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Comprendre	la	nature	et	la	taille	du	défi	:		
Une	expérience	française	dans	la	promoAon		
des	intervenAons	non	pharmacologiques.		



1986	 2016	

Une	pharmacie	d’hier	et	d’aujourd’hui	

Contexte	



Un	régime	d’hier	et	d’aujourd’hui	

1986	 2016	

Contexte	



Un	régime	d’hier	et	d’aujourd’hui	

1986	 2016	

Contexte	



Un	objet	«	santé	»	d’hier	et	d’aujourd’hui	

1986	 2016	

Contexte	



Une	psychothérapie	d’hier	et	d’aujourd’hui	

1986	 2016	

Contexte	



Un	programme	d’AcAvités	Physiques	Adaptées	(APA)	d’hier	et	d’aujourd’hui	

1986	 2016	

Contexte	



Des	«	best-sellers	»	

2010	 2013	2011	 2016	

Contexte	



Une	préoccupaAon	relayée	abondamment	par	les	médias	et	l’Internet	

Des	paAents	moins	naïfs…	

mais	paradoxalement	plus	vulnérables	
(dérives	sectaires,	markeAng	vs.	science...)	

Contexte	



	
IntervenAons	Non	Médicamenteuses	(INM)	
	
Quelle	définiAon?		



Les	intervenAons	non	médicamenteuses	(INM)		

IntervenAons		
psychologiques		

en	santé	

IntervenAons	
physiques		
en	santé	

DéfiniFon	des	INM	

IntervenAons		
numériques		
en	santé	

IntervenAons	
nutriAonnelles	

en	santé	

Autres		
intervenAons		
en	santé	

(des	programmes	de	
préven/on	aux	méthodes	de	

psychothérapie)		

(des	thérapies	manuelles	aux	
programmes	d’ac/vités	
physiques	adaptées)		

(des	compléments	
alimentaires	aux	régimes	

thérapeu/ques)		

(des	objets	connectés	santé	
aux	solu/ons		

de	coaching	e-santé)		

(de	la	phytothérapie	à	
l’aromathérapie	)		



Différentes	appellaAons	

☐	acFons	de	prévenFon	primaire	
☐	acFons	de	prévenFon	secondaire	
☐	acFons	de	prévenFon	terFaire	
☐	aides	techniques	et	technologiques	
☐	allégaFons	de	santé		
☐	disposiFfs	médicaux	non	implantables	
☐	intervenAons	non	médicamenteuses	(INM)	
☐	médecines	alternaFves	
☐	médecines	chinoises	
☐	médecines	complémentaires	
☐	médecines	comportementales	
☐	médecines	douces	
☐	médecines	intégraFves	
	

☐	médecines	naturelles	
☐	médecines	tradiFonnelles	
☐	objets	connectés	santé	(ou	m-santé)	
☐	produits	de	santé	
☐	services	de	santé	
☐	soins	adjuvants	
☐	soins	de	support	
☐	soluFons	e-santé	non	implantables	
☐	thérapeuFques	non	convenFonnelles	
☐	thérapeuFques	intégrées	
☐	thérapeuFques	non	médicamenteuses	
☐	thérapies	complémentaires	
☐	traitements	complémentaires	
☐	traitements	non	pharmacologiques	

INM	=	une	appellaAon	insaAsfaisante	mais	uAlisée	et	comprise	des	usagers	

INM	=	400	recensées	par	la	Plateforme	CEPS,	l’OMS	et	l’Académie	de	Médecine	

DéfiniFon	des	INM	



DéfiniAon	

www.CEPSpla;orm.eu	

«	Une	Interven/on	Non	Médicamenteuse	(INM)	est	une	méthode	efficiente	et	efficace	sur	la	santé	

humaine.	 CeGe	méthode,	 non	 invasive,	 prend	 la	 forme	 d’un	 produit,	 d’un	 programme	 ou	 d’un	

service.	Elle	a	une	ac/on	observable	(bénéfices	et	risques	mesurables	allant	au	delà	du	simple	avis	

du	 consommateur)	 sur	 des	 indicateurs	 de	 santé	 et	 de	 qualité	 de	 vie	 et	 peut	 être	 reliée	 à	 des	

mécanismes	biologiques	et/ou	des	processus	psychologiques	iden/fiés.	Elle	peut	également	avoir	

un	impact	posi/f	sur	des	comportements	de	santé	et	des	indicateurs	socio-économiques.	»	

	

	 	 	 	 	 	 	 	 	 	 	Plateforme	CEPS,	Montpellier,	avril	2016	

DéfiniFon	des	INM	



	
Raisons	principales	de	l’essor	des	INM		
	
depuis	2010	en	France		



1.	MulAplicaAon	du	nombre	de	personnes	souffrant	de	maladies	chroniques	avec	le	
vieillissement	de	la	populaAon	et	les	limites	des	traitements	curaAfs	

