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Introduction

Most stroke patients experience significant improvement in function during the first weeks and months after stroke. The functional level achieved 3-6 months post-stroke is strongly associated with the long-term outcome [START_REF] Daviet | Early prediction of functional outcome one year after initial unilateral hemispheric stroke[END_REF]. Reduced cardiovascular fitness, along with the increased energy demands associated with persistent impairments in postural stability and strength, may contribute to low ambulatory activity levels [START_REF] Michael | Reduced ambulatory activity after stroke: the role of balance, gait, and cardiovascular fitness[END_REF]. In the subacute phase, physical interventions can mitigate these impairments, which may result in improvements in walking capacity, such as gait speed and timed distance [3,[START_REF] Leddy | Alterations in Aerobic Exercise Performance and Gait Economy Following High-Intensity Dynamic Stepping Training in Persons With Subacute Stroke[END_REF]. Despite this progress after rehabilitation, the effects of a physical activity program disappear in the year after the stroke [START_REF] Eriksson | Functional outcome 3 months after stroke predicts long-term survival[END_REF]. Stroke patients commonly experience physical and cognitive impairments that affect activities of daily living and contribute to sedentary lifestyles [START_REF] Fini | How Physically Active Are People Following Stroke? Systematic Review and Quantitative Synthesis[END_REF]. The American Heart Association recommends that stroke patients perform aerobic exercises 3 to 7 days per week, as well as strengthening, flexibility, and neuromuscular exercise 2 to 3 days per week for life [START_REF] Billinger | Physical activity and exercise recommendations for stroke survivors: a statement for healthcare professionals from the American Heart Association/American Stroke Association[END_REF]. After rehabilitation, few institutions are able to accommodate all patients in offering them a program corresponding to these recommendations; home-based programs would be an alternative to or a complementary solution to care [START_REF] Mayo | Stroke Rehabilitation at Home: Lessons Learned and Ways Forward[END_REF]. In the literature, two different interventions have been suggested: a regular physical exercise program (cardiorespiratory, strength or mixed training) and community ambulation intervention (walking practice in a variety of settings and environments in the community) [START_REF] Barclay | Interventions for improving community ambulation in individuals with stroke[END_REF][START_REF] Saunders | Physical fitness training for stroke patients[END_REF]. The results of these systematic reviews are currently insufficient to establish the effect of these interventions on walking capacity. Numerous factors could explain this difference, such as the characteristics of the program (intensity, frequency, duration, type), the number and characteristics of the patients (baseline score of the participants, the delay post-stroke and the degree of impairment).

Moreover, functional benefits mediated by increased walking capacity may not be sustained unless some form of training stimulus is maintained. At present there are few data examining facilitation of continued exercise after the end of a rehabilitation program [START_REF] Saunders | Physical fitness training for stroke patients[END_REF].

