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LAY ABSTRACT
National and international guidelines recommend group 
exercise programmes for patients with specific or non-
specific low back pain. This includes advice and informa-
tion tailored to the patients’ needs and capabilities in 
order to help them self-manage their back pain. Eighty-
seven patients with subacute low back pain were al-
located to a 10-week programme comprising 10 h of 
education and 20 h of physical exercise. In the interven-
tion group (42 patients), the educational part was led 
by a lay-tutor. In the control group (45 patients), the 
educational part was led by physiotherapists. Compared 
with patients in the educational sessions led by phy-
siotherapists, patients in those led by lay-tutors did not 
show more improved health and pain measurements at 
3 and 24 months follow-up after the start of the study. 
In conclusion, adding a lay-tutor to the educational ses-
sions of a back school programme for subacute low back 
pain patients did not change the outcome at short- and 
long-term follow-up.

Objective: To evaluate the effect of adding a lay-tu-
tor to the educational sessions of a back school pro-
gramme for patients with subacute low back pain.
Methods: Patients with subacute low back pain were 
randomized to a 10-week programme comprising 10 h  
education and 20 h physical exercise led by a for-
mer patient as lay-tutor, or a programme led by a 
physiotherapist. In the intervention group, former 
patients served as lay-tutors in the educational ses-
sions, teaching in conjunction with physiotherapists. 
In the control group, 2 physiotherapists led the en-
tire educational programme. Disability, back pain, 
leg pain and health status were evaluated blindly at 
3 and 24 months. 
Results: Eighty-seven patients with subacute low 
back pain referred for treatment at 6 selected phy-
siotherapy clinics were allocated to either an inter-
vention group (n = 42) or a control group (n = 45). 
No statistically significant difference was found bet-
ween the 2 groups. Both groups of patients showed 
a statistically significant improvement in health and 
pain measurements from the start of the study to the 
3- and 24-month follow-up. 
Conclusion: No short- or long-term effect was found 
of adding a lay-tutor to the educational sessions of 
a back school programme for patients with subacu-
te low back pain with regards to functional activity, 
back pain, leg pain or general health. The main limi-
tations are that the potential effect of including lay-
tutors in the educational part of a back school pro-
gramme as an intervention in itself has to be tested, 
and the programme has to be tested as a complete 
protocol. Also, no specific testing has been perfor-
med to confirm the ideal number of sessions in the 
programme.

Key words: subacute low back pain; lay-tutor; patient educa-
tion; self-care; self-management.
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National and international guidelines recommend 
group exercise programmes for patients with spe-

cific or non-specific low back pain (1, 2). This includes 
the provision of advice and information tailored to the 
patients’ needs and capabilities in order to help them 
self-manage their back pain (3).

In Denmark, back school programmes (BSP) are 
typically offered within the primary healthcare sector. 
The programmes include a combination of physical ex-
ercises and education and are usually led by healthcare 
professionals. Education, aiming to equip the patients 
with adequate knowledge and skills to better manage 
their health-related problems, is included in the most 
recent programmes (4). By increasing the patients’ 
knowledge and skills, the educational part of the back 
school aims to support a patient’s motivation to change 
their health-related behaviour and to strengthen their 
ability to self-manage their back pain (5). It has been 
proposed that the inclusion of a lay-person as a facili-
tator might increase short- and long-term self-efficacy 
and self-management among patients with chronic 
conditions (5).

http://crossmark.crossref.org/dialog/?doi=10.2340/16501977-2584&domain=pdf
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699Lay-tutors in a back school programme

Lorig et al. has explored the use of patients, who 
had experienced effective pain relief through self-
management of their own condition, as role models 
(6, 7). These studies showed that role models invited 
to educational programmes as active partners might 
encourage and motivate participants in BSPs. Other 
lay-led programmes, such as the Arthritis Self-Mana-
gement Programme (ASMP) for patients with chronic 
disease (8), support this observation. Therefore, we 
designed a programme that included lay-persons as 
tutors for patients with low back pain. To our know-
ledge, no studies have evaluated the long-term effects 
of using lay-tutors as active partners in a BSP, compa-
ring them with similar programmes led by healthcare 
professionals (5).