OMS	(2006)	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	

1	français	sur	3	aura	plus	
de	60	ans	en	2050	

1	français	sur	4	vit	avec	
une	maladie	



2.	Recherches	épigénéAques	démontrant	l’impact	du	mode	de	vie	sur	la	biologie	

Carey	(2013)	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	



3.	Résultats	des	premières	cohortes	d’humains	suivis	plus	de	10	ans	montrant	l’effet	des		
				comportements	sur	l’appariAon	de	maladies,	leur	aggravaAon	et	leur	complicaAon	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	

WHO	(2009).	Global	health	risks:	mortality	and	burden	of	disease	aGributable	to	selected	major	risks.	Geneva:	WHO	

10

World Health Organization

Part 2

Figure 6: Deaths attributed to 19 leading risk factors, by country income level, 2004.
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Figure 7: Percentage of disability-adjusted life years (DALYs) attributed to 19 leading risk factors, by country 
income level, 2004.
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Morts	aXribuables	aux	19	
principaux	facteurs	de	risque	
dont	la	majorité	est	d’origine	
comportementales	:	
-	tabagisme,		
-	alcoolisme,	
-	inacAvité	physique,	
-	malnutriAon	



3.	Résultats	des	premières	cohortes	d’humains	suivis	plus	de	10	ans	montrant	l’effet	des		
				comportements	sur	l’appariAon	de	maladies,	leur	aggravaAon	et	leur	complicaAon	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	

Ninot	et	Roche	(2009,	Masson	Médical)		



4.	Dépenses	induites	par	ces	comportements	à	risque	:	exemple	de	l’inacAvité	physique	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	 Articles
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The economic burden of physical inactivity: a global analysis 
of major non-communicable diseases
Ding Ding, Kenny D Lawson, Tracy L Kolbe-Alexander, Eric A Finkelstein, Peter T Katzmarzyk, Willem van Mechelen, Michael Pratt, for the Lancet 
Physical Activity Series 2 Executive Committee*

Summary
Background The pandemic of physical inactivity is associated with a range of chronic diseases and early deaths. 
Despite the well documented disease burden, the economic burden of physical inactivity remains unquantifi ed at the 
global level. A better understanding of the economic burden could help to inform resource prioritisation and motivate 
eff orts to increase levels of physical activity worldwide.

Methods Direct health-care costs, productivity losses, and disability-adjusted life-years (DALYs) attributable to physical 
inactivity were estimated with standardised methods and the best data available for 142 countries, representing 93·2% 
of the world’s population. Direct health-care costs and DALYs were estimated for coronary heart disease, stroke, type 2 
diabetes, breast cancer, and colon cancer attributable to physical inactivity. Productivity losses were estimated with a 
friction cost approach for physical inactivity related mortality. Analyses were based on national physical inactivity 
prevalence from available countries, and adjusted population attributable fractions (PAFs) associated with physical 
inactivity for each disease outcome and all-cause mortality.

Findings Conservatively estimated, physical inactivity cost health-care systems international $ (INT$) 53·8 billion 
worldwide in 2013, of which $31·2 billion was paid by the public sector, $12·9 billion by the private sector, and 
$9·7 billion by households. In addition, physical inactivity related deaths contribute to $13·7 billion in productivity 
losses, and physical inactivity was responsible for 13·4 million DALYs worldwide. High-income countries bear a 
larger proportion of economic burden (80·8% of health-care costs and 60·4% of indirect costs), whereas low-income 
and middle-income countries have a larger proportion of the disease burden (75·0% of DALYs). Sensitivity analyses 
based on less conservative assumptions led to much higher estimates.

Interpretation In addition to morbidity and premature mortality, physical inactivity is responsible for a substantial 
economic burden. This paper provides further justifi cation to prioritise promotion of regular physical activity 
worldwide as part of a comprehensive strategy to reduce non-communicable diseases.

Funding None.

Introduction
Around the world, eff orts to address risk factors for non-
communicable diseases (NCDs) are often hampered by 
an absence of understanding of the true burden that 
these risk factors impose on societies. This defi ciency is 
problematic because information about disease burden 
is used to galvanise public support for health promotion, 
to convince key decision makers to take action, and to 
prioritise funding decisions in an era of increasingly 
tight budgets.1,2 Typically, burden estimates include 
mortality, morbidity, and economic costs, all of which are 
indispensable for informed decision making.

Physical inactivity is recognised as a global pandemic 
that requires global action.3 Based on a large body of 
scientifi c literature and data from global surveillance, Lee 
and colleagues4 quantifi ed the global burden of physical 
inactivity in terms of morbidity and mortality. However, 
estimation of the economic burden of physical inactivity 
remains a major gap in the fi eld.5 As Kohl and colleagues3 
advocated in the previous Lancet Physical Activity Series, 
an “in-depth global analysis [of the economic burden of 
inactivity] is needed”.

