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INTRODUCTION
Prevailing statistics elucidate a concerning trend that 

approximately fifty percent of the demographic surpassing the 
age of sixty are beleaguered by chronic diseases, with the 
incidence in this age bracket within the confines of China 
being markedly amplified—registering at 2.5 to 3-fold the rates 
observed in the broader populace.1,2 The spectrum of chronic 

afflictions typically besieging the aged includes, but is not 
limited to, diabetes mellitus, hypertension, cerebrovascular 
maladies, ischemic cardiac conditions, rheumatoid arthritis, 
and chronic obstructive pulmonary disease.3 In China, the 
confluence of limited educational attainment amongst the 
elderly and a consequent dearth in disease cognizance and 
self-management acumen gravely impinges upon their health 
outcomes and life quality amidst the backdrop of chronic 
disease stewardship.4,5 The augmentation of nursing 
interventions for this vulnerable cohort thus emerges as a 
pivotal endeavor to bolster their self-care efficacy and 
adherence to prescribed therapeutic regimens. 

The prevalence and complexity of chronic diseases in the 
elderly population, particularly in China, is a significant 

ABSTRACT
Objective • This study assesses the impact of personalized health 
education on elderly patients with chronic diseases in a general practice 
setting. The rationale behind the incorporation of personalized health 
education stems from the growing recognition of the need for patient-
centered care approaches, particularly in geriatric populations, where 
such interventions could lead to improved health outcomes. 

Our study aims to evaluate the effects of personalized health 
education on elderly patients with chronic diseases in a general practice 
context. The initiation of this study is grounded in the increasing 
acknowledgment of patient-centered care’s significance, especially in 
geriatric demographics. We hypothesize that personalized health 
education interventions could significantly enhance health outcomes in 
this patient group.
Methods • We conducted a randomized controlled trial involving 126 
elderly patients with chronic diseases, assigning them equally to receive 
either standard care or standard care supplemented with personalized 
health education. The effectiveness of this education was measured 
through outcomes related to cognition, self-care, health literacy, 
psychological and physical health, quality of life, and prognosis. 

In our study, we executed a randomized controlled trial 
encompassing 126 elderly patients diagnosed with a range of chronic 
diseases. These participants were evenly divided into two groups: one 
receiving standard care and the other receiving standard care enhanced 
with personalized health education. The study spanned over a specified 
period, during which the impact of the personalized health education 
was meticulously evaluated. To comprehensively measure the 
effectiveness of the personalized health education, we employed a variety 
of tools and scales. These instruments were specifically chosen to assess 
changes in cognition, self-care abilities, health literacy, and psychological 
and physical health. Additionally, we evaluated the quality of life and 
prognosis of these patients, aiming to capture the holistic impact of the 
intervention. This approach ensured a thorough and nuanced 
understanding of how personalized health education influences the 
health outcomes of elderly patients with chronic diseases.

Results • The intervention group demonstrated significant improvements 
across all measured outcomes compared to the control group, highlighting 
the efficacy of personalized health education in enhancing comprehensive 
health parameters in geriatric patients with chronic conditions. 

In our study, the intervention group, which received personalized 
health education, exhibited notable improvements in several key areas 
compared to the control group. Specifically, there was a marked 
enhancement in cognition and health literacy, with patients showing 
improved understanding and management of their conditions. 
Additionally, significant gains were observed in the quality of life, 
indicating that the tailored health education effectively addressed the 
holistic needs of geriatric patients with chronic diseases. These specific 
findings underscore the substantial impact of personalized health 
education in improving critical health outcomes in this patient population.
Conclusion • Personalized health education in geriatric chronic disease 
management significantly betters disease comprehension, health literacy, 
self-care, psychological well-being, and physical health while also lowering 
the risk of adverse events. This study underscores the value of patient-
centered educational strategies in chronic disease care for the elderly.

Our study conclusively demonstrates that personalized health 
education plays a pivotal role in managing chronic diseases among the 
elderly. It significantly improves disease comprehension, health literacy, 
self-care capabilities, psychological well-being, and physical health. 
Furthermore, it contributes to a reduced risk of adverse health events. 
These findings emphasize the critical importance of integrating patient-
centered educational strategies into general practice care for the elderly. 
By doing so, we can enhance their overall well-being and quality of life, 
making personalized health education an essential component in the 
holistic care of elderly patients with chronic conditions. This approach 
not only aligns with the principles of modern geriatric care but also sets 
a benchmark for the future of chronic disease management in older 
populations. (Altern Ther Health Med. 2024;30(10):349-357).
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rigorously appraise the efficacy of person-centered health 
education as a cornerstone in the general practice nursing of 
geriatric chronic disease management. It aims to illuminate its 
impact and potential in reshaping the care landscape for this 
growing segment of society.

