, 

and bronchospasm. Symptoms include episodes 

of wheezing, coughing, chest tightness, and shortness of 

breath. These episodes may occur a few times a day or a 

few times per week. Depending on the person‘s response 

to trigger factor, they may become worse at night or with 

exercise. Asthma is thought to be caused by a 

combination of genetic and environmental factors. 

Environmental factors include exposure to air 

pollution and allergens. Other potential triggers include 

medications such as aspirin and beta blockers. Diagnosis 

is usually based on the pattern of symptoms, response to 

therapy over time, and spirometry. Asthma is classified 

according to the frequency of symptoms, forced 

expiratory volume in one second (FEV1), and peak 

expiratory flow rate. It may also be classified as atopic or 

non-atopic, where atopic refers to a predisposition 

toward developing a type 1 hypersensitivity reaction. 

The respiratory system is susceptible to damage caused 

by inhaled toxic materials and irritants because the 

surface area of the lungs exposed to air is so large and 

the body's need for oxygen so great. The ability of the 

respiratory system to function properly has a great 

impact on the body. Disease in any part of it can lead to 

disease or damage to other vital organs. Asthma affects 

2.05% of adult population (Reynolds) with an estimated 

national burden of 18 million.
[18,19,20] 

 

The term Zeeq-Un-Nafas Shoabi (Bronchial Asthma) is 

clinically used for those conditions where longstanding 

irritation in mucous membrane of bronchioles results in 

cough and excessive production of sputum (Amraze Riya 

CCRUM). Although Zeeq-Un-Nafas Shoabi (Bronchial 

Asthma) has not been described as such in Unani 

literature but the features mentioned under the headings 

of sual barid, sual ratab and sual nazli muzmin in 

various books correspond with the signs and symptoms 

of Zeeq-Un-Nafas Shoabi (Bronchial Asthma). Sual has 

been described extensively by Unani physicians; they 

have classified it and differentiated it into various types 

on the basis of the deviation in temperament; the nature 

of Akhlate raddiyah and the site of insibab (descent) of 

pathogenic matter to lungs. According to Ibne Sina, 

Jurjani and Azam Khan, all the types of sual (cough) i.e. 

sual barid, sual ratab, sual nazli muzmin are productive 

and mostly occur at night.
  

 

Medical management as offered by modern system of 

medicine, consisting of the use of antibiotics, 
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ABSTRACT 

Asthma and chronic obstructive pulmonary disease (COPD) are among the top ten most common diseases 

worldwide causing significant social and economic burden on the patient, family and health system. Despite the 

availability of safe and effective respiratory medication, problems such as under diagnosis, medication, adherence 

issue and poor understanding of asthma and COPD have led to the condition being poorly managed worldwide. 

The different organs in the body needs a constant supply of oxygen to produce energy to grow, repair or replace 

itself and maintain vital functions. The oxygen must be provided to the cells in a way that they are able to use it. It 

must be brought into the body as air that is cleaned, cooled or heated, humidified, and delivered in the right 

amounts. In this research efficacy of Unani formulation (test drug) has been evaluated on the basis of standard 

parameters. The efficacy of the test drug was compared with the standard drug ‗Ambroxol‘. The evaluation of the 

efficacy was based on subjective parameters like cough, sputum production and breathlessness and objective 

parameters. 
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bronchodilators, anti-allergic and steroid therapy is only 

able to provide temporary relief. Besides, the group of 

drugs mentioned above entails elements of side effects. 

Chronicity of the disease also limits the use of drugs over 

a long period of time.
[22,23,24]

  

 

The efficacy of this formulation has been evaluated on 

the basis of standard parameters. The efficacy of the test 

drug was compared with the standard drug ‗Ambroxol‘. 

The evaluation of the efficacy was based on subjective 

parameters like cough, sputum production and 

breathlessness and objective parameters. 

 

Classification of sual in classical literature 

Jurjani has described six kinds of sual according to the 

nature of the cause: 

1. Sual har sada 

2. Sual barid sada 

3. Sual har maddi 

4. Sual barid maddi 

5. Sual, caused by basoor 

6. Sual, caused by warm or zakhm. 

 

Azam khan has described the sual under following 

headings: 

Sual nazli har, sual nazli barid, sual yabsi, sual damvi, 

sual safravi and sual due to irritation of trachea. 

 

Thus the clinical features of the above three categories 

i.e sual barid maddi, sual ratab and sual nazli muzmin 

reflect and analogy with the ATS definition and can be 

studied under the purview of chronic bronchitis. 

