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Health Technology Review
Factors Influencing Travel for Locally Available Medical Imaging Services
Travelling for medical imaging services that are available locally — often referred to as hospital bypass — is influenced by patient-, provider-, and health system–level considerations. This report integrates evidence from the literature with the perspectives of patients, caregivers, hospital administrators, and health care providers to contextualize our understanding of the factors that contribute to the bypass of rural or remote medical imaging sites in Canada. Understanding these factors can inform strategies that strengthen imaging services and promote equitable access across geographic regions.
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Key Messages

What Is the Issue?
Access to health services in rural and remote communities is essential to the well-being of the populations living in these communities. Medical imaging is a key component of health care, as it informs clinical diagnoses, treatment, and the monitoring of therapeutic responses.
Although many rural and remote health care centres offer imaging services, some individuals travel to larger urban centres for exams. Canada’s Drug Agency (CDA-AMC) was asked to explore why people living in rural or remote areas travel to urban centres for medical imaging exams that are also available closer to home.
What Did We Do?
To understand why some patients in Canada travel for medical imaging, we used a mixed-evidence approach, combining a targeted literature review with input from those closest to the issue: patients, caregivers, health care professionals, and administrators involved in delivering imaging services. This report aims to:
	understand the perceptions and experiences that shape decisions about where to seek care

	explore the provider and system factors that lead patients to obtain care at a facility other than the closest option

	inform approaches to more equitable access to imaging across rural, remote, and urban settings.


What Did We Find?
Decisions to travel for care may be shaped by factors at the patient, provider, and system levels. Our analysis identified 5 main themes that may influence travel for medical imaging that is also available locally:
	Accessibility and system capacity: Shorter wait times, access to advanced technologies, and perceived differences in image quality can influence where people receive care.

	Clinical requirements and service offerings: Referral decisions may depend on access to specialists, the range of services offered, and the complexity of a patient’s condition.

	Provider preferences and referral pathways: Awareness of available services and established referral practices contribute to travelling for care.

	Convenience and perceived quality: Perceptions about differences in quality of care between rural or remote and urban centres can contribute to travel for medical imaging.

	Patient circumstances and equity considerations: Past experiences and individual circumstances can also lead to travel for medical imaging. Equity-deserving groups may experience additional considerations, such as the need for culturally appropriate care.


What Does This Mean?
Patient travel for medical imaging reflects the complexity of how services are organized, accessed, and navigated across health systems. Key implications of travelling for medical imaging include the following:
	Service distribution across rural, remote, and urban settings shapes demand patterns and patient flow.

	Differences in capacity, referral processes, and service availability can influence where imaging is received, with potential effects on wait times.

	Opportunities to better align referral practices with available local capacity exist, potentially enabling more consistent and predictable care pathways.

	Variation in access to information and system navigation support has equity implications for different populations.
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Abbreviations
CDA-AMC

Canada’s Drug Agency


CMII

Canadian Medical Imaging Inventory


MRT

medical radiation technologist


PCP

primary care provider
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Context
Access to health services in rural and remote communities is essential to the well-being of the populations living in these communities, and ensuring services remain available and sustainable is a priority for health systems across Canada.1,2 Access to medical imaging is a key consideration, as imaging informs clinical diagnoses, treatment, and the monitoring of therapeutic responses.3 Although many rural and remote health care centres offer imaging services,4 a proportion of individuals continue to travel to larger urban centres for exams.5 Travelling to a site other than the closest one available for care is commonly referred to as hospital bypass.6,7 Rural or remote hospital bypass can impact the long-term sustainability of these sites. For example, bypass can increase wait times and lead to overcrowding at urban sites, which can impact patient outcomes and may contribute to the reduction of local services if anticipated demand is not met.7-11
When comparable services are available at both local and nonlocal sites, bypass is considered avoidable,1,5,8 while travelling for specialized care that is not available locally may be unavoidable.5,8 This report focuses on the implications of and potential solutions to avoidable bypass for medical imaging, while also describing examples of unavoidable bypass from the literature and engagement sessions with interested parties. In practice, many cases fall on a spectrum, and these classifications are indicative rather than definitive.
Bypass rates tend to be lower for emergencies than they are for elective or outpatient procedures,6,11-13 and individuals living in rural or remote areas are more likely to bypass than those in urban areas.13-15 Although hospital bypass has been studied in some clinical contexts, little is known about bypassing for medical imaging specifically.16 Available data suggest that travel patterns vary by imaging modality, with the longest travel times observed for CT and the shortest for ultrasound.16
Anecdotal evidence suggests that patients in Canada do not always obtain imaging at the closest available facility, and a range of patient-, provider-, and system-level factors may influence where individuals seek care. Understanding these factors in the Canadian context is key to informing health system planning and service delivery.5,16-18
This report is intended to support system learning and improvement opportunities, rather than attribute responsibility for where care is accessed. This report recognizes that accessing imaging outside one’s community can be appropriate in many instances. The factors that contribute to bypass represent potential opportunities to enhance rural or remote services, helping ensure they remain sustainable, high-quality, and responsive to the needs and preferences of the communities they serve.
Objectives
This report examines patient-, provider-, and system-level factors that influence where medical imaging services are accessed when they are available at both a rural or remote site and an urban centre. The findings presented in this report aim to support equitable, patient-centred access to medical imaging across geographic regions. This report offers insight into rural and remote hospital bypass for medical imaging in Canada by:
	describing patient-level factors and considerations that influence the use of urban imaging facilities by people living in rural and remote communities when local services are also available

	describing system- and provider-level factors that influence the patterns of medical imaging use across geographic regions.


Methods
This report synthesizes evidence from the literature with independent input from a primary care provider (PCP), medical radiation technologists (MRTs), radiologists, hospital administrators, and people with lived experience travelling for care (i.e., patients and caregivers). The term primary care provider was used to capture the various health care professionals who may be involved in delivering primary care (i.e., family physicians, emergency physicians, and nurse practitioners). Findings are presented through a narrative summary to identify recurring drivers and areas of convergence. This multifaceted approach aims to capture experiential insights from patients and providers that may not be fully represented in the available literature to produce a comprehensive, evidence-informed report.
Literature Review Methods
A literature review was conducted on the topic of why people travel for care (and medical imaging) that is also available locally. An information specialist prescreened results for relevance, and 1 author screened results to select literature based on predetermined inclusion and exclusion criteria. Refer to Appendix 1 for the full literature search strategy and article inclusion and exclusion criteria.
Engagement Methods
To contextualize the factors contributing to bypass for medical imaging reported in the literature, we invited health care providers and people with lived experience to engage with us and share their perspectives on the issue. We offered virtual engagement sessions, individual consultations, or written responses to all who expressed interest. We held two 1.5-hour focus group sessions with patients and caregivers. Administrators and health care providers chose to provide written responses. The questions used to solicit input were tailored to the perspectives of each group of respondents. The full set of questions and summaries describing the engagement sessions are available in Appendix 1 (Patient and Caregiver Engagement Summary, Provider and Hospital Administrator Engagement Summary).
Individuals who have experience with travelling for medical imaging and who work or live in rural or remote regions were identified through the Canada’s Drug Agency (CDA-AMC) patient and provider network. The perspectives of 1 patient and 1 provider in urban areas were also included to reflect the bidirectional nature of bypass, and to capture the experience of providers who receive referrals from rural and remote sites. Overall, respondents included:
	5 individuals with lived experience

	3 MRTs

	2 hospital administrators

	2 radiologists

	1 PCP.


Results
Summary of Factors Contributing to Rural and Remote Bypass
	Five themes driving rural and remote hospital bypass were identified: Accessibility and system capacity, clinical requirements and service offerings, provider preferences and referral pathways, convenience and perceived quality, and patient circumstances and equity considerations.

