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Aims Inappropriate lifestyle can lead to the development of diseases in elderly. Although 
education contributes to the improvement of lifestyle, finding a cost-effective education 
method is important. The aim of this research was to compare the effects of group and 
family-centered education on the elderly lifestyle.
Materials & Methods This randomized controlled field trial with three-arm parallel-group 
was carried out on 150 old people aged from 60 to 74 years in Yasuj, Iran in 2015. The subjects 
were selected using purposive sampling method and randomly allocated into three groups 
with 50 subjects in each group including the group education, family-centered education, and 
control groups. The elderly lifestyle questionnaire was used to collect information before, 1, 
2 and 3 months after educational interventions including family-centered education by home 
visits and group education in 8 sessions. The data were analyzed by SPSS 20 software using 
ANOVA with repeated measures, Chi square and Kruskal–Wallis tests and Tukey post hoc 
test.
Findings There was a growing trend in the lifestyle score of family-centered and group 
education groups in consecutive intervention periods (p<0.001). The intergroup comparison 
between the lifestyle scores also demonstrated a statistically significant difference among 
lifestyle scores of the three groups (p<0.001). This difference was between group and family-
centered education groups with control group.
Conclusion Considering equally effects of the two education interventions, the higher cost 
and higher number of personnel required for home visits, group education is recommended 
as a suitable method for improving lifestyle of the elderly.
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Introduction	
Mortality	 has	 declined	 considerably	 in	 developing	
countries	and	the	number	of	old	people	has	increased	
[1]	and	their	number	is	expected	to	be	about	2	billion	
people	in	2050	in	the	world	[2].	This	increasing	trend	
reflects	 the	 aging	 of	 the	 world	 population	 [3].	 Old	
population	 is	 faced	with	a	collection	of	age‐specific	
cardiovascular	 conditions,	 cancer,	 chronic	 clinical	
problems,	 and	 social	 and	 psychological	 problems.	
These	problems	could	be	prevented	by	correcting	the	
lifestyles	 [4].	 The	 dimensions	 of	 the	 elderly	 lifestyle	
include	 healthy	 nutrition,	 physical	 activity	 and	
exercise,	 personal	 health,	 sleep	 health,	 oral	 health,	
restrictions	 on	 smoking,	 mental	 health,	 and	
prevention	of	accidents	[5].	The	elderly	are	faced	with	
lifestyle	problems	[6].	According	to	research	findings,	
25%	of	the	elderly	in	the	United	States	lack	physical	
activity	 [7],	26.6%	suffer	 stress	and	anxiety	 [8],	75%	
suffer	sleep	disorders,	and	11%	smoking	[9].	
Lifestyle	 changes	 cause	 prevention	 of	 diseases,	
improvement	 of	 life	 quality,	 increased	 life	
expectancy,	and	improved	mental	and	physical	health	
[6].	Promotion	of	physical	activity,	healthy	nutrition,	
and	restrictions	on	smoking	could	lead	to	increased	
lifetime	and	improved	health	of	the	elderly	[10].		
The	 American	 Forum	 has	 introduced	 public	
education,	which	 leads	 to	a	behavioral	and	 lifestyle	
change,	as	one	of	the	essentials	for	preventing	the	old	
age	 diseases	 [11].	 One	 of	 the	 ways	 of	 education	 of	
individuals	 and	 families	 together	 is	 by	 home	 visit.	
Education	of	 the	person	with	person’s	 family	about	
lifestyle	 increases	 the	person’s	ability	 to	create	and	
maintain	 lifestyle	 changes	 [12‐14].	 In	 spite	 of	 the	
advantages	 of	 home	 visits	 for	 family	 education	
purposes,	 this	method	 calls	 for	 higher	 expenditure,	
more	time,	and	more	personnel	[13].	
Group	education	in	health	care	centers	could	be	used	
as	a	means	of	 improving	health	 [15].	 In	 this	method,	
mutual	 exchange	 of	 information,	 beliefs,	 and	
emotions	 occurs	 between	 learners	 and	 teachers,	
people	 grow	 in	 self‐confidence	 and	 understanding,	
and	 better	 learning	 results	 are	 obtained.	 Group	
education	 is	a	 simple	 and	 low‐cost	method	 [16],	 but	
some	of	its	limitations	include	the	shortage	of	human	
force,	problems	with	collecting	people	in	one	place,	
and	cooperation	of	people	during	sessions	[17].		
Selection	of	suitable,	low‐cost	and	effective	teaching	
methods	 for	 changing	 lifestyles	 requires	 research	
and	 investigation.	The	research	by	Fogelholm	et	al.	
indicated	the	positive	effect	of	physical	activity	on	the	
elderly	lifestyle	[18].	Gucciardi	et	al.	investigation	also	
revealed	the	positive	effect	of	nutrition	on	lifestyle	of	
diabetics	 and	 was	 carried	 out	 using	 the	 group	
education	[19].	Resnick	et	al.	studied	the	effect	of	home	
visits	on	 life	quality	of	clients	 [20].	 In	another	study,	
individual	 education	 was	 reported	 to	 be	 more	
effective	 than	 group	 education	 for	 behavioral	
interventions	 [21].	 However,	 in	 another	 research	
group	education	was	found	to	be	more	effective	for	