 

Epidemiology 

According to Ibne Sina it occurs in winter and spring 

season and men are at more risk to develop this disease. 

According to Akbar Arzani and Jurjani it affects mostly 

older persons of balghami mizaj. 

 

Bronchial asthma is a common chronic disease of the 

respiratory system that affects approximately 300 million 

people worldwide. Current Global Initiative for Asthma 

(GINA) guidelines reported that the prevalence of 

asthma is estimated to be 1% to 18%. Reports have 

indicated changes in the overall prevalence of asthma. 

However, a firm conclusion on whether the trend is 

increasing or declining in a particular country for a 

certain period is not available. As of this writing, few 

epidemiological data on national asthma prevalence have 

been reported in China. The Chinese population has 

relatively low asthma prevalence. Investigation 

conducted by the National Prevention and Treatment of 

Children Asthma Group in 2003, which included 

430,000 children aged between 0 and 15 years old in 43 

cities, reported that the prevalence of childhood asthma 

in the urban environment is 1.97%.
[21,22,23,24,25,26,27] 

 

 

 

 

Etiology 

Ibne Sina has described pathological aspect of sual as 

under ―The causes of sual may be rendered from the 

above Arabic text of Al-Qanoon as follows: 

Asbab Badiyah (external factors), Asbab Wasila (internal 

factors), Asbab Sabiqah (preceding factors)‖ 

 

Asbab Badiyah: They bring about some changes in 

temperament and structural constituents of the lungs and 

associated structures to produce cough. Cold weather, 

cold water, smoke dust, pollutants and drying agents are 

the prototypes of Asbab Badiyah. In addition to this sour, 

astringent, strong spicy diets and any foreign body in the 

airway passage can also cause the sual. 

 

Asbab Wasila: It includes those factors which produces 

the changes in the temperament of lungs and respiratory 

tract. Derangement of temperament may be without 

material or with material i.e Sue Mizaj Sadah or Maddi. 

 

Asbab sabiqah: They are predisposing factors for imtila 

(congestion) and occur before Asbab Wasila. 

 

Jurjani has described the etiology broadly into three main 

causes: 

1. Sue Mizaj Sadah or Maddi 

2. Inflammation of airways caused by Nazla Haar or 

Nazla Barid. 

3. Foreign bodies (cold air, dust, fumes etc) entering into 

the airways. 

 

According to Majoosi, two main causes are responsible 

for Sual. Sue Mizaj of the lungs and Nazla. 

 

Etiology and Risk factors for asthma 

Asthma comprises a range of heterogeneous phenotypes 

that differ in presentation, etiology and pathophysiology. 

The risk factors for each recognized phenotype of asthma 

include genetic, environmental and host factors. 

Although a family history of asthma is common, it is 

neither sufficient nor necessary for the development of 

asthma.  

 

The substantial increases in the incidence of asthma over 

the past few decades and the geographic variation in both 

base prevalence rates and the magnitude of the increases 

support the thesis that environmental changes play a 

large role in the current asthma epidemic. Furthermore, 

environmental triggers may affect asthma differently at 

different times of a person‘s life, and the relevant risk 

factors may change over time.
[28] 

 

So many other aetiology and risk factor are Genetics, 

Prenatal risk factors, Prenatal tobacco smoke, Diet and 

nutrition, Stress, Antibiotic use, Mode of delivery, Risk 

factors in childhood is Phenotypes of asthma, 

Breastfeeding, Lung function, Family structure, Socio-

economic status, Antibiotics and infections, Allergic 

sensitization, Exposure to environmental tobacco smoke, 

Exposure to animals, Gene-by-environment interactions, 
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Adult-onset asthma and Occupational 

asthma.
[28,29,30,31,32,33,34,35,107] 

 

Pathophysiology 

The 2007 Expert Panel Report 3 (EPR-3) of the National 

Asthma Education and Prevention Program (NAEPP) 

noted several key changes in the understanding of the 

pathophysiology of asthma: 

 The critical role of inflammation has been further 

substantiated, but evidence is emerging for 

considerable variability in the pattern of 

inflammation, thus indicating phenotypic differences 

that may influence treatment responses 

 Of the environmental factors, allergic reactions 

remain important. Evidence also suggests a key and 

expanding role for viral respiratory infections in 

these processes 

 The onset of asthma for most patients begins early in 

life, with the pattern of disease persistence 

determined by early, recognizable risk factors 

including atopic disease, recurrent wheezing, and a 

parental history of asthma 

 Current asthma treatment with anti-inflammatory 

therapy does not appear to prevent progression of 

the underlying disease severity.
[36,37]

 

 

The pathophysiology of asthma is complex and involves 

the following components: 

 Airway inflammation.
[38,39,40,41,42,43]

 

 Intermittent airflow obstruction.
[44,45]

 

 Bronchial hyper responsiveness.
[46]

 
 

Symptoms 

When the breathing passages become irritated or 

infected, an attack is triggered. The attack may come on 

suddenly or develop slowly over several days or hours. 

