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Abstract
Background The most challenging aspect of rehabilitation is the high costs of in-patient rehabilitation programs and poor
continuity of care while patients are transferred to home. In this regard, numerous home-based rehabilitation programs have been
developed. The purpose of this study was to investigate the effects of home-based rehabilitative programs on postural balance,
walking, and quality of life in individuals with chronic hemiparetic stroke.

Design A CONSORT-compliant randomized controlled trial.

MethodsSeventeen community-dwelling people diagnosed with a first stroke participated in this study. They randomly divided the
home-based rehabilitative program (HBP) group (n=9) and control group (n=8). The HBP group received coordination exercises at
home and the control group received clinic-based exercises. This study measured postural balance, walking, and quality of life using
four outcome measures: 10-meter walk test, figure of 8 walk test, four-square step test, and 36 item short-form survey.

Results After analysis, it was found that the HBP improved postural balance, comfortable speed, and fast speed walking, and
straight and curved walking for chronic stroke. Second, clinic-based rehabilitation services improved postural balance, comfortable
speed, and fast speed walking abilities in patients with chronic stroke.

ConclusionThe results of this study suggest that the HBP group received positive benefits with regard to the postural balance and
walking abilities of chronic hemiparetic stroke patients compared to the clinical setting exercise program.

Abbreviations: 10MWT = 10 meter walk test, F8WT = figure of 8 walk test, FSST = four-square step test, HBP = Home-based
rehabilitative programs, SF-36 = 36 item short-form survey.
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1. Introduction

Stroke is a leading cause of permanent physical disabilities and,
ultimately, death in adults, and permanent disabilities in stroke
survivors face the need to improve their functional activities and
quality of life for a long time, and also perhaps their life
expectancy. They would experience daily struggles with physical,
psychological, and financial problems in order to return to their
previous social roles in life expectancy.[1,2] Another cause of the
increase following the stroke was the limited resources in
rehabilitation facilities. Medical costs are a burden to both
patients and the healthcare policy services. Most stroke patients
do not require long-term rehabilitation services because of their
medical health insurance and the limited resources of the
facilities.[2] Therefore, most stroke survivors leave the hospital
and return to their home or community without requiring
sufficient rehabilitative time for both patients and their families or
caregivers to learn about their new life situations.[3]

Most studies try to facilitate strategies to decrease the high
medical costs following stroke and to prepare stroke survivors for
their successful return to ordinary life.[4–8] Home-based rehabili-
tative program (HBP) following stroke has recently been
regarded as offering potential benefits compared to hospital
rehabilitation.[4] There is growing rehabilitative service demand
for home-based rehabilitative programs to improve disability and
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to integrate the community and social roles for stroke
survivors.[6,7] The HBP changed from a focus on avoiding
hospitalization to a focus on early discharge from care but with
support from ongoing recovery by providing rehabilitation and
other services in a community setting.
HBP for stroke patients has several advantages compared to

care in rehabilitation centers. HBP would lower heavy medical
costs and develop the efficacy of these services by using the
patient’s own life circumstances. HBP has been found to induce
active participation of families and caregivers and compensate for
the lack of interactions between patients and therapists.[5,8] The
HBP would positively affect the patient’s quality of life.
Satisfaction with rehabilitation services is higher than that of
hospital-based rehabilitation because HBP allows stroke patients
to functionally practice their activities in a real environment, but
within a standardized hospital environment.[9,10]

The HBP for stroke patients has three different aims: early
supported discharge, replacing rehabilitation centers with home,
and healthy promotion.[4] Olney et al[11] compared the outcomes
achieved by two groups of people with chronic stroke, one with
10weeks of supervised training, and one group given 1 week of
supervised training to learn the program, followed by 9 weeks of
unsupervised training carried out at home. Both groups made
equally modest gains with regard to the indicators of motor
impairment and cardiovascular risk and on physical and mental
health.[11] Mayo et al subsequently designed a trial of HBP: a
task-oriented exercise and walking program and a cycling
regimen for a 1-year period. All patients were visited at home 13
times in 12months and underwent regular telephone monitoring.
Both groups had elements of repetitive training, but the cycling
regimen was simpler, with more opportunities for continuous
repetitive training. The cycle group would experience greater
increases in walking ability, secondarily to developing better
exercise habits and, consequently, greater gains in participation
and health-related quality of life.[12] However, there is insufficient
data to compare the effectiveness of HBP and clinical-based
rehabilitation for chronic hemiparetic stroke patients.
This study investigated the effects of home exercise to prevent

deterioration and promote physical activities as well as quality of
life in patientswith chronic hemiparetic stroke. The purpose of this
study was to compare the effects of HBP and clinic-based
rehabilitation on postural balance, walking, and quality of life in
individuals with hemiparetic stroke. This study involved a
coordination exercise program based on the rhythmic movements
of the lower extremities as an HBP. The hypothesis of this study
was that therewouldbea cost difference betweenHBPand clinical-
based rehabilitation for chronic hemiparetic stroke patients.
2. Methods