One solution would be an individualized coaching program conducted at home, with followup starting after intensive rehabilitation. To our knowledge, three studies evaluated either the effect of a home-based training program, or maintenance of ambulatory function at more than one year post-stroke. Dunn et al. showed that cardiorespiratory fitness and walking distance significantly increased after a home-based fitness program and remained high nine months after the end of the intervention [START_REF] Dunn | Cardiorespiratory fitness and walking endurance improvements after 12 months of an individualised home and community-based exercise programme for people after stroke[END_REF]. However, there was no control group in this study. It is difficult to confirm the effectiveness of home-based programs with these results. Boysen et al. followed 314 participants for more than 24 months, showing that repeated encouragement and verbal instruction on being physically active given by a specialist (every three months during the first year, and every six months until the end of the trial) did not significantly increase the Physical Activity Scale for the Elderly score [START_REF] Boysen | ExStroke Pilot Trial of the effect of repeated instructions to improve physical activity after ischaemic stroke: a multinational randomised controlled clinical trial[END_REF]. Askim et al. conducted a randomized controlled trial to assess the efficacy and safety of individualized coaching (face-to-face or by phone once a month, using a questionnaire) on Motor Assessment Scale (1 st outcome) and sixminute walk test (2 nd outcome) after stroke. This study failed to show the superiority of individualized coaching [START_REF] Askim | Efficacy and Safety of Individualized Coaching After Stroke: the LAST Study (Life After Stroke): A Pragmatic Randomized Controlled Trial[END_REF]. The main limitations put forward by the authors of these three studies are that the means used to motivate the participants were incomplete, or not sufficiently objective, or that the intervals between particpants-PA therapist visits were too long (especially in the first year after the stroke), or that the primary outcome was not adapted for demonstrating the effects of a PA program. In accordance with Kanejima et al it is important to suggest another intervention strategy to maintain the benefits of rehabilitation programs and regular PA practice after hospital discharge [START_REF] Kanejima | Self-monitoring to increase physical activity in patients with cardiovascular disease: a systematic review and meta-analysis[END_REF]. In this context we supposed that a combination of the different strategies (phone call, visit and activity tracker), proposed by the three studies can be a favorable new approach. Also, we think that the best outcome to assess to this approach is the six-minute walk test (6MWT) [START_REF] Dunn | Cardiorespiratory fitness and walking endurance improvements after 12 months of an individualised home and community-based exercise programme for people after stroke[END_REF][START_REF] Faria-Fortini | Performance and capacity-based measures of locomotion, compared to impairment-based measures, best predicted participation in individuals with hemiparesis due to stroke[END_REF][START_REF] Fulk | Predicting Home and Community Walking Activity Poststroke[END_REF].

The aim of our study was to investigate whether an individualized home coaching program improved walking capacity (at 6 months) and promoted long-term benefits (at 12 months) in subacute post-stroke patients. Our hypothesis was that six months of individualized coaching at home, including an activity tracker, phone call once a week and home visit every three weeks, would be better than usual care, without incited physical activity, in improving the sixminute walk distance and maintaining its long-term benefit (at 12 months) in subacute poststroke patients.

Methods

Study design, setting and participant

The study design was a prospective randomized controlled clinical trial (Phase 3) with two groups, interventional vs non-interventional. In this monocentric study observer was blinded.

The full protocol, including detailed descriptions of the randomization and intervention and statistical analysis plan, has been registered at http://ClinicalTrials.gov (NCT01822938) and was published previously [START_REF] Chaparro | Homebased physical activity incentive and education program in subacute phase of stroke recovery (Ticaa'dom): study protocol for a randomized controlled trial[END_REF]. This study was done in Limoges (France) and participants were recruited from the physical medicine and rehabilitation services at the Hospital Center. All procedures followed the recommendations of the institutional ethical committee as per the Good Clinical Practice Guidelines of the Declaration of Helsinki. This trial adheres to the CONSORT 2010 statements for randomized trials of nonpharmacologic treatments [START_REF] Boutron | CONSORT Statement for Randomized Trials of Nonpharmacologic Treatments: A 2017 Update and a CONSORT Extension for Nonpharmacologic Trial Abstracts[END_REF]. This project received authorization from the ethics and individual protection committees (IPC)(RCB: 2012-A01456-37) and. All people with a first stroke who were admitted to the physical medicine and rehabilitation services were screened as potential participants. The inclusion criteria were: age ≥18 years; first ischemic or hemorrhagic stroke; stroke within <6 months; Modified Functional Ambulatory Categories (mFAC) ≥2; registered with the French social security system.

The non-inclusion criteria was: physical disorders limiting gait skills before or after stroke; cognitive disorders impeding comprehension of PA education -i.e., aphasia, as indicated by a Boston Diagnostic Aphasia Examination (BDAE) score <2; uncontrolled hypertension; inability to complete questionnaires; cardiopulmonary pathology preventing effort completion; involvement in other research; under legal guardianship; and pregnancy.

All eligible subjects gave written informed consent according to the protocol. They were randomly assigned (blocks of variable size) to an intervention group receiving regular individualized coaching on PA (EG), or to a control group receiving standard care (CG). The randomization process was ensured using a secure internet connection with access by individual user ID and password and encrypted data transmission to the randomization platform of the Clinical Research Unit of the Limoges University Hospital. The adverse events monitoring was carried out in accordance with current French law [START_REF] Chaparro | Homebased physical activity incentive and education program in subacute phase of stroke recovery (Ticaa'dom): study protocol for a randomized controlled trial[END_REF].

