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editor’s key points
• Although colorectal cancer (CRC) 
screening has been shown to be cost-
effective, less than 50% of eligible 
individuals are screened according 
to guidelines. Telehealth is a novel 
approach to health services delivery 
that improves health care access, 
provides patient-centred care, and 
overcomes barriers to traditional health 
services delivery. This study aimed to 
evaluate the feasibility of a call-in 
centre to deliver CRC screening in 
primary care. 

• A third of the patients invited to con-
tact the call-in centre did so. Of those, 
40.0% were eligible for and consented 
to screening; 62.0% of these individu-
als completed screening (8.1% of the 
total sample). Almost all of the patients 
who contacted the call-in centre and 
were ineligible for screening were up 
to date with or already scheduled for 
screening. In follow-up telephone 
interviews, lack of time and forgetting 
were the most common reasons given 
for not contacting the call-in centre or 
for not completing screening.

• This study demonstrated that a call-in 
centre model is feasible for delivering 
CRC screening. However, given that 
many of those who contacted the 
centre were up to date with screening, 
and that many who completed screen-
ing had family members or friends 
who had had cancer, it is possible more 
health-conscious individuals are more 
likely to participate in such programs.
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Abstract
Objective To evaluate the feasibility of a call-in centre to deliver colorectal cancer (CRC) screening in primary care 
through self-administered fecal occult blood testing (FOBT).

Design Four-month intervention study (September 2010 to January 2011) 
with randomly selected follow-up interviews.

Setting The family medicine clinics of 3 hospitals in Montreal, Que.

Participants  Letters from doctors invited their patients to contact the 
call-in centre (N = 761). Eligible patients agreeing to FOBT were sent testing 
kits that could be returned by mail (N = 100). Randomly selected patients 
(N = 36) were interviewed to explore the reasons why they did not contact 
the call-in centre, or why they did or did not adhere to FOBT.

Main outcome measures  Feasibility was assessed by the proportions 
of patients who contacted the call-in centre, who were eligible for FOBT, 
and who adhered to FOBT; and by the time between invitation mail-out 
and contact with the call-in centre, initial telephone contact and receipt 
of the signed consent form, and FOBT kit mail-out and receipt of the kit 
by the laboratory. Hierarchical logistic regression evaluated the effect of 
patient characteristics on feasibility indicators, adjusting for clustering by 
physician and centre.

Results Of 761 patients (61.6% female, mean age 61.0 years), 250 (32.9%) 
contacted the call-in centre, of whom 100 (40.0%) were eligible for and 
consented to FOBT; 62 (62.0%) of these patients adhered to FOBT. Median 
(interquartile range) time from invitation mail-out to call-in centre contact 
was 21 (7 to 29) days, from initial telephone contact to receipt of the 
signed consent form was 24 (10 to 38) days, and from FOBT kit mail-out 
to receipt at the laboratory was 23 (18 to 32) days. With the exception of 
previous cancer diagnosis, patient characteristics were not associated 
with feasibility indicators. Of the 115 (46.0%) patients determined to be 
ineligible for FOBT screening, 111 (96.5%) were up to date with or already 
scheduled for screening. 

Conclusion Feasibility of the call-in centre was demonstrated. Targeting 
screening-eligible individuals or coupling a call-in service with another 
evidence-based CRC screening improvement strategy might further 
improve uptake of fecal testing.

This article has been peer reviewed. 
Can Fam Physician 2013;59:e550-7
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Résumé
Objectif Évaluer la possibilité d’utiliser un centre d’appel pour le dépistage du 
cancer colorectal (CCR) en contexte de soins primaires en utilisant un test auto-
administré pour la recherche du sang occulte dans les selles (RSOS).

Type d’étude Étude s’étendant sur 4 mois (de septembre 2010 à janvier 2011) 
et comprenant des entrevues de suivi auprès de patients choisis au hasard.

Contexte Les cliniques de médecine familiale de 3 hôpitaux de Montréal, QC.

Participants Les médecins ont adressé des lettres (N = 761) à leurs patients 
les invitant à contacter le centre d’appel. Aux patients admissibles (N = 100) qui 
étaient d’accord, on a envoyé des trousses pour la RSOS, lesquelles pouvaient 
être retournées par la poste. Des patients choisis au hasard (N = 36) ont été 
interviewés afin de connaître les raisons pour lesquelles ils n’avaient pas 
contacté le centre d’appel ou n’avaient pas accepté le test de RSOS.