improvement	 of	 behavior	 and	 performance	 of	 the	
elderly	 as	 compared	 to	 individual	 education	 [22].	
Results	of	an	investigation	showed	the	equal	effects	
of	family‐centered	and	person‐centered	education	on	
the	 reduction	 in	 body	 mass	 index	 (BMI)	 and	 two	
lifestyle	 dimensions,	 namely	 nutrition	 and	 physical	
activity	 [23].	 On	 the	 other	 hand,	 in	 another	 study	
family‐centered	 education	was	 more	 effective	 than	
individual	 education	 for	 improvement	 of	 the	
aforementioned	lifestyle	dimensions	[24].		
In	the	above	studies,	the	interventions	for	improving	
lifestyle	 with	 education	 were	 mostly	 designed	 for	
non‐elderly	 groups	 and	 were	 on	 the	 nutrition	 or	
exercise	 dimensions.	 Moreover,	 these	 studies	 have	
examined	 the	 effect	 of	 family‐centered	 and	 group	
education	separately	on	other	dimensions.	Hence,	the	
aim	of	this	research	was	to	determine	and	compare	
the	effects	of	group	and	family‐centered	education	on	
the	elderly	lifestyle.	
	
Materials	and	Methods 
The	present	 research	was	 a	 randomized	 controlled	
field	trial	study	with	three‐arm	parallel‐groups.	This	
study	was	conducted	on	150	old	people	in	Yasuj,	Iran	
in	2015.	Since	no	comprehensive	study	on	the	elderly	
lifestyle	was	available,	15	persons	meeting	the	study	
criteria	 completed	 the	 lifestyle	 questionnaire	 in	 a	
pilot	 study	 and	 their	 mean	 lifestyle	 score	 was	
calculated.	 In	 view	 of	 the	 number	 of	 the	 study	
samples,	using	the	sample	size	formula,	the	statistical	
power	and	error	level	of	80%	and	5%	were	calculated	
for	 the	 test	 (at	 a	 confidence	 interval	 of	 95%),	
respectively.	Moreover,	by	predicting	a	difference	of	
at	least	20%	between	group	scores	(which	is	equal	to	
a	 lifestyle	 score	 of	 18)	 and	 a	 possible	 20%	 sample	
loss,	a	 total	of	50	samples	were	estimated	 for	each	
group.		
After	 explaining	 the	 research	 objectives	 to	 the	
selected	 samples	 or	 subjects,	 their	 permission	was	
obtained	 for	 completing	 the	 elderly	 lifestyle	
questionnaire.	 The	 questionnaires	 were	 completed	
by	 the	 elderly,	 and	 the	 questionnaires	 of	 illiterate	
subjects	 were	 completed	 by	 the	 researcher’s	
assistant.	The	 scores	were	 calculated	 in	 the	 end	by	
the	researcher’s	assistant.		
The	inclusion	criteria	included	the	following:	people	
aged	 between	 60	 and	 75	 years	 (young	 elderly),	
undesirable	 (42‐98)	 or	moderate	 (99‐155)	 lifestyle	
scores	from	the	questionnaire,	 lack	of	any	disabling	
physical	 or	 psychological	 disease	 which	 would	 be	
known	 by	 asking	 the	 subject	 and	 by	 his/her	
appearance	 and	 would	 prevent	 the	 person	 from	
participating	 in	 the	 programs	 and	 their	