This study was a pre–post control group study design with a
single-blind, randomized controlled trial. This study aimed to
clarify the effects of coordination exercises at home and
conventional therapy in rehabilitation centers. The study
protocol was approved by the Institutional Review Board and
Ethics Committee of the Chosun University of Bioscience
(Approval No. 2-1041055-AB-N-01-2018-14).
2.1. Participants

Seventeen people who had a diagnosis of first stroke participated
in this study. The inclusion criteria were as follows: an adult with
2

1.
 community-dwelling after discharge from rehabilitation
centers;
2.
 duration post-stroke of 24months or above;

3.
 no cognitive impairment (i.e., a Mini-Mental State Examina-

tion score of 24 or higher);

4.
 50-meter walking ability, with or without assistive devices; and

5.
 a functional independence measure score of 88 or higher at the

time of discharge.

This study excluded those who
1.
 were diagnosed with other diseases or pathologies, except the
first stroke affecting postural balance and gait,
2.
 consciousness level was >0; aphasia, ≥2; and unilateral
neglect of ≥2 in the NIH stroke scale questionnaire.

This study also excluded those who participated in similar
studies within the last 6 months. Table 1 shows the common
clinical characteristics of the participants (Table 1).

2.2. Procedure

The study was conducted from March 27, 2018 to March 26,
2019. After approval from the Institutional Review Board and
Ethics Committee of the C University of Bioscience, notice calling
for participants was posted on the bulletin boards of the
rehabilitation centers and local community centers. There were
25 people who read the notice and wanted to participate in the
study. Eight people of them withdrew from the study (five people
refused to participate, one person lacked interest, and two had
private problems) after hearing the researcher’s explanation of
the detailed purpose and procedure of the study. Finally,
seventeen individuals participated in this study; they were
randomly divided into two groups (HBP group, n=9 and
control group, n=8) using Excel with randomize tool, after
signing the study consent spontaneously (Fig. 1).
G∗Power 3.1 program was used to perform a priori power

analysis for this study takingWilcoxon–Mann–Whitney test (two
groups) for the validation of the measurement model. The
required power was set at 1 � b=0.80, and level of significance
was kept at a=0.05. The total sample size of n=16 was needed
for this study. Therefore, this study tried to recruit 20
participants, but only 17 participants who met the inclusion
and exclusion criteria of the study could be collected.
The HBP group conducted coordination exercises for the lower

extremities at home for 6 weeks with visiting rehabilitative service-
providers (they were visited by a physical therapist on the first
and the third week) and tele-rehabilitative services (on the second,
fourth, fifth, and sixth weeks), while the control group received
conventional therapy for the same period of time. This study
measured postural balance, walking, and quality of life using the 10
meterwalk test (10MWT),figureof8walk test (F8WT), four-square
step test (FSST), and36 item short-form survey (SF-36), answeredby
the participants before and after the intervention period. Figure 1
shows theflowdiagramof this study through the phases of a parallel
randomized controlled trial of two different groups from enrolment
to data analysis (Fig. 1).All testing and interventionprocedureswere
conducted by three physical therapists (HR, LL, and EK), except for
the researchers in this study.

