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A. Checklist

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

1. Does the practice fall under any of the following recommendations? Please indicate all relevant:
/ European Code Against Cancer (please see Annex 1 to the Submitter’s Guide)

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

3 (Take action to be a healthy body weight) and 4 (Be physically active in everyday life).
Council recommendation(s) on cancer screening (Annex 2 to the Submitter’s Guide) for:
Pap smear screening for cervical cancer precursors
Mammography screening for breast cancer

Faecal occult blood screening for colorectal cancer

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

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

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?

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

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

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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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?

Physical inactivity is a risk factor for the development of many diseases, as cardiovascular disease, obesity, diabetes mellitus type 2
and some varieties of cancer (especially breast and colorectal cancer). Yet a high proportion of the population at all levels (world,
Europe or Spain) does not spend enough time doing physical activities. The main objective of this programme was to increase the
percentage of population that practises physical activity, with special focus on women and people with low educational level, and
specifically to increase the percentage of population that meets World Health Organisation recommendations for physical activity. The
strategy for achieving it was to identify local health assets for physical activity, to include them in the electronic prescription database
and subsequently to foster their prescription by health professionals at primary health centres. The programme involved, in each
municipality, an inter-sectorial team integrated by the primary health centre, the local government, local associations and active
individuals. Furthermore other institutions were also implicated, as the regional health administration, departmental primary care
directions and public health centres.

2. General details about the practice

Title of the practice:

Programme for prescribing health assets for physical activity

Institution(s) that promote(s) it: Direccién General de Salut Pablica de la Generalitat Valenciana
City/municipal/locality: Valéncia/Valencia

Department/province/state: Comunitat/Comunidad Valenciana

Country: Spain

3. Person in charge

Full name: Elena Pérez Sanz

Institution: Direccion General de Salud Publica de la Generalitat Valenciana
Position: Coordinator

E-mail: perez_elesan@gva.es

Telephone number: +34 961925717
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4. Contact person (if different from person in charge)

Full name:

Institution:
Position:
E-mail:

Telephone number:

5. Keywords (minimum 5)

physical activity, cancer prevention, health promotion, health assets, non-pharmacological prescription, multi-sectoral health actions,
local health

6. Duration of the practice

Start date End date Expected end date if the
(MM/YYYY): (MM/YYYY): practice is ongoing (MM/YYYY):
10/2017 06/2018 (pilot project) Ongoing transference to regional level

7. What is the geographical scope of the practice?

International (specify):
European (specify):
National (specify):
/ Regional (specify): Comunitat/‘Comunidad Valenciana (Valencian Community)

/ Local (specify): Alboraia/Alboraya, Sogorb/Segorbe, Valéncia/Valencia

8. How was the practice funded?

External resources — public (specify):

External resources — private (specify):
/ Own resources

Other (specify):

| declare that the economic operator(s) of the practice has (have) no conflict of interest
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9. Which population group(s) are prioritized in this practice?

Mark all that apply.

Gender: Cultural/ethnic group: Educational level:

/ Women Ethnicity/Cultural background / Primary education
Men Migrants Secondary education
Transgender women Country of origin University education
Transgender men Other (specify): Post-graduate education
Other (specify): Other (specify):

/ Not applicable

Geographical area:

Not applicable Not applicable

Socioeconomic level: / Rural setting Especially vulnerable groups

/ Low Urban setting Disability (functional diversity)
Medium / Particularly deprived areas Incarcerated population
High Other (specify): Sexual diversity groups
Other (specify): Other (specify):

Not applicable

Not applicable Age range: / Not applicable

Specify:

/ Not applicable



Co-funded by
the Health Programme
of the European Union

PAAC

INNOVATIVE PARTNERSHIP
FOR ACTION AGAINST CANCER

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.

