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Our	work	

“These	findings	are	open	to	cri2cism	because	of	the	notable	heterogeneity	
across	the	included	studies	and	the	shortcomings	of	the	included	studies.”	

Jassim	et	al.	(2015,	Cochrane	Database	Syst	Rev)	

One	example	among	many	



				ETP-BPCO	RCT	(disease	management	educaQon	/	COPD	/	cost-efficacy):	2002-11	

				APAC	RCT	(exercise	/	tobacco	dependence	/	smoking	cessaQon):	2009-14		

				AcQmarche	RCT	(exercise	/	elderly	/	fall):	2010-15	

				APAD	RCT	(exercise	/	breast	cancer	/	faQgue):	2010-16	

				Challenge	internaQonal	RCT	(exercise	/	breast	/	disease	free	survival	at	10	years):	2014-30	

		

			Review	(post-rehab	intervenQons	/	COPD	/	health	and	HRQL):	<10%	trials	included:	2006-07	

			Meta-analysis	(exercise	/	breast	cancer	/	faQgue	and	anx-dep):	<1%	trials	included:	2012-13		

			Meta-analysis	(theory	based	intervenQons	/	adults	/	exercise):	<10%	trials	included:	2013-16	

			Review	(exercise	/	chronic	disease	/	health	and	HRQL):	<5%	trials	included:	2015-16 		

10	years	

5	years	

6	years	

7	years	

17	years	

Our	team	work	

2	years	

2	years	

4	years	

2	years	

I	am	a	trialist	

I	am	a	meta-analyst	and	reviewer	

Ninot	et	al.	(2011,	Respiratory	Medicine)	

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

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

Carayol	et	al.	(2013,	Contemporary	Clinical	Trials)	

Moullec	et	al.	(2007,	Revue	des	Maladies	Respiratoires)	

Carayol	et	al.	(2013,	Annals	of	Oncology)	

Gourlan	et	al.	(2016,	Health	Psychology	Review)	

CollecQve	ExperQse	INSERM	(2016,	INSERM)	

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



As	well	as	so	many	researchers	in	the	world	

Our	work	
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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	

>	2000	/	yr	

>	1000	/	yr	

>	3500	/	yr	

>	2000	/	yr	

>	25000	/	yr	

>	1000	/	yr	

Psychotherapy	Food	Supplement	 Exercise	Program	

Physical	RehabilitaQon	Diet	 TherapeuQc	EducaQon	

Since	2000,	an	exponen9al	growth	of	publica9ons	ci9ng	clinical	trial	and	a	NPI	categories	



«	In	light	of	the	standards	usually	applied	to	evaluate	the	efficacy	of	medical	treatments,	most	
studies	assessing	the	efficacy	of	non-pharmacological	therapies	[hygiene	and	dietary	prac2ces,	
psychological	treatments,	physical	therapies]	suffer	from	methodological	weaknesses.»			

	 	 	 	 	 	 	 		
	 	 	 	 	French	Health	Authority	–	HAS	(April	2011,	p.40)	

Nevertheless,	Health	Authori9es	are	s9ll	wai9ng	for	Evidence	of	NPI	Efficacy.	

However,	a	Lack	ofEevidence	



Thus,		
as	a	clinical	researcher,	I	am	frustrated	

	
	

But,		
as	a	ci9zen	and	pa9ent…	



Context:	Unprecedented	NPI	growth	since	2010	

1986	 2016	

Pharmacies	

(e.g.,	supplementary	food,	e-health	device)	



Context:	Unprecedented	NPI	growth	since	2010	

Diets	

1986	 2016	



Context:	Unprecedented	NPI	growth	since	2010	

Health	devices	

1986	 2016	



Context:	Unprecedented	NPI	growth	since	2010	

Psychotherapies	

1986	 2016	



Context:	Unprecedented	NPI	growth	since	2010	

Exercise	programs	

1986	 2016	



Context:	Unprecedented	NPI	growth	since	2010	

An	Explosion	of	Self-help	Health	Best-sellers	

2010	 2013	2011	 2016	



Context:	Unprecedented	NPI	growth	since	2010	

Propagated	Extensively	by	the	Media	and	the	Internet	

Making	paQents	more	less	naïve…		

…	but	paradoxically,	more	vulnerable	to:		
			-	abuse	(e.g.,	sects,	dangerous	pracQces,	etc.),	
			-	misinformaQon	(e.g.,	MarkeQng	vs.	Science).	



Context:	Unprecedented	NPI	growth	since	2010	

Refusing	to	act	for	one’s	own	health	(“laisser	faire”)	

Ac9ng	for	one’s	own	health	by	puVng	it	into	the	hands	of	others	(God,	gurus,	etc.)	