The aim of the present randomized controlled 
clinical trial (RCT) was to evaluate the effect of ad-
ding a lay-tutor to the educational sessions of a BSP 
for patients with subacute low back pain (SLBPP). It 
was hypothesized that patients whose education was 
facilitated by lay-tutors would be more motivated to 
stay active despite pain and to perform activities of 
daily living, thereby showing better improvement in 
functional capacity, pain and health-related outcomes 
than patients taught solely by healthcare professionals.

METHODS

Design

This RCT was conducted in collaboration with the rehabilitation 
unit “SANO”, local physiotherapy clinics, the Section of Social 
Medicine and Rehabilitation and the university rheumatology 
clinic, in order to determine effective educational and exercise 
programmes. Fig. 1 shows the patient flow through recruitment, 
intervention and follow-up. 

Back school programme

Experimental set-up. The BSP was based on self-management 
strategies, with the goal of motivating the participants to 
stay active and to change their health-related behaviour. The 
programme consisted of 2 sessions each week for a 10-week 
period, a total of 20 sessions (Table I). Once a week, the patients 
participated in a 2-h session with 1 h of education and 1 h of 
physical exercises. The other weekly session included only 1 
h of physical exercises. 

Educational part of the programme. This part consisted of 
providing information related to the condition of the patients. It 
included disease-specific information on anatomy, pain physio-
logy and ergonomics. General information included how to cope 
with back pain in everyday life and provided examples of how 
to change bad habits and develop pain-coping strategies. The 
patients were encouraged to set personal goals as an important 
component in promoting self-management.

In the intervention group, the lay-tutor was responsible 
for general information (40 min) and the physiotherapist for 
disease-specific information (20 min). In the control group, 2 
physiotherapists covered the entire lesson.

Physical exercise part of the programme. Each exercise session 
included aerobic training and exercise, focusing on strength, 
stability, coordination, balance, flexibility and relaxation. The 
sessions were group-based, but were adjusted to accommodate 
the individual patient. During each session, the participants were 
encouraged to take responsibility for their own progression 
through the programme, while the physiotherapists gave exer-
cise instruction, feedback, and acted as motivators. At the end 
of the programme, all patients had an individualized physical 
exercise plan to follow.

Prior to the study, a detailed manual was developed for both 
the educational and the physical exercise components in order 
to standardize the BSP. All lay-tutors and physiotherapists 
participated in a 2-day introductory course led by clinical 
experts in the field of low back rehabilitation. In addition, the 
physiotherapists attended a 1-day course focused on the exercise 
lessons. A Danish version of the manual is available on request 
from the corresponding author.

Intervention. The intervention represented the participation of 
the lay-tutor in the educational part of the BSP. The lay-tutors 

Table I. Procedures during a 10-week intervention programme 
including 10 sessions of education and 20 sessions of exercise

Session 
number Teacher Topic

Time, 
min

1 Lay-tutor and 1 
Physiotherapist

Welcome and introduction
30 

Lay-tutor and 1 
Physiotherapist

Motivation
30 

Physiotherapist Physical tests 60 
2 Physiotherapist Exercise programme 60 
3 Lay-tutor How to identify individual goals? 60 

Physiotherapist Exercise programme 60 
4 Physiotherapist Exercise programme 60 
5 Physiotherapist How to understand diagnosis? 60 