Principaux paramètres à l’étude On a évalué la faisabilité du projet à partir 
de la proportion de patients qui ont contacté le centre d’appel, de patients qui 
étaient admissibles à la RSOS et de patients qui ont accepté la RSOS; et à partir 
des délais entre l’envoi de l’invitation et le contact avec le centre d’appel, entre 
le contact téléphonique initial et la réception du formulaire de consentement 
signé, et entre l’envoi postal de la trousse de RSOS et sa réception par le 
laboratoire. L’influence des caractéristiques des patients sur les indicateurs 
de faisabilité a été évaluée par la régression logistique hiérarchique, après 
ajustement par segmentation pour les médecins et les centres. 

Résultats Sur 761 patients (dont 61,6 % de femmes âgées en moyenne de 
61,0 ans), 250 (32,9 %) ont contacté le centre d’appel, dont 100 (40 %) étaient 
admissibles et acceptaient le test. Le temps médian (écart interquartile) était de 
21 (7 - 29) jours entre l’envoi de l’invitation et le contact avec le centre d’appel, 
de 24 (10 – 38) jours entre le premier contact téléphonique et la réception de 
la formule de consentement signée, et de 23 (18 – 32) jours entre l’envoi de la 
trousse de RSOS et sa réception par le laboratoire. Il n’y avait pas d’association 
entre les indicateurs de faisabilité et les caractéristiques des patients, sauf pour 
ceux qui avaient déjà un diagnostic de cancer. Sur les 115 patients (46,0 %) 
jugés non admissibles au dépistage du CCR, 111 (96,5 %) étaient à jour ou 
avaient déjà un rendez-vous pour le dépistage.  

Conclusion Cette étude confirme la possibilité d’utiliser un centre d’appel. On 
pourrait peut-être améliorer davantage l’efficacité du test de RSOS en ciblant 
les personnes admissibles au dépistage ou en couplant l’utilisation d’un centre 
d’appel à une autre stratégie de dépistage du CCR fondée sur des preuves.

Points de repère du rédacteur
• Même s’il est établi que le dépistage du 
cancer colorectal (CCR) est efficace par 
rapport à son coût, moins de 50 % des 
sujets admissibles sont évalués conformé-
ment aux directives de pratique. Télésanté 
est une nouvelle façon de dispenser des 
services de santé qui facilite l’accès aux 
soins, dispense des soins centrés sur le 
patient et permet de contourner les 
obstacles qui gênent la dispensation des 
services de santé traditionnels. Cette 
étude avait pour but de déterminer si l’on 
pouvait utiliser un centre d’appel pour 
faciliter le dépistage du CCR en contexte 
de soins primaires.

• Un tiers des patients invités ont 
contacté le centre d’appel. Parmi eux, 
40 % étaient admissibles au dépistage et 
y ont consenti; 62,0 % ont complété le 
dépistage (8,1 % de l’échantillon total). 
Presque tous ceux qui ont contacté 
le centre d’appel et qui n‘étaient pas 
admissibles étaient à jour ou avaient 
un rendez-vous pour un dépistage. Lors 
des entrevues téléphoniques de suivi, les 
raisons les plus souvent invoquées pour 
n’avoir pas contacté le centre d’appel ou 
pour n’avoir pas complété le dépistage 
étaient les contraintes de temps et l’oubli.

• Cette étude a démontré qu’il était pos-
sible d’utiliser un centre d’appel pour pro-
mouvoir le dépistage du CCR. Toutefois, 
étant donné que plusieurs de ceux qui ont 
contacté le centre étaient déjà à jour dans 
leur dépistage et que plusieurs de ceux 
qui ont complété le dépistage avaient des 
amis ou des membres de leurs familles 
qui avaient eu un cancer, il est possible 
que les personnes les plus préoccupées 
de leur santé soient plus susceptibles de 
participer à de tels programmes.



e552  Canadian Family Physician • Le Médecin de famille canadien | Vol 59: decemBER • décembre 2013

Research | Feasibility of a call-in centre to deliver colorectal cancer screening in primary care

Colorectal cancer (CRC) screening has advanced to 
the forefront of contemporary preventive health 
care and is recommended for all individuals aged 

50 and older. Many countries and all Canadian provinces 
have either announced or started implementing orga-
nized CRC screening beginning with either fecal occult 
blood testing (FOBT) or fecal immunochemical testing.1-4 
However, although CRC screening is cost-effective,5,6 
less than 50% of eligible individuals are screened 
according to guidelines.7-9 Worldwide, FOBT is the most 
commonly used and widely available CRC screening 
method,10 and interest in strategies to increase uptake of 
FOBT is growing.