Interventions

After inclusion, the PA therapist designed and implemented an individualized PA program for all eligible participant. In this program the PA therapist explained the PA recommendations of the French Society of Physical Medicine and Rehabilitation and the French Neurovascular Society and the benefits of an active lifestyle in preventing stroke recurrence, in accordance with the French guidelines on stroke treatment. He included an educational diagnosis, selection of physical activities, and definition of goals [START_REF] Daviet | Therapeutic patient education for stroke survivors: Non-pharmacological management. A literature review[END_REF].

After hospital discharge, all the eligible participant received the usual care for 12 months which may have include outpatient therapy, medical appointment at 1, 6 and 12 months.

The EG participants underwent the individualized coaching program. This phase included monitoring, weekly phone calls, and a home visit every 3 weeks for 6 months. An activity tracker (AT) (SenseWear armband, BodyMedia, Pittsburgh, PA, USA) was used to monitor PA at home. The participant was asked to wear the AT when they woke up and remove it before going to bed. We chose this sensor because it is regularly used in the analysis of activity in participants and it has the advantage of starting only when it is in contact with the person's skin. Therefore, the data we will get corresponds to the AT wearing time. As part of the protocol the EG were routinely monitored -Each day to complete a simple chart to measure subjective perception of PA for the therapist to compare with the objective values of the PA.

-Each week with a phone call to encourage regular PA and to inquire about the PA measuring device.

-Each three week, the home visit allowed participant feedback on the PA level (step counts (SC)). At the end of the visit, the PA therapist and the participant set objectives for the next home visit.

After the 6 months coaching program, EG received only the usual care for 6 months.

The CG was not monitor their PA and was not receive home visits or telephone calls. Also, no further coaching about PA was provided during the 12 months follow-up.

Measurements

For outcome measurements, all subjects were evaluated after hospital discharge (T0), again immediately after the 6-month intervention (T1), and again after the 6-month follow-up (T2).

All assessments were conducted by the same medical doctor and professional PA therapist in the hospital.

The primary outcome was the difference in the 6MWT between the two groups at T1. The 6MWT was conducted as one trial and administered on a 20 m segment of a quiet corridor.

The final score was the distance walked during the 6MWT.

For the other outcomes, the two groups were compared in terms of independence, motricity, ambulatory ability, body composition and lower limb strength at T1 and T2. Activities of daily living were assessed by the Barthel index(BI) [START_REF] Quinn | Barthel index for stroke trials: development, properties, and application[END_REF]. The motricity index(MI) was used to measure motor function [START_REF] Demeurisse | Motor evaluation in vascular hemiplegia[END_REF]. Ambulatory ability was rated using the mFAC [START_REF] Brun | Évaluation clinique de la marche de l'hémiplégique vasculaire : proposition d'une modification de la functional ambulation classification[END_REF]. The Z-metrix (Biopharom®, Challes Les Eaux, France) bioelectrical impedance analyzer was used to evaluate the percentage of fat and muscular mass. Maximal strength knee extension was measured by the Dynatrac2 dynamometer (YSY-Medical, Gallargues-le-Montueux, France).

All participants completed the following questionnaires during the medical appointment at 1, 6 and 12 month before the other evaluation of the study: The Hospital Anxiety and Depression Scale(HADS) [START_REF] Aben | Validity of the beck depression inventory, hospital anxiety and depression scale, SCL-90, and hamilton depression rating scale as screening instruments for depression in stroke patients[END_REF] and the multidimensional fatigue inventory questionnaire(MFI-20) [START_REF] Christensen | Dimensions of post-stroke fatigue: a two-year follow-up study[END_REF]. No formal monitoring of adherence was undertaken in this study.

Statistical analysis

The sample size was calculated using the Kamps et al. study to have a 30% difference in the distance on the 6MWT between the two groups after intervention (mean ± SD, 237.8±115.7m for interventional group vs 185.3±88.3 for interventional group) [START_REF] Kamps | Cyclic movement training of the lower limb in stroke rehabilitation[END_REF]. Thirty-six participants were needed in each group in order to achieve 80% power with a two-sided 5% significance level. To account for an expected drop-out rate of 15%, 42 participants were included in each group.