implementation,	 and	 tendency	 of	 the	 subject	 or	
his/her	 family	 for	 becoming	 involved	 with	 an	
intervention	or	group.		
The	exclusion	criteria	included	any	involvement	with	
other	education	programs	and	absence	in	more	than	
one	 session	 of	 education	 interventions.	 Hence,	 150	
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old	 people	 meeting	 the	 inclusion	 criteria	 were	
selected	 as	 the	 research	 samples	 or	 subjects	 by	
purposive	sampling	method.		
After	 explaining	 the	 goals	 and	 process	 of	
interventions	fully	to	the	participants	in	local	health	
centers,	 their	 informed	 consent	 was	 obtained.	 The	
subjects	 was	 allocated	 randomly	 in	 intervention	
group	1,	intervention	group	2,	and	control	group.	The	
sampling	 continued	 as	 described	 until	 50	 subjects	
were	allocated	to	each	group.		
The	 interventions	 of	 study	were	 group	 and	 family‐
centered	 education	 about	 primery	 outcomes	 of	
elderly	 lifestyle.	 The	 data	 were	 colledted	 by	 the	
Standard	 Lifestyle	 Questionnaire,	 which	 was	
localized	in	Iran	by	Eshaghi	et	al.	[25].	The	validity	and	
reliability	of	this	questionnaire	have	been	confirmed.	
This	questionnaire	is	composed	of	two	sections:	The	
first	section	inquires	demographic	information,	and	
section	two	consists	of	46	questions	about	nutrition,	
physical	activity,	mental	health,	personal	health,	oral	
health,	 sleep	 health,	 sexual	 health,	 prevention	 of	
accidents,	 and	 smoking	 restrictions.	 The	 minimum	
and	maximum	allowable	scores	of	this	questionnaire	
were	42	and	211,	respectively.		
The	group	education	samples	were	divided	into	five	
10‐member	groups.	In	the	family‐centered	education	
group,	in	addition	to	the	old	member	of	each	family,	
the	 key	 family	 members	 with	 the	 largest	 role	 in	
caring	for	the	old	person	and	his/her	nutrition	were	
informed	 of	 the	 research	 goals	 and	 intervention	
process	 by	 the	 researcher	 and	 completed	 the	
informed	 consent	 form.	 The	 family‐centered	
education	program	was	implemented	through	8	one‐
hour	education	sessions	at	participants’	homes.	The	
sessions	were	held	consecutively	twice	a	week	by	the	
researchers	 (one	 M.S.	 nursing	 student	 and	 one	
nutritionist	 who	 provided	 nutrition	 education).	 In	
the	 group	 education	 intervention,	 the	 group	
discussion	and	question‐answer	methods	were	used	
with	informed	samples	and	the	lecturing	method	was	
used	 for	 uninformed	 samples.	 The	 control	 group	
received	no	intervention	by	the	researchers.		
The	 questionnaires	 were	 completed	 one,	 two	 and	
three	 months	 following	 the	 interventions	 by	 the	
elderly	and	the	researcher’s	assistant	completed	the	
questionnaires	 of	 illiterate	 samples.	 All	 of	 the	