To date, for several countries national estimates of the 
economic costs of physical inactivity have been 
published.5 However, most of these analyses were 
limited to direct health-care costs only, without 
estimating indirect costs (eg, productivity losses due to 
morbidity and premature mortality), and almost all 
analyses were conducted in high-income countries. 
This latter point is a major limitation because low-
income and middle-income countries now account for 
most of the global NCD burden,6 and also have high 
levels of physical inactivity.7 Furthermore, methods 
used in published studies varied, making it diffi  cult to 
compare data across countries or to extrapolate existing 
estimates to other countries. Most previous studies 
were also subject to major methodological limitations, 
such as not taking into account confounding or 
comorbidity. Additionally, although existing studies 
report aggregate estimates, it is important to also 
consider where the economic burden falls, including 
on the public sector, private sector, and out-of-pocket 
household expenditure. This inclusion will provide 
additional information regarding who pays for the 
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Coûts	directs	:	1.040.124.000	US$	
Coûts	indirects	:	350.416.000	US$	
Total	en	France	:	1.390.540.000	US$	

RéparAAon	française	des	coûts	directs	
Secteur	public	:	806.096.000	US$	(77,5%)	
Secteur	privé	:	157.059.000	US$	(15,1%)	
Ménages	:	76.969.000	US$	(7,4%)	



Des	avis	d’experts	

L’avis	de	la	personne	

Addington-Hall	et	Kalra	(2001)		

5.	Demande	d’amélioraAon	de	la	qualité	de	vie,	plus	uniquement	de	traitement	d’un	organe	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	



6.	Développer	une	culture	de	la	prévenAon	en	France	comme	en	Europe		

 1 

ACADÉMIE NATIONALE DE MÉDECINE 
16, RUE BONAPARTE – 75272 PARIS CEDEX 06 

TÉL : 01 42 34 57 70 – FAX : 01 40 46 87 55 
_______ 

 

Rapport  

Groupe de travail « Culture de prévention en santé » 
 

La Culture de prévention en santé : des questions fondamentales 
 
 

Introduction 

1. La prévention en médecine est un humanisme (J.- F. Mattei) 

2. Définition de la culture de prévention (C. Dreux) 

3. Pourquoi et comment développer une culture de prévention en santé 
publique ? (A. Vacheron) 

4. Prévention et inégalités sociales de santé (A. Flahault – M. Setbon – A. 
Spira) 

5. Prévention et économie de la santé (C. Dreux) 

6. Education du public : Apport des procédures informatisées (TICS) (E.-
A. Cabanis) 

7. L’importance majeure de la famille, de l’école et de la médecine 
scolaire (C. Dreux, J.-M. Mantz) 

8. Peut-on, à la naissance, prévoir les maladies de l’âge adulte ? (R. 
Ardaillou – F. Soubrier)  

9. Pour une prévention fondée sur les preuves (A. Flahault) 
 
Conclusion 
 
Recommandations prioritaires de l’Académie nationale de Médecine 
 
Annexes:  
− Abréviations utilisées dans le rapport 
− Base documentaire 
− Liste des personnalités auditionnées 
− Contributions des membres du groupe de travail 
        (publiées sur le site de l’Académie nationale de Médecine http://www.academie-medecine.fr) 

 

Union	Européenne	(2014)	Académie	de	Médecine	(Dreux,	2013)	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	



7.	Une	logique	de	parcours	remplaçant	la	tarificaAon	à	l’acte	

Pr.	Jacques	Bringer,	doyen	de	la	Faculté	de	Médecine	de	Montpellier	
iCEPS	Conference	2015	

Modèle	de	Pasteur	:		
					1	problème	=>	1	mécanisme	=>	1	soluFon	thérapeuFque		
	
Modèle	des	maladies	chroniques	:		
					1(n)	problème(s)	=>	mécanisme	complexe	=>	soluFons	complémentaires	dont	INM,	coordonnées	dans	un	parcours	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	



8.	PraAque	thérapeuAque	et	prévenAve	fondée	sur	les	preuves		

	 	 		

	

	

	

	

	

	

	

	 	 	 	 	Décision	basée	sur	des	données	probantes	

	SackeX	et	al.	(2000)	

OC,	FRSC,	BA	(Lawrence),	MD	(Illinois	&	Basel),		
MSc	(Harvard),	FRCP	(OXawa,	London,	Edinburgh)	

	(17	novembre	1934	–	13	mai	2015)	

	David	L.	Sackek		
American	et	Canadian	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	
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	Clinical	Trials	AND	psychotherapy	
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	Clinical	Trials	AND	disease	management	
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	Clinical	Trials	AND	exercise	
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	Clinical	Trials	AND	rehabilita2on	
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	Clinical	Trials	AND	diet	

Une	accéléraAon	exponenAelle	de	la	recherche	intervenAonnelle	non	médicamenteuse	

Méthodes	de	psychothérapie	Compléments	alimentaires	 Programmes	d’acFvité	physique	