Lay-tutor
Physiotherapist Exercise programme: focus on specific 

muscle groups 15+45 
6 Physiotherapist Exercise programme: focus on specific 

muscle groups 60 
7 Physiotherapist Activities of daily living 20

Lay-tutor Barriers, how to manage? 40 
Physiotherapist Exercise programme: focus on different 

muscle groups and movement patterns 15+45 
8 Physiotherapist Exercise programme: focus on different 

muscle groups 60 
9 Physiotherapist Activities of daily living 20 

Lay-tutor Barriers, from where and from whom 
can I get help if needed? 40

Physiotherapist Exercise programme and how to sit 
properly 15+45 

10 Physiotherapist Exercise programme 60 
11 Physiotherapist Pain mechanisms 30 

Lay-tutor What do I do when it hurts? 30 
Physiotherapist Exercise programme and how to relax 15+45

12 Physiotherapist Exercise programme 60 
13 Lay-tutor How to cope with pain? 60 

Physiotherapist Exercise programme and how to cope 15+45 
14 Physiotherapist Exercise programme 60 
15 Physiotherapist Exercise habits 20

Lay-tutor Exercise habits 40
Physiotherapist Home exercise programme 15+45

16 Physiotherapist Exercise programme 60
17 Physiotherapist Medication 20

Lay-tutor Experiences and follow-up 40
Physiotherapist Exercise programme 60

18 Physiotherapist Exercise programme 60
19 Physiotherapist Exercise programme 60
20 Lay-tutor and 1 

Physiotherapist
Finishing up and questionnaire

60
Physiotherapist Physical tests 60

J Rehabil Med 51, 2019
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the physical component score (10). In addition, 2 sub-scores 
were used: the physical function score and general health score. 
Finally, the patients were asked to describe their back pain and 
leg pain, as current pain and the worst pain during the past 2 
weeks on a 0–10 numerical rating scale (NRS). The questionn-
aires were given to participants together with a pre-paid postage 
envelope at the beginning of the study (during the first session) 
and at 6 weeks, 3 months and 2 years after finishing the BSP. 

Randomization 

In order to ensure comparability between the groups with and 
without lay-tutors, the patients were randomly distributed. The 
allocation was handled by a secretary from a pre-ordered (third 
party) numbered list. Subsequently, the secretary contacted the 
clinic associated with the chosen programme and provided them 
with the patient’s name and telephone number. The clinic then 
informed the patient about the randomization result (control/
intervention) and practical details related to the BSP.

The randomization protocol was drafted by a third party 
based on a computer program, and it was unavailable to the 
project manager.

Statistical analysis and power calculations

A power calculation was performed based on the RMQ. The stan-
dard deviation (SD) was set to 5.9 points. The minimal clinically 
important difference estimate was 4.5 RMQ points (11). With a 
power of 80% and a 2-sided significance level of 0.05, a total of 
54 patients (27 in each group) was needed. In order to account 
for a 20% loss to follow-up, at least 65 patients needed to be 
included in the study. A total of 87 patients, referred by general 
practitioners (90%) and rheumatologists (10%), were included. 

Data were entered twice into Epidata3.2 and any divergence 
was corrected by reference to the original material. STATA®14 
software was used for statistical evaluation. The risk of a type 
1 error was set to 5%. The data were analysed according to the 
intention-to-treat principle. To compare the 2 groups, we used 
a mixed model for repeated measurements with an unstructured 
covariance matrix to test the effect on RMQ, back pain, leg pain 
and SF-36 data. In order to do this, we used the Kenward-Rogers 
approximation to obtain the degrees of freedom for the tests 
in spite of missing values (12). Examining the residuals and 
fitted values did not give any cause to doubt the assumptions 
behind the model. 

Ethical aspects

Patient information and letters of consent were set up in ac-
cordance with recommendations of the Central Denmark Re-
gion Committees on Health Research Ethics. The committee 
concluded that the project did not require review. The Danish 
Data Protection Agency approved the project (file number 
1-16-02-588-15).