subjects	stayed	until	the	end	of	the	research	and	their	
data	was	analyzed.	
The	data	of	questionnaires	were	coded	and	entered	
into	SPSS	20	software	by	the	researcher’s	assistants,	
who	were	not	part	of	the	research	team	and	were	not	
aware	of	the	research	goals	and	interventions.	So	this	
was	the	one	blind	study.		
At	 first	 the	 normal	 distribution	 of	 variables	 was	
investigated	 by	 Kolmogorov–Smirnov	 test.	 Since	
some	 the	 data	 on	 different	 study	 group	 and	 at	
different	times	were	normally	distributed	and	some	
lacked	normal	distribution,	both	the	parametric	and	
non‐parametric	 tests	 were	 used	 and	 both	 tests	
provided	 equal	 responses.	 Considering	 the	
parametric	 or	 non‐parametric	 nature	 of	 data,	
analysis	 of	 variance	 (ANOVA)	 with	 repeated	
measures,	 Chi	 square	 and	Kruskal–Wallis	 tests	 and	
Tukey	 post	 hoc	 test	 were	 used	 for	 analyzing	 the		
data.	
	

Findings	
The	mean	age	of	samples	was	67.90±5.17	years	old.	
Moreover,	46.0%	of	samples	were	female	and	54.0%	
were	male.	A	total	of	60%	of	samples	were	illiterate	
and	40%	were	literate.	No	significant	difference	was	
observed	 among	 the	 studied	 groups	 in	 terms	 of	
demographic	variables	(p>0.05;	Table	1).		
The	 statistically	 significant	 difference	 was	 showed	
between	the	mean	lifestyle	scores	of	the	intervention	
groups	(i.e.	the	group	education	and	family‐centered	
education	groups)	before	 the	study,	and	1,	2	and	3	
months	 after	 intervention	 (p<0.001).	 There	 was	 a	
significant	 increase	 one	 month	 following	 the	
intervention	 in	 the	 family‐centered	 and	 group	
education	groups	as	compared	to	the	period	before	
the	 intervention.	 A	 significant	 increase	 was	 also	
observed	 2	 months	 after	 the	 intervention	 as	
compared	 to	 the	 results	 one	 month	 after	
intervention,	 and	 the	 same	 increase	 was	 seen	 3	
months	 after	 the	 intervention	 as	 compared	 to	 the	
results	 obtained	2	months	after	 intervention	 in	 the	
two	 intervention	 groups	 (p<0.001).	 However,	 no	
statistically	significant	difference	was	observed	in	the	
mean	lifestyle	scores	of	the	control	group,	before	the	
study	 and	 1,	 2,	 and	 3	 months	 after	 intervention	
(p>0.05;	Table	2).		

	

Table	1)	Comparison	of	demographic	variables	in	the	studied	groups	(n=50	in	each	group)	
Demographic	variables	 Group	education	 Family‐focused	education	 Control	group	 P.	Value	

	Mean	age	(years	old)	 68.22±4.76	 67.36±5.74	 68.38±	5.01	 0.57	
Mean	weight	(Kg)	 79.32±9.52	 78.18±	8.89	 76.10±	8.32	 0.192	
Frequency	of	sex	
Male		 20	(40.0%)	 25	(50.0%)	 24	(48.0%)	

0.56	Female	 30	(60.0%)	 25	(50.0%)	 26	(52.0%)	
Frequency	of	literacy	
Illiterate	 25	(50.0%)	 31	(62.0%)	 34	(68.0%)	

0.17	Literate	 25	(50.0%)	 19	(38.0%)	 16	(32.0%)	
	

Table	2)	The	mean	scores	of	lifestyle	in	stuied	groups	before,	1,	2,	and	3	months	after	intervention 
Groups	 Before	intervention	