The main symptoms that signal an attack are as 

wheezing, breathlessness, chest tightness, difficulty 

speaking and
 
coughing.

[47,48,49] 

 

Differential diagnosis  
Emphysema, Congestive heart failure, Bronchiectasis, 

Tuberculosis, Obliterative bronchiolitis and Diffuse pan 

bronchiolitis.
[57] 

 

MATERIALS AND METHODS  
The present study is a randomized standard open 

controlled clinical study. Forty patients were selected 

from general OPD of Jamia Tibbiya Deoband Hospital, 

Deoband (20 randomized in test as well controlled 

group) & screened before undergoing the clinical study.  

 

Objectives of the study  

I. To evaluate the efficacy of Unani pharmacopeia 

preparation in management of Bronchial Asthma 

clinically. 

II. To provide safe, effective and economic drug in the 

management of Dhama (Bronchial Asthma). 

III. To assess the adverse effects if any. 

 

Place of study  

The present study has been carried out at Jamia Tibbiya 

Deoband Hospital, Deoband. 

 

Duration of study  

18 month.  

 

Duration of protocol therapy 

45 days.  

 

Sample size 

40 (20 in Unani formulation group and 20 in standard 

control group) 

 

Inclusion criteria 

Aged between 14 to 70 years  

Male, Female.  

Patients not on anti-asthmatic drugs. 

Willingness to sign the informed consent, follow the 

protocol and participate in clinical trial voluntarily.  

 

Exclusion criteria 

Patients below the age 14 year and above age 70 

Immune compromised patients 

Patients with pulmonary TB 

Patients with ILD/ Lungs carcinoma. 

 

Subject selection  

Patients were selected on the basis of clinical diagnosis. 

Any patients giving history of wheezing, cough, and 

dyspnea. In process of selection, spirometry was done, if 

the FEV1/ FVC was found <80% and referred 

investigations were found selected. 

 

Investigations (Before and After Treatment)  

Hb%, TLC, DLC, ESR 

X ray Chest PA view 

Spirometery. 

LFT, KFT 

 

Route of administration  

 Oral Dose of Unani formulation semisolid form 

(Test Drug group) 10 gm. twice a day morning 

before breakfast and at bed time. Preparation of test 

drug Unani formulation Kalongi 10 gm., Darchini 

10 gm. and Shehad 20 gm.  

 Ambroxol (Control drug group) in the dose of 75 mg 

per day in tablet form administered in 20 patients of 

control group. 

 

Study design 

A Randomized Standard open Controlled clinical study. 

 

Assessment of efficacy 

The assessment of the efficacy in the test and control 

group was based on two types of parameters. 

a) Subjective parameters:  

1- Cough; Grades of cough (According to diurnal 

variations). 

https://www.emedicinehealth.com/coughs/article_em.htm
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2- Sputum; Grades of sputum production (according to 

the quantity produced in 24 hours). 

3- Dyspnea on exertion; Grades of dyspnea on 

exertion. 

4- Wheezing; grade of wheezing 

5- Crepitation‘s (crackles); grades of crepitation‘s. 

 

b) Objective parameters:  

1- Laboratory investigation CBC with ESR, 

2- X ray chest PA view 

3- Pulmonary function test (by Spirometer)  

 

Assessment of safety 

The assessment of the safety of the treatment was done 

on the following parameters: 

I. Clinical assessment at every visit of follow up. 

II. Hematological assessment (before and after 

treatment) 

III. Biochemistries assessment of LFT, KFT (before and 

after treatment) 

 

Withdrawal criteria 

Failure to follow the protocol 

Any adverse reaction or adverse event 

Drug defaulters 

 

Follow up during treatment 

45 days study was divided into four visits of follow up 

which were made at an interval of 15 days. At every 

visit, the patients were asked about the improvement or 

worsening in their symptoms and subjected to 

examination to assess clinical findings. Concomitant 

treatment was not allowed during the protocol period. 

The patients, who were any other medicine as a 

treatment of Dhama (bronchial asthma), were before 

commencing treatment with the test or control drug. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

RESULT AND OBSERVATION 

Table 1: Mizaj distribution in two groups of patients studied. 

