
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:



Co-funded by
the Health Programme
of the European Union

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? 
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the Health Programme
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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.



Co-funded by
the Health Programme
of the European Union

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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	First name 2: Primary Care involvement improves Colorectal Screening compliance and decreases inequalities 
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	Last name 7: The Colorectal Cancer Screening Progamme in the Basque Country started in 2009, targeted at 50-69 years people (586,700), through a biennial Faecal Immunochemical Test (FIT) and colonoscopy under sedation in positive cases. Overall coverage was reached in 2014. Primary Care plays a key role in all process in collaboration with the Programme Coordinating Centre (PCC). Before inviting people, PCC leaders give an accredited formation in each Primary Care Units (137) for all staff (2,200 nurses; 1,900 GPs and around 500 administratives) and give feedback to their main results in comparison to European recommendations. The main procedures are also checked and discussed: a) eligible and non-illegible population is reviewed; b) communication strategies; c) kits management (collection, storage, registry and sending to referred laboratory); d) positives cases management (colonoscopy referral, Informed Consent, patient assessment, diet and colonic cleansing) and  e) colonoscopy surveillance. Inequalities in participation and colonoscopy adherence are part of the main messages in these sessions and were included in the regional meetings organized by PCC. Main results: the participation rate significantly increased from 58.1% in 2009 to 72.3% in 2017. Despite the participation rate being higher in women than men, inequalities by gender and deprivation exist and are lower than expected and have decreased along the successive invitations.
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	Last name 26: Colorectal Cancer Screening Coordinator
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	Last name 35: The Basque Country Region (Spain)
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	Last name 37: Research projects 2010; 2013 and 2017
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	Last name 46: Institutionalized people
	Last name 8: Colorectal Cancer (CRC) is the most frecuent neoplasia in our Region, and their incidence and mortality are significant higher in men than women. Prior to the Screening Programme implementation in 2009, incidence rates were 106.98 vs 57.78 x 100,000 and mortality rates 43.69 vs 25.10 x 100,000 in men and women. Mortality trends in men have also increased and inequalities by deprivation index (5 Quintiles) showed differences, being the most deprived people, higher probability of dying from any cause.
Programme Coordinating Centre (PCC) took into account inequalities since the pilot implementation and elaborated a strategy to decrease inequalities in collaboration with health authorities, epidemiologists, primary care and specialists staff in order to: facilitate  participation, involve general practiotioners, nurses and administrative staff in the Programme because they are close to the population and could communicate and give personnel counseils to their patients. PCC carried out a coordinated and centralized organization,  including as a key point accredited training before invitations at the Primary Care Centres for all staff, explaining screening principles, objectives, expected outcomes and achieved in previous rounds, in comparison with other Centres and European recommendations.


	Last name 9: To involve all staff in Primary Care Centres in the Programme organization in order to guarantee a high participation rate in the programme and decrease inequalities to access.

Specific Objectives:
1. To increase the knowledge about CRC, the differences in participation and risk by gender,sex, age and deprivation index 
2. To facilitate the participation to the population without increasing bureaucracy in Primary Care Centres
3. To coordinate the process (Primary Care and Endoscopic Units) through integrated and standardized process
	Last name 10: 1. 2008:  Regional Parliament approved the Screening Programme. A multidisciplinary team group planned and organized it. 
2. 2009: Piloting  the Programme in 8 Primary Care Centres. Checked and adjusted the results including professional and population suggestions.
3. 2010: Extension the programme including accredited training for Primary Care staff (2 hours in each Centre). PCC took part in Innov8 (WHO), incorporating improvements to detect and decrease inequalities (http:///ww.who.int). 
4. 2011-2012: Inequalities in screening coverage, participation and lesions detected were measured, published, disseminated and included in the training. Feed-back results to Primary Care Centre and were disseminated by the website as well (www.osakidetza.eus). Regional meeting (9th March) including screening inequalities 
5. 2013:  Regional Parliament approved the overall coverage in order to decrease health inequalities. Regional meeting (7th March) including inequalities topics. 
6. 2014-2015: Development of on-line screening course, videos in 3 languages for population and professionals in web-site. 
7. 2016-2017: Special recruitment for vulnerable people (imprisoned and instituzionalized people). 
	Last name 11: We consider communication and recognized training as a key to changing professionals' and public's perceptions about cancer issues. However, for the leader's programmes is difficult to introduce new tasks and new protocols in the Health System if you do not develop a complex strategy and show the benefits for the population with their own indicators. We prepare the invitations carefully , the core messages and the continuos improvements. In contrast to other experiences, the involvement of General Practitioners, nurses and administrative staff have been increasing progressively. They solve most of the people doubts and participe in press and social networks facilitating information and disseminating the Programme results and impact. Inequalities in participation and in CRC risk have been incorporated and discussed.  In total 474 sessions have been held (2009-2017).
	Last name 12: 1. Professionals from the 137 Primary Care Centres (1,900 General Practitioners, 2,200 nurses and 500 administrative staff)
2. Population target (586,700) men and women 50-69 years 
3. Men: Specific messages for men to increase participation - Information by PCC, Primary Care staff, press and Patient Associations
4. Most deprived people (19.5% non-participants):   specific messages from PCC, Primary Care statff, press in specific small areas
5. Imprisoned and institutionalized people - specific invitation through their doctors and nurses in coordination with PCC