According to the World Health Organisation, around 31% of the world population over 14 years old has limited physical activity (PA)
habits[1], similarly to estimations made in Europe]2] and Spain (low PA in 35.28%; 37% women and 33.5% men)[3]. In our region, the
Valencian Community, physical inactivity in adults during leisure time is acknowledged by 35% women and 25.1% men[4], and rates
are higher among the older groups and population with lower education levels (80.8% vs. 62.9% in women, 71.1% vs. 47.4% in men)
[4]. Apart from that, other population groups disfavoured in this regard are people with lower socioeconomic resources or living in rural
areasl[5].

PA plays an important role in health promotion, diminishing the risk of cardiovascular diseases, obesity, diabetes, depression and also
some types of cancer[1,2]. It has been estimated that 9% of breast cancer and 10% of colon cancer in Europe are linked to a lack of
PA[2]. Several studies showed that fostering this habit leads to a reduction on the incidence of various cancer types, mainly breast,
colon and endometrial cancer[6-8] and it has also been observed that PA increased survivability among treated patients of breast and
colon cancer[9].

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.

General objectives: (1) increase the percentage of population that practises physical activity, focusing especially on women and people
with low educational level; (2) increase the percentage of population that meets World Health Organisation recommendations for
physical activity, focusing especially on women and people with low educational level.

Specific objectives: (a) create a common working space for an inter-sectorial team formed by representatives of primary care centres,
local governments and local associations; (b) identify and register health assets for physical activity in every health basic zone (sport
complexes, city walks, dance places, etc.); (c) foster prescription of health assets for physical activity by healthcare professionals.

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.

The program was first developed in 3 primary health centres (PHC): Alboraia/Alboraya, Sogorb/Segorbe and Valéncia/Valencia,
covering rural areas and population with lower socioeconomic levels. It is important to notice that primary health care in Spain is
provided by PHC, in a context of a universal health care system. PHC are distributed equitably through neighbourhoods according to
population density. Furthermore, in the Valencian Community there are specific Public Health centres distributed throughout the region
to manage Public Health in collaboration with PHC.

The first step of the programme was to choose a number of people from the PHC, the local government, local associations and active
individuals to constitute an inter-sectorial team in each municipality. The local associations’ representatives and the active individuals
were included in order to reduce inequalities by involving citizens in the decision making processes, and they also participated as
reference persons for some activities.

The second step was to identify health assets for PA (sport complexes, city walks, dance places, etc.) in every basic health zone, in
order for they to be accessible to populations from all socioeconomic backgrounds. Assets had to be: free-of-charge (to avoid
inequalities for socioeconomic reasons), periodic (repeated after certain period) and long-term (available throughout a long period in
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3. How did we do it? (continuation)

order to assure the programme stability).

The third step was to register all previously identified health assets, by gathering specific information about them: associated
municipality and PHC, description of the activity, individual vs. group activity, intensity, target population, sex and age, place and time,
contact information. A person in each PHC was responsible for this task. This being completed, all health assets were included in the
electronic prescription database.

The last step was to promote prescription of these PA health assets at PHC. An initial piloting phase was undertaken in every PHC to
allow issues correction.

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

This action plan was aimed to all population who was not physically active: spending less than 30 min a day at least 5 days a week
doing physical activities (ICD-9 V69.0 Lack of physical exercise; ICD-10-CM Z72.3, NANDA 00168 Sedentary lifestyle) in order to
reduce their risk for cancer and other diseases.

Groups specially affected by physical inactivity were prioritised: women, the elderly and socioeconomic disfavoured population. People
hindered by severe disabilities when practicing any physical activity or people undergoing acute diseases were not included.

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.

Several institutions and organs were involved in the development of the action plan at different stages and levels. Key actors and
institutions were:

» Local associations and active individuals: members of the inter-sectorial teams, participated in the health assets identification and
provided with non-institutional health assets.

« Local governments: members of the inter-sectorial teams, provided with economic and human resources and participated in the
health assets identification and provision.

* Primary health centres (PHC): members of the inter-sectorial teams, participated in the health assets identification and provision, and
were in charge of their registration and prescription.