	Bypass can either be avoidable or unavoidable. Unavoidable bypass is driven by structural gaps (e.g., lack of advanced imaging or specialty care), while avoidable bypass arises from factors that are potentially more modifiable through system improvements (e.g., wait times, referral practices, coordination, and perceptions of quality).

	System capacity and access barriers are drivers of bypass. Differences in wait times, limited availability of advanced technologies (e.g., MRI and CT), and challenges accessing imaging results may lead patients and providers to prefer urban centres for medical imaging.

	Clinical needs and service availability often necessitate bypass. Availability of specialized services, workforce capacity, coordinating multiple appointments, and management of complex conditions may drive travel to urban centres.

	Provider preferences and referral processes contribute to avoidable bypass. Established referral habits, limited coordination, limited awareness of local services, and reliance on informal networks can direct patients to urban centres, even when local options exist.

	Perceptions, convenience, and equity shape patient decisions. Preferences for larger hospitals, perceived quality differences, continuity with trusted providers, travel considerations, and social factors (e.g., income, caregiver support, cultural safety) contribute to inequitable bypass patterns. Individuals with higher incomes or more supports available may be better positioned to choose where they receive care.



Results are presented by theme, integrating findings from the literature with what we heard when engaging with patients and providers (where available). Two factors — differences in image quality (real or perceived) and access to results — were identified through engagement with patients and providers only and were not identified in the reviewed literature. For reporting purposes, MRTs, hospital administrators, PCPs, and radiologists are collectively referred to as “providers.” A summary of all identified factors that contribute to hospital bypass for medical imaging, organized by theme, is provided in Appendix 1.
The 5 major themes that arose during the literature review and engagement sessions were:
	accessibility and system capacity

	clinical requirements and service offerings

	provider preferences and referral pathways

	convenience and perceived quality

	patient circumstances and equity considerations.


Figure 1 outlines the range of factors that may influence bypass, categorized at the system, provider, and patient levels.
A distinction is made between unavoidable bypass (driven by structural service gaps where rural or remote sites cannot provide required services), and avoidable bypass (where services are technically available locally but patients receive care elsewhere).19,20 This distinction has equity implications, as the burden of both avoidable and unavoidable bypass is not shared equally across all patient groups. First Nations, Inuit, and Métis Peoples, racialized communities, newcomers to Canada, and individuals with limited proficiency in English or French may face greater barriers related to travel, cost, access to information, or trust in local services.19,20
Figure 1: System-, Provider-, and Patient-Level Factors Contributing to Rural or Remote Bypass for Medical Imaging Services
[image: Figure illustrating the overlapping and specific factors for system-, provider-, and patient-level considerations. Factors include awareness of available services (system, provider, and patient), repeat or recurring exams (patient), wait time differences (system, provider, and patient), access to other urban services (patient), referral pathways (system and provider), travel considerations (patient), past experiences and trust (patient), access to advanced technologies (system), provider preferences (provider), equity considerations (patient), hospital size and reputation (patient), differences in image quality (system and provider), age and caregiver support (patient), coordinating appointments (patient), range of services offered (system, provider, and patient), continuity of care (patient), clinical complexity (provider and patient), recommendations and online rating (patient), access to results (provider and patient), and access to specialized care (patients).]

Accessibility and System Capacity
Wait Time Differences
The literature suggests wait times as a primary driver of travel for medical imaging, influencing both patient choice5,6,21,22 and providers’ referral patterns.23 One study noted that rural and remote regions that were served by itinerant sonographers for 1 to 2 days per month reported longer wait times, leading some residents to seek care elsewhere.5 Patients may also be more likely to choose clinics offering online self-scheduling tools, and may be willing to travel further for earlier appointments.24
During our engagement sessions, both patients and providers suggested that wait time comparisons can work in both directions: urban residents may travel to rural sites when rural capacity is available, and rural residents may travel to urban centres when wait times are shorter.
Providers noted that referrals to urban centres are sometimes made specifically because no timely, local option exists for a particular exam. In provinces with centralized intake systems, referrals are triaged based on patient willingness to travel and the shortest available wait time for an exam. Bypass driven by wait time differences may be avoidable, as disparities can shift in both directions depending on local capacity.
“The right test, for the right person, at the right time.” — Patient participant

Access to Advanced Technologies
Access to advanced technologies influences both patient decisions on where to access care and provider referral patterns.22 Canadian Medical Imaging Inventory (CMII) data confirm that, overall, urban regions have a higher percentage of MRI units with stronger field strengths and CT units with higher slice counts than rural or remote regions. In urban areas, 21% of CT units have a slice count of 256 or higher, and 20% of MRI units have a field strength of 3 T. Conversely, in rural or remote regions, 11% of CT units have a slice count of 256 or higher, and there are no MRI units with a field strength of 3 T.25,26 Refer to Appendix 1 for total CT and MRI unit counts by region.
Providers noted that bypass occurs most commonly for CT and MRI but also occurs for X-ray and ultrasound. Providers also indicated that referrals for both specialized and routine nuclear medicine exams are typically directed to tertiary urban centres due to the availability of equipment and materials (such as radioisotope availability), highlighting an imaging access and equity consideration for people living in rural and remote areas.
Some studies report that adding services or technologies to rural or remote sites may have a modest effect on patient and provider decision-making, where preferences may already be entrenched.12,27,28 The providers we engaged with cautioned that investment in equipment alone, without accompanying efforts to build awareness and confidence in local services, may not produce anticipated changes in use patterns. Bypass related to the absence of advanced imaging equipment is largely unavoidable, reflecting structural service gaps.
Differences in Image Quality (Real or Perceived)
The patients we engaged with expressed a preference for sites with newer equipment or higher perceived imaging capability, in part to reduce the likelihood of needing to repeat exams. Providers we engaged with noted that imaging is sometimes repeated when patients are referred from rural to urban sites, particularly where there is no established relationship between referring and receiving radiologists or where reporting standards differ.
Distinguishing between genuine and perceived differences in image quality can help clarify where real differences exist. Providers noted that they have observed some patients may assume imaging quality is superior at large tertiary centres, even when rural equipment and reporting standards are equivalent. Bypass driven by perceived rather than actual differences in image quality may be avoidable.
Access to Results
The patients we engaged with noted that larger urban sites may offer streamlined access to imaging results, including previous exam history. Different systems used between urban and rural or remote sites are often not interoperable, meaning results do not transfer between sites. Providers reiterated this, noting that results obtained at an urban centre can be accessed directly by in-house specialists — a practical advantage we heard that some patients value — and that rural sites cannot easily replicate this without investment in shared information infrastructure.
We also heard that challenges in timely access to imaging results, including between sites, can reinforce perceptions that urban centres offer better care, even when image quality is comparable and may contribute to unnecessary repeat imaging. Bypass driven by noninteroperable results systems may be avoidable.
Clinical Requirements and Service Offerings
Access to Specialized Care
The literature suggests that sites without specialized care are more frequently bypassed, even when patients are not seeking specialized services.29 Patients may also be more likely to choose sites where images are interpreted by specialized radiologists,24 and some may prefer consultations with specialists for a wide range of conditions.18
In our engagement activities, patients and providers noted that travel is sometimes required for specialized care not offered at rural or remote sites, indicating that some bypass may be unavoidable. Providers noted that, in some instances, technicians are not available for specialized exams and patients must be transferred to urban centres for exams that could otherwise be offered at rural or remote sites. Bypass attributed to workforce challenges, rather than service limitations, is not necessarily based on patient or provider choice and therefore may be unavoidable.
Providers observed that specialists at urban centres can also typically expedite imaging requests at centres they are affiliated with, whereas PCPs at rural or remote centres may need to send referrals to multiple sites, which can create logistical delays that they feel may discourage local access.
Coordinating Multiple Appointments
Both the literature and the patients we engaged with noted a preference for centres offering comprehensive health services or strong affiliations with other sites to support coordinated appointments and follow-up care.30,31 Patients noted the ability to combine an imaging exam with a specialist consultation on the same day as an advantage of urban centres, particularly given the distances that may be involved in travelling for care. Providers confirmed that specialist consultations are typically coordinated at urban sites to immediately follow imaging, a level of coordination that is harder to achieve in rural and remote settings. Bypass driven by the need to combine imaging with specialist consultation or other follow-up care may be largely unavoidable.
“I would rather get up at 2 a.m. and have a long travel day knowing that I’ll get the care I need than navigate multiple appointments at my local centre.” — Patient participant

