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Thank-you giving us the opportunity to comment on your proposal to examine the role of MRI in back pain and whether it plays a part in keeping back pain out of hospital. The Society would like to make some general comments regarding the role of MRI in the management of low back pain. 

As a Society we welcome any proposal that improves the patient journey. It has been our experience that a long waiting time for an MRI scan can play a role in the development of chronicity and associated disability. Thus overall we welcome the proposals but we also have some concerns. 

The role of MRI in the management of back pain, as you point out, is not clear. Of concern is the fact that open access from primary care to MRI scanning has been agreed before the widespread availability of MBUR6 “right time right place” guidelines from the Royal College of Radiologists has been agreed. This will make guidance for General Practitioners unclear. 
The British Pain Society considers that MRI in primary care is essential to define “red flag” pathology, such as tumour or infection, and in cauda equina syndrome, or in selected cases of radiculopathy where therare clear cut physical signs and symptoms. The decision to refer for MRI should not delay referral for specialist care. 

Of concern is the fact that MRIs of the back frequently show structural abnormalities ( 40 % of a symptomless population
) and the quality of reporting   is highly variable. Structural abnormalities shown on MRI are often poorly related to the clinical findings. Thus interpretation of the scan with respect to the clinical findings is difficult, and relies on trust and good rapport between radiologist and clinician, a situation which is becoming rarer. Patients may report that the results of an MRI scan made them feel worse as many “abnormalities” are found whereas the results are within normal limits. There is little relationship between the extent of disc abnormality and quality of life
.

 A Finnish study of monozygotic twins showed that reduced disc height and annular tears were associated with back pain frequency and intensity during the 12 months before imaging, however the sensitivity is poor, rendering the findings of little clinical value. The associations between back pain and MRI findings were reduced when genetic factors were taken into account ( 6% for disc height, 12% for annular tears) 
. Furthermore, anatomical changes on an MRI scan do not equate with pain
. 
  
A further concern is that of communication and interpretation. The Patient Liaison Committee of the British Pain Society reports many stories of people who have been made unnecessarily anxious and frightened as a result of a badly-explained MRI scan; this can lead to them being afraid to move and hence to a worsening of their back problems. There are often delays before starting a pain management programme for back pain while waiting for an MRI scan; this is contrary to the advice of published back pain management guidelines which stress early mobilisation, exercise and return to work.
 Overall our concern is that increased access to MRI scans, if not managed well, will result in increased demand on secondary services- the very opposite of what is intended. 
However, it is the experience of Society members that paradoxically,  if patients are really anxious to have an MRI and are denied one, they can become focussed on that to the exclusion of any other strategies for managing their pain. Jarvik et al. in a widely quoted study, found that MRI was no better than lumbar spine X ray in the management of simple low back pain .
  It is widely accepted that X-Ray has no place in the management of back pain, and it would appear that MRI is equally ineffective in improving management and outcomes 
, 
.  Greater patient education is needed in this area.
Adequate time for feedback on the report should be given to the patient; this would require more than the standard 10 minutes allotted for GP consultation. Primary care health professionals need to receive sufficient training to be competent in the interpretation of MRI scan results with respect to the clinical findings. We feel that the person ordering the MRI scan should also be able to interpret it.
The scan should not replace advice about pain management, graded exercise and advice to return early return to work.

MRI for back pain should only be done for reassurance in the context of a specialist consultation, perhaps even within the context of a specialist pain management consultation. The fact that MRI scans are not needed should be presented to the patient as good news. 

We are unaware of any current primary care access schemes for MRI. However, there are many examples around the UK where Extended Scope Practitioners (the majority are physiotherapists by background) order MRI scans for back pain. They receive variable training. Their services generally have a high ordering rate (20 – 24%) and we would question the value of this. There are also many ICATS services offering community based conservative treatment for back pain. Specialist pain management practitioners may also operate in the community in conjunction with a back pain triage service, and such services have been shown to reduce referral to secondary or tertiary care. Details of these services are contained within the Musculoskeletal Framework and the Care Closer to Home guide for clinicians
 , 
. 
. This area is also currently being considered as part of NICE guidelines on back pain after 6 weeks duration. We would recommend that The Innovation and Improvement Group communicates with the NICE back pain guidance group.
Thankyou once again for giving us the opportunity to express our views. We are happy to assist you if you require further information or clarification of any points.
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