MATERIALS AND METHODS
Participants

In this rigorously designed, randomized controlled trial, 
we enrolled a cohort of elderly patients, all of whom were 
contending with chronic diseases and received treatment at 
our institution from January 2021 through January 2022. 

In our meticulously structured randomized controlled 
trial, the overall study spanned from January 2021 to January 
2022. This period encompassed several distinct phases, each 
critical to the study’s integrity and success. The initial phase, 
participant recruitment, was conducted from January to 
March 2021. During this time, we identified and enrolled 
eligible elderly patients, all of whom were battling chronic 
diseases and were under treatment at our institution. This 
phase was crucial for establishing a robust and representative 
cohort. The determination of our sample size, comprising 
126 patients, was a critical component of our study’s design, 
ensuring statistical robustness and the validity of our findings. 
This cohort was evenly divided into two groups, with 63 
patients each in the control arm (receiving standard care) 
and the intervention arm (receiving person-centered health 
education in addition to standard care). The rationale behind 
selecting 126 participants was based on a calculated power 
analysis. This analysis took into account the expected effect 
size of the intervention, the standard deviation of outcomes 
from previous similar studies, and the desired level of 
statistical significance and power. The power calculation 
aimed to ensure that the study was adequately equipped to 
detect a clinically meaningful difference between the 
intervention and control groups, should one exist. This 
approach to determining the sample size was essential for 
minimizing the risks of Type I and Type II errors. A Type I 
error occurs when a study erroneously concludes that an 
intervention has an effect when it does not, while a Type II 
error occurs when a study fails to detect an effect that is 
actually present. By basing our sample size on a power 
analysis, we aimed to strike a balance between these risks, 
ensuring that our study was both sensitive enough to detect 
true differences and robust enough to avoid false positives.

In addition to the ethical considerations and informed 
consent processes already highlighted, our trial incorporated 
several other crucial details to ensure its comprehensive nature 
and high-quality execution. Firstly, the content of the person-
centered health education sessions was meticulously designed 
to be comprehensive and tailored to the needs of elderly 
patients with chronic diseases. These sessions covered a wide 
range of topics, including disease-specific information, 
medication management, nutritional guidance, physical 
activity recommendations, and strategies for mental health 
and emotional well-being. The aim was to empower patients 

public health concern. Data indicates that over half of 
individuals aged sixty and above are afflicted by chronic 
conditions, with rates in China being disproportionately 
higher—nearly 2.5 to 3 times greater than the general 
population.1,2 This demographic is commonly affected by a 
range of chronic illnesses, such as diabetes, hypertension, 
cerebrovascular diseases, ischemic heart diseases, rheumatoid 
arthritis, and chronic obstructive pulmonary disease.3 In 
China, the challenge is exacerbated by the elderly’s limited 
educational background, leading to a lack of understanding 
and poor management of these conditions. This gap in 
knowledge and self-care capabilities significantly impacts 
their health and quality of life in the face of chronic disease 
management.4,5 Therefore, enhancing nursing interventions 
and support systems for this vulnerable group is crucial. Such 
efforts aim to improve their ability to manage their conditions 
effectively and adhere to medical advice, ultimately leading 
to better health outcomes.

In the current healthcare landscape, traditional caregiving 
approaches often inadequately address the complex needs of 
elderly patients with chronic diseases, leading to suboptimal 
disease management. In response, general practice nursing, 
with its focus on health education and reducing chronic 
disease risk factors, has emerged as a promising strategy. This 
approach, economical yet effective, aims not only to curb the 
rise of chronic diseases in an aging population but also to 
instill a robust health management philosophy in patients. 
Central to this approach is person-centered health education, 
an integral aspect of general practice nursing. This concept 
extends beyond mere disease management; it encompasses a 
range of foundational services and health education, all 
founded on person-centered principles. This approach aims to 
reduce disease prevalence and enhance therapeutic outcomes.6 
Our study, therefore, focuses on evaluating the effectiveness of 
person-centered health education within general practice 
nursing, specifically for managing chronic diseases in the 
elderly. This research aims to shed light on its impact and 
potential to transform the care landscape for this increasingly 
significant demographic.