Range of Services Offered
The literature suggests that hospitals that do not offer a broad range of services are more likely to be bypassed, even when patients are not seeking those specific services.6 Sites without supports such as mental health care, pediatric services, or specialized care may be bypassed as patients seek care at urban centres for more comprehensive follow-up.11,32 Informed patients may also request certain services that are only available in urban centres.11,33
Providers we engaged with suggested that referral decisions for imaging are sometimes guided by the anticipated need for interventions available at larger urban centres. They also noted that some small or medium-sized sites indicate that they cannot handle certain imaging requests and referrals must be rerouted to urban centres. Patients noted that access to a broader range of services is sometimes a deliberate consideration when planning care, particularly for individuals managing complex or ongoing conditions who anticipate needing follow-up beyond imaging alone. Bypass driven by the anticipated need for services beyond imaging may be largely unavoidable.
Clinical Complexity
The literature suggests that individuals with multiple chronic or complex conditions are more likely to bypass rural or remote hospitals11,27,31,34-36 and are more likely to perceive local sites as less equipped to manage their needs.29,36 Patients and providers we engaged with noted that while certain imaging modalities are available at some rural centres, they may not offer specialized exams (e.g., cardiac MRI). Providers also emphasized that patients who need imaging for some complex conditions are directed to urban centres when rural and remote sites may be unable to perform specialized or time-sensitive imaging. Bypass among patients with complex or chronic conditions may be unavoidable, particularly when rural sites cannot provide the full range of imaging or follow-up care required.
Referral Pathways and Provider Preferences
Referral Pathways
The literature suggests that patients often rely on health care providers to guide referral decisions and are more likely to choose clinics recommended by their PCP.11,24 Physicians may draw on past experiences, established connections, and familiarity with local systems when determining where to send referrals.14,32,33 However, referral pathways are not always well coordinated, which can lead to reduced system efficiency and increased travel for patients.37,38
The referring providers we engaged with noted that referral processes follow regional care plans unless specialist attention is required, and that urban referrals are sometimes necessary based on capacity for certain exams or clinical expertise. In the absence of provincial central intake systems for imaging requests, both patients and providers described how referrals from all geographic regions are often sent to multiple sites simultaneously to obtain the shortest wait time. Patients noted that they may need to contact several sites to find an appointment themselves. We heard from both patients and providers that unused referrals often go uncancelled and can contribute to no-shows, obscuring the true demand for imaging services. Bypass resulting from fragmented referral pathways may be avoidable.
“In some cases, referrals are sent to up to 8 sites to find one that can offer the necessary exam in the shortest possible time.” — Provider participant

Provider Preferences
The literature suggests that some referring providers consider site affiliations, previous experiences, established protocols, and patient preferences when deciding where to send referrals.33 The providers we engaged with noted a preference for sites where they have relationships with radiologists, as this can support timely reporting that meets expected quality and format standards. Provider referral habits may entrench bypass patterns that reflect relationship networks and institutional familiarity rather than proximity of appropriate care.
The patients and providers we engaged with suggested that individuals who are more experienced in navigating the health care systems may be better equipped to request alternate pathways or ask questions about referral options. In contrast, those who are less familiar with the health care systems may follow provider recommendations without knowing that alternatives exist. The patients most influenced by provider preferences may be least able to question or redirect a referral. Bypass driven by referral habits and familiarity rather than clinical need may be avoidable.
“If I had more information, I may have requested my child’s imaging exam was done at a pediatric centre, but I just went where I was told in the moment.” — Caregiver participant

Awareness of Available Services
According to the literature, in some cases, providers are unaware of the availability of local medical imaging services and send referrals to urban centres by default.11,23,33 The providers we engaged with noted that frequent staff turnover can result in some referrers being unaware of rural or remote clinics with the same imaging capabilities as tertiary urban centres (including nuclear medicine exams). Bypass resulting from incomplete provider knowledge of local imaging capabilities may be avoidable.
“A significant reason for travel that I have encountered is that the referring physicians are not aware that the requested imaging is available locally.” — Clinician participant

Convenience and Perceived Quality
Hospital Size and Reputation
The literature suggests that bypass decreases as hospital size increases,6,12,29 and low-volume hospitals tend to be bypassed even when they offer the desired services.9,10,12,31,32 Sites with fewer full-time staff,39 lower PCP density,29 and lower nurse-to-patient ratios32 are reportedly more likely to be bypassed. Some rural or remote residents may perceive care to be better in large urban centres,11,22,27,33 and some providers we engaged with observed that some patients assume imaging quality is higher at larger tertiary centres. Bypass driven by perceptions of quality rather than actual differences may be avoidable.
Recommendations and Online Ratings
According to the literature, the experiences of friends or family can influence where patients choose to seek care,40 and sites with fewer patient recommendations tend to be bypassed more often.32,39 Hospital appearance can also impact perceptions of care quality.11 Online ratings of both hospitals and physicians have been shown to influence patient satisfaction and decisions on where to seek care.15,24,40,41 Bypass influenced by reputation or appearance may be avoidable.
Continuity of Care
The literature shows that patients may accept longer travel times to access care at sites where they have developed relationships with trusted PCPs or specialists and continue visiting that site, even for routine follow-ups that could be completed locally.11,40,41
Patients we engaged with noted that they are willing to travel to urban centres for both specialty and routine appointments for continuity with care teams that are familiar with their condition and medical history. Patients also noted that accessing care across multiple centres creates anxiety, as they often must re-explain their clinical histories to new care teams. Bypass driven by need or preference for continuity with specialists managing complex conditions is context dependent and may be either avoidable or unavoidable.
“Having to re-explain my clinical history multiple times to new care teams adds to the anxiety I already have when navigating health care.” — Patient participant

