
iPAAC Contest of Best Practices tackling social inequalities in cancer prevention 
APPLICATION FORM

1. Does the practice fall under any of the following recommendations? Please indicate all relevant:

Co-funded by
the Health Programme
of the European Union

A. Checklist
Please check that your practice meets the compulsory criteria by answering the following questions.

European Code Against Cancer (please see Annex 1 to the Submitter’s Guide)

Please specify under which heading(s) – from 1 to 12:

Pap smear screening for cervical cancer precursors

Yes (further information will be requested later in the form)

No (the practice is therefore excluded and cannot be accepted for evaluation)

Council recommendation(s) on cancer screening (Annex 2 to the Submitter’s Guide) for:

Mammography screening for breast cancer

Faecal occult blood screening for colorectal cancer

No (the practice is therefore excluded and cannot be accepted for evaluation)

Please indicate which specific recommendation(s) your practice is in line with, e.g. 1(a), 2 (b):

2. According to “CanCon Policy Paper on tackling social inequalities in cancer prevention and 
control for the European population” (refer to Annex 3 to the Submitter’s Guide), does your practice 
aim to reduce social inequalities in cancer prevention?

3. Has the practice shown to be effective in tackling social inequalities in cancer prevention?

Yes (further information will be requested later in the form)

No (the practice is therefore excluded and cannot be accepted for evaluation)
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Title of the practice:

B. General information
Please answer the following questions within the word limits and choose the relevant option(s) in each case.

1. Please summarise the type of practice you have been involved in (max. 200 words): 
Please briefly describe the kind of practice and its main characteristics. Was it held within a health service 
setting, or independently from healthcare services? Was it an intervention on general population or a specific 
population group? Or was it about a novel change on organisational/managerial models?

2. General details about the practice

Institution(s) that promote(s) it:

City/municipal/locality:

Department/province/state: 

Country:

3. Person in charge

Full name: 

Institution:

Position:

E-mail:

Telephone number:
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4. Contact person (if different from person in charge)

Full name: 

Position:

E-mail:

Telephone number:

5. Keywords (minimum 5)

6. Duration of the practice

Start date 
(MM/YYYY):

End date 
(MM/YYYY):

7. What is the geographical scope of the practice? 

International (specify):

European (specify):

8. How was the practice funded?

National (specify):

Regional (specify):

Local (specify):

External resources – public (specify):

External resources – private (specify):

Own resources

Other (specify):

I declare that the economic operator(s) of the practice has (have) no conflict of interest

Institution:

Expected end date if the 
practice is ongoing (MM/YYYY):
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9. Which population group(s) are prioritized in this practice?
Mark all that apply.

Gender:

Women

Men

Transgender women

Transgender men

Other (specify):

Not applicable

Socioeconomic level:

Low

Medium

High

Other (specify):

Not applicable

Cultural/ethnic group:

Ethnicity/Cultural background

Migrants

Country of origin

Other (specify):

Not applicable

Geographical area:

Rural setting

Urban setting

Particularly deprived areas

Other (specify):

Not applicable

Age range:

Specify:

Not applicable

Educational level:

Primary education

Secondary education

University education

Post-graduate education

Other (specify):

Not applicable

Especially vulnerable groups

Disability (functional diversity)

Incarcerated population

Sexual diversity groups

Other (specify):

Not applicable
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C. Description of the practice
When answering the following questions, please remind it is important to reflect the social equity perspective 
in all steps.

1. Why did we do it? (200 words) 
Please outline the reasons for the development of the practice and describe social or gender inequalities 
concerning the situation, problem or need that motivated the practice. Please detail how the practice builds 
upon or is influenced by existing scientific evidence, conceptual frameworks and/or theoretical approaches.

2. What did we look for? (100 words)
What did you want to change by developing the practice? Please describe the action general and specific 
objectives.

3. How did we do it? (300 words) 
Please explain, in 300 words or less, the specific steps that were implemented, emphasizing particular 
actions deployed to tackle the identified inequalities.
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3. How did we do it? (continuation)

4. What was the target population? (100 words)

5. With whom did we do it? (300 words) 
Key actor(s) involved and their contributions to the action development. Please highlight participation 
mechanisms involving individuals/stakeholders concerned.



6. Has the practice been assessed or evaluated? 

Co-funded by
the Health Programme
of the European Union

Yes, by an external partner (specify):

Yes, the evaluation was carried out internally.

No

7. Please briefly describe the evaluation methodology (200 words) 
Please describe the indicators (quantitative and/or qualitative) developed to monitor the practice and explain 
how the evaluation was carried out. It is strongly recommended to attach to this form a document 
describing the evaluation process in more detail.

8. What have we achieved? (300 words)  
The most important quantitative and/or qualitative obtained results. Please clearly and precisely 
summarize the main outcomes regarding achieved improvements, impact and/or eventual negative effects. 
It is mandatory to attach a document describing the main outcomes in order to prove the practice 
effectiveness.
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9. How did we sustain it? (200 words) 
Please describe how sustainability was achieved in economic terms, in capacity building and leadership, 
and please outline institutional mechanisms that contribute to achieving gender equality and/or social equity.

10. Has the practice been applied in another context? (200 words)

Yes

No

11. What are the ethical principles underpinning the practice? (100 words)

If yes, please indicate new settings and implementation strategies, barriers found and facilitators:
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D. Self-assessment
Please complete the following self-evaluation chart:

Basic criteria Gender perspective

Efficiency

Ethics

Transferability

Inter-sectorial collaboration

Sustainability

Innovation

Evidence and/or theory based

Public engagement

Please rate from 0 to 10.