RESULTS

A total of 117 patients met the inclusion criteria and 
were invited to participate in the study; 30 patients 
declined the invitation (Fig. 1). In total, 87 patients 
gave their written informed consent to participate and 
were enrolled in the study. Eighty-two patients (94%) 
completed the questionnaire at the 3-month follow-

were former back pain patients who shared their own expe-
riences and focused on how they coped with their episodes of 
low back pain. Such interventions were expected to encourage 
patients to overcome pain-related problems in daily activities, 
and allow them to cope with their pain, as measured by impro-
vement in general health. Since patients might be motivated by 
and relate more to the lay-person than to the physiotherapist, we 
expected the intervention group to improve functional capacity, 
pain and health outcomes compared with the control group. 

Lay-tutors, physiotherapists and setting

Lay-tutors. The 6 lay-tutors were recruited among former 
patients at the participating physiotherapy clinics or at the 
outpatient clinic at the university hospital. Selection criteria 
for lay-tutors were: previous back pain patient, no prior back 
surgery, employed, age range 30–60 years, positive attitude to 
life, and ability to stay active despite back pain.

Physiotherapists. Participating physiotherapists were willing to 
teach with the lay-tutors, and they had a minimum of 2 years 
of documented experience in the rehabilitation of patients with 
back problems. Furthermore, they were committed to the back 
school concept as presented in the introduction course. No lay-
tutor or physiotherapist was replaced during the study.

Setting. Six physiotherapy clinics in one of the largest cities in 
Denmark hosted 12 groups in total (2 groups each), with 6–8 
participants in each group (October 2004–April 2005). 

Physiotherapy clinics in Denmark are privately operated, but 
publicly funded. Selection criteria for inclusion of the physioth-
erapy clinics were: accessibility to facilities for education and 
physical exercise. Requisite equipment included bikes, steppers, 
trampolines, pulldown equipment, a backbench, dumbbells 
(1–8 kg), exercise balls, and facilities for educational sessions.

Patients 

Inclusion criteria. Non-specific low back pain with a current 
duration of 4–12 weeks at time of referral, age range 30–60 
years, employed or available for work, and able to participate 
in the educational sessions and answer the questionnaires at 
inclusion and during follow-up. 

Exclusion criteria. Surgery referral, previous back surgery, pro-
nounced osteoporosis, systemic chronic disease, pregnancy and 
inability to speak and understand Danish. The criteria were cho-
sen in order to recruit a relatively homogenous group of patients. 

Patients were invited to participate in the study by general 
practitioners and specialists and they received both oral and 
written information about the study. All participants accepted 
for participation in the study signed a written consent form and 
were allocated by computer-based randomization (1:1) to either 
the intervention group or the control group. 

Outcome measures 

The primary outcome measure was data from the Roland Morris 
Questionnaire (RMQ), measuring function in daily activities 
(9). The RMQ was chosen because it was developed to be used 
to evaluate functioning in patients with low back pain in the 
primary care setting and has shown to be valid in a setting like 
the one presented. The questionnaire is easy to answer, but is 
limited in the domains covered (9). The secondary outcome was 
the Short Form 36 Health Survey (SF-36) measuring general 
health using composite scores, the mental component score and 

www.medicaljournals.se/jrm
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701Lay-tutors in a back school programme

up, and 73 patients (84%) responded at the 24-month 
follow-up (Fig. 1). Similar dropouts occurred for both 
study groups with regard to age and sex.

Table II presents the baseline characteristics of the 
participants. Overall, the 2 groups were comparable 
in terms of baseline characteristics, including demo-
graphic characteristics, employment status, duration 
of pain, number of back episodes and sick leave. The 
2 groups were also comparable at baseline in terms of 
the different outcome measures, RMQ, back pain, leg 
pain and SF-36 (Table III).

With regard to the primary outcome measure, the 
RMQ scores for functional activity, the mean score at 

baseline was 10 (95% confidence interval (95% CI) 
8; 12) in the intervention group and 9 (95% CI 9; 11) 
in the control group, on a 0–24-point scale, where 0 
represented no disability. No statistically significant 
between-group effect was found over time (Table III). 
As shown in Table III, small and statistically insignifi-
cant between-group differences were found over time 
when comparing the secondary outcome measures, 
back pain, leg pain and general health (SF-36).