All participants are included in the analysis. The data were analyzed on the basis of intention to treat. Quantitative variables were described according to mean and standard deviation or median, interquartile range (IQR). The normality of the variables analyzed was tested using the Shapiro-Wilk test.

Primary outcome: 6MWT comparisons between the two groups at T1 (6 months) was made using a statistical test, such as the Student or Wilcoxon t-test.

Other outcomes: For all other the variables, comparisons between the two groups at T1 and T2 were made using a statistical test, such as the Student or Wilcoxon t-test. Finally, we compare the primary outcome between T0, T1 and T2 in both groups. Then, a complementary per-protocol analysis was made. We tested a group effect, a time effect, and the interaction between the two. Repeated data analysis used SPSS PROC MIXED. The analysis was based on the data itself (if the normality of the variables was met), or on its rankings if it was not.

For the EG, the activity level is represented per week with an error bar graph, with a 95% confidence error bar for the mean. The change in the level of physical activity during followup was assessed based on a Friedman test.

The p-value considered statistically significant was P<0.05. Data were analyzed with SAS®

(SAS Institute Cary, NC).

Results

Figure 1 shows the participant flow in the trial. As screening data were not collected in this trial, the estimated number of individuals assessed for eligibility is based on data from one department, in which 15% of patients admitted for cerebrovascular disease were enrolled in the trial. A total of 162 stroke patients were eligible and 84 met the inclusion criteria, agreed to participate, and were randomized and included from April 2013 to January 2017. One participant decided to withdraw written consent; for this reason, the statistical analysis was done with 83 participants. Ten participants dropped out after randomization. In cases of drop out/intervention discontinuing, we were able to collect their outcome data and they were included in the final analysis (except for your withdrawal). There were no clinically relevant differences between group variables or outcome measures at baseline. Table 1 shows the demographic information and characteristics of stroke patients included in the study. No adverse events or safety issues occurred during the course of our study.

For all variables at T0, the Shapiro-Wilk test has a p-value less than 0.05. We therefore rejected the null hypothesis that our sample follows a normal distribution. The following analyses were carried out using non-parametric tests.

Primary outcome:

The results of the 6MWT at T0, T1 and T2 are presented in Figure 2. The difference between the two groups was not significant at T1(418m [IQR=165] for the EG and 389m [IQR=188] for the CG; p=0.168) and at T2(425m [IQR=121] for the EG vs. 382m

[IQR=219] for the CG; p=0.208).

Other outcomes:

The BI, mFAC, MI, lower limb strength and body composition results are presented in Table 2. There was a significant difference in the mFAC score between the two groups at T1 (p=0.013), but not at T2 (p=0.25). There was no significant difference between CG and EG for all other parameters. HADS-depression and MFI-20 results are presented in Table 3. There was a significant difference between the two groups at T1 only in the MFI-20 General fatigue scores (p=0.0008), at T2 in the MFI-20 General fatigue (p=0.003) and HADSdepression scores (p=0.002).

The per-protocol complementary analysis (PROC MIXED) showed a significant time by group interaction(p=0.0011). We identify that in CG there is no time effect (no evolution of the distance of the 6MWT with time p=0.24); in EG we observe a time effect (p<0.0001), which indicates that the model identifies an evolution of the 6MWT from one time to another.

It was necessary to determine where the difference lay (T0 vs. T1; T0 vs. T2; T1 vs. T2).

There is no difference between the 2 groups in the 6MWT, whether at T0 (p=0.55), T1 (p=0.26) or T2 (p=0.43). Concerning the evolution of the 6MWT as a function of time in EG, we show that the difference concerns the evolution between T0 vs T1 (p=<.0001) with a difference of the order of 70m estimated by the model and the evolution T0 vs T2 (p<.0001) with a difference estimated by the model at 68m. No difference T1 T2 (p=0.80) is found.