Mizaj Test Group Control Group Total 

Balghami 15(75%) 13(65%) 28(70%) 

Damvi 2(10%) 3(15%) 5(12.5%) 

Safravi 1(5%) 2(10%) 3(7.5%) 

Saudavi 2(10%) 2(10%) 4(10%) 

Total 20(100%) 20(100%) 40(100%) 

P=0.895, Not Significant, Fisher Exact Test 

 

 
Figure 01: Mizaj distribution in two groups of patients studied. 
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Table 02: Cough- assessment in two groups of patients at different time studied. 

Cough 0
th

 Day 15
th

 Day 30
th

 Day 45
th

 Day % difference 

Test Group (n=20)      

 No Symptom(0) 0(0%) 3(15%) 7(35%) 11(55%) 55.0% 

 Mild(1) 3(15%) 4(20%) 5(25%) 4(20%) 5.0% 

 Moderate(2) 7(35%) 8(40%) 6(30%) 4(20%) -15.0% 

 Severe(3) 10(50%) 5(25%) 2(10%) 1(5%) -45.0% 

Control Group (n=20)      

 No Symptom(0) 0(0%) 1(5%) 3(15%) 6(30%) 30.0% 

 Mild(1) 4(20%) 5(25%) 4(20%) 5(25%) 5.0% 

 Moderate(2) 5(25%) 6(30%) 8(40%) 6(30%) 5.0% 

 Severe(3) 11(55%) 8(40%) 5(25%) 3(15%) -40.0% 

P value 0.834 0.587 0.340 0.222 - 

Chi-Square/Fisher Exact Test 

 

 
Figure-02 (A)- Cough- assessment in test groups of patients at different time studied. 

 

 
Figure-02 (B)- Cough- assessment in control groups of patients at different time studied. 
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Table 03: Breathlessness- assessment in two groups of patients at different time studied. 

Breathlessness 0
th

 Day 15
th

 Day 30
th

 Day 45
th

 Day % difference 

Test Group (n=20)      

 No Breathlessness(0) 0(0%) 2(10%) 9(45%) 15(75%) 75.0% 

 Mild(1) 4(20%) 7(35%) 10(50%) 4(20%) 0.0% 

 Moderate(2) 6(30%) 10(50%) 1(5%) 1(5%) -25.0% 

 Severe(3) 10(50%) 1(5%) 0(0%) 0(0%) -50.0% 

Control Group (n=20)      

 No Breathlessness(0) 0(0%) 0(0%) 0(0%) 0(0%) 0.0% 

 Mild(1) 4(20%) 5(25%) 7(35%) 7(35%) 15.0% 

 Moderate(2) 4(20%) 8(40%) 9(45%) 11(55%) 35.0% 

 Severe(3) 12(60%) 7(35%) 4(20%) 2(10%) -50.0% 

P value 0.910 0.075+ 0.004** <0.001** - 

Chi-Square/Fisher Exact Test 

 

 
Figure-03 (A)- Breathlessness- assessment in test groups of patients at different time studied. 

 

 
Figure-03 (B)- Breathlessness- assessment in control groups of patients at different time studied. 
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Table 04: Wheeze- assessment in two groups of patients at different time studied. 

Wheeze 0
th

 Day 15
th

 Day 30
th

 Day 45
th

 Day % difference 

Test Group (n=20)      

 No Wheeze(0) 0(0%) 0(0%) 5(25%) 12(60%) 60.0% 

 Mild(1) 4(20%) 12(60%) 14(70%) 7(35%) 15.0% 

 Moderate(2) 9(45%) 6(30%) 1(5%) 1(5%) -40.0% 

 Severe(3) 7(35%) 2(10%) 0(0%) 0(0%) -35.0% 

Control Group (n=20)      

 No Wheeze(0) 0(0%) 0(0%) 1(5%) 2(10%) 10.0% 

 Mild(1) 4(20%) 6(30%) 6(30%) 6(30%) 10.0% 

 Moderate(2) 3(15%) 8(40%) 11(55%) 10(50%) 35.0% 

 Severe(3) 13(65%) 6(30%) 2(10%) 2(10%) -55.0% 

P value 0.104 0.134 <0.001** <0.001** - 

Chi-Square/Fisher Exact Test 

 

 
Figure-04 (A)- Wheeze- assessment in test groups of patients at different time studied. 

 

 
Figure-04 (B)- Wheeze- assessment in control groups of patients at different time studied. 
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Table 05: Crepitations- assessment in two groups of patients at different time studied. 