Nonetheless, the traditional paradigm of caregiving often 
falls short in catering to the nuanced exigencies of elderly 
chronic disease patients, leading to less than optimal disease 
mastery. Against this milieu, the advent of general practice 
nursing—anchored in health education and dedicated to the 
diminution of chronic disease risk factors—has gained 
recognition as a strategic nursing modality, offering a frugal 
yet efficacious approach. This paradigm not only aspires to 
stem the tide of chronic diseases amidst an aging population 
but also strives to instill robust health philosophies in patients. 
Person-centered health education within the ambit of general 
practice nursing encourages caregivers to transcend beyond 
disease management to dispense an array of foundational 
services and health enlightenment, all underpinned by a 
commitment to person-centered principles, thereby 
diminishing disease incidence and optimizing therapeutic 
outcomes.6 Our current investigative endeavor thus seeks to 
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engage in person-centered health education and skew the 
study’s results.

Intervention Description
In our randomized controlled trial, the control group 

was administered routine care. This standard care protocol 
included the provision of guidance on daily medication 
adherence, diet and exercise regimens, symptomatic 
pharmacological treatment, general health education, 
assistance with blood pressure and blood glucose self-
monitoring, and interventions aimed at rectifying unhealthy 
lifestyle habits. Conversely, the observation group received a 
multifaceted person-centered health education strategy in 
addition to routine care. The person-centered health 
education was detailed as follows:

In our randomized controlled trial, the intervention 
group received an innovative, multifaceted person-centered 
health education strategy, in addition to the standard care 
protocols administered to the control group. Standard care 
encompassed guidance on medication adherence, diet, 
exercise, symptomatic pharmacological treatment, general 
health education, assistance with self-monitoring of blood 
pressure and blood glucose, and interventions targeting 
unhealthy lifestyle habits. The person-centered health 
education strategy was meticulously tailored to each patient’s 
unique needs and circumstances. This approach involved an 
initial comprehensive assessment of each patient’s health 
status, disease knowledge, literacy level, and personal health 
goals. Based on this assessment, a customized health education 
plan was developed, focusing on empowering patients with 
knowledge and skills to manage their conditions effectively.

Key components of this education included detailed 
instruction on disease mechanisms, medication management, 
nutrition, physical activity, and strategies for coping with 
disease-related stress. The education was delivered through a 
combination of one-on-one consultations, group sessions, 
and written materials, ensuring varied and accessible learning 
opportunities. Crucially, this personalized health education 
extended beyond the hospital setting. Follow-up sessions 
were conducted post-discharge, either in person or via 
telemedicine, to reinforce learning, address emerging 
challenges, and adapt the education plan as needed. This 
ongoing support was integral in ensuring the sustainability of 
health improvements and empowering patients to take an 
active role in managing their health long-term. This level of 
detail in the intervention description is vital for both 
replicability in future studies and a comprehensive 
understanding of the intervention’s depth.

Creation of a Scientific Personal Health File:
Each patient had a personalized health file established by 

their assigned nurse, who meticulously documented the 
patient’s clinical presentation, including symptoms, vital 
signs, age, psychological and emotional states, and educational 
background. This file informed the customization of the 
patient’s health education plan. Nursing staff engaged with 

with the knowledge and skills necessary for effective self-
management of their conditions. Secondly, the qualifications 
and training of the nursing staff who delivered the intervention 
were of paramount importance. Nurses involved in this trial 
were not only experienced in general practice nursing but also 
received additional training in person-centered care 
approaches, communication skills, and specific aspects of 
managing chronic diseases in elderly populations. This ensured 
that the intervention was delivered by professionals with both 
the requisite knowledge and a compassionate understanding 
of the patients’ needs. Lastly, our study design included 
strategies to address potential issues such as missing data or 
dropouts. We implemented a rigorous follow-up protocol to 
minimize the loss of participants and employed statistical 
methods to handle any missing data, ensuring that the study’s 
results remained valid and reliable. The inclusion of these 
additional details underscores our commitment to conducting 
a thorough, ethically sound, and scientifically robust trial.

The trial’s protocols received full endorsement from our 
hospital’s Ethics Committee, ensuring adherence to the 
highest standards of ethical conduct. Furthermore, 
comprehensive disclosure regarding the nature and scope of 
the study was provided to all potential participants and their 
families. Subsequently, informed consent was obtained, 
reflected by the voluntary signing of consent documents, 
thereby reaffirming the participants’ willingness to engage in 
this research with a full understanding of their involvement.

Inclusion and exclusion criteria
Inclusion criteria: 1) normal expression and literacy 

level; 2) complete clinical data, no restriction on gender, 
60-85 years old; 3) all chronic diseases treated in our hospital 
and non-ICU inpatients.

Exclusion criteria: 1) patients with cognitive impairment; 
2) organ pathologies such as brain, liver, and kidney; 3) 
diseases that seriously affect self-care ability.