Compliance with wearing the AT was good: thirty-eight participants (92%) wore the device for at least 20/24 weeks of monitoring activity. In contrast, three participant (8%) did not wear the AT during the intervention. The mean number of weeks of AT data collection was 21.7±6.6. The wearing time of the sensor was 50.2±2.6% over 24 hours, given that the participant was asked not to wear the sensor at night. The average wearing time decreased slightly between the 1st month (54.0±2.5%) and the 6th month (49.8±0.9%). Figure 3 showed a significant increase in the step count during the 6 months of follow-up(p=0.03).

Discussion

The main finding of our study was that our six-month individualized coaching program did not result in a measurable difference in 6MWT between the two groups at T1. The coaching consisted of repeated encouragement (weekly home phone call and home visit every three weeks) and objective follow-up of PA with an AT. Our results agree with those of Boysen et al. and Askim et al., which showed no change in their respective primary outcome (PA level and motor impairment) after a similar program at home to ours (follow-up at home and individualized coaching) [START_REF] Boysen | ExStroke Pilot Trial of the effect of repeated instructions to improve physical activity after ischaemic stroke: a multinational randomised controlled clinical trial[END_REF][START_REF] Askim | Efficacy and Safety of Individualized Coaching After Stroke: the LAST Study (Life After Stroke): A Pragmatic Randomized Controlled Trial[END_REF]. In addition, our results are in accordance with the results of secondary outcome (6MWT) results of the secondary outcome (6MWT) of the Askim et al study. In our study, this lack of difference in T1 between our two groups can be explained by the fact that participants in both groups had relatively few impairments. Indeed, the BI of our population was very high (100/100 [IQR=5]) at T0, T1 and T2. This explains, among other things, why the distance travelled at 6MWT by the participants is greater in our study than in the Kamps et al. study that served as the basis for calculating the number of subjects required (Median (IQR): 357 (202) m vs Mean (SD): 188 (94) m). This finding is also observed in the study by Askim et al. Their negative results could be also explained by the large number of participants with a modified Rankin Scale (post-stroke disability) score of 0 or 1 at inclusion [START_REF] Askim | Efficacy and Safety of Individualized Coaching After Stroke: the LAST Study (Life After Stroke): A Pragmatic Randomized Controlled Trial[END_REF]. Given these results, it must be assumed that stroke patients who agree to participate in these studies are generally those with the fewest disabilities. Further studies will be needed to propose another form of follow-up for motivating the most disabled patients. In the literature, despite a relatively low level of evidence, especially over the long term, other programs are used, using standardized group programs, community programs and programs using new technologies (immersive technology, serious games, robotics) [START_REF] Barclay | Interventions for improving community ambulation in individuals with stroke[END_REF][START_REF] Regan | Are Aerobic Programs Similar in Design to Cardiac Rehabilitation Beneficial for Survivors of Stroke? A Systematic Review and Meta-Analysis[END_REF][START_REF] Saposnik | Efficacy and safety of non-immersive virtual reality exercising in stroke rehabilitation (EVREST): a randomised, multicentre, single-blind, controlled trial[END_REF]. It would therefore be necessary to first get to know the stroke patient and his or her interests better in order to propose an adapted care plan [START_REF] Moore | How should long-term free-living physical activity be targeted after stroke? A systematic review and narrative synthesis[END_REF].

Despite this lack of difference between our two groups in T1, the complementary per-protocol analysis shows a significant interaction and a significant improvement of the 6MWT between T0 and T1 only for the EG (+70 m). These results are in accordance with a recent systematic review of the literature that evaluated the efficacy of aerobic exercise interventions for improving aerobic and walking capacity [START_REF] Regan | Are Aerobic Programs Similar in Design to Cardiac Rehabilitation Beneficial for Survivors of Stroke? A Systematic Review and Meta-Analysis[END_REF]. Despite different baseline 6MWT distances, all groups in the literature review improved walking distance after an aerobic training program (which respected AHA recommendations) [START_REF] Billinger | Physical activity and exercise recommendations for stroke survivors: a statement for healthcare professionals from the American Heart Association/American Stroke Association[END_REF] as evidenced by the pooled difference in means of 37.5 m for those with an initial 6MWT <288 m and 81.4 m for those with an initial 6MWT ≥288 m. In our study, the initial walking distance of our subjects was 357m [IQR=196] for the EG and 342m [IQR=227] for the CG, thus >288m. The increase in the 6MWT distance obtained from our intervention is very similar to that obtained in Regan's meta-analysis, which included only standardized programs (77m vs. 81.4m). It appears that, on the basis of the per-protocol analysis, our individualized coaching program, based only on community ambulation and focused on walking function, was as effective in improving the 6MWT as standardized physical activity programs. These results encourage the pursuit of further studies on this topics.