Crepitations 0
th

 Day 15
th

 Day 30
th

 Day 45
th

 Day % difference 

Test Group (n=20)      

 No Crepitations(0) 4(20%) 8(40%) 12(60%) 14(70%) 50.0% 

 Mild(1) 8(40%) 7(35%) 6(30%) 5(25%) -15.0% 

 Moderate(2) 6(30%) 5(25%) 2(10%) 1(5%) -25.0% 

 Severe(3) 2(10%) 0(0%) 0(0%) 0(0%) -10.0% 

Control Group (n=20)      

 No Crepitations(0) 3(15%) 5(25%) 6(30%) 12(60%) 45.0% 

 Mild(1) 4(20%) 10(50%) 12(60%) 8(40%) 20.0% 

 Moderate(2) 13(65%) 5(25%) 2(10%) 0(0%) -65.0% 

 Severe(3) 0(0%) 0(0%) 0(0%) 0(0%) 0.0% 

P value 0.102 0.523 0.165 0.501 - 

Chi-Square/Fisher Exact Test 

 

 
Figure-05 (A)- Crepitations- assessment in test groups of patients at different time studied. 

 

 
Figure-05 (B)- Crepitation- assessment in control groups of patients at different time studied. 
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Table 06: Difference of Spirometry variables (45
th

 day and 0
th

 day) in two groups of patients studied. 

Difference Test Group Control Group Total P value 

FEV1 11.77±6.95 3.43±2.96 7.60±6.75 <0.001** 

FEV1/FVC 11.28±4.93 2.56±3.89 6.92±6.22 <0.001** 

PEF 3.13±0.67 2.14±0.82 2.64±0.89 <0.001** 

Student t test (Two tailed, independent) 

 

 
Figure-06 (A)- FEV1- assessment in both groups of 

patients. 

 

 
Figure-06 (B)- FEV1/FVC- assessment in both groups 

of patients. 

 

 
Figure-06 (C)- PEF- assessment in both groups of 

patients. 

 

Statistical Methods: Descriptive and inferential 

statistical analysis has been carried out in the present 

study. Results on continuous measurements are presented 

on Mean  SD (Min-Max) and results on categorical 

measurements are presented in Number (%). 

Significance is assessed at 5% level of significance. The 

following assumptions on data is made, Assumptions: 1. 

Dependent variables should be normally distributed, 

2.Samples drawn from the population should be random, 

Cases of the samples should be independent. 

 

Student t test (two tailed, independent) has been used to 

find the significance of study parameters on continuous 

scale between two groups (Inter group analysis) on 

metric parameters. Leven`s test for homogeneity of 

variance has been performed to assess the homogeneity 

of variance. 

  

Chi-square/ Fisher Exact test has been used to find the 

significance of study parameters on categorical scale 

between two or more groups, Non-parametric setting for 

Qualitative data analysis. Fisher Exact test used when 

cell samples are very small.  

 

DISCUSSION 

The present clinical trial was conducted to evaluate the 

efficacy of a test formulation in the management of 

Zeeq-Un-Nafas Shoabi. 40 patients of Zeeq-Un-Nafas 

Shoabi were selected and randomly assigned, each 

comprising 20 patients to the test and the control groups. 
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1- Distribution of patients according to Mizaj 

A maximum of 28 (70%) patients were found having 

Balghami mizaj followed by 5 (12.5%) patients having 

the Damvi, 3 (7.5%) patients having Safravi and 4 (10%) 

patients having the Saudavi mizaj (Table-01). It indicates 

that disease is more prevalent in Balghami mizaj patients. 

These findings are supported by the observations of Ibne 

Sina, Jurjani, Akbar Arzani and Azam Khan. 

 

2- Effect on Cough 

Cough was assessed and graded as absent, mild, 

moderate and severe and was coded as 0(absent), 

1(mild), 2(moderate) and 3(severe) respectively. The 

result shows that 20% were having mild cough, 25% 

were having moderate cough on the 0
th

 day. On the 45
th

 

day 30% were having no cough, 25% were having mild 

cough, 30% moderate cough and 15% severe cough, So, 

overall there was reduction of cough in severe group 

about -40% in moderate difference was 5%, in mild 

again difference 5% and in no cough group it was 30% in 

control group shown in table 02. 

