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

5
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?
"Vivons en Forme" or "VIF" propose preventive health programs targeting french children. It's main objective is to promote health and
well-being by focusing on the prevention of childhood overweight and obesity, and on social inequalities regarding food intake and
physical activity.
VIF has designed a unique methodology with the active involvement of a national network of 252 towns. It promotes better eating,
physical activity, sleep and well-being among children and families through a wide range of training, action plans and tools targeting
communities.
Each campaign aims to provide local stakeholders with concrete solutions in terms of Prevention and Public Health, focusing primarily
on the prevention of childhood obesity and the acquisition of good practices with the objective to facilitate the commitment of local
stakeholder.

2. General details about the practice
Title of the practice:
Vivons en Forme ( Lets live healthy program) Program

Institution(s) that promote(s) it:

Fédérons les villes pour la Santé ( FLVS)

City/municipal/locality:

Saint André lez Lille

Department/province/state:

Haut de France

Country:

France

3. Person in charge
Full name:

Agnès Lommez

Institution:

Fédérons les villes pour la Santé ( FLVS)

Position:

VIF Program Director

E-mail:

agnes.lommez@vivons-en-forme.org

Telephone number:

0686828355
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4. Contact person (if different from person in charge)
Full name:

Caroline Dailly

Institution:

Fédérons les villes pour la Santé ( FLVS)

Position:

VIF program development manager

E-mail:

caroline.dailly@vivons-en-forme.org

Telephone number:

0622026390

5. Keywords (minimum 5)
Nutrition, health promotion, healthy behavior, Primary Prevention, overweigh and obesity prevention, Child Health

6. Duration of the practice
Start date
(MM/YYYY):

End date
(MM/YYYY):

01/2011

Expected end date if the
practice is ongoing (MM/YYYY):
In progress

7. What is the geographical scope of the practice?
International (specify):
European (specify):
National (specify):

France

Regional (specify):
Local (specify):

City level

8. How was the practice funded?
External resources – public (specify):
External resources – private (specify):

Private company through philanthropy

Own resources
Other (specify):
I 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

Not applicable
Socioeconomic level:

Geographical area:
Rural setting

Not applicable
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:
Specify:
6-12 year old,

Not applicable

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.
The situation is alarming: in 2017, in kindergarten, the obese are 4 times more numerous among children of workers (5.8%) than
among executives (1.3%) confirms the latest study of the DREES. Similarly, the proportion of overweight or obese children is 61%
higher among farmer children than in those of executives. This dramatic observation illustrates the persistence of strong social
inequalities touching the most vulnerable: children born in disadvantaged populations from a very young age.
In parallel, in 2017, meetings, debates and publications followed one another highlighting the need to rethink health prevention.
Prevention that is more effective by acting on the field, led by local actors and targeting the populations who are the most in need.
These different positions are aligned with the philosophy and the VIF® approach and present a favorable context for its development.

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.
The general action is to provide local authorities with concrete solutions in terms of Prevention and Public Health, focusing primarily on
the prevention of childhood obesity and the acquisition of good practices in terms of physical activity, diet, sleep and well-being.
The program overall objectives are :
- to guarantee the health and well-being of all,
- to prevent overweight and obesity in children,
- to contribute to reducing the social inequalities of health in food and physical activity.

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.
Concretely, a behavior to evolve is targeted every year and tangible actions on this theme are developed in 6 acts:
1. Analyzing the litteracy, the target, etc. in order to identify a new thematic and needs
2. Co-working with the local stakeholders, scientific experts and the target who identify the brakes and levers to take into account, feed
the design work, think about actions and tools;
3. Imagine concrete and emotional experiences around learning, attractive for children and their parents
4. Validate in real conditions, by pilot procedures ( living lab), the relevance of the tools, essential step of optimization;
5. Train relay actors - extracurricular educators, childminders, social workers, teachers ... at the local level to facilitate their
appropriation and motivate them to use the tools provided;
6. Make available to parents and children booklets which, in the face of their difficulties, propose practical and accessible solutions.
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3. How did we do it? (continuation)
VIF base its campaigns on strong principles :
- Non-stigmatization of people, behavior or food
- Targeting the most vulnerable families to avoid their withdrawal from their local communities
- Taking into account the " modern way of eating": convenience and quick meal preparation and cooking
- A positive, progressive and tangible approach focused on the emotional pleasure of eating, physical activity and sharing
- Stregthening social links and sharing to promote sustainable health

4. What was the target population? (100 words)
The final main target population of the program is the disavantaged population at a national level. We are targeting people using the
proportional universalism which mean we target the all population in order to touch more precisely the disavantaged people more in
need. We have two main target : the children and their families and the precarious adults. We are also developping tools and action to
target the elderly. VIF is currently active in 252 French towns, mainly in poor areas. 97% of VIF towns are situated in zones with high
obesity and social inequalities regarding health.