Access to Other Urban Services
The literature suggests that accessing care in urban centres provides rural or remote residents the opportunity to combine medical appointments with visits to family, leisure, shopping, or other activities not available locally.5,11,40 Providers we engaged with shared similar observations, and patients acknowledged it as a practical way to offset the burden of travel distances when an urban trip is already necessary. Bypass that allows patients to combine medical and nonmedical activities reflects the broader burden of rural or remote travel rather than a gap in local service quality and is not easily classified as avoidable or unavoidable.
Patient Circumstances and Equity Considerations
Repeat or Recurring Exams
The literature suggests that individuals who require frequent or recurring imaging exams may seek shorter travel times to reduce costs associated with travel when accessing care.24 Providers we engaged with noted that patients with chronic conditions (e.g., oncologic or cardiologic) may benefit from local imaging services due to the cumulative travel burden of multiple follow-up exams. Patients noted that repeat travel for imaging exams can result in missed work, caregiver strain, increased personal cost (when not publicly covered), and delays due to logistical barriers. For patients requiring frequent imaging, the cumulative burden of repeated travel to urban centres may represent avoidable bypass when comparable local services exist.
Age and Caregiver Support
The literature suggests that patients aged 50 or older are less likely to bypass local rural centres than those aged 18 to 34.11,27,29 One study showed that those aged 80 years or older with lower incomes are more likely to use their closest facility for mammography exams.17 Patients of all ages with a spouse or caregiver were reported to be more likely to bypass their nearest site as caregiver support enables travel that would otherwise not be feasible.29,35 Providers we engaged with suggested that patients without a willing caregiver are more likely to decline urban referrals when long travel times are involved, and that irregular appointment times increase reliance on caregivers for those who do travel. Bypass patterns related to age and caregiver availability are complex and are not easily categorized as avoidable or unavoidable.
Past Experiences and Trust
The literature suggests that patients who become dissatisfied with their treatment tend to change physicians and are willing to accept longer travel distances to access care that meets their expectations.11,15,29,32,40,41 Patients and providers we engaged with also suggested that previous negative experiences at a local hospital — such as a missed or late diagnosis — may result in an enduring loss of trust that can persist even after changes such as staff turnover, equipment upgrades, or quality improvements.40,41 Bypass driven by past negative experiences at local sites is difficult to categorize as avoidable or unavoidable, as trust may not be easily restored once lost.
Travel Considerations
According to the literature, individuals living in rural or remote regions that are geographically closer to the first available urban hospital are more likely to bypass their local centre than those further away.6,29,31,34 Barriers including fear of travel, isolation from family, lack of financial means,6 and suboptimal travel conditions5 can prevent some patients from seeking care outside of their communities. Also, some patients are reportedly more likely to choose a clinic with abundant parking.24
The literature suggests that those with a willing caregiver and the financial means are more likely to travel to urban centres when comparable services are offered elsewhere.29,35 Patients we engaged with noted that inclement weather can make travel from rural or remote regions difficult. Providers we engaged with also noted that patients with limited transportation or lower incomes may be more likely to decline urban referrals and may not complete imaging exams that are not offered locally. When travel barriers lead patients to forgo imaging altogether, this represents a gap in access rather than avoidable or unavoidable bypass.
Equity Considerations
Travel burden can disproportionately affect Indigenous populations living outside of major urban centres. In 1 study, Indigenous women in the US experienced travel times 2 to 3 times longer than women in other ethnic groups, and those living on reservations had a 132% higher likelihood of bypassing their nearest health care centre.14 In Canada, many remote and northern communities have predominantly First Nations, Inuit, and Métis populations, and these populations may consider the availability of culturally appropriate and safe care when deciding where to access health services.5,14 Another study reported that other diverse populations may elect to access care at large urban centres due to the perceived risk of racial discrimination or negative past experiences at smaller rural or remote sites.14
Providers we engaged with noted that patients from rural or remote communities are generally accustomed to travelling long distances for care, especially for specialized imaging. For those living in remote and northern communities, travelling for care can involve complex travel arrangements, cultural and social displacement, and limited access to services in their spoken languages. In Nunavut and the Northwest Territories, the absence of fixed MRI units (as of 2022–2023)4 means patients must travel out of territory for these exams, making bypass unavoidable.
Newcomers to Canada and individuals with limited English or French proficiency may face additional barriers — such as a lack of interpretation services or unfamiliarity with the health systems in Canada — which may further limit access to local imaging services.42,43 Also, as providers we engaged with noted, patients with fewer resources are more likely to forgo imaging exams that are not offered locally.
Taken together, these findings suggest that bypass behaviour for medical imaging in Canada is not random and may be impacted by broader structural inequities. Individuals with greater resources and flexibility (such as higher incomes and access to private transportation) are better positioned to exercise choice about where they receive care. In contrast, individuals with fewer resources may be more likely to rely on local options, delay care, or forgo imaging altogether.42,43
“In the Territories, travel is often not a matter of choice, but a necessity.”— Administrator participant

Limitations
The information presented in this report is not a formal systematic review, and a quality appraisal of included studies was not undertaken. The evidence should therefore be interpreted as illustrative and suggestive, rather than comprehensive and definitive. Although a structured search was conducted, the body of evidence identified focused on a variety of conditions and procedures across multiple countries, and as such, may not always be applicable to the Canadian environment.
Available literature commonly focused on hospital bypass in the US, where decisions to travel for care are also influenced by insurance payer preferences.44 Studies also vary in their definition of rural hospital bypass (i.e., bypassing a certain centre or a predefined region), and did not always verify if the nearest available hospital provided the service in question.22 Most available literature also focused on a single treatment or clinical condition, and no literature was identified specifically on bypassing medical imaging services in Canada. These inconsistencies limit comparability and generalizability and may introduce uncertainty when applying findings to the bypass of medical imaging services in Canada.
The qualitative engagement findings were based on a sample of 13 patient, provider, and administrator perspectives. While these perspectives provide valuable contextual insight, they are limited to those who participated in the engagement activities and may not represent the diverse viewpoints of all who are affected by travelling for medical imaging. Participants were recruited through existing networks and may represent individuals who are more engaged, informed, or experienced in navigating the health system. Therefore, the perspectives of individuals who face the greatest barriers to accessing care may be underrepresented. Also, patients and caregivers participated in group discussions that enabled a deeper exploration of perspectives, while providers elected to respond to questions via email, limiting the depth of information collected. These differences may influence the comparability of perspectives presented in this report.
The quantitative insights related to imaging capacity (i.e., estimations of MRI and CT unit strengths) are based on self-reported data on unit specifications and rural and remote or urban status from the CMII as of 2023.25,26 Participation in the survey is voluntary and coverage is incomplete, so estimates may not fully represent all imaging units within each jurisdiction.
Decisions about where to access medical imaging services are complex, multifaceted, and context dependent. Therefore, it is not always possible to identify the determining factors that contribute to bypass of medical imaging services in Canada, especially at the patient or site levels. As such, the findings presented in this report should be interpreted as descriptions of common patterns and drivers, rather than definitive causal relationships.
Implications for Decision-Making
The findings in this report indicate that bypass of rural and remote medical imaging services in Canada is influenced by a mix of system-level factors, provider practices, and patient preferences. While patient choice exists, decisions to travel for care are largely influenced by structures within the health care systems, such as service availability, awareness of local services, and referral management.
Differences in wait times, referral pathways, and awareness of local service capacity can influence access patterns, while patient preferences related to perceived quality, continuity of care, and convenience also play an important role. Across these dimensions, there are equity considerations: individuals with greater resources and flexibility are often better positioned to access care beyond their local communities, whereas those facing structural or personal constraints may be more likely to rely on local services, delay care, or forgo imaging altogether.
Rural or remote hospital bypass has implications for local service delivery, the sustainability of smaller hospitals, and patient outcomes.6,13,17 Strengthening medical imaging in rural and remote regions can support the appropriate use of local services and may contribute to more equitable imaging access across Canada.29,31 Based on the literature we reviewed and perspectives of patients and providers we engaged with, considerations to improve access at rural or remote imaging centres and potentially reduce avoidable bypass may include the following.
Improving Referral Pathways
	Referral decisions may be influenced by provider preferences and existing relationships, rather than timely access and availability of local services.