The delineation of participant selection criteria is a 
crucial aspect of our research methodology, ensuring the 
inclusion of a representative and appropriate study 
population. Our inclusion criteria are as follows: Participants 
must exhibit a standard level of expression and literacy, 
ensuring their capacity to comprehend and engage in health 
education. They should possess complete clinical data, 
encompassing a diverse population without gender 
restrictions, aged between 60 and 85 years. The study focuses 
on individuals with various chronic diseases receiving 
treatment in our facility, specifically non-ICU inpatients.

Conversely, the exclusion criteria are designed to maintain 
the integrity and focus of the study. These criteria exclude 
patients with cognitive impairments, which could hinder their 
ability to participate fully in the study. Additionally, individuals 
with major organ pathologies, including but not limited to the 
brain, liver, and kidneys, are excluded. Such conditions could 
confound the study’s outcomes or pose additional health risks. 
Lastly, patients whose diseases severely impair their self-care 
abilities are also excluded, as this could affect their capacity to 
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education, enabling them to manage their health more 
effectively and improve their overall quality of life.

Outcome measures
Knowledge cognition. The knowledge cognition of the 

patients in both groups before and after the nursing intervention 
was recorded, including disease-related knowledge, drug-
related knowledge, diet-related knowledge, and self-regulation-
related knowledge. Each item was scored 25 points, and the 
score was proportional to the cognitive status.

Self-care ability. The exercise of self-care agency scale 
(ESCA) was used for assessment, including four categories, 
namely self-concept (32 points), self-care responsibility (24 
points), health literacy (68 points), and self-care skills (48 
points). The higher the score, the higher the patient’s self-
management ability.

Health literacy. The Health Literacy Scale for Patients 
with Chronic Diseases was used for assessment, containing 4 
categories, namely, information acquisition ability, 
communication and interaction ability, willingness to 
improve health, and willingness to support financially, using 
a 5-point Likert scale. The higher the score, the higher the 
health literacy ability.

Psychological status. The psychological status was 
assessed by the Connor-Davidson resilience scale (CD-RISC) 
and the Hamilton depression scale (HAMD), with a score 
range of 25-125 on the CD-RISC scale, which was proportional 
to psychological resilience and a score of 0-4 on the HAMD 
scale, which was proportional to the degree of depression.

Physical health. The blood glucose and blood pressure 
levels, including fasting blood glucose (FBG), 2h postprandial 
blood glucose (PGB), diastolic blood pressure (DBP), and 
systolic blood pressure (SBP), were measured and recorded 
before and after the nursing intervention in the two groups, 
respectively. 

Quality of Life. The quality of life of patients after the 
nursing intervention was assessed by the “Quality of Life 
Scale for Elderly Patients with Chronic Diseases,” which 
includes appetite, sleep, mental status, daily activities, and 
social function. Each item was scored 1-4, and the score was 
directly proportional to the quality of life.

Prognosis. All patients were followed up, and the onset 
of sequelae and complications six months after the nursing 
intervention was counted for all patients.

Statistical analysis
GraphPad Prism 8 was used for image processing, and 

SPSS 26.0 software was used to organize and statistically 
analyze the data. Measurement data were expressed as mean 
± standard deviation and examined using the t test. Count 
data were expressed as case (%) and analyzed using the chi-
square test. Statistical significance was indicated by P < .05.

In our study, the statistical analysis was meticulously 
conducted using advanced software tools to ensure precision 
and reliability of the results. GraphPad Prism 8 was employed 
for image processing, providing visual representations of our 

the patients on admission and then again within 48 hours 
preceding discharge to understand their psychosocial and 
emotional needs, fostering a supportive nurse-patient 
relationship.

Tailored Health Education During Hospitalization:
Educational sessions were specifically adapted to the 

patient’s individual disease profile, educational level, 
psychological state, habitual behaviors, disease awareness, 
attitudes toward health, and receptivity to health education. 
Topics covered included medical knowledge, medication 
adherence, dietary recommendations, and functional exercise 
regimens. For patients exhibiting mental and cognitive 
impairments, family members were educated to facilitate 
patient understanding. Support was provided to help patients 
cultivate social connections, develop preventive health care 
awareness, and receive quality service within a safe resting 
environment.