1	month	after	
intervention	

2	months	after	
intervention	

3	months	after	
intervention	

Group	education	 78.26±10.32	 173.18±18.00	 186.64±5.25	 196.04±5.00	
Family‐focused	education	 76.02±	9.88	 170.3±12.23	 184.14±6.20	 196.32±5.23	
Control	 60.62±	4.77	 60.62±4.70	 60.32±4.58	 59.30±4.24	
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Also	there	was	a	growing	trend	in	the	lifestyle	score	
of	 family‐centered	 and	 group	 education	 groups	 in	
consecutive	intervention	periods	(p<0.001),	but	the	
mean	 scores	 of	 the	 control	 group	 demonstrated	 a	
constant	trend	in	the	consecutive	study	periods.		
Moreover,	 one,	 two,	 and	 three	 months	 after	 the	
intervention,	 the	 mean	 lifestyle	 scores	 of	 the	 two	
intervention	 groups	 (group	 and	 family	 education	
groups)	 increased	 significantly	 as	 compared	 to	 the	
control	group	(p<0.001).	However,	the	mean	lifestyle	
scores	 of	 the	 group	 education	 group	 were	 not	
significantly	different	 than	 the	scores	of	 the	 family‐
centered	 education	 group	 before	 the	 intervention,	
and	1,	2,	and	3	months	after	intervention.		
The	 lifestyle	 score	 of	 the	 samples	 in	 the	 family‐
centered	 and	 group	 education	 groups	 moved	 from	
the	 undesirable	 and	 moderate	 levels	 before	
intervention	to	the	desirable	level	after	intervention,	
but	the	lifestyles	of	the	control	group	members	after	
intervention	 were	 as	 undesirable	 and	moderate	 as	
before	the	intervention.		
	
Discussion		
Results	 of	 this	 research	 indicated	 that	 the	 group	
education	 and	 family‐centered	 education	
interventions	 significantly	 and	 equally	 improved	
lifestyle	 dimensions.	 Three	 months	 after	 the	
intervention,	 the	mean	 lifestyle	 scores	of	 the	group	
education	 and	 family‐centered	 education	 groups	
increased	 by	 about	 118	 and	 120,	 respectively.	
However,	 the	 mean	 lifestyle	 score	 of	 the	 control	
group	declined.	
No	similar	 study	has	compared	 the	effects	of	group	
and	family‐centered	education	through	home	visits,	
and	most	studies	have	examined	the	effects	of	group	
and	family‐centered	interventions	separately.	On	the	
other	 hand,	 in	 our	 study	 the	 entire	 lifestyle	 of	 the	
elderly	was	examined	[26‐29].		
The	results	showed	a	significant	increase	in	the	mean	
lifestyle	score	of	participants	in	the	group	education	
as	compared	to	the	control	group	(p<0.001).	In	line	
with	 the	 results	 of	 our	 study,	 Rickheim	 et	 al.	 also	
reported	 the	 contribution	 of	 group	 education	 to	
improve	lifestyle	of	people	visiting	health	centers	[13].	
Although	in	this	study	the	validity	and	reliability	of	
the	questionnaire	were	approved	for	overall	lifestyle	
measurements	 and	 the	 topic‐related	 validity	 of	
questionnaires	was	not	confirmed,	the	mean	score	of	
questions	 about	 each	 topic	 was	 measured	 and	
examined.	In	the	studies	by	Burek	et	al.	and	Kelly	&	
Abraham,	the	nutrition	and	physical	activity	levels	of	
the	 elderly	 increased	 significantly	 after	 the	
intervention	 in	 the	 group	 education	 group	 as	
compared	to	the	control	group	[30,	31].	In	the	present	
research,	 in	addition	to	the	overall	 lifestyle	score,	a	
significant	increase	was	observed	in	the	nutrition	and	
physical	activity	dimensions	after	intervention	in	the	
group	 education	 and	 family‐centered	 education	 as	
compared	to	the	results	before	intervention	and	the	