Saint-Roch	

Church	

Montpellier	

France	

Oldest	School	of	

Medicine	in	Europe	

Montpellier	

France	



Context:	Unprecedented	NPI	growth	since	2010	

Psychological	
IntervenQons	

NutriQonal		
intervenQons		

Body		
IntervenQons		

Complementary	or	alterna9ve	to	conven9onal	treatments?		
	 	 	 	 	 	 								(e.g.,	drug,	gene/cell	therapy,	surgery,	implantable	devices,	radiotherapy)	

In	which	goal?	CURE,	CARE	or	PREVENT	

Ac9ng	for	one’s	own	health	with	Non-Pharmacological	Interven9ons	(NPIs)	



☐	primary	prevenQon	acQons	
☐	secondary	prevenQon	acQons	
☐	terQary	prevenQon	acQons	
☐	technical	and	technological	aids	
☐	health	claims	
☐	medical	devices	
☐	non-pharmacological	interven9ons	
☐	alternaQve	medicine	
☐	Chinese	medicine	
☐	complementary	medicine	
☐	behavioral	medicine	
☐	natural	medicine	
☐	tradiQonal	medicine	

Defining	NPIs	

Defining	NPIs	

☐	Internet	of	Things	(IoT,	mHealth)	
☐	health	products	
☐	health	services	
☐	adjuvant	therapy	
☐	supporQve	care	
☐	eHealth	
☐	non-convenQonal	therapy	
☐	non-pharmacological	therapy	
☐	complementary	therapy	
☐	complementary	treatments	
☐	non-pharmacological	treatments	



“NPIs	are	non-invasive	methods	of	care	(programs,	products	or	services)	whose	efficacy	

in	 improving	 the	 health	 and	 quality	 of	 life	 of	 human	 beings	 has	 been	 proven.	 Their	

effects	 on	 health	 and	 quality	 of	 life	markers	 are	 observable	 (with	measured	 risks	 and	

benefits	 beyond	mere	 user	 opinions)	 and	 can	be	 linked	 to	 iden5fied	biological	 and/or	

psychosocial	processes.	They	can	also	have	a	posi2ve	impact	on	health	behaviours	and	

socio-economic	indicators.”		

	

	 	 	 	 	 	 	 	 	 	 	 	 	 	CEPS	PlaSorm,	April	2016	

CEPSpla>orm.eu	

A	Defini9on	

Defining	NPIs	



UNPRECEDENTED	NPI	GROWTH		
SINCE	2010:	

	
MAIN	REASONS	



1.	Epigene9cs	research	has	evidenced	the	impact	of	the	environment	on	human	biology.	
	

Context:	Unprecedented	NPI	growth	since	2010	

Carey	(2013)	



2.	The	results	of	the	first	human	cohorts	over	a	60-year	period	have	shown	the	impact	of	
behaviors	on	the	advent	of	diseases	and	their	related	complica9ons.	

Context:	Unprecedented	NPI	growth	since	2010	

Smoking	and	Food	Behaviors	

Minus	7	years	of	life	expectancy	

Sedentary	Behaviors	

3-5	km	per	day	in	2016	vs.	21-35	in	1900	

Steptoe	et	al.	(2015,	Lancet)	



3.	Global	popula9on	aging	and	therapeu9c	advances	have	led	to	the	exponen9al	growth	of	
chronic	diseases.	

Context:	Unprecedented	NPI	growth	since	2010	

WHO	(2006)	

50

Childhood obesity is associated with a higher chance of premature 
death and disability in adulthood. Worryingly, approximately 22 million 
children under the age of fi ve years are obese. While affecting every 
country, overweight and obesity in children are particularly common 
in North America, the United Kingdom, and south-western Europe. In 
Malta and the United States, over a quarter of children aged 10–16 years 
are overweight. In the United Kingdom, the prevalence of overweight 
in children aged 2 to 10 years rose from 23% to 28% between 1995 
and 2003. 

Obesity is a known risk factor for type 2 diabetes. Until recently type 
2 diabetes was mainly a disease of adults. The fi rst cases of type 2 
diabetes in young people were recognized in the United States in the 
1970s. Fifteen years ago, they accounted for less than 3% of all cases 
of new-onset diabetes in children and adolescents, whereas today they 
account for up to 45% of new-onset cases. Subsequent studies con-
ducted in Asia and Europe have revealed a similar pattern, and, more 
recently, reports on type 2 diabetes in children and adolescents have 
begun to mount worldwide (3).

RISK 
ACCUMULATION
Ageing is an important marker of 
the accumulation of modifi able 
risks for chronic disease: the 
impact of risk factors increases 
over the life course. A key lesson 
from many wealthy countries is 
that it is possible to delay deaths 
from chronic diseases by sev-
eral decades, thereby avoiding 
deaths among middle-aged 
people. Successful interven-
tions in middle and older age will 
reap major short-term benefi ts. 
In the longer term, interventions 
early in life have the potential to 
reduce substantially the chronic 
disease pandemic.