 

In test group the results were on 0
th

 day 0(0%), 1(15%), 

2(35%) and 3(50%). On 45
th
 day the percentage was 

55%, 20%, 20% and 5% respectively and the percentage 

difference in results were 55% with no symptoms, 5% 

with mild symptoms, -15% in moderate symptoms and -

45% in severe symptoms. When the median scores of 

Cough in both Groups, A and B, were compared 

statistically using chi-square/Fisher Exact Test, it was 

found that the difference between the median scores of 

Test group at 45
th

 day compared with baseline was 

highly significant. Intergroup comparison on 45
th

 day 

was also very significant. It was found that the difference 

between the median scores of Test group at 45
th

 day and 

at baseline was highly significant (P<0.834). Intergroup 

comparison on 45
th

 day was also highly significant 

(p<0.222). Results are summarised in table no.02. 

 

The results indicate that both, the test and control drugs, 

are effective in reducing cough, but the test formulation 

is more efficacious in comparison to control drug. Sual is 

the quintessential feature of Zeeq-Un-Nafas Shoabi. It is 

produced due to irritation of madda raddiya which is 

lazae (irritant) in nature and provokes inflammation in 

the respiratory tract. 

 

The ingredients used in the test formulation possess 

Muhallil (anti-inflammatory), Munaffis (expectorant) and 

Mulatiff (demulscent) properties dafie hasasiyat 

(antiallergic properties) Due to these properties, the 

inflammation in the respiratory tract is controlled and the 

consistency of mucus is modified to enable it to 

expectorate easily. These drugs have the evidence of 

being used by ancient Hakims in various diseases of 

respiratory tract like sual, zatuljanab (pleursy), 

zeequnnafas (bronchial asthma) [Ibne Sina, Kabirrudin 

and Najamul Ghani] 

 

 

3-Effect on Breathlessness 
The results showed that on 0

th
 day 0% patients were 

falling in the group of no breathlessness, and on 45
Th

 day 

with no change while as in mild breathlessness on 0
th

 day 

there were 20% people and on 45
th

 day 35% and with 

moderate breathlessness group 0th day 20% and 45
th

 day 

55% with severe symptoms of breathlessness 60% 

patient were having symptoms of severe breathlessness 

on 0
th

 day and on 45
th, 

the symptoms were reduced up to 

10% means -50% reduction in breathlessness symptoms, 

Similarly in moderate symptoms 35% of difference were 

observed. In mild breathlessness group 15% of 

difference were observed in control group. Comparing 

with the test group on 0
th

 day no one was having any 

symptoms of mild breathlessness while as on 45
th

 day 

75% patient were being observed with no breathlessness.  

 

Similarly, mild breathlessness on 0
th

 day and on 45
th

 day 

observed constant and there was a tremendous reduction 

in the symptoms of moderate and severe breathlessness 

groups from 30% to 5% and in severe group from 10% to 

0% as explained in table 12. Overall, in test group the 

difference was observed in 0 breathlessness 75%. 

1(0.0%) 2(-25%) 3(-50%). Similarly in control group the 

difference in result percentage was 0(0.0%) 1(15%) 

2(35%) and 3(-50%) again chi-square/Fisher Exact Test 

has shown p value difference from 0.910 to p < 0.001** 

which shows the test group is having significant result as 

compared to the control group. Results are summarised 

in table no.03. 

 

The result of this study indicates that the test as well as 

control drug is effective in alleviating breathlessness but 

when compared against each other, the test drug was 

found exhibiting pronounced reduction in breathlessness 

to control drug. 

 

Breathlessness is a consistent feature of Zeeq-Un-Nafas 

Shoabi. Due to Asbabe badiayah (smoke, dust, fumes, 

cold air etc), inflammation creeps in respiratory tract 

followed by hyper secretion of ratoobate balghami, 

pooling and clogging of urooqe khashna (bronchioles) 

and development of zeequnnafs (breathlessness) 

(Jurjani/Ibne Sina). 

 

This description draws analogy with the presentation of 

Bronchial Asthma defined by modern researchers. There 

is inflammation, narrowing and exudates in small 

airways especially bronchioles < 2 mm diameter. This 

whole process produces obstruction in airflow in 

bronchioles and air trapping during expiration creating a 

picture of breathlessness. 

 

The drugs of test formulation curb pathological processes 

at all levels taking place in airways due to counteracting 

properties inherent in them. The etiopathological picture 

of Zeeq-Un-Nafas Shoabiis controlled and reduced to 

normalcy by the dint of muhallil, munzij, mulatiff, 

mufatteh, dafie hassasiyat, and mukhrije balgham 

properties present in the test drugs. With the reversal of 
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pathology, the airways become clear and patent, thus 

reducing the breathlessness. Zufa yabis especially is a 

source of natural antioxidants, hence provides plenty of 

antioxidant to deter the noxious effect of ‗oxidative 

stress‘ which is responsible for mucus hypersecretion 

leading to obstruction in airways. 