	Improving consistency, transparency, and communication at the point of referral can support appropriate site selection to help ensure local options are considered (when available).11,16,21,24,33,45

	Strengthened coordination between referring physicians, radiologists, and administrators may streamline and standardize care pathways.14,22,31,45

	Incorporating culturally appropriate and equitable care may help reduce avoidable bypass for diverse populations.14


Implementing Central Intake Systems
	Central intake systems can triage and route referrals to align imaging demand with system capacity and patient preferences for travel.

	Bidirectional patient flow (i.e., urban to rural or rural to urban) can also support more balanced resource use.46-48

	Canadian evidence suggests that directing patients willing to travel to sites with shorter wait times can reduce imaging delays, improve referral distribution, enhance access, and support more equitable services across regions.46-48


Enhancing Awareness of Available Local Services
	Limited awareness of local service capacity can lead to referrals being sent to urban centres by default when comparable local options also exist.9,19,21

	Improving data sharing and system coordination presents an opportunity to better align demand with local capacity.49-51

	Education and awareness initiatives across levels of health care staff on wait times, service availability, and clinic capabilities can support informed decision-making and help patients access care closer to home when appropriate.11,21,23,33


Improving Image Sharing and Interoperability
	As noted by the patients and providers we engaged with, limited interoperability between some urban, rural, and remote imaging systems can contribute to repeated imaging and uncoordinated care. Also, lack of access to prior imaging results between sites can reduce efficiency and continuity of care.

	Standardized image sharing and result transfer across picture archiving and communication systems can improve coordination and reduce unnecessary repeat imaging exams.

	Improved information sharing may also reduce patient burden, including the need to repeatedly explain clinical history when accessing care at new sites.


Supporting Access for Equity-Deserving Groups
	Individuals in remote and northern communities may face additional structural barriers beyond service availability, and current bypass interventions may disproportionately benefit individuals with greater ability to navigate complex health systems.

	Financial constraints, transportation challenges, mobility limitations, and lack of caregiver support further restrict access.

	Addressing language barriers, supporting culturally safe care for Indigenous and racialized communities, and building trust through community-led outreach may support equitable access to imaging services for populations facing barriers beyond local service availability.52


Conclusion
This report combines patient, provider, and administrator perspectives with findings from the literature to better understand why people in Canada travel for medical imaging services that are also available locally. Reasons for bypassing rural or remote centres involve patient, provider, and health system factors. Understanding the reasons why patients bypass rural or remote sites for urban centres can help improve medical imaging services in these regions, which are important to the health and economic well-being of their communities.
The factors that contribute to the bypass of rural or remote sites for urban centres have implications beyond individual patients. Ensuring that rural and remote facilities are well utilized supports the long-term stability of local services for communities that already experience barriers to accessing care. At the same time, avoidable bypass can have system-wide effects, such as congestion in urban centres and longer wait times. Underutilized resources in rural or remote regions can also result in service reductions or potential closures, which impacts the community and may have disproportionate impacts on vulnerable populations.
Travel to urban sites that consolidate specialized services reflects system flexibility and may be beneficial when it enables timely access to appropriate care for complex conditions. However, some patients may also benefit from improved awareness and streamlined access to locally available medical imaging services when they are unable to travel or prefer to remain in their communities for care.
Equity remains a central consideration for both avoidable and unavoidable bypass. Improving imaging services in rural and remote regions can reduce disparities in health care delivery, remove travel obstacles for some patients, and may support improved outcomes with early detection. Those least able to travel due to a range of sociodemographic considerations may also be the least likely to benefit from system improvements that require the ability to navigate the health systems or self-advocate for care.
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Appendix 1: Supplementary Information
Please note that this appendix has not been copy-edited.
CT and MRI Unit Counts
The CMII data used to estimate the percentage of CT and MRI machines by strength in rural and remote or urban regions are presented in Table 1 and Table 2.
Table 1: MRI Unit Strength (Field Strength) by Region
	Province
	1.5 T
	3 T

	Rural or remote
	Urban
	Rural or remote
	Urban

	Newfoundland and Labrador
	1
	3
	0
	1

	Nova Scotia
	4
	6
	0
	0

	New Brunswick
	3
	7
	0
	0

	Quebec
	1
	31
	0
	5

	Ontario
	8
	65
	0
	16

	Manitoba
	4
	7
	0
	3

	Alberta
	8
	15
	0
	12

	British Columbia
	7
	31
	0
	4

	National total
	36 (100%)
	165 (80%)
	0 (0%)
	41 (20%)


Notes: MRI unit counts are based on available data from the 2022–2023 CMII national survey. Data for the territories were not included as no urban data were available for comparison. Data for Prince Edward Island and Saskatchewan were also not included as no rural or remote data were available for comparison. Percentages of field strength as a total of MRI units for each region are shown in the National totals.
Table 2: CT Unit Strength (Slice Count) by Region
	Province
	64 slices (or less)
	128 slices
	256 slices (or more)

	Rural or remote
	Urban
	Rural or remote
	Urban
	Rural or remote
	Urban

	Newfoundland and Labrador
	6
	3
	0
	0
	1
	2

	Nova Scotia
	4
	5
	1
	5
	0
	1

	New Brunswick
	2
	6
	1
	1
	0
	5

	Quebec
	3
	23
	1
	10
	0
	4

	Ontario
	7
	38
	13
	31
	3
	22

	Manitoba
	1
	7
	4
	3
	1
	2

	Saskatchewan
	3
	6
	3
	2
	0
	2

	Alberta
	9
	10
	14
	14
	2
	1

	British Columbia
	10
	16
	4
	13
	4
	13

	National total
	45 (46%)
	114 (47%)
	41 (43%)
	80 (32%)
	11 (11%)
	52 (21%)