A life course approach to chronic diseases
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4.	Pa9ents	and	rela9ves	increasingly	demand	that	pa9ents’	quality	of	life	be	improved	–	and	
not	just	gene9c/cell/organ	treatment	performance.	

Context:	Unprecedented	NPI	growth	since	2010	

Expert	opinion	

PaQent	opinion	

Addington-Hall	et	Kalra	(2001,	Brit	Med	J)		



5.	Resilience	for	healthy	aging	and	beger	life	with	a	chronic	disease.	
	

Context:	Unprecedented	NPI	growth	since	2010	

Bolte	Taylor	(2008)		

Robert	Marchand,	102	years	
young,	pedaled	his	bike	
around	a	velodrome	a	
distance	of	26.9	kilometers	
(16.7	miles)	in	one	hour,	
establishing	a	centenarian	
record.	



6.	Clinical	studies	have	highlighted	direct	and	indirect	savings	linked	to	the	use	of	NPIs.	
	

Context:	Unprecedented	NPI	growth	since	2010	

Bourbeau	et	al.	(2011,	Chest)	

DOI 10.1378/chest.130.6.1704 
 2006;130;1704-1711 Chest
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RCT	assessing	COPD	case	manager:	
	Improvement	of	health	markers	and	quality	of	life	
	Cost	savings	

with a program administered during the patients’
hospital stay. This benefit was due primarily to
reductions in hospitalization and use of emergency
services. Gallefoss and Bakke29 were not able to
show a significant effect on level of hospital use that
was low, but family physician visits were significantly
reduced in the intervention group. In the economic
analysis taken from a societal perspective,27 they
showed a cost benefit resulting from a reduction in
use of primary and secondary care use. In a more
recent study, Monninkhof et al28 were not able to
demonstrate cost savings attributable to self-manage-

ment education. Subjects had milder airflow ob-
struction and better health status than the subjects of
our study; their subjects were also not enrolled based
on a previous hospitalization for COPD. In addition,
the “control” subjects received standardized pharma-
cologic treatment for exacerbations, and they were
instructed to call in case of worsening symptoms, a
procedure similar to the one offered to the self-
management group.

The major potential economic benefit of a disease
management program is the prevention of hospital-
ization. Hence, the attributable saving will reflect the

Table 3—Health-Care Resources, Mean Costs per Patient*

Items Unit Cost, $

Usual Care Group
(n ! 95)

Self-management
Group (n ! 96)

Difference per
Patient, $No. Cost, $ No. Cost, $

Physician visits
Family physician 44.3 (per visit) 112 47 46 19 " 28
Specialist 81.5 (per visit) 26 22 24 20 " 2

Emergency department visits
For acute exacerbation 226 (per visit) 161 383 # 540 95 224 # 461 " 159
For other health problems 226 (per visit) 74 176 # 313 57 134 # 229 " 42

Hospitalizations
For acute exacerbation NIRRU index† 117 3,934 # 5,919 71 2,099 # 4,440 " 1,835
For other health problems NIRRU index† 50 2,112 # 4,490 20 840 # 2,240 " 1,272

Total 6,674 # 8,946 3,336 # 5,435

*Data are presented as mean # SD unless otherwise indicated.
†Index of hospital health resources utilization.18

Table 4—Cost Comparison Between Study Groups According to Several Scenarios of Patient Caseload*

Patient Caseload per Case
Manager, No.†

Usual Care Group (n ! 95)
Cost per Patient, $

Self-management Group (n ! 96)
Cost per Patient, $ p Value

14
Health-care cost 6,674 # 8,946‡ 3,336 # 5,435‡
Intervention-related cost 3,778
Total 6,674 # 8,946 7,114 # 5,435
Mean difference $ 440 (95% CI, " 1,670 to 2,551) 0.68

30
Health-care cost 6,674 # 8,946‡ 3,336 # 5,435‡
Intervention-related cost 1,841
Total 6,674 # 8,946 5,177 # 5,435
Mean difference " 1,496 (95% CI, " 614 to 3,606) 0.16

50
Health-care cost 6,674 # 8,946‡ 3,336 # 5,435‡
Intervention-related cost 1,189
Total 6,674 # 8,946 4,525 # 5,435
Mean difference " 2,148 (95% CI, 38 to 4,258) 0.046

70
Health-care cost 6,674 # 8,946‡ 3,336 # 5,435‡
Intervention-related cost 910
Total 6,674 # 8,946 4,246 # 5,435
Mean difference " 2,428 (95% CI, 1,538 to 3,174) 0.024

*Data are presented as mean # SD or absolute number.
†The base-case scenario of 14 patients per case manager reflects the organization of the multicenter study. Scenarios of 30 to 50 patients and 70
patients: home and outpatient settings were based on tabulation of the average time spent for patient visits, travel, and telephone contacts.

‡Health-care costs per patient are assumed to remain constant, regardless of case manager load.