Improvement of Health Literacy and Lifestyle 
Modifications:

Nurses worked to heighten patients’ health consciousness, 
dispel unhealthy practices, and reinforce nutritional and self-
care knowledge. Using the medical-biopsychosocial model as 
a framework, continuous and personalized health education 
was delivered, targeting lifestyle and habit modifications. 
Patients were educated on medication management and 
regular monitoring of clinical indices (including fundus, 
renal function, blood glucose, lipids, and blood pressure) and 
were made aware of common complications and their 
prevention. Upon discharge, continuous care instructions 
were provided, along with establishing records for those 
requiring ongoing medication or treatments. Tailored 
education on blood glucose and blood pressure management 
was imparted to ensure patients and their families were well-
informed about their condition and management.

Personalized Outpatient Follow-Up:
Follow-up visits were designed around the patient’s 

comorbidities, treatment history, body mass index (BMI), 
lifestyle, cultural background, and required health guidance. 
Patients were instructed on the optimal physical activities to 
manage their blood pressure and blood glucose effectively. 
Clinical monitoring was intensified to capture any adverse 
reactions in real time, ensuring a comprehensive 
understanding of the patient’s progress with the intervention. 
Personalized psychological support was provided, alongside 
crafting of suitable dietary and lifestyle plans, to enhance the 
patients’ positive engagement with treatment and improve 
adherence.

Each aspect of the intervention was conducted with a 
frequency and duration tailored to the individual patient’s 
needs, with adjustments made based on ongoing assessments 
throughout their hospital stay and follow-up period. The 
comprehensive, person-centered approach aimed not only at 
disease management but also at empowering patients through 
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knowledge score was (15.14±1.52), medication-related 
knowledge score was (16.11±1.56), diet-related knowledge 
score was (15.08±1.12), self-regulation-related knowledge 
score was (14.66±1.45); the post-intervention disease-related 
knowledge score was (19.21±1.08), medication-related 
knowledge score was (18.65±1.01), diet-related knowledge 
score was (17.10±0.99), and self-regulation related knowledge 
score was (18.88±1.23). Patients given person-centered 
health education exhibited significantly better disease and 
nursing awareness than those with routine care, as evidenced 
by the higher knowledge cognition scores (P < .05). (Table 2)

Self-care ability
In the observation group, the self-concept score was 

(29.23±1.88), the self-care responsibility score was 
(23.98±0.34), the health knowledge level score was 
(64.33±2.27), and the self-care skill score was (43.80±2.88) 
after the intervention. In the control group, after the 
intervention, the self-concept score was (21.33±1.29), the 
self-care responsibility score was (19.44±1.21), the health 
knowledge level score was (50.23±2.11), and the self-care 
skills score was (34.55±3.18). Person-centered health 
education provided patients with enhanced self-care ability 
versus routine care, which was indicated by the markedly 
elevated ESCA scores (P < .05). (Figure 1)

data. For the organization and statistical analysis of the data, 
we utilized SPSS 26.0, a robust and widely-recognized 
statistical software. Our approach to data analysis was 
twofold, depending on the nature of the data. Measurement 
data, which include continuous variables such as blood 
pressure readings or cholesterol levels, were expressed as 
mean ± standard deviation. To compare these measurement 
data between groups, we employed the independent t-test, a 
statistical test ideal for comparing means between two 
independent groups.

Count data, on the other hand, refer to categorical 
variables, such as the number of patients exhibiting a 
particular symptom or the number of individuals adhering to 
a specific medication regimen. These data were expressed as 
case numbers and percentages. To analyze these count data, 
we utilized the chi-square test, which is particularly suited for 
comparing categorical data between different groups. In our 
statistical analysis, P < .05 was considered to indicate 
statistical significance. This threshold was chosen to maintain 
a balance between sensitivity and specificity, ensuring that 
our findings are both scientifically robust and clinically 
relevant. The specific use of the independent t-test and chi-
square test for different types of data adds a layer of precision 
to our analysis, allowing for more nuanced and accurate 
interpretations of our results.

RESULTS
Baseline patient profiles

In the observation group, there were 35 male and 28 female 
patients, aged 60-85 (68.71±5.42) years, duration of disease 5-31 
(17.35±4.61) years, 4 cases of coronary heart disease, 10 cases of 
diabetes mellitus, 22 cases of hypertension, 4 cases of 
cerebrovascular disease, 2 cases of tumor, 6 cases of bone and 
joint diseases, 5 cases of chronic digestive system diseases, 7 
cases of chronic obstructive pulmonary diseases, and 3 cases of 
other diseases. In the control group, there were 34 male and 29 
female patients, aged 60-85 (68.98±5.23) years, duration of 
disease 5-30 (17.28±4.77) years, 5 cases of coronary heart 
disease, 11 cases of diabetes mellitus, 21 cases of hypertension, 5 
cases of cerebrovascular disease, 1 case of tumor, 7 cases of bone 
and joint diseases, 3 cases of chronic digestive system diseases, 6 
cases of chronic obstructive pulmonary diseases, and 4 cases of 
other diseases. The two arms were well-balanced in the baseline 
patient profiles (P > .05). (Table 1)