2.3. Intervention

In this study, HBP, which involved two different strategies,
including visiting rehabilitation service and tele-rehabilitation
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service five times per week for 6 weeks, was conducted. The HBP
consisted of coordination exercises for the lower extremities and
augmented feedback. Before starting therapeutic intervention in
the first week, a physical therapist visited the patient’s home and
interviewed the patient to determine their body function and
activity limitations. After discussing the patient’s desired level of
rehabilitation expectations, the therapist set therapeutic goals
through goal attainment scaling. The therapist measured the
postural balance, walking, and quality of life of the participants
and recorded the participant’s home environment and physical
performance through a video recording.
On the second home visit for the intervention at home, the

therapist instructed the participant to perform coordination
exercises in the home environment. The participant conducted
coordination exercises for the upper and lower extremities in four
positions: supine, side-lying, half-standing, and standing on the
wall. The coordination exercises involved shoulder and hip joint
exercises: flexion, adduction, and lateral rotation of the left
shoulder joint with extension, abduction, and medial rotation of
the right hip joint; and extension, abduction, and medial rotation
of the right hip joint with flexion, adduction, and lateral rotation
of the left hip joint. Table 1 shows detailed explanations of the
exercise protocols. Exercise progression was performed at an
intensity of 11 to 15 among Borg 6 to 20 grades. The therapist
also recorded a video of the patient’s exercise performance during
the second visit. On the third visit, the therapist educated the
participant based on his/her problems that conformed through-
out the video recordings of the first and second visits. The
caregiver recorded the patient’s exercise status.
Clinic-based exercises at rehabilitation outpatient centers were

conducted for the control group five times per week for 6 weeks.
Table 1

Rehabilitation Frame of the home-based limb coordination exercise.

Sessions Descriptions

Session #1 Visit to the physical therapist
Test and measure of physical function and activit
Video recording of physical performance abilities
Set the expected goals of the patient

Session #2 Visit to the physical therapist to educate patient r
Exercise positions: supine, sidelying, half standing
Exercise modes: flexion, adduction, and lateral

the right hip joint, extension, abduction, and
the left hip joint

Exercise intensity: hold for 7 s/1 time/3 sets and
Education for patients and family or care-giver as
Video call and supervision when requested by fam

Session #3 to #5 Repeat the exercise of session #2 with the patien
Sessions #6 Tele-counseling and supervision, and repetition of
Session #7 to #10 Repeat the exercise of session#2 with the patient
Session #11 Visit to the physical therapist to supervise the pat

Correct the wrong exercise methods
Checking the patient’s complaints
Checking activity limitations in the house and sug

Session #12 to #15 Repeat the exercises of session 2 with the patien
Session #16 Tele-counseling and supervision, and repetition of
Session #17 to #20 Repeat the exercise of session 2 with the patient
Session #21 Tele-counseling and supervision, and repetition of
Session #22 to #25 Repeat the exercise of session #2 with the patien
Session #26 Tele-counseling and supervision, and repetition of
Session #27 to #30 Repeat the exercise of session #2 with the patien
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The program, consisting of neurodevelopment therapy and mat
training, was conducted in a 1:1 ratio with a physical therapist for
30 minutes each session. The mat program consisted of mobility
tasks, including posturemaintenance and transfer. The upper and
lower ergometers were devices equipped tools to determine speed,
distance, and heart rate. The target threshold for training was set
to 50% to 70% of the maximum age-predicted heart rate based
on the stress test.[13]
2.4. Outcome measures

Measurements were made in this study using four different
outcome tools: 10MWT, F8WT, FSST, and SF-36. The 10MWT
is a functional evaluation tool that can be easily used in clinical
practice. The 14-meter straight line distance between two points
was marked and presented, and the participants walked this
distance at a comfortable and fast speed. Considering the initial
acceleration and the last deceleration, the first 2m and the last 2m
were excluded from the measurement. The walking time for a
10-meter distance was repeatedly measured three times, and the
mean value was selected for analysis. The verbal instruction for
walking at a comfortable pace was, “If I say start, walk at a
comfortable pace until I say to stop.” The instruction for high-
speed walking was, “If I say start, walk at the fastest speed as
possible until I tell you to stop.” In the 10-meter walking speed
test, the reliability was r=0.89–1.00 between the measurers and
within the measurer.[14] The test-retest reliability was 0.93.[15]

The F8WT is designed to measure straight and curved walking
abilities.[16] Before performing the figure-8 walk, the therapist
verbally explained to the participant how to know the test
method. In the F8WT, the participant is asked to walk around
ies limitations

egarding the coordination exercise
, and standing against wall
rotation on the left shoulder joint with extension, abduction, and medial rotation on
medial rotation on the right hip joint with flexion, adduction, and lateral rotation on

rest for 10 s. Rest 1 minute after transfer position.
to the exercise.
ily or care-giver
t’s family or care-giver
the exercise of session #2 with the patient’s family or care-giver
’s family or care-giver
ients and their family or care-giver