1708 Original Research

Copyright © 2006 by American College of Chest Physicians 
 on February 8, 2008 chestjournal.orgDownloaded from 



7.	The	advent	of	e-health	facilitates	NPI	use	and	the	monitoring	of	health	behaviors.	

Context:	Unprecedented	NPI	growth	since	2010	

 

 
Telehealth: Clinical Guidelines  
and Technical Standards for 
Telerehabilitation 

SUMMARY 

 

AGENCE D’ÉVALUATION DES TECHNOLOGIES   
ET DES MODES D’INTERVENTION EN SANTÉ  

	Agence	d’EvaluaQon	des	Tehnologies	et	des	Modes	d’IntervenQon	en	Santé	(2006)	



8.	The	advent	of	Evidence-Based	Medicine/Preven5on/Psychology	lays	the	founda9ons	for	
best	professional	care	prac9ces.	

Context:	Unprecedented	NPI	growth	since	2010	

	Sackes	et	al.	(2000)	

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

	(November	17,	1934	–	May	13,	2015)	

	David	L.	Sackes		
American	and	Canadian	



9.	The	culture	of	preven9on	is	gaining	trac9on.	

Context:	Unprecedented	NPI	growth	since	2010	

 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) 

 

European	Union	(2014)	French	Academy	of	Medicine	(Dreux,	2013)	



10.	Paradigm	shik	from	single	for-pay	medical	service	to	overall	care	path	management.	

Context:	Unprecedented	NPI	growth	since	2010	

Pr.	Jacques	Bringer,	Dean	of	Montpellier’s	Faculty	of	Medicine,		
iCEPS	Conference	2015	

Pasteur	Model:	1	problem	=>	1	mechanism	=>	1	therapeuQc	soluQon	
Chronic	Disease	Model:	1(n)	problem(s)	=>	complex	mechanism(s)	=>	n	soluQons	(complementary	

	 				and	coordinated	treatment	soluQons),	overall	care	and	life	path	management	



NPIs	ARE	USED	EVERY	DAY	
	

AND	YET	
	

RCT	EVIDENCE	IS	LACKING		
	

MOST	ARE	NOT	REIMBURSED	



Remember	

Coming	out	of	the	dark,	just	like	they	did	50	years	ago	for	pharmaceu9cal	drugs	

“UnQl	 the	 60’s,	 many	 therapeuQc	 intervenQons	 only	 relied,	 we	 might	 say,	 on	 the	
strength	of	habit	(rouQne),	a	naive	belief	in	tradiQons,	or	on	generalizaQons	made	on	the	
basis	 of	 anecdotal	 and	 sporadic	 instances	 abusively	 labeled	 as	 professional	
experience.”	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 		

	 	 	 	 	 	 	 	 	 	 	 	 	 	 	Bouvenot	(2006,	p.	XIII)	

4	phases	for	any	Drug	



ConQnental	and	NaQonal	authoriQes:	agreement	with	Social	Security	and	Private	Insurance	Coverage	
	

PharmaceuQcal	drugs:	A	rigorous	and	consensual	validaQon	procedure	

Pharmaceu9cal	Drugs:	a	revolu9on	with	high	quality	of	clinical	trials	began	50	years	ago.		

A	unanimous	defini9on		

A	consensual	paradigm	of	clinical	inves9ga9on	and	surveillance	evalua9on	(safety,	efficacy,	costs)	

A	clear	process	for	reimbursement,	produc9on	and	pa9ent	informa9on	channels		

Official	definiQon	

Market	players	

1	drug	=	1	common	procedure	

World	companies	
Medium-sized	companies	
	and	small	businesses	 ArQsans	



1	medical	device	=	1	trials	=	1	protocol	

Medical	devices:	A	validaQon	procedure	in	progress	

Medical	devices:	an	agempt	with	high	quality	of	clinical	trials	begun	10	years	ago.		

A	defini9on	in	progress	with	some	residual	difficul9es	

Medical	prescripQon	or	not	
Implantable	or	not	
Use	only	by	paQent	or	not	(e.g.,	medical	tool,	family)		

NaQonal	authoriQes	discussions	

Market	players	

A	challenging	reimbursement,	produc9on	and	pa9ent	informa9on	procedures		

A	nonconsensual	paradigm	of	clinical	inves9ga9on	(except	safety)	and	surveillance	evalua9on	

World	companies	 Medium-sized	companies	
	and	small	businesses	

ArQsans	



Efficacy/effecQveness:	between	health	and	well-being	

NPIs:	An	hypotheQcal	validaQon	procedure	

Behavioral	interven9ons	(included	in	NPIs):	a	dream	of	standardized	high	quality	clinical	trials	

PrescripQon	or	not	
Supervised	or	not	
…	

No	clear	defini9on	of	NPIs	

Market	players	

No	standardized	paradigm	of	clinical	inves9ga9on	and	surveillance	more	than	safety	at	the	moment	