 

4- Effect on wheezes 

Wheezes were assessed and graded as severe, moderate, 

mild and absent and was coded as 3, 2, 1 and 0 

respectively. The results showed that on 0
th

 day (0.0%) 

on 45
th

 day 10% 1:- 0
th

 day 20%, 45th day 30%. 

2:-15% 0
th

 day and 50% on 45
th

 day. 

3:- 65% on 0
th

 day and only 10% on 45
th

 day. 

 

And in test group 0(0%) on 0
th

 day and on 45
th

 day 60% 

means 60% difference. 

1:- 20% on 0
th

 day and on 45
th

 day 35% Difference 

percentage 15% 

2:- 45% on 0
th

 day and on 45
th

 day 5%. Difference 

percentage -40%. 

3:- 35% on 0
th

 day and on 45
th

 day 0.0% difference 

percentage -35% 

 

Means -35% reduction. Results were again measured on 

Chi-square/Fisher exact Test p value was observed 0.104 

on 0
th

 day and <0.001** on 45
th

 day which shows again 

the test group was showing better results than the control 

group in comparison showed on table 04. When the 

scores of wheezes in both Groups, A and B, were 

compared statistically using chi-square/Fisher Exact 

Test, it was found that the difference between the results 

of Test group at 45
th

 day compared with baseline was 

highly significant. Intergroup comparison on 45
th

 day 

was also very significant . Results are summarised in 

table 04. The results suggest that boththe groups were 

effective in reducing symptoms of Wheeze But Test 

group was observed reducing Wheeze significantly than 

Control group. 

  

Wheezes over lung field is a sign of turbulent airflow in 

narrowed and obstructed airways. There are whistling 

sounds auscultated by stethoscope. wheezes are scattered 

over the lung field but they are not an invariable feature 

in all patients of Zeeq-Un-Nafas Shoabi. As wheezes are 

the manifestation of narrowing and obstruction in 

airways due to inflammation, they reduce with the 

reduction in this active pathological process. It can be 

succinctly summarised here that the ingredients used in 

the test formulation are endowed with the properties 

necessary to countereact the pathological developments. 

Hence wheezes reduce significantly as soon as the 

inflammation and obstruction are controlled. 

 

5- Effect on Crepitations 

Crepitations were assessed and graded as, severe, 

moderate, mild and absent and were coded as 3, 2, 1 and 

0 respectively. 

 

 

The results showed that  

0:- 15% on 0
th

 day was observed 60% on 45
th
 day with 

45% difference. 

1:- 20% on 0
th

 day and 40% on 45
th

 day with 20% 

difference. 

2:- 65% on 0
th

 day and 0% on 45
th

 day with -65% 

reduction in crepitation  

3:- 0% remained unchanged on 45
th

 day in control group. 

 

While as in test group 

0:- 20% on 0
th

 day and 70% on 45
th

 day with 50% 

difference. 

1:- 40% on 0
th

 day and was observed 25% on 45
th

 day 

with -15% difference. 

2:- 30% on 0
th

 day and 5% on 45
th

 day with -25% 

difference. 

3:- 10% on 0
th

 day and 0% on 45
th

 means -10% 

difference in the severity of wheeze. 

 

And p value were observed by Chi-Square/Fisher Exact 

test with a difference of 0.102 to 0.501. When the results 

of Crepitations in both Groups, A and B, were compared 

statistically using chi-square/Fisher Exact Test, it was 

found that the difference between the results of Test 

group at 45
th

 day compared with baseline were 

significant. The present study observed that Ambroxol as 

well as test formulation are equally effective in 

supressing crepitations, However Test group was 

showing more signinifact result than Control Group. 

 

Crepitations are short, sharp crackling sounds produced 

due to bubbling of exudate when air passess through 

them. Crepitations are not found in all cases of Zeeq-Un-

Nafas Shoabi. It has already been discussed that the 

small airways are variably filled with inflammatory 

exudate and accumulated mucus secretionas in Zeeq-Un-

Nafas Shoabi.(Table-05). 