 Primary care departmental direction: coordination of PHC activity, provided with institutional support and economic and human
resources.

« Public health centres: interdepartmental coordination of the programme, also provided with human resources and were in charge of
fostering health assets prescription by physicians and nurses.

« Directorate-General of Pharmacy: electronic prescription database configuration.

« Directorate-General of Healthcare: PHC coordination at a whole-region level, provided with economic and human resources and
institutional support.

« Directorate-General of Public Health: global project design and coordination, guidelines and protocol production, composition of the
community health commission to provide with economic and human resources and institutional support.
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6. Has the practice been assessed or evaluated?

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.

The programme evaluation was based on two approaches: one quantitative (before and after study) and another qualitative (personal
interviews).

The quantitative study was performed in the 3 PHC involved in the programme. The study was carried between December 2017 and
May 2018. Participants were recruited at the PHC. Inclusion criterion was not meeting PA recommendations by the World Health
Organisation. Exclusion criterion was having any medical contraindications for PA (physical disabilities, acute diseases, etc.). Data
collection was made by two surveys: when accessing the programme (T0) and 3 months after practising the prescribed PA (T1). The
surveys included sociodemographic variables, the type of activity, Rosenberg Self-Esteem Scale, health-related quality of life
EuroQol-5D and perceived health state Visual Analogue Scale EuroQoL.

The qualitative analysis was carried out in one of the PHC, located in Valéncia/Valencia, in April 2018. 7 people were interviewed: 3
physicians and 1 nurse (women aged 35-55 years old) and 3 patients (2 women and 1 man, all over 65 years old and retired). They
were asked about several aspects of the programme for 20 to 45 minutes. The interviews were registered by audio recording, and
transcribed literally for later encoding of all topics addressed.

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.

In the quantitative evaluation (before and after study) 185 people were offered entering the programme, but only 78 accepted taking
part and finished it. There were 14 withdrawals, and these participants were also contacted to complete the intention-to-treat analysis.
Most of the participants were women (74.4%), and mean age was 65.7 years old for women and 69.9 for men. The education level was
low in 62.3% of women and in 61.9% of men, and more than 95% of the sample was retired. Women lived mostly in rural areas
(57.4%), whereas men lived in urban areas (71.4%). Regarding scales measurements, statistically significant differences were found
between women and men in health-related quality of life (anxiety/depression item in EuroQol-5D) and in perceived health status (Visual
Analogue Scale EuroQolL) (p<0.05). Comparing TO and T1, statistically significant improvements were observed for self-esteem and
health-related quality of life in women (p<0.05), and for perceived health status in both sexes (p<0.05).

Regarding the qualitative analysis (personal interviews) a positive general opinion was observed among patients and professionals.
Patients considered that this strategy impelled them to increase their PA and valued its potential for strengthening social bonds. They
also pointed out that this practice could replace drug therapy at some level. Nevertheless, patients believed that for health
professionals it was easier to continue to prescribe drugs, as PA prescription takes longer to be explained, and. Professionals
considered that this programme is a positive and handy resource, although it will take long to start to show all its benefits, and agreed
that the programme could lead to a decrease in drug usage, which represents an opportunity for reducing pharmacological iatrogenicity
due to drug interactions and drug expenses. They also identified lack of time as a barrier.
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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.

The programme was sustained by leadership and economic support of all three Directorates-General in charge at a higher level
(Directorate-General of Public Health, Healthcare and Pharmacy), and by guidance of primary care department directions at a lower
level. Local government also invested economic resources on the programme.

Health professionals involved were given a previous training on health assets prescribing, and their commitment, as well as that from
all individuals involved, was crucial. Individuals also invested personal resources on the programme.

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

/ Yes

No
If yes, please indicate new settings and implementation strategies, barriers found and facilitators:

The programme was first developed within 6 municipalities (Alboraia/Alboraia, Castellnou/Castellnovo, Navaixes/Navajas,

Penyalba/Pefialba, Sogorb/Segorbe, Valéncia/Valencia) as a pilot phase, and it is now being exported to the whole autonomous region
(Valencian Community).

