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Pas de conflit d’intérêt



Préambule



Activités physiques adaptées (APA) pour la santé (« exercise ») vs. sport

Préambule



Qui dans la salle se pose encore 
la question du 

POURQUOI
des APA dans le parcours de soin 

du cancer du sein ? 



Un programme en APA : soin complémentaire de TOUS les cancers du sein

Le pourquoi
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Articles référencés par Pubmed « exercise, breast, cancer, patient » (8 novembre 2018)



Le pourquoi

WCRF (mars 2018) COSA (avril 2018) ASCO (juin 2018)

Toutes les preuves sont disponibles pour le cancer du sein et l’après



Le pourquoi
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Activité physique et sportive :  

un guide pour faciliter la prescription à tous les 
patients 

 
 

QUESTIONS / RÉPONSES 
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INCa (mars 2017) HAS (octobre 2018) INSERM (2019)

Même en France !



Fatigue

Symptomatologie 
anxio-dépressive

Fonctions exécutives

Douleur

Estime de soi Neuropathie chimio-induite

Densité osseuse

Toxicité cardio-vasculaire

Marqueurs psychologiques Marqueurs physiologiques

Condition physique cardio-
respiratoire 

Ressources musculaires

Composition corporelle

Lymphœdème

Un effet systémique de soin et de potentialisation de traitements curatifs

Le pourquoi

ASCO (2018), COSA (2018), WCRF (2018), INCa (2018), INSERM (2019)

Infections



Friedenreich et al. (2016, Clinical Cancer Research)

10 cohortes
-38% de risque

24 cohortes (n = 35 622 sujets)
Réduction de mortalité due au cancer

Un effet convergent sur la survie

Le pourquoi



Qui dans la salle ne se pose pas la 
question du 

COMMENT
des APA dans le parcours de soin 

du cancer du sein ? 



« APESEO » (2009) « Retour à domicile » (2013)« Faut se bouger » (2009)

« Gym Cancer » (2014) V@si (2015) CNOSF (2015)

(établissement de santé, maisons de santé pluri-professionnelle, associations, start-up, cabinets de kiné, 
enseignants en APA, centres de fitness, fédérations sportives, coachs à domicile…)

Le comment

Une offre pléthorique et inégale  



La nécessité du « coaching »

Le comment

Clifford et al. (2017, Supportive Care Research)



Lutter contre les comportements sédentaires (< 5 h / jour assis ou couché)

Homo Sapiens il y a 75.000 ans

25-35 km / jour

Homo Sapiens en 2019

3-5 km / jour

1 km / jour

Homo Sapiens lors des traitements d’un cancer

Kwan et al. (2011), Foucaud et al. (2014), Van Blarigan et al. (2015), INCa (2018)

Inactivité physique aggravée par une 

obésité, l’avancée en âge, certaines 

chimiothérapies et des difficultés 

socio-économiques

20-25 km / jour

Homo Sapiens il y a 200 ans

Le comment



“Whenever I feel the urge to exercise, I sit
down and wait until the urge passes” 

“Les pour” “Les contre” 

Carbonnel et al. (2019, JMIR)

Objets connectés santé

Le comment

Données 
factuelles



Modèle mixte ajusté sur l’âge, le type de chirurgie et le niveau initial

Traitements

Ce n’est pas gagné sans supervision d’un professionnel

Ninot et al. (In Press)

Le comment



En vigueur depuis le 1 mars 2017

La nécessité légale en France : la prescription d’un programme en APA

Décret 2016-1990

Le comment



Un effet dose - réponse des programmes en APA (2,5 h => 5 / sem., >10 min.)

INSERM (2019)

Le comment



Un effet dose - réponse des programmes en APA (fibres de type I et II)

Le comment
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2 years, however, suggest a positive effect in patients with 

advanced-stage lung cancer on muscle loss, antineoplastic 

treatment effect and potentially on overall survival.42,43,73

Thal i domide i nhibi ts the product i on of  the 

inflammation- related cytokine TNF-α by human macro-

phages.74 Treatment with thalidomide might improve 

anorexia and nausea,75 as well as weight loss in patients 

with inoperable oesophageal cancer 76 and advanced-

stage pancreatic cancer.77 However, thalidomide is terato-

genic and associated with frequent and potentially severe 

adverse effects, including peripheral neuropathy, fatigue, 

constipation, thromboembolism, pulmonary oedema, 

atelectasis, aspiration pneumonia, hypo tension and renal 

insufficiency.78 Another possible target of anticachexia 

drug therapy is patient meta bolism. Administration of 

insulin to patients with cancer can decrease the whole-

body protein breakdown rate79 and increase muscle 

protein synthesis.80 In a randomized study in 338 patients 

with cancer cachexia, daily insulin treatment (0.11 IU/kg)  

compared with no insulin treatment increased whole-

body fat (but not lean body mass), improved metabolic 

efficiency during exercise (but not maximum exercise 

capacity or spontaneous physical activity) and signifi-

cantly improved median overall survival by some 

50% from 128 to 181 days.81 There is current interest 

in the use of m etformin both from an anticancer and 

anticachexi a viewpoint.

Investigational new treatments

In line with the rapidly expanding understanding of the 

clinical basis of cancer cachexia, newly initiated trials 

are assessing the potential clinical benefit of new agents. 

Unfortunately, owing to the fact that best supportive care 

(basic multimodal management) has not yet been clearly 

defined, many of these trials do not incorporate such ele-

ments and, therefore, might under-perform and fail to 

show an improvement in the patients taking part.