No	demand	

Safety:	few	asenQon	(e.g.,	interacQon,	sectarian	abuses),	few	surveillance	

Heterogeneous	procedure	for	produc9on	and	pa9ent	informa9on,	no	op9on	for	reimbursement		

World	companies	 Medium-sized	companies	
	and	small	businesses	 Ar9sans	
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A	clinical	research	need	

A	need	of	high	quality	trials	

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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Abstract
Background CONSORT guidelines call for precise
reporting of behavior change interventions: we need rigor-
ous methods of characterizing active content of interven-
tions with precision and specificity.
Objectives The objective of this study is to develop an
extensive, consensually agreed hierarchically structured tax-
onomy of techniques [behavior change techniques (BCTs)]
used in behavior change interventions.
Methods In a Delphi-type exercise, 14 experts rated la-
bels and definitions of 124 BCTs from six published
classification systems. Another 18 experts grouped BCTs

according to similarity of active ingredients in an open-
sort task. Inter-rater agreement amongst six researchers
coding 85 intervention descriptions by BCTs was
assessed.
Results This resulted in 93 BCTs clustered into 16 groups.
Of the 26 BCTs occurring at least five times, 23 had adjust-
ed kappas of 0.60 or above.
Conclusions “BCT taxonomy v1,” an extensive taxonomy
of 93 consensually agreed, distinct BCTs, offers a step
change as a method for specifying interventions, but we
anticipate further development and evaluation based on
international, interdisciplinary consensus.

Electronic supplementary material The online version of this article
(doi:10.1007/s12160-013-9486-6) contains supplementary material,
which is available to authorized users.
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Choosing	design	(e.g.,	decision	tree)	

Defining	techniques		

Training	(e.g.,	professional	guideline)	

AnQcipaQng	analyses	(e.g.,	ITT)	

Defining	process/mechanism/theory	

Declaring	(e.g.,	Clinical	Trials,	PROPERO)	

Characterize	interven9on		
			NPI	=	method	=	theory	+	techniques	+	material	

Defining	dose	and	burden	

Characterize	design	
			Guideline	for	researchers	and	authoriQes	

Characterize	results	
			RecommendaQons	for	disseminaQon	

Publishing	(e.g.,	EQUATOR,	PRISMA)	

Explaining	(e.g.,	paQents	noQce)	
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Keep	in	mind	that	behavioral	intervenQons	are	not	drugs			

Excessive	influence	of	the	pharmaceuQcal	standard	validaQon	phase	(e.g.,	French	Health	Authority)	
NPIs	less	dangerous	therapy	than	“arQficial”	therapy	especially	for	care	and	prevenQon	
Accelerate	Qme	to	market	of	NPIs	innovaQons,	because	engineers	have	a	different	way	of	thinking	
Behavioral	intervenQon	are	also	skills	

An	Complementary	Top	Down	Strategy	

A	Top	Down	Strategy	



NPIs	need	to	be	compared	and	opQmized,	as	well	as	targeted	to	the	right	health	problem	at	the	right	
Qme	

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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A	need	for	a	dedicated	and	consensual	paradigm	of	validaQon	and	surveillance	

The Process of Drug Development
The development of a new drug is guided by regulatory require-

ments and typically sponsored by industry (Friedman, Furberg, &
DeMets, 1998; Lipsky & Sharp, 2001). It begins with preclinical
basic science studies in animal or in vitro models to understand the
disease process. Phase I and II studies turn to humans and focus on
small numbers of highly selected subjects. Phase I “dose-finding”
studies determine the maximally tolerated dose of a candidate
drug, and Phase II studies determine the impact of this maximally
tolerated dose on significant biologic activity. If the drug has
minimal biologic impact, it is reexamined in Phase I and/or pre-
clinical studies or abandoned. If the drug has the expected impact,
a pilot study is often conducted to determine the feasibility and
acceptability of a trial protocol in preparation for the Phase III
efficacy trial, where the drug’s impact on clinically meaningful
endpoints such as disease onset, progression and mortality is
evaluated (Friedman et al., 1998; Lipsky & Sharp, 2001). Dem-
onstration of benefit of the drug on clinically significant outcomes
in Phase III efficacy trials is key to Food and Drug Administration
(FDA) approval and introduction of the drug into the commercial
market.

Previous Efforts to Define a Process for Behavioral
Treatment Development

Because the development of behavioral treatments that target
physical health outcomes has not been regulated by any govern-
mental agency, it has not been guided by any widely recognized
and agreed-upon process. A number of prior efforts describing
behavioral treatment development include: Green’s (1974)
PRECEDE/PROCEED model for health program planning; Green-
wald and Cullen’s (1985) 5-phase cancer control model; Flay’s
(1986) 8-stage health promotion model; the National Institute of
Drug Abuse’s (NIDA) Stage Model (Carroll & Onken, 2005;
Rounsaville, Carroll, & Onken, 2001); the EVOLVE mixed-
methods model (Peterson et al., 2013); the Medical Research
Council’s framework for complex interventions (Craig et al.,
2008a, 2008b); and Intervention Mapping (Bartholomew, Parcel,
Kok, Gottlieb, & Fernandez, 2011).