Participants in the 2 groups showed similar atten-
dance at the back school sessions. Out of the 20 back 
school sessions, the median number of sessions atten-
ded by participants was 17 (25th–75th percentile 15; 19) 
in the intervention group and 17 (25th–75th percentile 
14; 19) in the control group. 

Table III. Data on disability measured by Roland Morris Questionnaire, back pain, leg pain and general health (measured by Short Form 
36 Health Survey (SF-36)) for the intervention group and the control group at all measurement times. Data are described by mean and 
95% confidence intervals (95% CI). The overall between-group effects are analysed based on the intention to treat principle in a mixed 
effect model for repeated measurements with group and time as systematic factors and patients as random effects

Baseline 
Mean (95% CI)

4 weeks
Mean (95% CI)

3 months
Mean (95% CI)

2 years
Mean (95% CI)

Between-group 
effects over time 
Mean (95% CI)

Roland Morris Questionnaire Intervention group 10 (8; 12) 6 (4; 8) 6 (5; 8) 7 (5; 8) –0.2 (–2.0; 1.5)
  p-value = 0.81Control group 9 (8; 11) 7 (5; 9) 6 (4; 7) 7 (6; 8)

Current back pain Intervention group 3.9 (3.2; 4.6) 2.5 (1.7; 3.2) 2.4 (1.7; 3.2) 2.1 (1.5; 2.7) –0.5 (–1.3; 0.3)
  p-value = 0.65Control group 3.2 (2.5; 3.8) 2.7 (1.9; 3.4) 2.3 (1.7; 3.0) 1.5 (0.9; 2.2)

Worst back pain (14 days) Intervention group 5.3 (4.4; 6.1) 3.1 (4.4; 6.1) 2.9 (2.0; 3.8) 3.5 (4.6; 6.2)   0.2 (–0.9; 1.3)
  p-value = 0.74Control group 5.4 (4.6; 6.2) 3.7 (2.7; 4.6) 3.6 (2.6; 4.5) 3.8 (2.8; 4.7)

Current leg pain Intervention group 2.0 (1.3; 2.6) 1.3 (0.6; 1.9) 1.2 (0.6; 1.8) 1.0 (0.4; 1.5) –0.3 (–1.0; 0.4)
  p-value = 0.38Control group 1.6 (1.0; 2.2) 0.9 (0.3; 1.5) 0.9 (0.3; 1.5) 0.7 (0.2; 1.3)

Worst leg pain (14 days) Intervention group 3.4 (2.5; 4.3) 2.2 (1.4; 3.1) 2.2 (1.4; 3.0) 1.8 (1.0; 2.6) –0.4 (–1.4: 0.5)
  p-value=0.34Control group 3.1 (2.2; 4.0) 1.7 (0.8; 2.5) 1.5 (0.8; 2.3) 1.5 (0.7; 2.3)

SF-36 Physical Component score Intervention group 39.4 (37.0; 41.9) 45.8 (43.2; 48.5) 45.6 (42.8; 48.5) 47.1 (44.6; 49.6) –0.1 (–3.1; 2.8)
  p-value = 0.94Control group 40.5 (38.1; 42.9) 44.6 (42.1; 47.1) 45.3 (42.6; 48.0) 46.4 (44.0; 48.9)

SF-36 Mental Component score Intervention group 51.4 (48.8; 54.0) 55.7 (53.3; 58.1) 56.5 (54.0; 59.0) 55.0 (52.7; 57.2) –1.7 (–4.3; 0.9)
  p-value = 0.20Control group 50.2 (47.7; 52.7) 53.1 (50.8; 55.4) 53.2 (50.8; 55.6) 54.1 (51.9; 56.3)