gest solutions
t’s family or care-giver
the exercise of session 2 with the patient’s family or care-giver
’s family or care-giver
the exercise of session#2 with the patient’s family or care-giver
t’s family or care-giver
the exercise of session#2 with the patient’s family or care-giver
t’s family or care-giver

http://www.md-journal.com


Figure 1. Flow diagram of the study. The figure illustrates the study processing through the phases of a parallel randomized trial of two groups.
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two cones, following a figure eight shape. The overall length of
the F8WT is 1.5m and the width is 1.2m. The distance between
the two obstacles is 1.52m. Scores in three areas—speed,
amplitude, and accuracy—are recorded. This study measured
walking speed for scoring. The test–retest reliability of F8WT
speed in stroke patients was reported as ICC=0.94–0.99.[17]
4

The FSST is a tool for measuring dynamic stability and the
ability of the participant to step over low objects forward,
sideways, and backward.[18] Four canes, 2.5cm high and 80cm
long, were placed on the floor in a cross shape, to make a square.
The participant was required to sequentially step over four canes
in a cross configuration on the ground. At the start of the test, the



Table 2

Demographic and clinical characteristics of the subjects (N=17).

Characteristics HBP group (n=9) Control group (n=8) Z P

Age (years) 70.11±6.51
∗

68.62±9.10 �0.048 .962
Height (cm) 163.55±6.32 164.25±7.79 �0.243 .808
Weight kg) 62.77±8.48 62.96±13.07 �0.193 .847
Onset (months) 62.77±7.99 45.12±12.06 �0.725 .469
Sex (male/female) 5/4 5/3 �0.282 .778
Hemi-side (Left/Right) 6/3 4/4 �0.676 .499
Injury (Infarction/Hemorrhage) 4/5 4/4 �0.222 .824

HBP = home-based rehabilitation program.
∗
Mean± standard deviation.
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participant stood in square 1, facing square 2. The goal of the test
is to step as fast as possible into each square with both feet in a
clockwise to counterclockwise sequence. The time starts when the
first foot contacts the floor in square 2 and finishes when the last
foot comes back to touch the floor in square 1. The therapist
instructed the participants to “try to complete the sequence as
quickly and safely as possible without touching the sticks. Both
feet must make contact with the floor in each square. If possible,
face forward during the entire sequence.” Two trials were
performed, and the better time was recorded as the participant’s
score. If the participant’s time recorded was more than 15
seconds, the risk of falls was judged to be high. The test was
reported to have good intrarater and interrater reliability in
persons with chronic stroke, to assess dynamic standing
balance.[19,20]

The SF-36 is an oft-used, well-researched, self-reported
measure of health, and comprises 36 questions that cover eight
domains of health: limitations in physical, social, and usual role
activities, bodily pain, general mental health, vitality, and general
health perceptions. The tool was used to measure the
participant’s quality of life. Participants were asked to fill out
the questionnaire by themselves. It should be done in comparison
to the overall score, and the total score indicates a range of low to
high quality of life. The validity of the SF-36 was found have a
Cronbach’ s alpha value of 0.92 to 0.93, and the test–retest
reliability was 0.71 to 0.89.[21–23]
2.5. Data analysis

To examine the normal distribution in all correcting data, this
study used the Shapiro–Wilks test. The data did not meet the
normal distribution because of small sample sizes; thus, this study
Table 3

Differences in postural balance, walking abilities, and quality of life b

HBP group (n=9)

Variable Pre-intervention Post-intervention Z

10-MWT (C)(m/s) 39.00 (10.57–43.07)
∗

33.00 (9.93–40.67) �2.66
10-MWT (F)(m/s) 36.00 (9.15–40.89) 29.00 (9.21–34.00) �2.07
F8WT speed (second) 30.00 (17.41–34.66) 22.00 (10.49–26.50) �2.66
F8WT step (number) 30.00 (25.50–33.50) 24.00 (17.00–25.00) �2.67
FSST (second) 36.00 (18.97–41.00) 33.00 (17.04–39.00) �2.52
SF-36
Physical component scale (43.13�57.50) (33.13�62.81) �0.23
Mental component scale (36.30–55.99) (41.30–56.40) �0.53
∗
Median (25% interquartile range, 75% interquartile range). 10-MWT (C), 10-Meter Walk Test with comfort