Méthodes	de	kinésithérapie	Régimes	 Méthodes	d’éducaFon	thérapeuFque	

>	2000	/	an	

>	1000	/	an	

>	3500	/	an	

>	2000	/	an	

>	25000	/	an	

>	1000	/	an	

1,5	millions	de	publicaFons	d’étude	clinique	depuis	1827,	dont	73.691	publicaAons	en	2014	(données	Prov&Care)	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	



9.	Etudes	intervenAonnelles	montrant	des	économies	directes	et	indirectes	avec	des	INM	

Programme	de	prévenAon	terAaire	
au	CHRU	de	Montpellier	
	16	séances	en	1	mois	

	

Efficacité:	+72	m	(TDM-6)	
Sécurité:	aucun	incident	ou	accident	
Qualité	de	vie:	+15/100	(quesFonnaire	SGRQ)		
UAlité:	-481	€	/	an	/	paFent	(dépenses	directes	de	santé)	

+1	mois	 +1	an	T0	

18	
paFents		
BPCO	

20	
paFents		
BPCO	

RandomisaAon	
	
	
	

Ninot	et	al.	(2011,	Respiratory	Medicine)	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	



10.	SoluAons	e-santé	facilitant	l’usage	des	INM	et	la	mesure	des	comportements	

Les	10	raisons	principales	de	l’essor	des	INM	depuis	2010	

Penser	au	delà	de	la	prise	en	charge	collecAve	en	prévenAon	:	
-	responsabilisaAon	de	l’individu	dans	le	mainAen	de	sa	bonne	santé	et/ou	dans	la	bonne	gesAon	de	
sa	maladie	(chronique	notamment)	=>	empowerment	
-	sancAon	des	comportements	pathogènes	et	des	maladies	auto-induites	(aléa	moral)	qui	ébranlent	le	
principe	de	base	de	l’assurance	=>	bonus	/	malus	



	
La	recherche	intervenAonnelle	non	
médicamenteuse	:	
	
quelques	proposiAons	



Besoin	d’une	ontologie	

CaractérisaAon	de	chaque	INM	dans	une	ontologie	

Catégorie	
Sous-catégorie		
IntervenFon	

IntervenFon	psychologique	en	santé	(et	synonymes)	
Psychothérapie	(et	synonymes)	
Mindfulness-Based	Stress	Reduc/on	(MBSR)		

	
IndicaFon	
Public	
CaractérisFques	(e.g.,	«	dose	»,	mode	
d’uFlisaFon,	techniques/composiFon)	
PrécauFons	
Mécanismes	
Prise	en	charge	



Ioannidis	(2015,	Plos	Medicine)	

powerful in scientific processes [8,9]. For
healthcare and clinical practice, while
evidence-based medicine has grown stron-
ger over time, some argue that it is
currently in crisis [10] and ‘‘evidence-
based’’ terminology has been usurped to
promote expert-based beliefs and industry
agendas [11]. We have little experimental
evidence on how peer review should be
done and when (e.g., protocol-based, man-
uscript-based, post-publication) [5,12,13]
or on how research funds should be
allocated [14,15]. Many dominant scientif-
ic structures date back to the Middle Ages
(e.g., academic hierarchies) or the 17th
century (e.g., professional societies, journal
publishing), but their suitability for the
current growth of science is uncertain. At
the same time, there is an obvious tension
in hoping for decisions to be both more
imaginative and more evidence-based; it
may be the case that the bureaucracy and
practice of science require different people
with different skill sets, and it may even be
that a system too focused on eliminating
unfair discrimination also eliminates the
reasonable discrimination required to make
wise choices. While we could certainly
introduce changes that made science worse,
we could also purposefully introduce ones
to make it better.

One option is to transplant into as many
scientific disciplines as possible research
practices that have worked successfully
when applied elsewhere. Box 1 lists a few
examples that are presented in more detail
here.

Adoption of large-scale collaborative
research with a strong replication culture
[16] has been successful in several bio-
medical fields: in particular, in genetic and
molecular epidemiology. These techniques
have helped transform genetic epidemiol-

ogy from a spurious field [17] to a highly
credible one [18]. Such practices could be
applied to other fields of observational
research and beyond [19].

Replication has different connotations
for different settings and designs. For basic
laboratory and preclinical studies, replica-
tion should be feasible as a default, but
even in those cases, there should be an a
priori understanding of the essential fea-
tures that are needed to be replicated and
how much heterogeneity is acceptable
[20]. For some clinical research, replica-
tion is difficult, especially for very large,
long-term, expensive studies. The prospect
of replication needs to be considered and
incorporated up front in designing the
research agenda in a given field [12].
Otherwise, some questions are not ad-
dressed at all or are addressed by single
studies that are never replicated, while
others are subjected to multiple unneces-
sary replications or even redundant meta-
analyses combining them [21].