Telehealth is a novel approach to health services 
delivery that improves health care access, provides 
patient-centred care, and overcomes barriers to tradi-
tional health services delivery such as physicians having 
either inaccurate CRC screening information or insuffi-
cient consultation time.11,12 Telehealth can be delivered 
either as outreach (ie, call-centre staff contact the pop-
ulation) or as call-in (ie, the population contacts call-
centre staff). Outreach trials demonstrate increased CRC 
screening participation by up to 10% without reminders 
and up to 21% with 2 reminders13-15; however, automated 
messages failed to improve CRC screening participa-
tion.16 Whereas outreach programs expend considerable 
resources on making the initial contact with potential 
participants, and might have limited sustainability, call-
in centres reduce the burden of the initial contact and 
can be used to reach individuals in the community.17,18 
To date, call-in centres have not been tested for their 
ability to increase FOBT adherence. Thus, before initiat-
ing a large-scale trial, we sought to determine the fea-
sibility of a call-in centre to deliver FOBT screening to 
primary care patients.

METHODS

Recruitment
An intervention study was conducted between September 
2010 and January 2011 in Montreal, Que, in the family 
medicine clinics of the McGill University Health Centre 
(Montreal General and Royal Victoria Hospitals), St Mary’s 
Hospital Centre, and the Sir Mortimer B. Davis Jewish 
General Hospital Herzl Family Practice Centre. Physician 
information sessions were held to introduce the study 
protocol and obtain approval to recruit patients aged 50 
to 74 years who were members of the Quebec health 
insurance plan and who had visited the clinic within 
the past 3 years. A random sample of 40 patient names 
per physician was generated by MediVisit, the hospi-
tal appointment system database, and physicians were 
instructed to remove the names of individuals with his-
tory of CRC, those who were up to date with screening, 

and those who were deceased. The abbreviated lists 
were given to hospital personnel, and the final list of 
patient names and addresses was generated.

Invitation packages contained a personalized invita-
tion letter signed by the treating physician, consent forms, 
and a prestamped envelope. The invitation letter pro-
vided a telephone number and instructions for contact-
ing the call-in centre, and advised that patients would 
be screened for eligibility. Patients were informed that 
the call-in centre hours were Monday, Wednesday, and 
Friday from 9 am to 5 pm, and Tuesday and Thursday from 
2 pm to 9 pm. The call-in centre was staffed by 1 trained 
research assistant and was based at the research office. 
Reminder postcards were sent 2 weeks after the initial 
mail-out to patients who had not contacted the centre. 
Written communication was in both English and French.

When a patient contacted the call-in centre, the bilin-
gual research assistant used a standardized script to 
verify patient identity, discuss the importance of CRC 
screening, determine FOBT eligibility, and explain 
how to perform FOBT. Some patients mailed in con-
sent forms as the initial contact and were telephoned. 
Ineligibility for FOBT included the following: history of 
CRC, colon polyps, inflammatory bowel disease, famil-
ial adenomatous polyposis, or hereditary nonpolyposis 
colon cancer; large-bowel symptoms in the previous 
month (rectal bleeding not due to hemorrhoids, unin-
tentional weight loss, persistent change in bowel hab-
its, or lower abdominal or rectal pain); and FOBT in 
the past 2 years, flexible sigmoidoscopy or double-con-
trast barium enema in the past 5 years, or colonoscopy 
in the past 10 years. Ineligible patients were encour-
aged to speak to their physicians about CRC screening. 
Eligible patients who agreed to FOBT testing were asked 
to complete a 5-minute survey about health and demo-
graphic characteristics, and to sign and mail consent 
forms to the research office. Patients were informed that 
we would mail FOBT kits only to those who returned 
signed consent forms, and that they were to mail com-
pleted FOBT kits to the laboratory for analysis. Patients 
had 2 months from mail-out of the FOBT kit to com-
plete the test and send it to the laboratory. However, 
because of the 3-week turnaround, we extended this by 
1 month. The laboratory sent FOBT results to treating 
physicians and the research team. Primary care physi-
cians were responsible for contacting patients to follow 
up on positive FOBT results, and the study gastroenter-
ologist agreed to provide colonoscopy to such patients 
within 2 months of receiving family physicians’ requests.