Test; SF-36, Short-Form 36 Health Survey. https://3months.tistory.com/127.
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selected nonparametric tests. Differences in demographic infor-
mation, HBP, and clinic-based exercise were evaluated using the
Mann–Whitney U test. The Wilcoxon signed-rank test was
performed to determine the differences between the pre-test
scores and post-test scores of the two groups. The Mann–
Whitney U test was performed between the experimental and
control groups to determine the differences between the two
groups. The analyses were performed using IBM SPSS for
Windows (version 22.0; IBM Co., Armonk, NY). The level of
significance was set at P= .05.
3. Results

The general characteristics of the two groups are presented in
Table 2. The HBP group had a mean age of 70.11years, was
composed of five males and four females, and had a mean post-
disease duration of 62.77months, six had left hemiparesis while
three had right hemiparesis, four had infarctions, and five had
hemorrhages. The control group had a mean age of 68.52, was
composed of five males and three females, had mean post-disease
duration of 45.12months, four had left hemiparesis while the
other four had right hemiparesis, four had infarctions, and four
had hemorrhages. There was no significant difference between
the groups in any of the general characteristics.
3.1. Comparison of postural balance, walking abilities, and
quality of life between pre-test and post-test

Significant differences in postural balance, walking abilities, and
quality of life between the pre-test and post-test are shown in
Table 3. In the HBP group, 10MWT scores on comfortable speed
(median value 39.00 to 33.00), 10MWT on fast speed (median
etween pre-intervention and post-intervention (N=17).

Control group (n=8)

P Pre-intervention Post-intervention Z P

6 .008 27.88 (11.35–40.95) 22.25 (12.14–36.87) �1.960 .050
3 .038 24.34 (9.69–39.46) 19.32 (9.83–35.63) �2.380 .017
8 .008 34.39 (22.64–37.58) 30.00 (18.48–36.02) �2.240 .025
3 .008 31.00 (28.75–34.25) 24.50 (24.00–30.75) �2.176 .030
4 .012 36.19 (23.85–49.33) 34.65 (22.80–46.61) �1.400 .161

7 .813 47.81 (37.19�65.31) 42.19 (43.82�71.58) �0.700 .484
3 .594 49.42 (49.40–67.89) 59.32 (35.15–63.59) �0.280 .779

able; 10-MWT (F), 10-Meter Walk Test with fast; F8WT, Figure of 8 Walk Test; FSST, Four Square Step

https://3months.tistory.com/127
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Table 4

Comparison of changeable value between pre-test and post-test in postural balance, walking abilities and quality of life in the participants
(N=17).

Variable HBP group (n=9) Control group (n=8) Mann–Whitney U value Z Exact Sig. (two-tailed)

10MWT (C)(m/s) �5.20 (�8.00 to �0.57)
∗ �4.27 (�6.17 to 0.01) 29.00 �0.674 0.541

10-MWT (F)(m/s) �1.11 (�9.50 to �0.85) �3.29 (�6.30 to �0.44) 28.00 �0.770 0.481
F8WT speed (second) �6.74 (�8.67 to �5.74) �2.00 (�8.19 to �0.21) 14.00 �2.118 0.036
F8WT step (number) �8.00 (�11.00 to �5.50) �4.50 (�6.75 to �1.25) 19.50 �1.597 0.114
FSST (second) �2.60 (�4.28 to �1.00) �1.54 (�1.59 to �1.04) 24.00 �1.158 0.277
SF-36
Physical component scale �0.63 (�4.37 to 9.06) �3.44 (�17.18 to 9.37) 29.50 �0.626 0.541
Mental component scale �4.06 (�23.34 to �14.68) �2.71 (�13.69 to 12.71) 33.00 �0.288 0.815
∗
Median (25% interquartile range, 75% interquartile range).

10-MWT (C), 10-Meter Walk Test with comfortable; 10-MWT (F), 10-Meter Walk Test with fast; F8WT, Figure of 8 Walk Test; FSST, Four Square Step Test; SF-36, Short-Form 36 Health Survey.
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value, 36.00 to 29.00), F8WT speed (median value 30.00 to
22.00), F8WT step (median value 30.00 to 24.00), and FSST
median value (36.00 to 33.00) were significantly different
between the pre-test and post-test (P< .05). In the control group,
10MWT on comfortable speed (median value 27.88 to 22.25),
10MWT at fast speed (median value, 24.34 to 19.32), F8WT
speed (median value 34.39 to 30.00), and F8WT step (median
value 31.00 to 24.50) were significantly different between the pre-
test and post-test (P< .05). However, the scores of SF-36were not
significantly different between the pre-test and post-test in both
groups, and there was no significance difference between the
control group’s pre-test and post-test with regard to the FSST
scores (P> .05).
3.2. Comparison of postural balance, walking abilities, and
quality of life between experimental and control groups