Notes: CT unit counts are based on available data from the 2022–2023 CMII national survey. Data for the territories were not included as no urban data were available for comparison. Data for Prince Edward Island were also not included as no rural or remote data were available for comparison. Percentages of each slice count as a total of CT units for each region are shown in the National totals.
Having trouble reading this table? View it online: https://canjhealthtechnol.ca/index.php/cjht/article/view/CM0041.
Summary of Contributing Factors
The identified factors that may contribute to travelling for medical imaging services that are also available locally are summarized in Table 3, along with key insights.
Table 3: Summary of Identified Factors Contributing to Rural or Remote Hospital Bypass for Medical Imaging
	Category
	Central theme
	Contributing factors
	Key insight

	Accessibility and system capacity
	Barriers to timely local access due to unawareness of available services or technological capabilities.
		Wait time differences

	Access to advanced technologies

	Differences in image quality

	Access to results


	Patients bypass local sites when access is delayed and alternative sites offer higher quality exams with lower wait times.

	Clinical requirements and service offerings
	Differences in service offerings between rural and remote and urban centres drives bypass based on clinical needs and complexity.
		Access to specialized care

	Coordinating multiple appointments

	Range of services offered

	Clinical complexity


	Travelling for care may reflect actual or perceived gaps in clinical capacity at local sites.

	Referral pathways and provider preferences
	Established referral practices and perceptions that certain exams are only available at urban regions also shape travel for care.
		Awareness of available services

	Referral pathways

	Provider preferences


	Increasing awareness of imaging exams that are available locally and implementing central referral intake systems can support equitable access to imaging.

	Convenience and perceived quality
	Access to other services offered in urban centres and differences in quality of care (perceived or actual) contribute to decisions to travel for medical imaging.
		Hospital size

	Recommendations and online rating

	Continuity of care

	Access to other urban services


	Some patients may be willing to accept long travel distances and personal costs to access care at nonlocal centres that meets their expectations or needs – even when local options exist.

	Patient circumstances and equity considerations
	Individual circumstances also factor into decisions to travel for medical imaging, and not all patients are able to travel for care.
		Repeat or recurring exams

	Age and caregiver support

	Past experiences and trust

	Travel considerations

	Equity considerations


	Rural or remote hospital bypass may reflect personal need based on past experiences and available resources.


Having trouble reading this table? View it online: https://canjhealthtechnol.ca/index.php/cjht/article/view/CM0041.
Literature Search Strategy
Literature Search Methods
An information specialist conducted a literature search on key resources including MEDLINE, Cumulative Index to Nursing and Allied Health Literature (CINAHL), Overton, as well as a focused internet search. The search approach was customized to retrieve a limited set of results, balancing comprehensiveness with relevance. The search strategy comprised of both controlled vocabulary, such as the National Library of Medicine’s MeSH (Medical Subject Headings), and keywords. Search concepts were developed based on the elements of the research questions and selection criteria. The main search concept was why people travel for imaging that is available locally. The search was limited to English-language documents published since January 1, 2000. The search time frame balances comprehensiveness and feasibility, and ensures that the evidence captured reflects contemporary practice, technologies, and contextual factors. An information specialist prescreened results for relevance, and 1 author screened results to select literature based on predetermined inclusion and exclusion criteria.
Literature Inclusion Criteria
	Studies examining the factors impacting physician referral practices to bypass local rural or remote health care centres.

	Studies examining the factors that influence patient decisions to bypass local rural or remote hospitals.

	Studies examining the differences in outcomes for patients who bypass local rural or remote hospitals, and those who do not.

	Studies examining bypass rates and the reasons for bypassing medical imaging or other health services in rural or remote settings.

	Studies examining potential interventions to reduce unnecessary rural or remote hospital bypass.

	Studies examining the impact of rural or remote hospital bypass on health care systems.


Literature Exclusion Criteria
	Studies examining any factors or considerations related to medical tourism or cross-border care.

	Studies examining pay models and commercialization for international patients seeking care.

	Studies assessing gaps in local service availability where patients must travel because services are not available locally.

	Studies examining treatment pathways where patients are referred to nonlocal centres because services are unavailable locally or require specialized or higher-level care.

	Studies examining bypass trends in private or semiprivate systems (with varying insurance coverage).

	Studies examining hypothetical patient preference for care for conditions other than medical imaging.

	Studies examining patient transfer between rural and urban health care centres.


Engagement Summary: Patients and Caregivers
Purpose
Decisions about where individuals obtain imaging exams are shaped by clinical workflows, system design, and provider practices. Therefore, it was important to consult with patients and caregivers to better understand why patients may receive imaging in different locations when similar services are available locally.
The purpose of these consultations was to explore how referral pathways, operational realities, and perceptions of care influence imaging utilization across rural, remote, and urban settings. More specifically, the consultations sought to better understand the system-, provider-, and patient-level factors that influence imaging use patterns across care settings.
Key Findings
	Decisions to travel for medical imaging are shaped by a mix of individual factors (e.g., health needs, experiences, and personal preferences) and systemic factors (e.g., wait times, referral pathways, and accessibility).

	Participants noted that urban imaging centres offer access to high-quality imaging and trusted care teams, who can expedite referrals and streamline follow-up care.

	Participants noted that access to specialists and the ability to coordinate multiple appointments during 1 visit are strong motivators shaping decisions to travel for care.

	Although travel can lead to emotional strain, financial costs, and time off work or school, patients noted the benefits typically outweigh the drawbacks.


Engagement Approach
Potential participants were identified through the Medical Imaging Task Force at CDA-AMC and the CMII network. Interested individuals were then contacted and invited to participate in engagement interviews. Participants included 5 people with lived experience travelling for medical imaging that is also available locally either as patients or caregivers. CDA-AMC staff conducted two 1.5-hour engagement sessions to learn about patient and carer-specific perspectives on travel for medical imaging.
Engagement Questions
Interview questions were developed to identify contributing factors relevant to patients and caregivers. All questions were shared before the engagement sessions.
Question 1: Can you describe a time when you went outside your local area to access imaging services, even if there were services closer to where you live?
Question 2: What are the pros and cons of travelling for medical imaging?
Question 3: Can you describe who was involved in the decision-making process to travel for medical imaging? Namely, was it a personal choice, or a shared decision (i.e., with your provider, caregiver, specialist, or someone else)?
Question 4:
What factors were most important when deciding where to access imaging services?
	Accessibility: Wait time differences, appointment availability, operating hours, etc.

	Care Needs or Preferences: Caregiver support, familiar with site (local versus nonlocal), relationship with provider, etc.

	Quality of Service: Differences in quality of care, time between exam and results, specialist availability, access to results, etc.

	Convenience: Coordination with other appointments, access to other urban services, repeat/recurring exams, etc.

	Preappointment Considerations: Past experiences, online reviews, experience of friends or family, recommendations from patient groups, etc.

	Other Factors: Language services, availability of transportation, level of trust, etc.