The ORBIT model, first introduced in several recent NIH ini-
tiatives (National Heart, Lung, & Blood Institute, 2008; Office of

Behavioral & Social Sciences Research, 2010), differs from many
of these earlier approaches in several ways. First, it focuses ex-
clusively on the early, pre-efficacy phases of behavioral treatment
development. This makes it possible to integrate the ORBIT
framework with those frameworks that outline steps beyond the
pre-efficacy phase (e.g., NIDA’s Stage Model, the MRC model, or
Intervention Mapping). Second, it was developed for use with a
broad array of chronic diseases, unlike some of the earlier models
which were developed for specific disorders such as cancer, drug
abuse, or mental illness. Third, it intentionally uses terminology
from the drug development model to enhance comprehension by
medical gatekeepers who most commonly manage chronic dis-
eases with drug therapy.

The ORBIT Model For Behavioral
Treatment Development

Overview

Figure 1 presents the ORBIT model. Critical features include a
flexible and iterative progressive process, prespecified clinically
significant milestones for forward movement, and return to an
earlier phase for refinement in the event of suboptimal results.
Although its primary focus is on pre-efficacy development and
testing, later phases of research are included to show that optimi-
zation of treatments can occur even for those that have reached the
efficacy or effectiveness stage. Table 1 presents a summary of key
questions of relevance for each phase, a selection of designs and
methodologies that are well-suited to answering these questions,
and prespecified milestones for forward or backward movement
across phases.

Identification of a Significant Clinical Question
Coller (2008) has observed that one of the key skills necessary

for a successful translational effort is the ability to articulate a
health need or clinical question requiring a solution “with the
precision of a basic science hypothesis.” Thus, the process of
behavioral treatment development is informed by the identification
of a clinical question or problem for which a behavioral treatment
could provide a solution. For example, the clinical problem could

Figure 1. The ORBIT model for behavioral treatment development.
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NIH		
(Czajkowski	et	al.,	2015)	

CONSORT		
(Boutron	et	al.,	2012)	

Modèles proposés pour le développement et 
l’évaluation de l’intervention 
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MRC		
(Craig	et	al.,	2008)	

See	François	Carbonnel	IBTN	2016	poster	

Prototype	 Big	data	

And	also	in	context	of	New	Industrial	Players	in	the	Health	Field	AdvocaQng	to	an	Engineering	Model	
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A	need	to	assess	direct	and	indirect	costs	in	effecQveness	trials	and	to	use	qualitaQve	methods	

An	Complementary	Top	Down	Strategy	is	needed	

DOI 10.1378/chest.130.6.1704 
 2006;130;1704-1711 Chest

 
Health Network of the Fond de la recherche en santé du Québec 
Diane Nault, Carole Bradley and the COPD axis of the Respiratory 
Jean Bourbeau, Jean-Paul Collet, Kevin Schwartzman, Thierry Ducruet,
 

 Education in COPD
Economic Benefits of Self-Management

 http://chestjournal.org/cgi/content/abstract/130/6/1704
and services can be found online on the World Wide Web at: 
The online version of this article, along with updated information

). ISSN: 0012-3692. http://www.chestjournal.org/misc/reprints.shtml(
of the copyright holder 
may be reproduced or distributed without the prior written permission 
Northbrook IL 60062. All rights reserved. No part of this article or PDF
by the American College of Chest Physicians, 3300 Dundee Road, 

2007Physicians. It has been published monthly since 1935. Copyright 
CHEST is the official journal of the American College of Chest

Copyright © 2006 by American College of Chest Physicians 
 on February 8, 2008 chestjournal.orgDownloaded from 

An innovative maintenance follow-up program after
a first inpatient pulmonary rehabilitation