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.
The involvement of key actors is part of every step of the program.
First, we have a VIF Standing experts Committee (which first mission is to define the
strategic axes of the program according to scientific news. The second mission is
to validate the contents of the messages of the realized tools.
Second, when we develop a new training/ themes, we put together a specific experts committee depending on the theme (pediatrician,
nurse, midwife, behavioral specialist, sleep specialist, nutritionist, etc.). This committee meets a couple of times to analyze the literacy
and the target, identify the brakes and levers and find solutions to lift those brakes and levers.
Third, the stakeholders of the cities are important when we implement the tools and trainings in VIF cities in order to do a living lab.
This test on the ground allows us to adapt and improve the tools and actions.
Finally, the program could not exist without the local authorities, the cities services and field employees. Indeed, we train the cities
employees (employees of the canteens, extracurricular educators, social workers, school teachers, sports educators, etc.) and give
guidelines, ready-to-use workshops and tools so that they can implement the program in their cities. Therfore without their involvement,
the program could not be spread and efficient as it is today.
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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 evaluation is done with the support of the university of Lille 2. There are 2 types of evaluation:
1.Evaluation of the process and satisfaction with the collection of different indicators: - Number of cities participating in the program Mobilization of the cities - Numbers of actions implemented - Number of families and children affected - Number of trainings and actors
trained - Satisfaction of different training and tools
2/ Evaluation of the results: behavior change and BMI change. The reliability of the weight-size information being highly dependent on
the competence of the measurer and the accuracy of the equipment used, a collaboration with the National Education Ministry has
made it possible to involve school health professionals. Each city then forwards an anonymous data entry table with the following
indicators for each child: city, school name, class, date of birth, sex, date of collection, weight, height and observations. These data are
then processed and analyzed to determine the BMI of each child and the prevalence and evolution of overweight and obesity in each
VIF community. For the behavior changes, VIF aims to build a methodology of appropriated evaluation and meeting the expectations of
different stakeholders (public health, municipalities, scientists). Therefore, 2 questionnaires have been developed. One for the children,
the other for the parents. The data are related to the food consumption, physical activities, health and compartmental habits.

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.
A total 251 cities over France are member of the programm in 2018. This represent 559 728 people touched by the program in
families, including 186 576 children aged 3 to 12. For the member, this means approximatly 5720 interventions implemented in the
cities on the topics of food and nutrition, physical activities , sleep and well-bein
The VIF program have been evaluated as effective:
- to mobilize cities and local teams over time : minimum membership of 5 years and some cities have been involved for 14 years
- on the prevalence of overweight and obesity, measured in school settings by school nurses in conditions respecting the defined
scientific protocol: Overweight and childhood obesity down from -6.6% to -48% for 7 to 11 years in the first cities where the VIF
program has been implemented, including neighborhoods classified ZEP.
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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 principal source of the fundings are private company supporting us from the beginning. They are mainly food inductries companies
as the program was historicaly turn to the food behaviour. The companies commit themselves for a renewable 3 years contract .
The other source of the funding are ce cities member of the program. To be part of the program and benefit from the formations,
tools,etc. a city or urban area give a small contribution to the program.

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:

11. What are the ethical principles underpinning the practice? (100 words)
VIF program is based on the self decision. Indeed we give tools and informations to families and children so that they can make their
own decisions to improve their health habits concerning food consumption, physical activities practice , time spend in front of screen,
sleeping habits, etc. The program aim to improve the health status of the population so that everyone can have the chance to live
healthy and getting older in good shape

Co-funded by
the Health Programme
of the European Union

D. Self-assessment

Please complete the following self-evaluation chart:
Please rate from 0 to 10.
Basic criteria

Gender perspective

8

Efficiency

8

Ethics

8

Sustainability

9

Inter-sectorial collaboration

9

Transferability

8

Innovation

8

Evidence and/or theory based

8

Public engagement

6

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.