	Last name 13: 1. PCC staff: 1 doctor specialized in Public Health and PhD in Social Psychology, 1 nurse specialized in Health Management and Phd in Public Health and 1 nurse with research profile and experience in Public Health. Plan, organize, coordinate, check and evaluate the programme (including quality assurance).  All documents available show: differences in participation, lesions detection rate by Primary Care Centre, gender, sex and deprivation quintiles. 
2. Regional authorities and Health Services managers whom invested in the appropriate coverage and programme extension. Specially is remarkable the effort for getting the total coverage in only 4 years for all target population through investing in human resources and equipment in Endoscopy Units.
3. General Practitioners, nurses and administrative staff whom communicate, involve and perform the programme activities (kits collection; positive cases management, follow-up  and surveillance in collaboration with Endoscopy Units and PCC.
4. Biochemist, Endoscopy Units and Pathology Laboratories offering a high level of quality performance in collaboration with all actors.
5. Cancer Patients Associations who communicate and organize activities promoting healthy life-styles and specially promote participation in the programme (men and low income groups).
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	Last name 14: The evaluation has been carried out through quantitative and qualitative methodologies: Process indicators and results extracted every 2 weeks. Annual report on assessment of participation rates, by gender and deprivation quintiles, published at the Basque Government Health Department website. Indicators on participation of institutionalized or imprisoned population are identified in our application and have been evaluated by gender. Regional and National surveys have been carried out and information regarding participation rates has been extracted, by gender and socioeconomic rank.
1. Participation rate by Primary Care Centre: Annual assessment by gender (2009-2017). 
2. Evaluation (2009-2011) by gender, sex, deprivation quintiles (Hurtado et al. BMC Public Health (2015) 15:1021). 
3. Regional survey 2013 and 2018 (http://www.euskadi.eus).
4. National survey 2017. (https://www.ine.es).
5. Evaluation of the colorectal cancer screening Programme in the Basque Country (Spain) and its effectiveness based on the Miscan-colon model (Idigoras et al. BMC Public Health (2017) 18:78)
6. Primary care involvement and perceptions and relation with participation in CRC screening. Unanue S. (Doctoral thesis - 2019).
	Last name 48: Participation rate is high in the Basque Country due to multiple strategies carried out such as: 1) Screening process free of charge 2) Coordinating Office plans, organizes; 3) Free phone line; 3) Involving Primary Care staff ; 4) Coordinating quality assurance a software that interoperates with clinical databases for the most accurate eligible population ; 5) Sending FIT to personal address; 6) Facilities to drop off the kit in Health Centers without appointments; 7) Mandatory waiting time for colonoscopy under deep sedation in 30 days; 8) Follow-up all cases and communicating results to authorities, staff involved, patients associations and press periodically;  video support  materials and information available in the Basque Health Service web-site. 
Trends of participation significant increased along the period (p< 0.001) from 58.1% in 2009 to 70.3% in 2015. Significant differences were also found between sexes (71.1% women vs 65.9% men). Sex and socioeconomic group influence the rate of participation in the CRC programme and the rate of lesions found in the participants. Among men, the response rate was lowest in the fifth quintile (the most disadvantaged socioeconomic group) 60.2 % and the highest rate of identified lesions 38 % higher than the first quintile (55.7/1000 compared to 41.0/1000).
After analyzing a pilot study conducted in one of the prisons in the Basque Country, only 9.3% participated on the screening test among prisoners. After an active intervention by the sanitary technicians of the prison and the coordinating center of the program, the participation was 97.1%, FIT+ 20.3%, non-adherence to colonoscopy 14.3% and a higher advanced neoplasia detection rate than on the rest of the population. A similar situation is the one observed among institutionalized patients in Mental Health Centres.
1.  Inequalities indicators and strategies to decrease them are included in the Health Plan (2013-2020) and in the Oncologyc Plan (2018-2013). Evaluation are performed annually. (12-13-14)
2. Portillo et al. Factors related to the participation and detection of lesions in colorectal cancer screening programme-based faecal faecal immunochemical test. European Journal of Public Health 2018. doi:10.1093/eurpub/cky109. (9)

	Last name 49: The sustainability was achieved because all current resources are integrated in the strategy and processes:
1. Primary Care Centres have integrated all programme activities in their current attention and standardized procedures
2. In the Basque Country the medical record is centralized and standardized for all Health System. This important support facilitates the coordination between professionals and the linkage with the Screening Programme.
3. The Screening Programme software is linked with the medical record, statistic indices, cancer and mortality registries, allowing the monitorization and evaluation taking into account inequalities.
4. Indicators by gender, sex and deprivation are easy to measure by PCC and disseminate to professionals, people, patients organizations periodically 
5. Inequalities indicators and strategies to decrease them are included in the Health Plan (2013-2020) and in the Oncologyc Plan (2018-2013). Evaluation are performed annually. (12-13-14)
6. Imprisoned and instituzionalized people are covered by Primary Care (15).  
7. Arrospide A et al. Cost-effectiveness and budget impact..BMC Cancer 2018.doi.org/10.1186/s12885-018-4362-1 (16)
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	Last name 51: Integrity: Evidence based. Best Practices. Protocols. Integrated Care.
Accountability: Monitoring and evaluating the benefits and adverse effects at popualtion and individual level
Independence and impartiality: Public Health Service 
Respect: to respect the dignity, worth, equality, diversity and privacy of all persons.
Professional Commitment: All professional involved in the Basque Health Service
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