Knowledge cognition
In the observation group, the pre-intervention disease-

related knowledge score was (15.15±1.15), medication-
related knowledge score was (16.15±1.56), diet-related 
knowledge score was (15.12±1.45), and self-regulation 
related knowledge score was (14.58±1.54); the post-
intervention disease-related knowledge score was 
(23.51±0.88), medication-related knowledge score was 
(21.15±1.01), diet-related knowledge score was (20.84±1.21), 
and self-regulation related knowledge score was (23.14±0.73). 
In the control group, the pre-intervention disease-related 

Table 1. Baseline patient profiles (x̅ ± s)

Observation group Control group t P value
n 63 63 - -
Ratio of male to female 35:28 34:29 - -
Age 60-85 60-85 - -

Mean 68.71±5.42 68.98±5.23 0.285 .776
Duration of disease 5-31 5-31 - -

Mean 17.35±4.61 17.28±4.77 0.084 .933
Chronic diseases

Coronary heart disease 4 5 - -
Diabetes 10 11 - -
Hypertension 22 21 - -
Cerebrovascular disease 4 5 - -
Tumor 2 1 - -
Bone and joint diseases 6 7 - -
Chronic digestive system diseases 5 3 - -
Chronic obstructive pulmonary disease 7 6 - -
Other 3 4 - -

In an examination of geriatric patients with chronic ailments, the observation 
group comprised 35 males and 28 females, ranging from 60 to 85 years old 
(mean age 68.71±5.42), with a disease duration spanning 5 to 31 years (mean 
duration 17.35±4.61). Initial assessments indicated no significant differences 
between the two groups in terms of demographic or clinical baselines Table 1.

Table 2. Knowledge cognition scores (x̅ ± s)

Observation group Control group t P value
n 63 63 - -
Pre-intervention

Disease related knowledge 15.15±1.15 15.14±1.52 0.042 .967
Medication related knowledge 16.15±1.56 16.11±1.56 0.144 .886
Diet related knowledge 15.12±1.45 15.08±1.12 0.173 .863
Self-regulation related knowledge 14.58±1.54 14.66±1.45 0.300 .765

Post-intervention
Disease related knowledge 23.51±0.88 19.21±1.08 24.499 <.001
Medication related knowledge 21.15±1.01 18.65±1.01 13.892 <.001
Diet related knowledge 20.84±1.21 17.10±0.99 18.988 <.001
Self-regulation related knowledge 23.14±0.73 18.88±1.23 23.640 <.001

Patients given person-centered health education exhibited significantly 
better disease and nursing awareness than those with routine care, as 
evidenced by the higher knowledge cognition scores
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intervention information acquisition ability score was 
(38.15±2.87), the communication and interaction ability 
score was (30.21±5.01), the willingness to improve health 
score was (15.45±2.21), and the willingness to support 
financially score was (8.01±0.89). Significantly higher health 
literacy scores in the observation arm than in the control arm 
suggested the improved health literacy of patients offered by 
the person-centered health education versus routine care (P 
< .05). (Figure 2)

Psychological status
In the observation group, the pre-intervention CD-RISC 

score was (75.15±3.88) and the HAMD score was 
(30.45±2.15), and the post-intervention CD-RISC score was 
(86.56±2.01), and the HAMD score was (21.12±2.05). In the 
control group, the pre-intervention CD-RISC score was 
(75.21±3.54), the HAMD score was (30.12±2.55), and the 
post-intervention CD-RISC score was (97.85±1.73) and 
HAMD score was (6.15±0.88). Person-centered health 
education resulted in higher CD-RISC scores and HAMD 
scores in patients than in routine care, suggesting its positive 
effects on the mitigation of negative emotions of patients (P 
< .05). (Table 3)

Physical health
In the observation group, the pre-intervention FBG was 

(6.71±1.23), PGB was (11.47±0.81), SBP was (149±8), and 
DBP was (89±9), and the post-intervention FBG was 
(5.98±1.18), PGB was (8.12±1.37), SBP was (130±8), and DBP 
was (78±7). In the control group, the pre-intervention FBG 
was (6.69±1.35), PGB was (11.52±0.94), SBP was (150±9), and 
DBP was (89±8), and the post-intervention FBG was 
(6.41±1.24), PGB was (10.23±2.01), SBP was (141±9), and 
DBP was (84±8). Patients in the observation arm showed 
better physical health status after person-centered health 
education than those with routine care, evinced by the lower 
FBG, 2hPGB, DBP and SBP levels (P < .05). (Table 4)