Discussion Summary
Findings from the engagement sessions with patients and caregivers are organized by the 5 central themes that arose during the analysis of literature, patient, and provider perspectives of the central report.
Accessibility and System Capacity
Accessibility was a prominent feature and an important factor in determining whether people travel for care. Participants described having to wait for many months for tests in community and could get tests done more quickly at a hospital in an urban centre where specialists were located. Participants had had negative experiences where there were administrative breakdowns that had created delays. They lacked trust in system coordination and were willing to travel to ensure that care was all in 1 place.
One participant who lived in an urban centre had access to a centralized system that notified her by text when an appointment for the imaging she needed was available. For her, this was at a rural location. Through the provincial centralized intake system service, she was able to get the appropriate imaging exam more quickly.
Wait times have an impact not only on potential diagnosis but also have a psychological burden on patients waiting for imaging and again for results. Waiting for exams or worrying about getting a poor-quality exam at a local centre creates additional stress. Because some participants had negative past experiences, they preferred to travel to an urban centre where they could see their specialists sooner, access imaging more quickly, and connect with a trusted care team they already knew.
Clinical Requirements and Services Offerings
Participants described many years of experience navigating the health care system and, through positive and negative experiences, they developed relationships with care teams they felt they could trust and rely on for quality care. It was important to participants that care be tailored to personal experience and needs.
“I am familiar with the teams. I know they have full access to my medical records and they can review my scans retrospectively. They know right away whether the imaging is acceptable or if I have to be re-scanned, which I often don't find out until I've gone home and get a call back.” — Patient participant

Participants explained that because most specialists are located in urban centres, it made more sense to have imaging done there rather than locally for follow-up care. Participants also noted that specialized care teams at urban centres often supported care coordination by ensuring that appointments and tests were scheduled on the same day as imaging to reduce travel burden.
Provider Preferences and Referral Pathways
Participants noted that when seeking appointments in regions without centralized intake systems, referrals are sent to multiple sites to obtain the shortest wait time for an exam. Participants noted that they are then required to call around to multiple sites to find the appropriate appointment within a desired timeline.
Participants also noted that when did they not have experience navigating the health care system or were lacking information on alternative service options, they simply followed provider referral recommendations. This led to instances where medical imaging exams were obtained at centres patients were unfamiliar with when they may have preferred accessing services at their site of choice.
Convenience and Perceived Quality
Participants emphasized that their relationship with the care team was very important. Many participants described past negative experiences in local rural centres, such as inaccurate diagnoses due to poor-quality imaging, limited provider experience, or administrative errors, which undermined their trust. Having a team that already understood their circumstances and with whom they had built long-term relationships fostered trust. This trust was a key reason many were willing to travel for imaging.
“I also trust the process in the hospital a little bit more with familiar faces and familiar units so that I don't feel like a number.” — Patient participant

Several participants had experiences where their results were misread, which led to delayed or inaccurate diagnoses or missed treatment opportunities — and an enduring loss of trust. Participants also reported that hospitals in larger urban centres often had higher quality equipment (e.g., new MRI scanners) and specialized staff members that resulted in higher quality images.
Even though some tests — like walk-in X-rays — were available in town, coordinating everything in the city allowed them to “stack” appointments. This reduced the emotional strain, avoided multiple days of travel, minimized time off work, and prevented disruptions to their child’s school day, and their workday.
Another motivating factor for travel was ease of accessing results at large urban centres. One person explained that their local clinic and urban hospital used different electronic health record systems that were not interoperable and did not easily transfer results.
Patient Circumstances and Equity Considerations
The availability of transport, weather, road conditions and the cost of gas were all important considerations for participants when deciding whether to travel. Resources such as an automobile, money, time, and caregiver support also had to be considered.
Participants noted that equity is an important consideration and that being able to travel for preferred care was a privilege. For those who cannot travel, decisions about travelling for care may be very different. Participants who attended the engagement sessions and had travelled at least an hour (often much longer) for imaging were driven by a mix of individual and system-level factors.
“Travel adds so much more to the entire caregiving journey or, you know, just health care journey in general, because it can really tire you out, especially if it's something that's ongoing.” – Patient participant

Engagement Summary: Providers and Hospital Administrators
Purpose
Decisions about where individuals obtain imaging exams are shaped by clinical workflows, system design, and provider practices. Therefore, it was important to consult with health care providers and hospital administrators to better understand why patients may receive imaging in different locations when similar services are available locally.
The purpose of these consultations was to explore how referral pathways, operational realities, and perceptions of care influence imaging utilization across rural, remote, and urban settings. More specifically, the consultations sought to better understand the system-, provider-, and patient-level factors that influence imaging use patterns across care settings.
Key Findings
	Decisions to travel for medical imaging are shaped by interconnected factors, including local service limitations, referral pathways, timeliness of access, perceived expertise, and patient circumstances.

	Providers noted that travelling for imaging is not experienced uniformly across care settings. Travel can reflect efforts to access faster care, specialist services, or perceived expertise, while in more remote settings it can be a necessity rather than a choice.

	Availability of specialized services in local communities also determines whether or not referrals are directed to urban centres by default for complex or chronic medical conditions.

	Providers noted that the ability to access urban imaging services is also determined by patient capacity for travel. Financial resources, transportation, caregiving responsibilities, mobility, and available supports influence whether patients can pursue imaging outside their local community.


Engagement Approach
Potential participants were identified through the Medical Imaging Task Force at CDA-AMC and the CMII network. Interested individuals were then contacted and invited to participate in engagement interviews. Participants included providers (radiologists, PCPs, and technologists) and hospital administrators with experience in medical imaging across rural, remote, and urban settings across Canada. Participants included:
	3 MRTs

	2 hospital administrators

	2 radiologists

	1 family physician.