Structured interviews
To explore the reasons why some patients did not con-
tact the call-in centre, why some did not adhere to FOBT, 
and why some did adhere to FOBT, 1 secretary from each 
family practice unit conducted telephone interviews with 
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4 randomly selected patients in each of the 3 catego-
ries using standardized scripts and questionnaires (total 
of 12 interviews per secretary). The secretaries recorded 
patient responses directly on the questionnaires and 2 
members of the research team categorized the responses.

Statistical analysis
Feasibility of the call-in centre was determined by the 
following indicators: proportion of invited patients who 
contacted the call-in centre, proportion of patients who 
were eligible for FOBT from among those who con-
tacted the call-in centre, and proportion of patients who 
adhered to FOBT from among those who were eligible 
and consented; and elapsed time between the invita-
tion mail-out and call-in centre contact, elapsed time 
between call-in centre contact and receipt of consent 
forms, and elapsed time between FOBT kit mail-out to 
receipt of the completed test by the laboratory.

Associations between patient characteristics and 
participation rates were estimated using Bayesian 
hierarchical logistic regression modeling with 3 lev-
els: patients (the first level), who were nested within 
physicians (the second level), who were in turn nested 
within institutions (the third level). Such models account 
for clustered data by allowing physician-specific inter-
cepts to vary around an institution mean, while the 
institution-specific intercepts vary around an over-
all mean. Three distinct models were fitted for the 
probability of 1) participants making contact among all 
invitees, as a function of patient age (< 65 or ≥ 65 years) 
and sex; 2) participants being eligible among those who 
made contact, as a function of age and sex; and 3) par-
ticipants completing FOBT among those who were eligi-
ble and who consented, as a function of age, sex, family 
history of cancer, diabetes, hypertension, and country of 
birth (Canada or outside Canada). Noninformative prior 
distributions were used throughout so that the data 
informed the final estimates. We estimated the model 
parameters via the Gibbs sampler using WinBUGS.

Ethics approval
Ethics approval for the study was obtained from the 
McGill University Faculty of Medicine Institutional 
Review Board and the local research ethics boards 
before study initiation.

RESULTS

Recruitment
We approached 55 physicians for approval to recruit 
their patients; 42 (76.4%) agreed and signed invitation 
letters, 34 (61.8%) of whom actually referred patients. 
The remaining 8 (14.5%) did not refer patients. Each 
physician contributed between 5 and 40 patients (mean 

[standard deviation (SD)] of 23 [10.6] patients). A total 
of 784 invitation packages were mailed out, of which 23 
(2.9%) were undeliverable and returned to the research 
office by postal services. Among the 761 patients whose 
invitation letters were not returned, the mean (SD) 
age was 61.0 (7.3) years, and 469 (61.6%) were female. 

Figure 1. Flow chart of patient response to call-in
centre invitation for FOBT

784 invitations sent

23 
undeliverable

511 did not 
make contact

761 not returned by
postal services

250 contacted call-centre

104 eligible

100 returned consent forms

62 returned FOBT kits

61 negative results

FOBT—fecal occult blood testing.

115 ineligible
29 declined
2 died

4 consent 
forms not 
received

38 kits not 
returned

1 could not 
be analyzed
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Two-weeks after the invitation mail-out, reminder 
postcards were sent to 633 (83.2%) nonrespondents.

Call-in centre contact
Of the 761 patients, 250 (32.9%) contacted the call-in 
centre, 206 (82.4%) by telephone and 44 (17.6%) by mail-
ing in the signed consent form (Figure 1).

Eligibility for FOBT
Of the 250 patients who contacted the call-in centre, 100 
(40.0%) were eligible for and consented to FOBT. Those 
eligible for FOBT were, on average, 59.5 years of age; 
67.0% were female; 57.0% were born in Canada; 8.0% 
had history of cancer other than CRC; and 83.0% had 
close family members or friends diagnosed with some 
form of cancer (Table 1). Of the 115 patients determined 
to be ineligible for FOBT screening, 111 (96.5%) were up 
to date with or already scheduled for screening (Table 
2), and 4 (3.5%) were ineligible for other reasons (ie, 
age, medical coverage, language [did not read English or 
French], polyp history). A remaining 29 (11.6%) patients 
declined to participate. On 2 occasions family members 
contacted the call-in centre to indicate that the patient 
was deceased.

Completed FOBT
Of the 100 patients who returned consent forms and 
were sent FOBT kits, 62 (62.0%) returned FOBT kits to 
the laboratory, 1 (1.6%) of which could not be analyzed. 
All analyzed FOBT results were negative.