 

6- Effect on Pulmonary Function Test 

Effect on FEV1 % predicted 

The severity of FEV1 % predicted was assessed and 

graded as Student t test(Two tailed, independent) the 

results for FEV1 % predicted in group A (control group) 

was 71.66±8.82 on baseline and 75.10±7.72 on 45
th

 day, 

whereas in group B (Test group) the results of FEV1 % 

predicted was 72.15±6.69 on 0 day and 83.92±5.66 on 

45
th

 day. When results of predicted % of FEV1 in both 

Groups, A and B, were compared statistically using 

student‘s ‗t‘ test, it was found that the difference between 

the results of Test group at 45
th

 day compared with 

baseline was very significant (P<0.001**). Results are 

summarised in table 06. 

 

Effect on FEV1/FVC % 
The severity of FEV1/FVC % was assessed and graded as 

per Student t test (Two tailed, independent). The results 

of FEV1/FVC % in group A (control group) was 

72.72±9.22 on baseline and 75.27±8.30 on 45
th

 day; 

whereas in group B (Test group) the results of 
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FEV1/FVC % was 70.31±6.09 on 0 day and 81.59±4.94 

on 45
th

 day. 

 

When results for FEV1/FVC % in both Groups, A and B, 

were compared statistically using student‘s ‗t‘ test, it was 

found that the difference between results of Test group 

(Group B) at 45
th

 day compared with baseline was very 

significant (P<0.006**). Results are summarised in table 

06. 

 

Effect on PEF 

The FEV1% PRED in group A (control group) was 

4.90±0.91 on 0
th
 day and 21757.04±0.62 on 45

th
 day 

while in test group on 0
th

 day was 4.06±0.58 on base line 

and on 45
th

 day the result was 7.19±0.49 with p value 

observed from 0.001** to 0.415. Similarly, The 

spirometric measures of FEV1 predicted %, FEV1/FVC 

% and PEF are objective parameters that assess the 

extent of bronchial obstruction and conversely, available 

space for air transaction in the lungs. Zeeq-Un-Nafas 

Shoabi affects bronchial space for air due to 

inflammation, narrowing, air trapping during expiration 

and excessive sputum. Present study evaluates the 

efficacy of test formulation for the enhancement of 

available free space for air transaction in Zeeq-Un-Nafas 

Shoabi patients. The same was compared with standard 

drug ‗Ambroxol‘. As evident from the results, Test 

formulation brings the available space to near normal as 

FEV1 predicted % was ≥ 75 in most of the patients of test 

group after treatment. Moreover, there was significant 

increase in FEV1/FVC% and PEF. Thus, this study 

proves test formulation as better deobstruent (mufatteh 

urooq khashna). The efficacy progresses from 0day to 

45
th

 day in graded manner, which suggests the 

consistency and presence of this effect. (Table-06) In 

others objective and safety parameters they are all within 

normal limit before and after the investigation. 

 

CONCLUSION 

Zeeq-Un-Nafas Shoabi is one of the commonest diseases 

affecting respiratory system. Cigarette smoking and 

exposure to environmental pollutants such as dust etc. 

are incriminated the most important causative factors in 

susceptible cases. Despite whirlwind advancement in 

technology and drug development, Zeeq-Un-Nafas 

Shoabi still defies all sorts of treatment approaches and 

stares in face with attending morbidity and mortality. In 

this unpromising scenario, the alternative therapies are 

gaining grounds and hold the centre stage for reappraisal 

of rather anachronistic vistas of treatment. Unani 

medicine is one of the alternative pathies which is still 

viable in the treatment of chronic disorders. Keeping this 

in mind, a randomized, single blind and standard 

controlled trial was conducted in the patients of Zeeq-

Un-Nafas Shoabi. 

 

A pharmacopeal compound formulation consisting of 

Kalongi (Nigella sativa), Darchini (Cinamum 

zeylanicum) and Honey was tried in the dosage of 20 gm 

in semisolid form for 45 days in test group, comprising 

20 patients, while control group was treated with 

Ambroxol- a standard drug in the dosage of 75 mg/ day 

in equal number of patients and for same number of days 

as that of test group. 

 

Pre and post treatment values of subjective and objective 

parameters were noted down on CRF and subjected to 

statistical analysis within the groups and between the 

groups using suitable tests to evaluate the efficacy of the 

test treatment. 

 

The overall effect of the test drug was found quite 

encouraging in the treatment of Zeeq-Un-Nafas Shoabi. 

Significant improvement was observed in cough, 

breathlessness, rhonchi and values of predicted FEV1%, 

FEV1/FVC and PEF in test group in comparison to 

standard control group. 

 

No clinically significant side effects were observed in 

test group and overall compliance to the treatment was 

found excellent. These results conclude that the test drug 

is safe, effective and better than the ‗Ambroxol‘ in the 

treatment of Zeeq-Un-Nafas Shoabi. 
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