Compared with saline infusion, infusion of the gastric 

28-amino-acid hunger-stimulating peptide ghrelin 

in seven anorexic patients with cancer increased food 

intake signifi cantly by 31%.82 The orally active ghrelin 

receptor agonist anamorelin hydrochloride showed 

similar activity in patients with cancer cachexia, includ-

ing a significant increase in appetite and body weight 

with few associated adverse effects.83 A phase I I I , 

randomized, placebo- controlled clinical trial assess-

ing anamorelin hydro chloride in patients with non-

small-cell lung c ancer-associate d cachexia is currently 

recruiting patients.84

Selective androgen receptor modulators have been 

developed for treatment of muscle wasting and osteo-

porosis. Enobosarm was shown to significantly increase 

lean body mass and muscle function in a double-blind 

placebo-controlled phase IIb trial in 120 healthy elderly 

men and women.85 At present, enobosarm is being 

assessed in a randomized, placebo-controlled, phase III 

clinical trial in patients with non-small-cell lung cancer 

receiving first-line chemotherapy treatment.86

IL-6 is a putative mediator of muscle wasting.87 A 

humanized anti-IL-6 antibody has been shown to be  

safe and well tolerated; in early clinical studies in 

patients with non-small-cell lung cancer, treatment 

with BMS-945429 improved lung symptoms, reversed 

fatigue, and a trend towards a decrease in the loss of 

lean body mass was noted.88 These findings resonate 

with the results of a phase II trial that assessed selume-

tinib (an inhibitor of MAPK1 and of IL-6 secretion) in 

20 patients with cholangio carcinoma.89 Overall, 84% 

of patients gained muscle after initiating therapy with 

s elumetinib; mean muscle gain was 2.3 kg.89

Growth/differentiation factor 8 (also called myostatin) 

is a member of the TGF-β family; its normal action is to 

limit muscle mass.90 Inhibitors of myostatin signalling 

or mutations in the gene encoding myostatin (MSTN) 

result in dramatic increases in muscle mass, whereas 

over expression results in cachexia-like wasting.90 Some 

evidence shows that blocking myostatin improves survi-

val in rodent models of cancer cachexia.91,92 Extensive 

efforts have been directed at developing agents capable 

of modulating myostatin signalling for applications in 

clinical settings. One of these agents is LY2495655, an 

antimyostatin monoclonal antibody. A phase II multi-

centre, randomized, double-blind, placebo-controlled 

tr ial in participants with locally advanced or meta-

static pancreatic cancer will investigate two different 

doses of LY2495655 in combi nation with gemcitabine.93 

Overall survival is the primary outcome of this study, 

with second ary end points including muscle mass and 

physical performance. BYM338 is another antimyostatin 

antibody undergoing phase II evaluation in patients with 

stage IV non-small-cell lung cancer or stage III or IV 

pancreatic cancer.94

Tumour stroma
and infections

Cachexia

Energy intake Activity

Tumour-associated and
treatment-associated factor s

Inf ammation

Target for
cachexia
therapy

Figure 6 | Main targets for anticachexia treatments are those factors with an 

immediate effect on the development and aggravation of cachexia. Body weight 

depends on energy and nutrient intake and muscle mass on physical activity, and 

systemic inflammation compromises the body cell mass of major tissues. Thus, 

anticatabolic therapy should target systemic inflammation (anti-inflammatory); 

normalize intake of energy and substrates (nutrition support) and increase 

physical activity (exercise training). In addition, antineoplastic treatment can 

reduce the proinflammatory strain of the tumour stroma, whereas rapid and 

efficient antimicrobial therapy minimizes the inflammatory burden of repeated 

infections. Every effort should be undertaken to remove or alleviate all factors 

disturbing food intake and physical activity (supportive care).
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Fearon et al. (2012, Nature Reviews)



Un effet dose - réponse des programmes en APA (endorphines, cortisol…)

Ninot et al. (sous presse)

Le comment



Gadget vs. outil de soin (INM)

Le comment

Carbonnel et al. (In Press)



Le comment

Lognos et al. (soumis)

Dérives de pratiques

Sensibilisation des 
professionnels et 

des patients



Le comment

Time (2015)

Johnson et al. (2018, JAMA)

Dérives sectaires

Labellisation de 
programmes en APA 

EBM



Limites évaluatives

Le comment

 

 

   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Rapport final 

 

 

 
 

 

Dominique PON– Directeur général de la clinique Pasteur de 
Toulouse – Président de SantéCité 

Annelore COURY– Directrice déléguée à la gestion et à 
l’organisation des soins de la CNAM 

 

 

 
 

Accélérer le virage numérique 
 

« Pour les solutions numériques à faible risque
médical, l’évaluation a posteriori, le nombre
d’utilisateurs et la qualité de l’expérience
patient seront les clés de la rémunération du
service rendu. »

Pon et Coury (2018)

Le bigdata ne fera pas tout…



La recherche interventionnelle en France

Le comment

Delrieu (2018)
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La médecine personnalisé n’est 
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Conclusion

Un changement d’attention
(aller plus loin que l’IMC > 25, la qualité de vie, l’estime de soi) 
évaluer la composition corporelle, kinésiophobie, comportement, frein/facilitateur

Un changement de pratique médicale, paramédicale et administrative
(bannir le seul message sportif ou hygiéno-diététique de base bouger +)
prescrire et suivre un programme en APA personnalisé

Un changement de modèle
(aller que le relais vers une structure ou un gadget numérique)
un soin (et pas un traitement curatif) remboursé par différents organismes 

Un changement de culture
(en décloisonnant des disciplines/métiers autrefois opposés sur la prise en charge)
un accompagnement en réseau

Un changement d’environnement
créer les conditions de la pratique d’APA (IGR, ICM, ILB, MSC, MSPU, MSP)
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