control	 group	 results	 after	 intervention.	 The	
difference	 between	 our	 study	 and	 Kelly	 and	
Abraham’s	study	is	that	they	studied	samples	over	65	
years	and	did	not	include	other	lifestyle	dimensions	
in	the	intervention.	Hence,	the	intervention	might	be	
effective	for	people	over	75	years.	Unlike	the	above	
studies,	 Ghisi	 et	 al.	 in	 the	 review	 study	 found	
educational	 interventions	in	cardiac	care	have	been	
shown	 to	 promote	 physical	 activity,	 and	 healthier	
dietary	habits	and	smoking	cessation,	although	any	
related	 improvement	 in	 response	 to	 cardiac	
symptoms,	 medication	 obedience	 or	 psychosocial	
welfare	is	more	equivocal	[32].	
Our	findings	indicated	that	education	was	effective	in	
the	family‐centered	education	group	as	compared	to	
the	control	group .Findings	of	the	present	research	
complied	with	Bernestin	et	al.	findings,	who	reported	
the	effect	of	family‐centered	education	on	diet	[33].	In	
this	 study,	 in	 addition	 to	 the	 overall	 lifestyle,	 the	
nutrition	 of	 participants	 in	 the	 family‐centered	
education	 group	 also	 improved.	 Results	 of	 the	
present	 study	 also	 complied	 with	 the	 findings	
reported	by	Cousins	et	al.,	who	indicated	that	women	
taking	nutrition	education	classes	with	their	spouses	
and	 children	 showed	 a	 higher	 weight	 loss	 than	
women	 participating	 the	 classes	 alone	 [28].	 In	 the	
family‐centered	education	method,	education	of	the	
person	 along	 with	 his/her	 family	 contributes	 to	
provision	of	a	suitable	platform	for	improvement	and	
correction	 of	 the	 person’s	 lifestyle.	 Similar	 to	 the	
results	of	our	study,	in	the	research	by	Resnick	et	al.	
as	well	as	Nakao	et	al.,	the	family‐centered	education	
program,	 which	 was	 implemented	 through	 home	
visits,	 contributed	 significantly	 to	 improvement	 of	
physical	 health	 of	 the	 elderly	 [20,	 34].	 Therefore,	
programs	lead	the	elderly	toward	empowerment	by	
relying	on	family	are	effective.	
In	the	research	by	Bloom	et	al.,	 the	family‐centered	
education	intervention	did	not	significantly	influence	
consumption	of	vegetable	and	fruits	by	the	samples	
[35].	 However,	 in	 our	 research,	 family‐centered	
education	led	to	an	increase	in	the	score	of	nutrition.	
In	the	aforementioned	study,	most	adolescents	were	
overweight	and	had	nutritional	problems.	Moreover,	
correction	and	alteration	of	lifestyle	of	adolescents	is	
harder	 than	 the	 elderly	 due	 to	 the	 consumption	 of	
high‐calorie	 food	 and	 mechanical	 lifestyle	 of	
adolescents.	 In	 our	 research,	 however,	 the	 elderly	
population	 was	 studied,	 and	 perhaps	 it	 could	 be	
stated	that	the	elderly	follow	educations	better	than	
adolescents	 because	most	 old	 people	 need	 support	
and	encouragement	[36].		
Research	findings	revealed	that	group	education	and	
family‐centered	 education	 equally	 influenced	
lifestyle	 of	 the	 elderly.	 In	 fact,	 hypothesis	 on	 the	
difference	between	the	effects	of	these	two	methods	
on	lifestyle	was	rejected.	No	difference	was	observed	
between	 the	 scores	 of	 the	 two	 groups	 in	 other	
lifestyle	dimensions.	No	study	was	also	found	by	the	
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researchers	 on	 the	 effects	 of	 group	 and	 family‐
centered	 educations	 on	 lifestyle	 of	 people.	 In	 the	
investigation	by	Tang	et	al.	the	group	and	individual	