SF-36 Physical Function Intervention group 71.5 (66.5; 76.6) 82.6 (77.1; 88.1) 81.3 (75.9; 86.7) 84.0 (79.8; 88.1)   0.03 (–5.6; 5.7)
  p-value = 0.99Control group 73.0 (68.1; 77.9) 78.4 (73.1; 83.7) 79.9 (74.7; 85.1) 82.9 (78.8; 87.0)

SF-36 General Health Intervention group 66.3 (60.6; 72.1) 71.6 (66.0; 77.3) 70.4 (64.3; 76.5) 70.9 (65.3; 76.5)   1.4 (–5.8; 8.6)
  p-value = 0.70Control group 68.0 (62.4; 73.5) 72.0 (66.5; 77.5) 73.0 (67.1; 78.9) 73.7 (68.1; 79.2)

Table II. Baseline characteristics of 87 patients included in the study

Variables

Intervention 
group 
(n = 42)

Control 
group
(n =45)

Sex, female, n (%) 22 (52) 24 (53)
Age, years, mean (SD) 48 (9.5) 46 (8.6)
Body mass index, kg/m2, mean (SD) 25 (3.7) 25 (3.9)
Married/living with partner, n (%) 38 (90) 33 (73)
Children living at home, n (%) 19 (45) 22 (49)
Employment status, n (%)
  Specialist worker, unskilled 1 (2) 2 (7)
  Skilled 3 (7) 2 (4)
  White-collar/public servant 25 (60) 31 (69)
  Self-employed 4 (10) 3 (7)
  Other 9 (21) 3 (13)
Duration of actual episode of low back pain, n (%)
  4–12 weeks 42 (100) 42 (93)
  13–24 weeks 0 2 (5)
  > 24 weeks 0 1 (2)
Previous episodes of low back pain in the past 12 
months, n (%) 29 (69) 27 (60)

SD: standard deviation.

Fig. 1. Recruitment and participation in the study.
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n = 3 
Reason: did not 
answer the third 
guestionnaire 

Analysed 
n = 37 
24 months follow-up 

Lost to follow-up 
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DISCUSSION

This RCT aimed to evaluate the long-term effect of 
adding lay-tutors to the educational sessions of a BSP 
for SLBPP treated in a primary care setting. Participa-
tion of former back pain patients as lay-tutors in a BSP 
was expected to inspire SLBPP to change their health-
related behaviour, thereby improving their physical 
function and health status. However, this turned out 
not to be the case; no differences were found regarding 
any of the outcomes between the 2 groups. 

The current study was planned and conducted more 
than 10 years ago, but is still a highly relevant concept 
used in Denmark and other Western countries. At the 
time the study was initiated, the treatment of patients 
with low back pain changed to a more individuali-
zed concept. However, the back school concept has 
now been reintroduced in the Danish primary sector, 
focusing on education and individualized exercise. 
This study brings knowledge to the discussion about 
whether lay-tutors should be included in BSPs (1). 

Poquet et al. (13) have stated that the back school 
concept is not efficient for patients with acute and 
subacute back pain, in contrast to Sahin et al., who, 
among patients with chronic low back pain, found an 
effect of adding the back school concept to exercise 
and physical treatment (14). This might be the case if 
the programme focused on group-based programmes, 
but differentiated programmes may be more effective. 
This study showed that patients had better outcomes in 
long-term follow-up; however, the introduction of lay-
tutors to the educational part of the whole programme 
was ineffective. 

Whether lay-tutor programmes, by themselves, 
might have the same effect as the combination of 
education and exercise in the same programme has to 
be tested in another setting. 