G. Moulleca,!, G. Ninota, A. Varrayb, J. Desplanc, M. Hayotd, C. Prefautd

aEA-4206 Addictive, Performance and Health Behaviors, University Montpellier1, Montpellier F-34000, France
bEA-2991 Motor Efficiency and Deficiency, University Montpellier1, Montpellier F-34090, France
c‘‘Clinique du Souffle’’ La Solane, Osséja F-66340, France
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Summary
Although the benefits of pulmonary rehabilitation (PR) have been demonstrated in patients
with COPD, most studies suggest that short-term programs are insufficient to maintain the
benefits beyond a post-discharge period of 6 months to 1 year. We were interested to
evaluate the effects of an innovative maintenance intervention compared with a usual
after-care.
Forty moderate to severe COPD patients, who had just completed their first inpatient PR,
were consecutively included in either a maintenance group (MG) or a standard after-care
group. The maintenance program was coordinated within a health-care network including
self-help associations, and offered weekly activities. We measured the 6-min walk distance
(6MWD), the quality of life using the St George Respiratory Questionnaire (SGRQ), the
dyspnea, the maximal workload and the health-care utilization. Data were collected at
respiratory clinic admission and discharge, and at 6- and 12-month visits after the PR.
After 12 months, we found statistically and clinically significant differences in favor of the
MG in 6MWD (74m; pp0.01) and in the three domains of SGRQ: symptom (19%; pp0.01),
activity (27%; pp0.01) and impact (32%; pp0.01). The results showed no difference
between groups in dyspnea and maximal workload. We also found that the number of days
spent in hospital for respiratory disorders was significantly lower in the MG after 12 months
(pp0.03).
The multidisciplinary management of COPD patients in the post-rehabilitation period
within a health-care network including self-help associations seems to be an effective
strategy for maintaining, and even improving, the benefits of a first initial structured
program.
& 2007 Elsevier Ltd. All rights reserved.
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Create	of	an	InternaQonal	MulQlingual	Glossary	of	NPI	clinical	trial	concepts	(with	synonyms)	
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The Process of Drug Development
The development of a new drug is guided by regulatory require-

ments and typically sponsored by industry (Friedman, Furberg, &
DeMets, 1998; Lipsky & Sharp, 2001). It begins with preclinical
basic science studies in animal or in vitro models to understand the
disease process. Phase I and II studies turn to humans and focus on
small numbers of highly selected subjects. Phase I “dose-finding”
studies determine the maximally tolerated dose of a candidate
drug, and Phase II studies determine the impact of this maximally
tolerated dose on significant biologic activity. If the drug has
minimal biologic impact, it is reexamined in Phase I and/or pre-
clinical studies or abandoned. If the drug has the expected impact,
a pilot study is often conducted to determine the feasibility and
acceptability of a trial protocol in preparation for the Phase III
efficacy trial, where the drug’s impact on clinically meaningful
endpoints such as disease onset, progression and mortality is
evaluated (Friedman et al., 1998; Lipsky & Sharp, 2001). Dem-
onstration of benefit of the drug on clinically significant outcomes
in Phase III efficacy trials is key to Food and Drug Administration
(FDA) approval and introduction of the drug into the commercial
market.

Previous Efforts to Define a Process for Behavioral
Treatment Development

Because the development of behavioral treatments that target
physical health outcomes has not been regulated by any govern-
mental agency, it has not been guided by any widely recognized
and agreed-upon process. A number of prior efforts describing
behavioral treatment development include: Green’s (1974)
PRECEDE/PROCEED model for health program planning; Green-
wald and Cullen’s (1985) 5-phase cancer control model; Flay’s
(1986) 8-stage health promotion model; the National Institute of
Drug Abuse’s (NIDA) Stage Model (Carroll & Onken, 2005;
Rounsaville, Carroll, & Onken, 2001); the EVOLVE mixed-
methods model (Peterson et al., 2013); the Medical Research
Council’s framework for complex interventions (Craig et al.,
2008a, 2008b); and Intervention Mapping (Bartholomew, Parcel,
Kok, Gottlieb, & Fernandez, 2011).

The ORBIT model, first introduced in several recent NIH ini-
tiatives (National Heart, Lung, & Blood Institute, 2008; Office of

Behavioral & Social Sciences Research, 2010), differs from many
of these earlier approaches in several ways. First, it focuses ex-
clusively on the early, pre-efficacy phases of behavioral treatment
development. This makes it possible to integrate the ORBIT
framework with those frameworks that outline steps beyond the
pre-efficacy phase (e.g., NIDA’s Stage Model, the MRC model, or
Intervention Mapping). Second, it was developed for use with a
broad array of chronic diseases, unlike some of the earlier models
which were developed for specific disorders such as cancer, drug
abuse, or mental illness. Third, it intentionally uses terminology
from the drug development model to enhance comprehension by
medical gatekeepers who most commonly manage chronic dis-
eases with drug therapy.

The ORBIT Model For Behavioral
Treatment Development

Overview

Figure 1 presents the ORBIT model. Critical features include a
flexible and iterative progressive process, prespecified clinically
significant milestones for forward movement, and return to an
earlier phase for refinement in the event of suboptimal results.
Although its primary focus is on pre-efficacy development and
testing, later phases of research are included to show that optimi-
zation of treatments can occur even for those that have reached the
efficacy or effectiveness stage. Table 1 presents a summary of key
questions of relevance for each phase, a selection of designs and
methodologies that are well-suited to answering these questions,
and prespecified milestones for forward or backward movement
across phases.