Registration of randomized trials [22]
(and, more recently, registration of their
results [23]) has enhanced transparency in
clinical trials research and has allowed
probing of selective reporting biases [24,25],
even if not fully remedying them. It may
show redundancy and allow better visualizing
of the evolution of the total corpus of research
in a given field. Registration is currently
proposed for many other types of research,
including both human observational studies
[26] and nonhuman studies [27].

Sharing of data, protocols, materials,
and software has been promoted in several
-omics fields, creating a substrate for
reproducible data practices [28–31]. Pro-
motion of data sharing in clinical trials
may similarly improve the credibility of
clinical research [32]. Some disadvantages

have been debated, like the potential of
multiple analysts performing contradicting
analyses, difficulties with de-identification
of participants, and the potential for
parties to introduce uncertainty for results
that hurt their interests, as in the case of
diesel exhaust and cancer risk [33].

Dissociation of some research types from
specific conflicted sponsors or authors has
been proposed (not without debate) for
designs as diverse as cost-effectiveness analy-
ses [34], meta-analyses [35,36], and guide-
lines [37]. For all of these types of research,
involvement of sponsors with conflicts has
been shown to spin more favorable conclu-
sions.

Adoption of more appropriate statistical
methods [38], standardized definitions and
analyses and more stringent thresholds for
claiming discoveries or ‘‘successes’’ [39] may
decrease false-positive rates in fields that have
to-date been too lenient (like epidemiology
[40], psychology [41,42], or economics [43]).
It may lead them to higher credibility, more
akin to that of fields that have traditionally
been more rigorous in this regard, like the
physical sciences [44].

Improvements in study design standards
could improve the reliability of results [45].
For example, for animal studies of interven-
tions, this would include randomization and
blinding of investigators [27]. There is
increasing interest in proposing checklists for
the conduct of studies to be approved
[46,47], making it vital to ensure both that
checklist items are indeed essential and that
claims of adherence to them are verifiable.

Reporting, review, publication, dissem-
ination, and post-publication review of
research shape its reliability. There are
currently multiple efforts to improve and
standardize reporting (e.g., as catalogued
by the EQUATOR initiative [48]) and
multiple ideas about how to change peer
review (by whom, how, and when) and
dissemination of information [25,49–51].

Finally, proper training and continuing
education of scientists in research methods
and statistical literacy are also important [47].

Stakeholders

As we design, test, and implement
interventions on research practices, we
need to understand who is affected by and
shaping research [5,52,53]. Scientists are
only one group in a larger network
(Table 1) in which different stakeholders
have different expectations. Stakeholders
may cherish research for being publish-
able, fundable, translatable, or profitable.
Their expectations are not necessarily
aligned with one another. Scientists may
continue publishing and getting grants

Box 1. Some Research Practices that May Help Increase the
Proportion of True Research Findings

N Large-scale collaborative research

N Adoption of replication culture

N Registration (of studies, protocols, analysis codes, datasets, raw data, and
results)

N Sharing (of data, protocols, materials, software, and other tools)

N Reproducibility practices

N Containment of conflicted sponsors and authors

N More appropriate statistical methods

N Standardization of definitions and analyses

N More stringent thresholds for claiming discoveries or ‘‘successes’’

N Improvement of study design standards

N Improvements in peer review, reporting, and dissemination of research

N Better training of scientific workforce in methods and statistical literacy
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The achievements of scientific research
are amazing. Science has grown from the
occupation of a few dilettanti into a vibrant
global industry with more than 15,000,000
people authoring more than 25,000,000
scientific papers in 1996–2011 alone [1].
However, true and readily applicable major
discoveries are far fewer. Many new
proposed associations and/or effects are
false or grossly exaggerated [2,3], and
translation of knowledge into useful appli-
cations is often slow and potentially ineffi-
cient [4]. Given the abundance of data,
research on research (i.e., meta-research)
can derive empirical estimates of the
prevalence of risk factors for high false-
positive rates (underpowered studies; small
effect sizes; low pre-study odds; flexibility in
designs, definitions, outcomes, analyses;
biases and conflicts of interest; bandwagon
patterns; and lack of collaboration) [3].
Currently, an estimated 85% of research
resources are wasted [5].

Effective Interventions

We need effective interventions to im-
prove the credibility and efficiency of
scientific investigation. Some risk factors
for false results are immutable, like small
effect sizes, but others are modifiable. We
must diminish biases, conflicts of interest,
and fragmentation of efforts in favor of
unbiased, transparent, collaborative re-
search with greater standardization. How-
ever, we should also consider the possibility
that interventions aimed at improving
scientific efficiency may cause collateral
damage or themselves wastefully consume
resources. To give an extreme example,
one could easily eliminate all false positives
simply by discarding all studies with even
minimal bias, by making the research
questions so bland that nobody cares about
(or has a conflict with) the results, and by
waiting for all scientists in each field to join
forces on a single standardized protocol and

analysis plan: the error rate would decrease
to zero simply because no research would
ever be done. Thus, whatever solutions are
proposed should be pragmatic, applicable,
and ideally, amenable to reliable testing of
their performance.