Our second result shows that individualized coaching influences some components of fatigue and mFAC. Indeed, we reported a significant difference between the two groups at T1 in subscales of fatigue (MFI-20 General Fatigue, p=0.0008) and mFAC(p=0.013). Also, we showed a significant difference between the two groups at T2 for a subscales of HADS depression(p=0.002). These results have never been observed in a study evaluating a homebased physical activity program. These results would need to be confirmed in another study.

The third major result concerns the maintenance of the effects at 6 months after the end of the program. We observed no difference between our groups for each of the parameters in T2, except for the MFI-20 General Fatigue and HADS-depression scores. While many studies report a disappearance of program effects a few months after completion, our study shows that we were able to stabilize many symptoms six months after the program had terminated [START_REF] Eriksson | Functional outcome 3 months after stroke predicts long-term survival[END_REF].

This study is one of the first to propose a program benefiting from the main modalities of home coaching found in the scientific literature: a weekly telephone call and home visit every 3 weeks, as well as a follow-up of the activity using an AT and a self-reported activity booklet. All this follow-up made it possible to provide personalized support to each stroke patient at home in terms of their lifestyle habits. The visits allowed analysis of the activities (booklet and AT) of the previous 3 weeks and knowledge of lifestyle habits, in order to better appreciate the participant's actual level of activity. This visit also made it possible to set participant-specific objectives for the following period. The telephone call was used to gather participant information, to motivate them and adapt the objectives, if needed. This Consistent with the systematic review by Lynch et al., we assume that the use of an AT in our study allowed us to more accurately monitor the activity level of the EG particpants [30].

Similarly, motivation has a positive effect on PA and exercise adherence. However, the literature remains very heterogeneous on this subject [30]. Indeed, their systematic review show that only four small RCTs with 274 participants (three in inpatient rehabilitation and one in the community) have examined the efficacy of activity monitors for increasing physical activity after stroke. They conclude that activity monitors could be incorporated into practice, but there is currently not enough evidence to support the use of activity monitors to increase physical activity after stroke. Moreover, we assume that when used alone, AT will have little effect on stroke patients' long-term physical activity levels and changes in habits. In our study, we suppose that it is the use of all three modalities: AT, phone calls and visits, that facilitated the maintenance of the EG's level of activity.

The strength of the present study was the pragmatic randomized controlled study design and an intervention applicable in a wide range of settings, strengthening the external validity of the results. The results of the Ticaa'dom Trial are probably generalizable to patients with mild ischemic stroke. The low number of participants lost to follow-up, which was slightly lower than assumed in our sample size estimation, was also a strength.

We wanted to offer a complementary treatment to the one already provided to stroke patients.

We therefore supplemented the home care provided by the HEMIPASS mobile team with the presence of a physical activity specialist. This personalized coaching has been proposed in addition to the usual care of stroke patients at home. All the participants in the study benefited from a home follow-up carried out by a mobile team from the hospital made up of several professionals (occupational therapist, nurse, doctor). All the EG participants benefited from a visit every 3 weeks, while the GC benefited from a visit when needed in their care plan. Given the additional staff and other costs of the experimental programs like the ones used in this study, in future studies the inclusion of an economic evaluation would be recommended.