Identification of a Significant Clinical Question
Coller (2008) has observed that one of the key skills necessary

for a successful translational effort is the ability to articulate a
health need or clinical question requiring a solution “with the
precision of a basic science hypothesis.” Thus, the process of
behavioral treatment development is informed by the identification
of a clinical question or problem for which a behavioral treatment
could provide a solution. For example, the clinical problem could

Figure 1. The ORBIT model for behavioral treatment development.
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Abstract Healthy behaviors (e.g., eating a healthy diet, en-
gaging in regular physical activity, smoking cessation) are
associated with a reduction in the incidence and mortality of
chronic non-communicable diseases (NCDs), including car-
diovascular disease. There have been many examples of
health behavior interventions leading to improvements in
NCDs and their risk factors, such as hypertension. However,
despite their potential benefits, the uptake of existing behav-
ioral interventions has been limited. Among many barriers to
implementation of behavioral treatments are concerns about
methodological inadequacies. The current manuscript dis-
cusses recent advances in frameworks for the development
of interventions, the reporting of trials and their proto-
cols, and areas which need further work. The goal of
this article is to increase awareness and encourage

further debate about how best to promote high-quality
behavioral intervention research.

Keywords Behavioral trials . Clinical trials . Control groups .

Methodology . Outcomes . Treatment fidelity . International
Behavioural Trials Network

Introduction

The Role of Health Behaviors in Chronic Non-communicable
Diseases, Including Cardiovascular Disease

A robust literature demonstrates that good health behaviors
(e.g., eating a healthy diet, engaging in regular physical activity,
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An	annual	meeQng	alternaQng	Montpellier	and	Montreal		
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March	2011	
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1-day	event	
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6	professional	workshops	
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To	conclude	

Conclusion	

An	InternaQonal	MulQlingual	Glossary	of	non-pharm	clinical	trial	concepts	is	needed,	

A	shorter	validaQon	(because	of	low	risk)	and	a	beser	surveillance	procedures	are	needed,	

to	decrease	misunderstandings,	biases,	conflicts	of	interests	and	amalgams	in	NPIs	clinical	trials.	

to	idenQfy	NPI	uses,	compare	effects	and	deliver	more	evidence	to	Policymakers,	Professionals	and	PaQents.	

A	rigorous	and	standardized	methodological	approach	is	needed,	

Transhumanism	

Yes,	we	can	with		

to	answer	to	Engineers	of	New	industry	in	health	and	well-being.		

www.ibtnetwork.org	



Thank	you	for	your	agen9on	

CEPS	Plaoorm	
Methodology	Pla>orm	for	NPIs	

UniversiQes	of	Montpellier,	France	

www.CEPSpla>orm.eu	

www.blogensante.fr/en/	

"preempt	disease	before	it	occurs,	u2lizing	the	par5cipa5on	of	individuals,	communi2es,	and	healthcare	providers	in	
a	proac2ve	fashion,	as	early	as	possible,	and	throughout	the	natural	cycle	of	a	disease	process”		

	 	 	 	 	 	 	 	 	 	 	 	 	 										Elias	Zerhouni	(Director,	NIH,	2008)		
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Founder	&	Execu9ve	Director:	Pr.	Gregory	Ninot	(University	of	Montpellier,	France)	
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Director	of	Technology	&	Data	Analysis:	Anne	Laurent	(University	of	Montpellier,	France)	
General	Manager:	Jerome	Maitre	(Paul	Valery	University,	Montpellier,	France)	
	
The	 Center	 for	 the	 EvaluaQon	 of	 Health	 PrevenQon	 Programs	 and	 Non-Pharmacological	 IntervenQons	 (NPIs),	
known	as	 the	CEPS	Plaoorm,	 is	 an	academic	hub	dedicated	 to	 the	advancement	of	methodology	experQse	 in	
clinical	non-pharmacological	research.	This	public	pla>orm	aims	to	facilitate	the	work	of	European	researchers	
who	monitor,	develop,	carry	out	and	publish	clinical	 intervenQonal	studies	on	the	efficacy	of	NPIs	or	of	health	
prevenQon	programs	(safety,	risks/benefits,	impact	on	Quality	of	Life,	costs/efficacy).	
	
The	CEPS	Plaoorm	provides	resources	which	help	build	and	strengthen	bridges	between	academic	research	and	
NPI	 innovaQons.	 These	 open-access	 resources	 include:	 scienQfic	 monitoring,	 methodology	 tools	 for	 non-
pharmacological	clinical	trials,	scienQfic	events,	informaQon,	and	an	interacQve	map	of	the	field’s	key	players.	
	
Support	 for	the	CEPS	Plaoorm	comes	mainly	 from	public	 funds,	among	which	the	French	2015-2020	NaQonal-
Regional	 Plan	 (“Contrat	 de	 Plan	 Etat	 Région	 2015-2020”).	 The	 Pla>orm’s	 headquarters	 are	 located	 at	 the	
Montpellier	Maison	des	Sciences	pour	l’Homme	(MSH)	in	Montpellier,	France.	