By accepting the following statement, you give your consent to the processing of your personal data:

I consent to the processing (collection and further processing, including publishing) of my personal 
data (name, surname, job position, e-mail address, institution, country, telephone number, website of 
the project/practice) for the purposes of managing the submission and subsequent evaluation of my 
submitted best practice (s). Submission of the data is made on a voluntary basis and consent can be 
withdrawn at any time, without any consequences. Data are collected according to the Regulation 
(EC) No 45/2001 of the European Parliament and of the Council of 18 December 2000.

I certify, understand and agree that the provided information is correct and may be published 
on iPAAC website.

Deadline for submission: 10 August 2019

Please send this registration form to ipaac-bp@gva.es.

For further information please refer to www.ipaac.eu or email ipaac-bp@gva.es.

mailto:ipaac-bp%40gva.es?subject=
http://www.ipaac.eu
mailto:ipaac-bp%40gva.es?subject=
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	Last name 10: We conducted 18 focus groups with individuals eligible for screening and from a range of socio-economic backgrounds in London and South Yorkshire.  Sixteen groups were recruited via a postal invitation sent from the Bowel Cancer Screening Programme. One group was recruited via a community setting, and another via a market research recruitment agency.Interviews were recorded, transcribed and analysed using thematic analysis.We then undertook qualitative research to establish how the existing BCSP materials were received. We then designed four interventions aimed at increasing the extent to which people from all social backgrounds could engage with the screening offer, either by: increasing the credibility of the message source (GP Endorsement, GPE); providing a behavioural prompt to re-engage with the programme (Enhanced Reminder letter, ER); and by simplifying educational messages (‘gist’ and ’narrative’ interventions).  Next, we conducted  multi-centre RCTs with individuals , to examine the impact of the interventions on intentions to complete screening. Finally we conducted four separate two-arm, cluster-randomised controlled trials in individuals who were invited routinely by the BCSP in England . The trial design was a time-defined, cluster-randomisation to either the existing, standard invitation/information materials (usual care: control arm) or the standard materials supplemented with one of the intervention materials (intervention arms). The interve
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	Last name 12: All individuals eligible to receive bowel cancer screening ie all those aged 60-74 years in England
	Last name 13: The research was co-designed with researchers (led by UCL, also QMUL, Imperial College London) , The NHS Bowel Cancer Screening Programme Hub Directors and staff, GPs and patient representatives
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	Last name 48: The Gist and Narrative trials showed no effect on the SES gradient in uptake or overall uptake (p-values ≥0·1). The GP endorsement trial showed no effect on the gradient (p=0·5), but increased overall uptake (adjusted Odds Ratio (adj OR) =1·07, 95% CI 1·04-1·10, p<0·0001). The Enhanced Reminder trial showed a significant interaction with SES (p=0·005), with a stronger effect in the most deprived quintile (adj OR=1·11, 95% CI 1·04-1·20, p=0·003) than the least deprived (adj OR=1·00, 95% CI 0·94-1·06, p=0·98), as well as higher overall uptake (adj OR=1·07, 95% CI 1·03-1·11, p=0·001).The average marginal costs per person screened of providing the Gist and Narrative leaflets were £0.04 and £0.05, respectively. The GP endorsement and Enhanced Reminder trials incurred a one-off cost to modify the standard invitation and reminder letters within the BCSP IT system of £78,000, but this cost would not be incurred again if the interventions were implemented. The average marginal cost per person screened with these interventions was therefore zero.
	Last name 49: The Gist and Narrative trials showed no effect on the SES gradient in uptake or overall uptake (p-values ≥0·1). The GP endorsement trial showed no effect on the gradient (p=0·5), but increased overall uptake (adjusted Odds Ratio (adj OR) =1·07, 95% CI 1·04-1·10, p<0·0001). The Enhanced Reminder trial showed a significant interaction with SES (p=0·005), with a stronger effect in the most deprived quintile (adj OR=1·11, 95% CI 1·04-1·20, p=0·003) than the least deprived (adj OR=1·00, 95% CI 0·94-1·06, p=0·98), as well as higher overall uptake (adj OR=1·07, 95% CI 1·03-1·11, p=0·001).The average marginal costs per person screened of providing the Gist and Narrative leaflets were £0.04 and £0.05, respectively. The GP endorsement and Enhanced Reminder trials incurred a one-off cost to modify the standard invitation and reminder letters within the BCSP IT system of £78,000, but this cost would not be incurred again if the interventions were implemented. The average marginal cost per person screened with these interventions was therefore zero.
	Zaškrtávací pole 67: Ano
	Zaškrtávací pole 68: Off
	Last name 50: The behavioural and service components of ASCEND have also had a profound wider influence on clinical commissioning particularly in London. The GP enhancement was used as the wording of a recent Randomised Controlled Trial of text message reminders across London which was associated with a 0.6% increase in uptake .  GP endorsed text messages have also been sent to women invited to cervical screening programme in London since October 2018 and there are plans to send GP endorsed text messages to women invited for breast screening as soon as Information Governance has been approved. Elsewhere, in the country, has led to the ‘call for a kit’ intervention which has been specifically designed to use a GP-based invitation for a consultation with a health volunteer to promote self-referrals in socioeconomically deprived and ethnically diverse areas. The enhanced reminder was adapted by members of the UCL ASCEND team for  the bowel scope screening programme at St Mark’s London. It subsequently became a commissioning for quality and innovation (CQUIN) goal .  More recently the reminder was further rolled out to St George’s Hospital in South West London.  These local and regional examples further underscore the important role the Ascend study had in raising awareness of social inequalities in uptake of cancer screening. 
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