Currently, major decisions about how
research is done may too often be based on
convention and inertia rather than being
highly imaginative or evidence-based [5–15].
For example, there is evidence that grant

reviewers typically have only modest CVs
and most of the top influential scientists don’t
review grant applications and don’t get
funded by government funds, even in the
United States [6], which arguably has the
strongest scientific impact at the moment
than any other country (e.g., in cumulative
citations). Non-meritocratic practices, includ-
ing nepotism, sexism, and unwarranted
conservatism, are probably widespread [7].
Allegiance and confirmation biases are

Essays are opinion pieces on a topic of broad
interest to a general medical audience.
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Summary Points

N Currently, many published research findings are false or exaggerated, and an
estimated 85% of research resources are wasted.

N To make more published research true, practices that have improved credibility
and efficiency in specific fields may be transplanted to others which would
benefit from them—possibilities include the adoption of large-scale collabo-
rative research; replication culture; registration; sharing; reproducibility
practices; better statistical methods; standardization of definitions and analyses;
more appropriate (usually more stringent) statistical thresholds; and improve-
ment in study design standards, peer review, reporting and dissemination of
research, and training of the scientific workforce.

N Selection of interventions to improve research practices requires rigorous
examination and experimental testing whenever feasible.

N Optimal interventions need to understand and harness the motives of various
stakeholders who operate in scientific research and who differ on the extent to
which they are interested in promoting publishable, fundable, translatable, or
profitable results.

N Modifications need to be made in the reward system for science, affecting the
exchange rates for currencies (e.g., publications and grants) and purchased
academic goods (e.g., promotion and other academic or administrative power)
and introducing currencies that are better aligned with translatable and
reproducible research.
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Besoin	d’étude	de	qualité	



«	Au	regard	des	critères	habituellement	considérés	pour	
l’évaluaFon	de	l’efficacité	des	traitements	médicamenteux,	les	
études	évaluant	l’efficacité	des	thérapeuFques	non	
médicamenteuses	[règles	hygiéno-diété/ques,	traitements	
psychologiques,	thérapeu/ques	physiques]	présentent	pour	la	
plupart	des	insuffisances	méthodologiques.	»				(p.40)	

HAS	(2011)	
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Le	RCT	n’est	pas	toujours	nécessaire…	

Smith	et	Pell	(2003,	Bri/sh	Medical	Journal)	

Parachute use to prevent death and major trauma related
to gravitational challenge: systematic review of
randomised controlled trials
Gordon C S Smith, Jill P Pell

Abstract
Objectives To determine whether parachutes are
effective in preventing major trauma related to
gravitational challenge.
Design Systematic review of randomised controlled
trials.
Data sources: Medline, Web of Science, Embase, and
the Cochrane Library databases; appropriate internet
sites and citation lists.
Study selection: Studies showing the effects of using
a parachute during free fall.
Main outcome measure Death or major trauma,
defined as an injury severity score > 15.
Results We were unable to identify any randomised
controlled trials of parachute intervention.
Conclusions As with many interventions intended to
prevent ill health, the effectiveness of parachutes has
not been subjected to rigorous evaluation by using
randomised controlled trials. Advocates of evidence
based medicine have criticised the adoption of
interventions evaluated by using only observational
data. We think that everyone might benefit if the most
radical protagonists of evidence based medicine
organised and participated in a double blind,
randomised, placebo controlled, crossover trial of the
parachute.

Introduction
The parachute is used in recreational, voluntary sector,
and military settings to reduce the risk of orthopaedic,
head, and soft tissue injury after gravitational
challenge, typically in the context of jumping from an
aircraft. The perception that parachutes are a success-
ful intervention is based largely on anecdotal evidence.
Observational data have shown that their use is associ-
ated with morbidity and mortality, due to both failure
of the intervention1 2 and iatrogenic complications.3 In
addition, “natural history” studies of free fall indicate
that failure to take or deploy a parachute does not
inevitably result in an adverse outcome.4 We therefore
undertook a systematic review of randomised control-
led trials of parachutes.

Methods
Literature search
We conducted the review in accordance with the
QUOROM (quality of reporting of meta-analyses)
guidelines.5 We searched for randomised controlled
trials of parachute use on Medline, Web of Science,
Embase, the Cochrane Library, appropriate internet
sites, and citation lists. Search words employed were
“parachute” and “trial.” We imposed no language
restriction and included any studies that entailed
jumping from a height greater than 100 metres. The

accepted intervention was a fabric device, secured by
strings to a harness worn by the participant and
released (either automatically or manually) during free
fall with the purpose of limiting the rate of descent. We
excluded studies that had no control group.