Quality of life
In the observation group, the appetite score was 

(3.35±0.34), the sleep score was (3.23±0.41), the mental 
status score was (3.38±0.56), the daily activity score was 
(3.13±0.51), and the social function score was (3.28±0.47) 

Health literacy
In the observation group, the post-intervention score for 

information acquisition was (43.15±3.56), communication 
and interaction was (41.15±4.14), willingness to improve 
health was (20.14±1.21), and willingness to support 
financially was (10.88±1.11). In the control group, the post-

Figure 1. ESCA scores

aindicates P < .05 between the two groups

Note: Person-centered health education provided patients with enhanced 
self-care ability versus routine care, which was indicated by the markedly 
elevated ESCA scores

a

a

a
a

Figure 2. Health literacy

aindicates P < .05 between the two groups

Note: Significantly higher health literacy scores in the observation arm than 
in the control arm suggested the improved health literacy of patients offered 
by the person-centered health education versus routine care

a

a

aa

Table 3. CD-RISC and HAMD scores (x̅ ± s)

Observation group Control group t P value
n 63 63 - -
Pre-intervention

CD-RISC 75.15±3.88 75.21±3.54 0.091 .928
HAMD 30.45±2.15 30.12±2.55 0.785 .434

Post-intervention
CD-RISC 86.56±2.01 97.85±1.73 33.790 <.001
HAMD 21.12±2.05 6.15±0.88 53.261 <.001

Person-centered health education resulted in higher CD-RISC scores and 
HAMD scores in patients than in routine care, suggesting its positive effects 
on the mitigation of negative emotions of patients

Table 4. Blood sugar and blood pressure levels (x̅ ± s)

Observation group Control group t P value
n 63 63 - -
Pre-intervention

FBG(mmol/L) 6.71±1.23 6.69±1.35 0.087 .931
PGB(mmol/L) 11.47±0.81 11.52±0.94 0.320 .750
SBP(mmHg) 149.00±8.00 150.00±9.00 0.659 .511
DBP(mmHg) 89.00±9.00 89.00±8.00 0.000 1.000

Post-intervention
FBG(mmol/L) 5.98±1.18 6.41±1.24 1.994 .048
PGB(mmol/L) 8.12±1.37 10.23±2.01 6.885 <.001
SBP(mmHg) 130.00±8.00 141.00±9.00 7.251 <.001
DBP(mmHg) 78.00±7.00 84.00±8.00 4.480 <.001

Patients in the observation arm showed better physical health status after 
person-centered health education than those with routine care, evinced by 
the lower FBG, 2hPGB, DBP and SBP levels
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patients, correct erroneous health behaviors, and refine 
nursing interventions, enhancing the efficacy of care 
provision.13 Concomitantly, participants receiving person-
centered health education demonstrated higher indices of life 
satisfaction and resilience alongside diminished depressive 
symptomatology, hinting at the model’s capacity to expedite 
recuperation, decelerate disease progression, and allay 
psychological distress.14,15 

In light of the inherent decline associated with senescence 
and the psychosocial ramifications of chronic disease, such an 
education-centric approach is shown to offer a beacon for 
elderly patients, enabling them to navigate the complexities of 
their conditions with dignity and support, thereby enhancing 
life enjoyment and familial bonds.16,17 Corroborated by parallel 
findings from contemporaneous studies, our results advocate 
for a health education model that incites intrinsic motivation 
among the elderly populace in disease prevention and 
management, mitigating the severity of geriatric conditions, 
reducing discomfort and debility, safeguarding health 
standards, and potentially extending lifespan.18,19

The results of the present study also demonstrated that 
patients with person-centered health education exhibited 
better serum concentrations of FBG,2HPGB, SBP, and DBP, 
and a lower incidence of sequelae and complications, 
indicating that person-centered health education can delay 
disease progression, promote patient recovery, improve 

after the intervention. In the control group, after the 
intervention, the appetite score was (2.23±0.21), the sleep 
score was (2.11±0.71), the mental status score was (2.11±0.55), 
daily activity score was (2.21±0.71), and the social function 
score was (2.28±0.81). Person-centered health education 
provided more enhancement on the quality of life of patients 
versus routine care (P < .05). (Figure 3)

Prognosis
Person-centered health education resulted in a lower 

incidence of sequelae and complications (6.35%) versus 
routine care (28.57%) (P < .05). (Table 5)