The BSP was planned in collaboration with expe-
rienced physiotherapists and occupational therapists 
working in programmes including self-management 
strategies for patients with low back pain (Table 
I). These programmes were based on the theory of 
Bandura (15, 16), and are well described in a compre-
hensive manual. The protocol comprised a structured 
programme and theoretical information, as well as 
schedules for each exercise session. The manual was 
used in the training period by both physiotherapists 
and lay-tutors to ensure consistent knowledge 
and guidance. As we explored the effect of adding 
a lay-tutor to the BSP it was developed by clinicians 
for this specific project; therefore, we did not evaluate 
the effect of each of the learning sessions. This should 
be done if the protocol is used in future projects. The 

manual was written in Danish, due to the Danish set-
ting of the study. 

Previous studies, including lay-led programmes on 
coping and self-help strategies in handling chronic 
low back pain in everyday life, describe changes in 
coping strategies (5). The current study evaluated to 
what extent the participation of a lay-tutor affected 
long-term functional outcome and general health sta-
tus, but did not evaluate the effect of the participation 
of a lay-tutor on individual competencies to handle 
daily activities despite back pain. This focus could be 
included as an outcome in future projects. In addition, 
including the lay-tutor in the educational programme 
and in the assessment of the patient’s ability to cope 
is also recommended (17). 

Methodological considerations
The RMQ was used as the primary outcome. Mean 
RMQ was 10 out of 24, and the pain score was 4 out of 
10, which was in accordance with other subacute low 
back pain populations treated in primary care (9), but 
compared with studies evaluating programmes inclu-
ding chronic back pain patients the score is relatively 
low (18). As minimal clinical important change in the 
RMQ score we used 4.2, which is higher than recom-
mended by Roland (9). It is stated that a change of 1–2 
points in a setting such as the one presented might be 
relevant. The relative change could have been used as 
an outcome, but it is seldom used in back pain studies 
and it was not chosen as an outcome in this study.

Strengths
To strengthen the generalizability of the study, patients 
were recruited from general practice and in an outpa-
tient clinic at the university hospital. This strengthened 
the recruitment of patients and the external validity of 
the findings.

The patients fulfilled the inclusion criteria, repre-
senting a group of patients with subacute low back 
pain, of which two-thirds reported previous episodes 
of back pain. The mean age was 47 years, and they 
were employed, two-thirds as white collar or public 
servants. This group of patients were representative of 
the patients seen in a private physiotherapy clinic. They 
did not represent the group of patients with chronic low 
back who are usually the focus of the interventions 
described in this study. The eventual effect of including 
lay-tutors in the programme including chronic patients 
should be tested if it is planned for lay-tutors to be part 
of these programmes. 

The high compliance with the interventions was 
considered another strength of the study, indicating that 
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concept is not tested in this setting. If the dose response 
relation is an issue a dose response study will be needed.

Clinical implications and implications for future 
research
The aim of this study was to specifically evaluate the 
effect of adding lay-tutors to the educational sessions 
of a BSP for patients with low back pain. Therefore, an 
RCT design was used, which was considered to be op-
timal for comparing the effectiveness of 2 interventions. 
The programme included both educational and exercise 
sessions for all patients. All patients participated in an 
individually adjusted exercise programme in accordance 
with the protocol. The study focused on the potential 
effect of using a lay-person as 1 of 2 teachers in the 
educational sessions. It did not focus on the potential 
positive effect of the individualized guidance by the 
physiotherapist during the exercise programme. Opti-
mally, an extra control group that did not receive any 
of the elements of the back school intervention could 
have been included; this was not considered as an op-
tion while information is known to be the foundation of 
guidance for back pain patients. Another option, which 
is recommended for further investigations, would be to 
focus on change in coping strategies.

Conclusion
No short- or long-term effects were found of adding 
a lay-tutor to the educational sessions of a BSP for 
patients with subacute low back pain, with regards 
to functional activity, back pain, leg pain or general 
health. The main limitations of this study are that: the 
potential effect of including lay-tutors in the educa-
tional part of a BSP as an intervention in itself has not 
been tested; the programme as a whole protocol should 
be tested; and no specific testing was done to secure 
the ideal number of sessions in the programme. These 
issues should be addressed in another setting.
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