Definition of outcomes
The major outcomes studied were death or major
trauma, defined as an injury severity score greater than
15.6

Meta-analysis
Our statistical apprach was to assess outcomes in para-
chute and control groups by odds ratios and quantified
the precision of estimates by 95% confidence intervals.
We chose the Mantel-Haenszel test to assess hetero-
geneity, and sensitivity and subgroup analyses and
fixed effects weighted regression techniques to explore
causes of heterogeneity. We selected a funnel plot to
assess publication bias visually and Egger’s and Begg’s
tests to test it quantitatively. Stata software, version 7.0,
was the tool for all statistical analyses.

Results
Our search strategy did not find any randomised
controlled trials of the parachute.

Discussion
Evidence based pride and observational prejudice
It is a truth universally acknowledged that a medical
intervention justified by observational data must be in
want of verification through a randomised controlled

Parachutes reduce the risk of injury after gravitational challenge, but their effectiveness has
not been proved with randomised controlled trials
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mais	le	plus	souvent	indispensable.		
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«Jusqu’aux	 années	 soixante,	 nombre	 d’intervenFons	 thérapeuFques	
n’avaient	encore	pour	seule	jusFficaFon,	si	l’on	peut	dire,	que	la	force	de	la	
rouFne,	l’aXachement	crédule	à	des	tradiFons,	ou	la	généralisaFon	à	parFr	
de	quelques	exemples	occasionnels	et	anecdoAques	abusivement	appelés	
expérience	professionnelle.»	

Bouvenot	(2006,	p.XIII)	

CréaAon	d’un	paradigme	consensuel	comme	dans	le	médicament	il	y	a	50	ans	?	

Besoin	d’un	paradigme	commun	



Carbonnel	et	Ninot	(2016,	Hegel)	
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Face	à	l’arrivée	de	nouveaux	acteurs	dans	la	santé	ayant	un	foncFonnement	issu	de	l’ingénierie	

Carbonnel	et	Ninot	(2016,	Hegel)	
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Programme prévisionnel du troisième séminaire de l’Action Coordonnée Recherche 
Interventionnelle en Santé Publique du 11 mars 2016 

 

9h : Accueil 
 

9h30-10h00 : Actualités  - François Alla, IRESP 
x CERReSP 
x Appel à Projets 

 
 

 

10h00-11h00 : « La complexité? Oui, mais encore? »  - Louise Potvin, Université de Montréal 
 

11h00-12h00 : Méthodes pour la recherche 

x « Les méthodes économiques dans l’évaluation des interventions de santé publique » - 
Karine Chevreul, URC Eco, Paris 

12h00-12h30 : Présentation d’un projet de recherche interventionnelle  

x « Pralimap-INèS : Recherche interventionnelle et réduction des inégalités sociales de 
surpoids en milieu scolaire » –Abdou Omorou, Université de Lorraine 

 

12h30-13h : Echanges sur le colloque international des 16, 17 et 18 novembre 2016 
 

13h00 : Déjeuner 
 

14h00-16h00 : Ateliers parallèles 

 Atelier 1 : « Partenariats chercheurs-décideurs », animé par Christian Pradier 

 Atelier 2 : « Aspects éthiques et réglementaires de la Recherche Interventionnelle », animé 
 par Frédérique Claudot 
 

16h00-17h00 : Restitution des ateliers, synthèse et clôture de la journée 

17h00 : Clôture 

ITMO Cancer 
ITMO Immunologie, Inflammation, 
Infectiologie et Microbiologie  
ITMO Santé publique 
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Besoin	d’un	souFen	des	tutelles	

RestructuraAon	des	acAvités	et	des	organismes	de	prévenAon	et	de	recherche	en	France	



EdiAon	n°1	
Montpellier	
mars	2011	

1	jour	
320	parAcipants	
6	plénières	
6	ateliers	
	

1	jour		
610	parAcipants	
11	plénières	
6	ateliers	

EdiAon	n°2	
Montpellier	
avril	2013	

EdiAon	n°3	
Montpellier		
mars	2015	

3	jours		
1030	parAcipants	
35	plénières	
11	ateliers	
68	posters	

Un	congrès	internaAonal	pour	partager	les	expériences	depuis	2011	:	iCEPS	Conference	

EdiAon	n°4	
Montréal	
mai	2016	

3	jours	
250	parAcipants	
30	conférences	plénières	
10	ateliers	
29	posters	scienFfiques	

EdiAon	n°5	
Montpellier		
mai	2017	

www.iceps.eu	

3	jours		
1000	parAcipants	akendus	
50	plénières	
Des	ateliers	
Des	posters	

Besoin	de	rencontre	et	de	partage	d’expériences	



	
Pour	conclure	



Conclusion	

Une	approche	individuelle	de	promoAon	de	la	santé	en	complément	de	l’environnementale	

Besoin	d’études	intervenFonnelles	plus	brèves	en	amont	et	de	surveillance	accrues	en	aval	

les	INM	au	cœur	des	stratégies	individuelles	pour	agir	sur	sa	santé	

pour	mieux	préciser	les	usages,	comparer	leurs	bénéfices	(réduire	les	incompréhensions,	les	
biais,	les	conflits	d’intérêt	et	les	amalgames)	et	mieux	informer	les	paFents,	les	professionnels	
et	les	décideurs.	