Elapsed time
Median (interquartile range) time from the invitation 
mail-out to call-in centre contact was 21 (7 to 29) 
days, from initial telephone contact to receipt of the 
signed consent form was 24 (10 to 38) days, and from 
FOBT kit wail-out to receipt by the laboratory was 23 
(18 to 32) days.

Hierarchical modeling results
We found little evidence of associations among patient 
characteristics and the 3 feasibility indicators (Table 3), 
but wide credible intervals did not rule out effects for 
most variables. The one exception was that among par-
ticipants eligible for FOBT, those with previous cancer 
diagnoses (other than CRC) were less likely to complete 
FOBT (odds ratio 0.14, 95% Bayesian credible interval 
0.01 to 0.96) compared with those without previous can-
cer diagnoses.

Interview findings
Among patients who did not contact the call-in cen-
tre, most expressed that receiving mailed letters from 
their doctors was a good way to let them know about 
a test that looked for potential disease. Time was the 
main reason given for not contacting the call-in centre; 
patients used words such as “busy,” “no time,” or “not a 
good time.” Lack of interest and previous CRC screening 
were also reasons for not participating. Among patients 
who were not adherent to FOBT, 7 reported “being busy,” 
that they “forgot,” they “lost [the] envelope,” or that it 
was “not a good time,” while 5 indicated the dietary and 
medication restrictions were too difficult to follow. Some 
patients indicated they might have adhered to FOBT had 
a reminder call been provided. Patients who did adhere 
to FOBT explained that they had “done it before,” that 
they had “health concerns or family history,” or that it 
was “easy to do.” Most were told by their family doc-
tors to undergo CRC screening and expressed interest 
in knowing their FOBT results as well as the findings of 
the study.

DISCUSSION

The feasibility of delivering FOBT screening to primary 
care patients using a call-in centre model was dem-
onstrated, as one-third of invitees contacted the call-
in centre. Of those who made contact, 40.0% were 
eligible for and consented to FOBT, while most of 

Table 1. Characteristics of patients who were eligible 
for and consented to FOBT screening: N = 100.
CHARACTERISTIC VALUE

Mean (SD) age, y         59.5 (7.1)

Female, %* 67.0

Born in Canada, %* 57.0

Had diabetes, %* 6.0

Had hypertension, %* 29.0

Current or past diagnosis of 
cancer, %*

8.0

Family member or friend 
diagnosed with cancer, %*

83.0

FOBT—fecal occult blood testing.
*Numbers and percentages are the same, as there were 100 eligible 
patients.

Table 2. Screening histories of patients ineligible for 
FOBT screening: N = 111.
SCREENING HISTORY N (%)*

FOBT in the past year 24 (21.6)

DCBE in the past 5 years 3 (2.7)

Flexible sigmoidoscopy in the 
past 5 years

1 (0.9)

Colonoscopy in past 10 years 83 (74.8)

Untested but have a test 
scheduled

4 (3.6)

DCBE—double-contrast barium enema, FOBT—fecal occult blood testing.
*Does not total to 100%, as categories are not mutually exclusive.
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those who were not eligible for FOBT were up to date 
with screening. Furthermore, 62.0% of those who con-
sented also adhered to FOBT. Only 1 (1.6%) of the 62 
completed FOBT kits could not be analyzed, a low 
rejection rate that could be attributed to the revisions 
our team made to the written FOBT kit instructions. 
Results for all of the 61 completed, analyzable FOBT 
kits were negative, a finding that is within 2 SDs of the 
expected number based on a positivity rate of 3%.19 
Understanding the 3-week turnaround times between 
mail-out and call-in centre contact, call-in centre 
contact and receipt of consent forms, and FOBT kit 
mail-out and receipt at the laboratory might be help-
ful to the planning of future studies. These findings 
have implications for future fecal test–based screening 
improvement interventions. First, based on our review 
of novel FOBT interventions that showed that single 
interventions improved FOBT rates by up to 17%,20-

23 while multimodal interventions increased FOBT 
rates by as much as 40%,24-27 a call-in centre could 
be included as part of a multicomponent approach to 
increasing fecal test–based screening. Second, hav-
ing access to a registry of completed colonoscopy and 
FOBT results might help physicians determine when 
their patients become eligible for screening28; despite 
most physicians having reviewed their patient medi-
cal files, many were unable to determine that their 
patients were up to date with screening.