Table 4 shows the changeable values between the pre-test and
post-test in both groups. The F8WT speed score was significantly
different between the HBP group (median changeable value
�6.74) and control group (median changeable value �2.00).
However, the scores of 10MWT-comfortable speed, 10MWT-
fast speed, F8WT step, FSST, and SF-36 were not significantly
different between the two groups.
4. Discussion

This study examined the effects of HBP on postural balance,
walking ability, and quality of life compared with clinic-based
rehabilitation services for chronic hemiparetic stroke. The main
findings were as follows: first, HBP improved postural balance,
comfortable speed, and fast speed walking, and straight and
curved walking in patients diagnosed with chronic stroke.
Second, clinic-based rehabilitation services improved postural
balance, comfortable speed, and fast speed walking abilities in
patients diagnosed with chronic stroke. Finally, there was no
significant difference in postural balance and walking abilities,
except for straight and curved walking speeds, between the HBP
and clinic-based rehabilitation services for chronic stroke.
Nor Azlin et al studied the effectiveness of home-based carer-

assisted therapy in comparison to hospital-based therapist-
delivered therapy for community-dwelling stroke survivors.[24]

They reported that home-based carer-assisted therapy is as
effective as hospital-based therapist-delivered training in improv-
ing post-stroke functions and quality of life. Hsieh et al
investigated the treatment effects of a home-based rehabilitation
6

program compared to clinic-based rehabilitation in patients with
stroke.[25] They reported that the home- and clinical-based
rehabilitation groups had comparable benefits with regard to the
outcomes of impairment level but showed differential effects on
the outcomes of activity and participation levels. The results of
this study showed that providing HBP through coordination
exercises is both less costly andmore effective than hospital-based
rehabilitative approaches. This study did not investigate the
medical expenses paid by study participants during the study
period. However, the HBP group did not visit the hospital, so it
would have had less hospital charges than the control group. An
advantage of the HBP in this study is that all exercises are
performed in the patient’s home and are familiar to the patient.
The factors responsible for these results in tele-supervision may
include the possibility of creating an individualized program that
offers support and close follow-up in a home environment.
The central pattern generator in the spinal cord is a neural

circuit composed of inhibitory and excitable interneurons that
can perform rhythmic movements. A rhythmic limb exercise
similar to a normal gait pattern is helpful in improving gait
abilities.[26] The principle of specificity states that the effect of
motion is maximized when there is similarity of the external
structure of motion, that is, the angle of the joint, the speed of
motion of the joint, and similarity of force applied. The motion
included in the limb coordination exercise promotes the rhythmic
movement of the neural network through alternating limb
movements while keeping the head straight. It is thought that
rhythmic movement stimulates neural circuits to enhance the
mechanical coupling between trunk and leg movements, resulting
in improved trunk movement.[27] The limb coordination exercise
and ergometer, which were practiced similarly to the movements
that occur during gait pattern, are considered to have contributed
to the improvement of walking abilities. This study conducted
coordination exercises for the lower limbs as part of the HBP to
improve postural balance andwalking abilities. The results of this
study showed that HBP improved postural balance and walking
abilities.
This study examined the effects of HBP on postural balance,

walking ability, and quality of life in stroke patients. TheHBP has
positive benefits for postural balance, walking ability, and quality
of life in the same way a clinic-based rehabilitation approach
does. This study is limited in that it only examines the outcomes
of small sample sizes. This study did not establish the optimal
treatment intensity of HBP. It is important to assess the cost-
effectiveness of home-based rehabilitation in future applications.
Further studies are needed to compare treatment effects in
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patients with subacute stroke. The HBP of this study involved
coordination exercises for the upper and lower extremities. In
future studies, it will be necessary to apply an exercise that
combines coordination, resistance, and aerobic exercise to reduce
activity limitations and participation restrictions. This study also
did not measure medical expenditure or community-dwelling
activities. This will also be the content to be pursued in future
research. The HBP would be another benefit to integrate the
community-dwelling and is one of the safe exercise programs that
can be carried out through self-directed learning. The spontaneity
of a patient is very important in the rehabilitation field.
Therefore, various HBPs should be planned and carried out in
the future.
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