Besoin	d’un	paradigme	rigoureux	et	standardisé	d’évaluaFon	et	de	surveillance	des	INM,	

pour	répondre	à	l’inexorable	transformaFon	de	notre	système	de	santé.	

Pour	conclure	



"preempt	disease	before	it	occurs,	u/lizing	the	par(cipa(on	of	individuals,	communi/es,	and	healthcare	providers	in	a	proac/ve	
fashion,	as	early	as	possible,	and	throughout	the	natural	cycle	of	a	disease	process”		(Elias	Zerhoun,	Directeur	NIH,	2008)		

Merci	de	votre	akenAon	

Plateforme	méthodologique	d’évaluaFon	des	INM	
Universités	de	Montpellier,	France	

www.CEPSpla;orm.eu	

www.blogensante.fr	

Blog	présentant	des	études	
intervenFonnelles	sur	les	INM	



Pour	en	sorAr	comme	avec	le	médicament	il	y	a	50	ans	

«	Une	poliFque	reposant	sur	le	savoir	est	indispensable	à	l’intégraFon	de	la	
Médecine	 TradiFonnelle	 /	 Médecine	 Complémentaire	 dans	 les	 systèmes	
naFonaux	 de	 santé.	 La	 recherche	 devrait	 être	 hiérarchisée	 en	 termes	 de	
priorités	et	soutenue	de	manière	à	produire	des	connaissances.	Même	si	les	
essais	 cliniques	 contrôlés	 livrent	 de	 nombreuses	 informaFons,	 d’autres	
méthodes	 d’évaluaAon	 sont	 également	 uAles.	 C’est	 le	 cas,	 par	 exemple,	
des	 études	 sur	 les	 effets	 et	 sur	 l’efficacité,	 ainsi	 que	 de	 la	 recherche	
comparaFve	 sur	 l’efficacité,	 de	 l’analyse	 des	 schémas	 d’uFlisaFon	 et	
d’autres	méthodes	qualitaFves.	Il	existe	une	opportunité	de	meXre	à	profit	
et	de	promouvoir	ces	«	expériences	du	monde	réel	»	où	différentes	formes	
et	 méthodes	 de	 recherche	 sont	 essenFelles,	 précieuses	 et	
applicables.	»	(OMS,	2013,	p.39)	

OrganisaFon	Mondiale	de	la	Santé	(2013).	Stratégie	de	l’OMS	pour	
la	médecine	tradiFonnelle	pour	2014-2023.	Genève	:	OMS.		

Pour	avancer	



En	tant	que	«	trialist	»	
				ETP-BPCO	RCT	(disease	management	educaFon	/	COPD	/	cost-efficacy):	2002-2011	

				APAC	RCT	(exercise	/	tobacco	dependence	/	smoking	cessaFon):	2009-2014		

				AcFmarche	RCT	(exercise	/	elderly	/	fall):	2010-2015	

				APAD	RCT	(exercise	/	breast	cancer	/	faFgue):	2010-2016	

				Challenge	internaFonal	RCT	(exercise	/	breast	/	disease	free	survival	at	10	years):	2014-2030	

		

			Review	(post-rehab	intervenFons	/	COPD	/	health	and	HRQL):	<10%	trials	included:	2006-2007	

			Meta-analysis	(exercise	/	breast	cancer	/	faFgue,	anxiety	and	depression):	<1%	trials	included:	2012-2013		

			Meta-analysis	(theory	based	intervenFons	/	adults	/	physical	acFvity):	<10%	trials	included:	2013-2016	

			Review	(exercise	/	chronic	disease	/	health	and	HRQL):	<5%	trials	included:	2015-2016 		

10	ans	

5	ans	

6	ans	

7	ans	

17	ans	

2	ans	

2	ans	

4	ans	

2	ans	

En	tant	que	“meta-analyst”	et	“reviewer”	

Ninot	et	al.	(2011,	Respiratory	Medicine)	

Bernard	et	al.	(2015,	Journal	of	Dual	Diagnosis)	

Bernard	et	al.	(2016,	Aging	Clinical	&	Experimental	Research)	

Carayol	et	al.	(2013,	Contemporary	Clinical	Trials)	

Moullec	et	al.	(2007,	Revue	Maladies	Respiratoires)	

Carayol	et	al.	(2013,	Annals	of	Oncology)	

Gourlan	et	al.	(2016,	Health	Psychology	Review)	

CollecFve	ExperFse	INSERM	(2016,	INSERM)	

Courneya	et	al.	(2014,	Current	Colorectal	Cancer	Reports)	

INSERM	(2016,	Exper/se	collec/ve	INSERM)	

Expérience	personnelle	