Our findings were consistent with those of previous 
telehealth intervention research that showed improved 
cancer screening rates.13-15 Dietrich et al showed an 
increase in the proportion of patients who underwent CRC 
screening, from 39% to 63%, with an average of 4 reminder 
calls.14 In a predominantly black population, telephone 
outreach delivered CRC screening to 27.0% of intervention 
participants compared with only 6.1% of controls.13

Using hierarchical regression, little evidence was 
found for associations among patient characteristics 
and feasibility indicators. The exception was having a 
previous cancer diagnosis, which was associated with 
decreased FOBT adherence, possibly owing to the psy-
chological burden of detecting another cancer. This 
finding might have been affected by unmeasured con-
founding. Moreover, the wide credible intervals around 
some of the odds ratios for other patient characteristics 
suggest a lack of power to detect differences.

Semistructured interviews were conducted to gain 
insight into reasons for participation and nonparticipa-
tion. Lack of time and forgetfulness were the main rea-
sons patients did not contact the call-in centre and did 
not adhere to FOBT. Others have shown that repeated 
reminder calls boost FOBT rates by 18.3%.21 Facilitators 
to FOBT adherence included family history of CRC, per-
vious FOBT screening, ease of doing the test, physician 
recommendation, and health concerns. As one of the 
main barriers to FOBT compliance is collection of stool 
samples, those with, as opposed to those without, pre-
vious FOBT experience would be more likely to partici-
pate.29 Most patients who adhered to FOBT had received 
recommendations from their family doctors to undergo 
CRC screening, mirroring the findings of others that 
there is an association between receipt of physician CRC 
screening referral and increased use of screening.30-33

Strengths and limitations
Consideration must be given to the study limitations and 
strengths. First, generalizability might be limited, as our 
results might not be applicable to individuals without pri-
mary care physicians, universal health insurance cover-
age, mailing addresses, or telephones, or to those who 
are not fluent in English or French. Second, selection bias 
was possible because the decision about who to invite 

Table 3. Regression model results for the effect of patient characteristics on feasibility of a call-in centre for FOBT
MODEL CHARACTERISTIC AOR* 95% CrI

Probability of participants contacting the call-in 
centre among all invitees (N = 761)

Age (≥ 65 y) 1.14 0.82-1.57

Sex (male) 0.89 0.65-1.21

Probability of participants being eligible for FOBT 
among those who made contact (N = 250)

Age (≥ 65 y) 0.57 0.31-1.05

Sex (male) 0.77 0.42-1.39

Probability of participants returning FOBT kits 
among those who were eligible and who consented 
(N = 100)

Age (≥ 65 y) 3.60 0.94-17.60

Sex (male) 0.81 0.25-2.45

Family history of cancer 1.77 0.43-7.68

Diabetes 2.35 0.22-39.20

Hypertension 1.50 0.39-6.63

Cancer diagnosis† 0.14 0.01-0.96

Born in Canada 0.82 0.26-2.41

AOR—adjusted odds ratios, CrI—Bayesian credible interval, FOBT—fecal occult blood testing.
*Adjusted for all other variables in each model.
†Other than colorectal cancer.
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to participate in the study was left to some degree to the 
physicians’ discretion. Physicians might have selected 
patients who were likely to adhere to or benefit from 
screening. Third, given that many patients who contacted 
the centre were up to date with screening, and that many 
of those who participated had family members or friends 
who had had cancer, health-conscious individuals might 
have been more likely to participate. We could not assess 
the influence of patient characteristics on call-in con-
tact and FOBT eligibility because detailed information 
was available only for those patients eligible for FOBT. 
Nevertheless, our telehealth intervention systematically 
delivered CRC screening to active clinic patients. Our 
use of quantitative methods and structured interviews 
helped us to estimate the expected participation rates 
in a future study and to understand reasons for nonpar-
ticipation. Finally, with more than 4.4 million Canadians 
lacking family physicians,34 a call-in centre could be used 
to reach individuals in this population.

Conclusion
A call-in centre service appears to be feasible for deliv-
ering FOBT screening to primary care patients. Given 
that nearly half of patients contacting the call-in centre 
were up to date with CRC screening, having access to 
a registry of past colonoscopy and FOBT examination 
results might help physicians make better CRC screen-
ing decisions at the point of care. Moreover, in that 
multimodal interventions have been shown to improve 
FOBT screening uptake more than single-intervention 
approaches, combining a call-in centre with another 
evidence-based improvement strategy might further 
increase participation in CRC screening. 
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