The health administration in this region depends on 22 health departments (HD), and the pilot phase involved 2 of them. Currently, the
strategy for expanding the programme application is to integrate 2 new primary health centres from each department (44 new centres)
every 4 months. Centres in areas with lower socioeconomic and education levels are being prioritised.

As an opportunity, we found that some local governments had already been developing physical activity initiatives, and therefore they

had a higher commitment with the objectives of the programme. On the other hand, as a barrier we identified lack of political support in
some municipalities.

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

Prescription of physical activity through health assets follows the same ethical principles as drug prescription. Participation in the
programme was voluntary, and informed consents were collected from every participant.

Personal data was treated anonymously, and its management was performed according to the Spanish Organic Law 3/2018 for
Personal data protection and digital rights guarantee) and the European Union Regulation 2016/679 (of the European Parliament and
of the Council, the General Data Protection Regulation).
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D. Self-assessment
Please complete the following self-evaluation chart:

Please rate from 0 to 10.

Basic criteria  Gender perspective 10
Efficiency 9
Ethics 10
Sustainability 8
Inter-sectorial collaboration 10
Transferability 9
Innovation 10

Evidence and/or theory based 10

Public engagement 10

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

/ | 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@agva.es.
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Regarding the qualitative analysis (personal interviews) a positive general opinion was observed among patients and professionals. Patients considered that this strategy impelled them to increase their PA and valued its potential for strengthening social bonds. They also pointed out that this practice could replace drug therapy at some level. Nevertheless, patients believed that for health professionals it was easier to continue to prescribe drugs, as PA prescription takes longer to be explained, and. Professionals considered that this programme is a positive and handy resource, although it will take long to start to show all its benefits, and agreed that the programme could lead to a decrease in drug usage, which represents an opportunity for reducing pharmacological iatrogenicity due to drug interactions and drug expenses. They also identified lack of time as a barrier. 

	Last name 49: The programme was sustained by leadership and economic support of all three Directorates-General in charge at a higher level (Directorate-General of Public Health, Healthcare and Pharmacy), and by guidance of primary care department directions at a lower level. Local government also invested economic resources on the programme.

Health professionals involved were given a previous training on health assets prescribing, and their commitment, as well as that from all individuals involved, was crucial. Individuals also invested personal resources on the programme.

	Zaškrtávací pole 67: Ano
	Zaškrtávací pole 68: Off
	Last name 50: The programme was first developed within 6 municipalities (Alboraia/Alboraia, Castellnou/Castellnovo, Navaixes/Navajas, Penyalba/Peñalba, Sogorb/Segorbe, València/Valencia) as a pilot phase, and it is now being exported to the whole autonomous region (Valencian Community).

The health administration in this region depends on 22 health departments (HD), and the pilot phase involved 2 of them. Currently, the strategy for expanding the programme application is to integrate 2 new primary health centres from each department (44 new centres) every 4 months.  Centres in areas with lower socioeconomic and education levels are being prioritised.

As an opportunity, we found that some local governments had already been developing physical activity initiatives, and therefore they had a higher commitment with the objectives of the programme. On the other hand, as a barrier we identified lack of political support in some municipalities.

	Last name 51: Prescription of physical activity through health assets follows the same ethical principles as drug prescription. Participation in the programme was voluntary, and informed consents were collected from every participant.

Personal data was treated anonymously, and its management was performed according to the Spanish Organic Law 3/2018 for Personal data protection and digital rights guarantee) and the European Union Regulation 2016/679 (of the European Parliament and of the Council, the General Data Protection Regulation).

	Last name 52: 10
	Last name 53: 10
	Last name 54: 9
	Last name 55: 10
	Last name 57: 8
	Last name 58: 10
	Last name 59: 9
	Last name 60: 10
	Last name 61: 10
	Zaškrtávací pole 69: Ano
	Zaškrtávací pole 70: Ano