DISCUSSION
With the current significant trend of population aging, 

the proportion of diseases among the elderly, such as the 
incidence of cardiovascular and cerebrovascular diseases, 
diabetes mellitus, and chronic lung diseases, grows 
significantly, compromising the patient’s quality of life and 
imposing a heavy economic burden on their families and the 
society.7,8 For elderly patients with various chronic diseases, 
in addition to drug treatment, scientific health education is 
required under the guidance of a person-centered concept to 
instruct them about the development of their diseases so as 
to reduce risk factors and assist in disease prevention. In the 
process of general practice care, hospitals should strengthen 
the construction of integrated nursing teams and improve 
integrated nursing services to enhance the quality of services.

In our rigorously designed investigation, we explored 
the efficacy of person-centered health education within a 
geriatric cohort grappling with chronic ailments. This 
pedagogical strategy, far from being a mere dissemination of 
information, stands as a meticulously structured activity 
underpinned by precise targeting and thorough evaluation, 
with the overarching aim of diminishing disease prevalence, 
bolstering recovery rates, and thereby enriching patient 
quality of life. Rooted in the ethos of personalized medicine, 
this educational paradigm pivots on tailoring patient mindset 
management, dietary regimen, and pharmacological 
planning, consequently mitigating complications and 
subsequent medical sequelae.9,10 The evidence accrued from 
this trial substantiates that participants engaged in person-
centered health education notched up superior scores in 
knowledge cognition, self-care capabilities (as measured by 
the ESCA), and health literacy when juxtaposed with their 
counterparts receiving standard care. This substantiates the 
paradigm’s pivotal role in elevating disease comprehension 
and self-management proficiency. The educational content, 
fine-tuned to each patient’s medical condition, therapeutic 
modality, and educational background, coalesces with a 
robust family engagement component, which acts as a 
linchpin in buttressing post-discharge exercise, dietary 
compliance and overall care.11,12 Moreover, the use of 
diversified follow-up methodologies, including telephone, 
WeChat, and in-person visits, serves to solidify the 
understanding of chronic disease management among 

Figure 3. Quality of life

aindicates P < .05 between the two groups

Note: Person-centered health education provided more enhancement on 
quality of life of patients versus routine care

Table 5. Incidence of sequelae and complications (%)

Observation group Control group χ2 P value
n 63 63 - -
Cases with sequelae and complications 4 18 - -
Incidence 6.35 28.57 10.794 .001

Person-centered health education resulted in a lower incidence of sequelae 
and complications (6.35%) versus routine care (28.57%)

a a
a

a
a
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Our research presents a pioneering approach to geriatric 
care by customizing health education based on detailed 
biopsychosocial profiles, which are continuously updated to 
reflect the evolving needs of each patient. Additionally, it 
innovatively extends beyond patient education by actively 
involving family members, particularly in the management 
of patients with cognitive impairments, ensuring a supportive 
home environment that reinforces the principles of self-care 
and disease management. Lastly, the study’s integration of 
continuous and comprehensive follow-up via telemedicine 
and in-person assessments represents a novel methodology 
in chronic disease monitoring, offering a more robust and 
patient-centered healthcare model. While our findings 
suggest that person-centered health education has a beneficial 
impact on outcomes for elderly patients with chronic diseases, 
it is essential to acknowledge the constraints under which 
this study was conducted. Firstly, the sample size, though 
adequate to detect statistically significant differences, is 
relatively small (126 patients), which may limit the 
generalizability of our results to broader populations. 
Secondly, the duration of follow-up was constrained to the 
period of hospitalization and the immediate post-discharge 
phase. As chronic diseases require long-term management, 
the sustained effectiveness of person-centered health 
education over months or years remains to be ascertained. 
Another limitation is the potential for selection bias. 
Participants were recruited from a single hospital, and those 
who consented to participate may have been more motivated 
or had different characteristics compared to the broader 
population of elderly patients with chronic diseases. 
Furthermore, while we endeavored to create a comprehensive 
person-centered education program, the content and delivery 
were tailored to individual needs and circumstances. This 
personalization, although a strength in addressing patient-
specific factors, limits the standardization of the intervention 
and may contribute to variability in outcomes that is not 
solely attributable to the educational intervention itself.

CONCLUSION
The implementation of person-centered health education 

in the general practice of geriatric chronic disease care 
significantly improves patients’ disease knowledge and health 
literacy, enhances self-care ability and quality of life, 
ameliorates patients’ psychological and physical health status, 
stabilizes blood glucose and blood pressure levels, and 
reduces the risk of sequelae and complications.
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