Participants were asked whether they preferred to provide written responses or participate in a telephone or video interview. All participants elected to provider written responses to interview questions by email.
Engagement Questions
Interview questions were developed to identify contributing factors relevant to health care providers and hospital administrators.
Hospital Administrator Questions
Question 1: Has your site observed instances where imaging services are accessed at urban centres when the same services are available in rural or remote local settings?
Question 2: When patients travel to urban centres for imaging, how are decisions about referral location typically made, and who is involved?
Question 3: What factors do you think influence where imaging services are accessed (e.g., local versus urban centres)?
Question 4: Have you observed this pattern more frequently for certain imaging modalities (i.e., CT, MRI, X-ray, ultrasound, PET-CT, PET-MRI, SPECT, and SPECT-CT)?
Question 5: How does patients accessing imaging in urban areas affect medical imaging services at your site?
Question 6: Is there anything else you would like to share about travelling for care that we have not yet discussed?
Health Care Provider Questions
Question 1: In your experience, do some patients receive imaging in urban centres when similar services are available locally? If so, can you describe a scenario where this typically occurs?
Question 2: How are decisions about where imaging referrals are sent typically made, and who is involved in the process? Note, contributors may include patients, caregivers, referring providers, specialists, radiologists, or other interested parties.
Question 3: What factors typically inform referral pathways or decisions about imaging location (e.g., local versus urban centres)?
Question 4: Are there social or demographic factors (age, gender, cultural or ethnic background, education, income, etc.) you’ve noticed that may be associated with choosing imaging in an urban centre versus locally?
Question 5: Is there anything else relevant to travelling for care that was not addressed in the previous questions? If so, please describe any additional considerations here.
Discussion Summary
Findings from the clinician and administrator interviews suggest that decisions about where imaging is obtained are shaped by a combination of service availability, referral practices, timeliness, perceptions of expertise, and patient circumstances. Across interviews, travelling to urban centres was rarely described as being driven by a single factor. Rather, participants pointed to a set of interconnected system-, provider-, and patient-level influences that shaped whether imaging was obtained locally or outside the community.
Although similar themes emerged across both interview groups, the emphasis differed. Clinician interviews more often highlighted clinical appropriateness, urgency, referrals, and the practical consequences of limited local access. Administrator interviews focused on booking practices, service distribution, patient movement across sites, and differences in access across jurisdictions. Findings are organized by the 5 central themes that arose during the analysis of literature, patient, and provider perspectives from the central report.
Across regions, travelling for imaging was associated with a wider range of factors, including access, timeliness, specialist care, perceived quality, and convenience. For instance, in 1 settings, this could include requesting a specific site across health authorities, while in another it could reflect reluctance to return to a local hospital after a negative prior experience.
Accessibility and System Capacity
Imaging services in rural and remote settings were often described as being constrained by operational realities, even when equipment is available locally. Across the clinician interviews, local access was limited by staffing shortages, restricted hours, lack of overnight coverage, inability to perform more complex cases, or limited capability of available imaging modalities to perform advanced exams. This was described for ultrasound, CT, MRI, and nuclear medicine. Participants indicated that the issue was often not the absence of a machine, but the inability to provide the service in a clinically appropriate time frame or with the necessary supports.
Clinical Requirements and Services Offerings
Urgent care examples also showed how delays in local imaging could change care pathways. Waiting several days for ultrasound after a holiday weekend, or being unable to obtain contrast CT overnight, were described as situations where transfer became necessary. For instance, in some cases, the specific examination required was not available locally, such as cardiac MRI, which is typically performed at urban centres.
Clinician interviews highlighted that urban centres were associated with subspecialty radiologists, greater experience with specific exams, access to specialized programs, and stronger confidence in image interpretation.
Administrator interviews reflected a similar pattern at the system level. Rural and remote sites were described as not always providing the same range of complex, urgent, or specialized imaging as urban centres, even when a similar modality is technically available. This was noted particularly for MRI and CT. In the territories, service limitations were framed more broadly within the realities of remoteness, infrastructure constraints, and medical travel.
Provider Preferences and Referral Pathways
Referral decisions were described primarily as being shaped by providers, established pathways, and system practices rather than by patients alone. Clinician interviews emphasized the influence of local referral protocols, specialist expectations, and site-specific arrangements. Imaging location was often determined through existing regional care plans, modified as needed based on urgency, broken equipment, clinical complexity, or the need for additional services at the receiving site. In some cases, referrals were also shaped by whether radiologists or local departments were willing to perform a given exam.
Administrator interviews focused more on how referring physicians initiate requests, how radiologists triage them, and how patient movement across sites may be influenced by booking practices. In 1 setting, physicians were described as sending requests to multiple locations to identify the earliest appointment. In another, specialists in urban centres were described as ordering imaging there when the patient was already in the city.
“A significant reason that I have encountered a few times is that the referring physician is not aware that the requested imaging or intervention is available locally.” — Clinician participant

Limited awareness of local services also emerged as a recurring issue. Both clinician and administrator interviews suggested that urban referral can occur when referring physicians do not know that a service is available closer to home. Familiarity and trust in particular sites or radiologists further shaped these decisions, especially where specialists preferred imaging in their own centres or in settings where they were more confident in the reporting.
Convenience and Perceived Quality
Timeliness was identified repeatedly as a reason patients receive imaging in urban centres. Urban sites were described as sometimes offering earlier appointments, faster reporting, quicker turnaround, or more rapid access to specialists. In some cases, imaging was completed in the city because the patient was already there for another consultation, making it more efficient to complete the exam during the same visit and allowing results to be reviewed before the patient returned home.
Responses from both clinicians and administrators suggested that, when patients are willing and able to travel, faster access may become a reason to bypass local services. This was also reflected in descriptions of referring physicians sending requests to several locations to find the earliest appointment. In some cases, this created duplicate or triplicate bookings.
“We are only recently beginning a central queue for MRI requests. Prior to this, Ordering Physicians would send the MRI request to as many sites as the patient stated they were willing to travel to. This sometimes meant that up to 8 MRI identical requests were made and sent for a single patient.” — Clinician participant

We heard perceived differences in expertise and quality may also influenced where imaging was performed. This was particularly evident in examples involving oncology, pediatric ultrasound, cardiac MRI, and nuclear medicine. In some responses, the issue was not only that urban centres had more services, but that providers trusted those settings to deliver the exact exam or report needed. Providers and administrators also noted that travelling to urban centres allows people living in rural or remote regions to coordinate care with access to other urban services or travel.
Administrator interviews reflected a broader version of this pattern. Patients were described as sometimes believing imaging is better in urban centres, especially where there are more specialists or newer equipment. In those cases, urban referral appeared to carry an assumption of better care, even when a similar service exists elsewhere. These findings suggest that perceived expertise in urban centres may influence referral decisions even when similar imaging is available closer to home.
Patient Circumstances and Equity Considerations
Patient choice was described as being shaped by practical constraints rather than personal preference. Clinician interviews highlighted that travel for imaging was more difficult for people with reduced mobility, limited finances, caregiving responsibilities, or lack of transportation. In those circumstances, patients may decline imaging if it is not available locally. One clinician also noted that patients generally want care that is timely, convenient, close to family, and easy to access, suggesting that local care is often preferred when feasible.
“People with decreased mobility… and decreased finances or who are caregivers are more likely to say no to transfer for additional imaging.” — Clinician participant

Administrator interviews also suggested that if patients can afford the trip, have support from family, or believe they can receive care faster, they may be more willing to go to an urban site. In some regions, patients were described as combining imaging with family visits, urban amenities, or other appointments, offsetting the burden of travel. Provincial travel support and paid leave were also noted as factors that can make travelling more manageable in some settings.
The interviews also showed that travelling for imaging does not mean the same thing across all settings. One participant described travel primarily as a necessity when services are unavailable in the territory. The burden of leaving the community was framed in broader terms than distance alone, including extended time away from family, complex fly-in and fly-out travel, cultural and social displacement, and limited access to services in one’s language. In that context, patients were described as generally preferring local care whenever it is available.
“In the Territories, travel is often not a matter of choice, but a necessity.” — Administrator participant
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Factors Influencing Travel
for Locally Available
Medical Imaging Services

Travelling for medical imaging services that are available locally — often
referred to as hospital bypass — is influenced by patient-, provider-,

and health system-level considerations. This report integrates evidence
from the literature with the perspectives of patients, caregivers,

hospital administrators, and health care providers to contextualize our
understanding of the factors that contribute to the bypass of rural or
remote medical imaging sites in Canada. Understanding these factors can
inform strategies that strengthen imaging services and promote equitable
access across geographic regions.