education	strategies	led	to	equal	results	 in	terms	of	
self‐management	 skills	 of	 diabetics	 [37].	 The	 lack	 of	
difference	 between	 the	 two	 intervention	 groups	
could	be	explained	by	the	assumption	that	the	elderly	
are	more	submissive	and	their	experiences	influence	
each	other.	
Although	 both	 education	 strategies	 influenced	 the	
mental	health	of	the	elderly	in	our	research,	family‐
centered	 education	 was	 more	 effective	 than	 group	
education	in	this	regard.	In	addition,	in	the	study	by	
BJorklund	et	al.	the	mean	scores	of	stress	and	anxiety	
(mental	 health)	 of	 pregnant	 women	 in	 the	
intervention	 and	 control	 groups	 were	 not	
significantly	different	following	the	group	education	
[38].	To	explain	this	finding	it	could	be	stated	that	 in	
addition	 to	 the	 person	under	 study,	 his/her	 family,	
friends,	relatives	and	care	providers	(for	old	people)	
are	 involved	 in	 mental	 health,	 especially	 stress,	 of	
that	person.	
In	 this	 research,	 the	 group	 and	 family‐centered	
education	 interventions	 improved	 mean	 scores	 of	
restrictions	 on	 smoking,	 but	 the	 mean	 score	 of	
restricted	smoking	 in	 the	elderly	was	higher	 in	 the	
group	 education	 group	 than	 the	 family	 education	
group.	 In	 the	 study	 by	 Kim	 et	 al.	 group	 education	
brought	about	a	decrease	in	smoking	[32].	
Assessment	 of	 the	 overall	 lifestyle	 scores	 of	 the	
intervention	 groups	 suggests	 that	 this	 forms	 of	
education	has	the	highest	influence	on	the	lifestyle	of	
the	 elderly	 three	 months	 after	 intervention	 as	
compared	 to	 the	periods	one	and	 two	months	after	
intervention.	However,	 the	overall	 lifestyle	 score	of	
the	control	group	did	not	increase	significantly.	In	the	
Trans	Theoretical	Model	(TTM)	in	order	to	reach	the	
action	 stage,	 it	 is	 necessary	 to	 pass	 the	
precontemplation,	 contemplation	 and	 preparation	
phases	which	may	 last	for	6	months.	However,	 this	
theory	could	explain	the	increase.		
The	 interventions	 meant	 to	 control	 risk	 factors	
indicate	 that	 family‐centered	 interventions	 are	
superior	 to	 individual‐centered	 interventions	 [38].	
Results	of	this	research	confirm	the	hypothesis	that	
improvements	 of	 lifestyle	 of	 the	 two	 intervention	
groups	were	equal.	Hence,	due	to	the	ease	of	use,	cost‐
effectiveness	and	lack	of	need	for	help	in	the	group	
education	strategy	(as	compared	to	family‐centered	
strategy),	this	intervention	could	be	used	separately	
or	 simultaneously	 with	 other	 interventions	 for	
altering	 lifestyle	 of	 the	 elderly	 provided	 that	 its	
effectiveness	is	approved	via	further	research.		
Limitations	of	this	study	were	short	time	period	for	
measuring	 the	 effects	 of	 education	 and	 the	 lack	 of	
interest	of	families	in	the	presence	of	nurses	in	their	
families.	It	is	recommended	to	conduct	this	study	on	
other	populations	with	different	cultures	to	examine	
the	 effect	 of	 education	 on	 the	 elderly	 lifestyle	 six	
months	to	one	year	after	intervention.	

Conclusion	
Considering	 equally	 effects	 of	 the	 two	 education	
interventions,	the	higher	cost	and	higher	number	of	
personnel	required	for	home	visits,	group	education	
is	recommended	as	a	suitable	method	for	improving	
lifestyle	of	the	elderly.	
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