Our study has some limitations, which can be improved in future studies. A possible selection bias existed, since some stroke patients declined to participate because they were not interested in the program. It would be worthwhile to conduct a study to better understand the reasons for stroke patient refusals to participate in this program. As no prior study using the same methodology existed, we based our sample size estimates on a small (n=31) study with a home intervention and the 6MWT in the outcome. However, this study did not use the same program characteristics: 4 months intervention, 2 times a week, 10 minutes per day with Motomed for the interventional group (n=16) vs a non-interventional group (n=15). It is likely that our study was underpowered. This program removed some barriers (fatigue, availability and distance from the exercise places) to the practice of PA, but probably not all [START_REF] Pacheco | Perceived barriers to exercise reported by individuals with stroke, who are able to walk in the community[END_REF]. Another intervention strategy will be required to include stroke patients who refuse. We did not collect regular information about PA and exercise performed by the CG. However, the rationale for not recording such information was to reduce the risk of contaminating the intervention (Hawthorne effect) in the CG, and because the training diaries were an important part of the individualized coaching given to the EG [START_REF] Sedgwick | Understanding the Hawthorne effect[END_REF].

Conclusion

Our study is one of the first to evaluate the effect of an individualized coaching program using the main intervention methods available in the scientific literature (home visit, tracker followup and weekly telephone call) in subacute post-stroke patients. Clinically, our results showed no difference in the 6MWT between our two groups of participants after 6 months of the program. It is well-known that changing one's lifestyle takes time, and it will be worthwhile for future research to investigate whether this intervention has resulted in a persistent active lifestyle or whether the participants depend on continuous coaching to maintain their activity levels. More research is needed to investigate the effect of health coaching after stroke on other outcomes, such as the long-term risk of new vascular events. The costs of providing coaching should also be evaluated. 

  individualized follow-up therefore allowed a very gradual recovery, at the participant's rhythm. This intervention strategy responds to the comment advanced in the work of Morris et al., that interventions to improve participation in PA should incorporate PA-specific tailored counseling based on sound behavioral theory to promote long-term participation in PA[29]. This individualized coaching allows setting objectives through consideration of personal and contextual factors. Our intervention strategy would be part of the systemic model of International Classification of Functioning (ICF) that focuses on organization, participation, environmental factors and personal factors.
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Table 1 . Baseline demographic and functional characteristics

 1 

	Characteristics. Median (IQR)		n=83	EG n=41	CG n=42
	Age (years)			61 (22)	63 (12)	58 (24)
	Weight (kg)			76.6 (19.2)	77.0 (22.0)	75.5 (16.5)
	BMI				26.0 (5.2)	26.0 (6.8)	25.8 (4.4)
	Time since stroke (months)			2.4 (1.7)	2.3 (1.6)	2.4 (1.6)
	6MWT (m)			357 (202)	369 (162)	342 (220)
	BI/100				100 (5)	100 (5)	100 (10)
	MI/100				96 (23)	96 (19)	92.5 (27)
	mFAC/8				6 (2)		7 (2)	6 (2)
	Lower limb strength, non-hemiplegic side (kg) 22 (17)	19.5 (14.5)	22.0 (21.0)
	Lower limb strength, hemiplegic side (kg)	20 (15)	17.0 (13.0)	21.0 (17.7)
		Gender						
	Male/Female			62 / 21		30 / 11	32 / 10
		Type of stroke (%)					
	Ischaemic				62 (75)	31	31
	Haemorrhagic			21 (25)	10	11
		Stroke Localization (%)					
	F Parietal				1 (1)		1	0
	Cerebellar				6 (7)		4	2
	Brainstem				14 (17)	5	9
	Posterior cerebral artery			3 (4)		1	2
	Middle cerebral artery			55 (66)	28	27
	Anterior cerebral artery			4 (5)		2	2
	MI:	Motricity	index,	6MWT:	Six	minutes	walking	test.

. Median (IQR: Interquartile range): BI: Barthel index, BMI: Body mass index, FAC: Functional Ambulatory Category,

Table 2 . Median and interquartile range of the functional parameters and body composition (By intention to treat

 2 ). BI: Barthel Index, BMI: Body mass index, mFAC: Functional Ambulatory Category, MI: Motor index. * Significant difference between CG and EG at T1; † Significant difference between CG and EG at T2.
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