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Les grandes lignes 

Diplôme d’etat conferant le grade master 

 Ouvert en formation initiale ou continue  

 Sélection sur dossier par les universités 

  Selon un référentiel des activités, compétences et formation pour chaque 
domaine 

 Quatre semestres de formation théorique et pratique (2 stages) validant 120 
crédits européens 

 Prise en compte de la VAE et de la VES  

 Pour les libéraux, possibilité de  

soutien financier accordé par l’ARS/les  

institutions pendant la formation 

 

Mais 3 ans  

d’expérience en ETP  

requises pour exercer 

Sous condition 

d’inclusion dans un 

projet d’équipe de soins 

ou   d’organisation 

territoriale 



Page 4 Les outils pour faire évoluer le système de santé – Chaire Santé Sciences Po – Nov 2019 

Dispositif réglementaire 

Un décret simple insérant le nouveau diplôme dans le code de l’éducation. Décret dont le contenu est clairement 
donné par la loi santé désormais codifiée (article L4301-1 code santé publique) : 
 

 Le diplôme d’Etat d’infirmier en pratique avancée est délivré par des établissements d’enseignement supérieur accrédités ou co 
accréditées à cet effet. 
 

 La formation conduisant au diplôme est structurée en 4 semestres validés par l’acquisition de 120 crédits européens ; le diplôme d’Etat 
d’infirmier en pratique avancée confère à son titulaire le grade de master. 
 

 Le diplôme d’Etat d’infirmier en pratique avancée précise la mention acquise correspondant au domaine d’intervention de l’infirmier en 
pratique avancée. 
 

 Peuvent prétendre à la formation conduisant au diplôme d’Etat d’infirmier en pratique avancée, les candidats justifiant soit du diplôme 
d’Etat d’infirmier ou d'un diplôme, certificat ou autre titre […] leur permettant d'exercer la profession d'infirmier, soit d'un diplôme ou 
d'une autorisation d'exercice délivrée par l’autorité compétente en application de l'article L. 4311-4 du code de la santé publique. 
 

 Le diplôme d’Etat d’infirmier en pratique avancée est ouvert en formation initiale et en formation professionnelle continue. 
 

 Le diplôme d’Etat d’infirmier en pratique avancée peut être obtenu par la voie de la validation des acquis de l’expérience ou d’études 
supérieures. 
 



Directeurs des affaires financières : prise de fonction, 6 octobre 2015 
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Dispositif réglementaire 

Un arrêté qui organise la formation et précise notamment les éléments suivants : 
 

• L’accès à la formation peut se faire au premier semestre ou au troisième semestre de la formation. L’accès direct en semestre trois est 
réservé aux titulaires du diplôme d’Etat d’infirmier en pratique avancée qui veulent changer de domaine d’intervention. 

• La procédure, le calendrier, la composition du jury d’admission en formation sont fixés par chaque établissement accrédité à délivrer le 
diplôme 

• L'organisation de la formation et le suivi pédagogique des étudiants sont confiés à un binôme composé d’un personnel sous statut 
enseignant et hospitalier et d’un infirmier intervenant dans la formation. 

• L’organisation et le déroulement de la formation en stage et hors stage, les modalités de validation des stages et du mémoire… 

Documents annexés à cet arrêté : 

 Le référentiel des activités et des compétences, 

 Le référentiel de formation  

 Le cahier des charges du mémoire 
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Contenu de la formation 

Formation se déroule sur 2 ans soit 4 semestres : 
 

• 1ère année : tronc commun (UE clinique, UE Sciences infirmières et pratique avancée, UE Santé Publique) + stage de 2 
mois au 2ème semestre.  

Une présentation des différentes mentions possibles a lieu au cours du 2ème semestre pour permettre le choix des étudiants 
au début de la 2ème année. Rappel des 3 mentions possibles : 

- pathologies chroniques stabilisées ; prévention et polypathologies courantes en soins primaires ; 
- oncologie et hémato-oncologie ; 
- maladie rénale chronique, dialyse, transplantation rénale 
- Santé mentale 

 

• 2ème année : les enseignements spécifiques à la mention choisie sont majoritaires (24 ECTS)  + stage de 4 mois (24 ECTS) 
au 4ème semestre, 

    + mémoire axé sur la mention choisie (6 ECTS). 
 
UE recherche en 1ère année (6 ECTS) et en 2ème année (3ECTS) 



Les outils pour faire évoluer le système de santé – Chaire Santé Sciences Po – Nov 2019 

L’accréditation des 
établissements 



Page 9 Les outils pour faire évoluer le système de santé – Chaire Santé Sciences Po – Nov 2019 

Le dispositif d’accréditation  

Objectif : ouverture de formations à la rentrée universitaire 2018-2019 

Le calendrier plus que contraint oblige à une procédure d’accréditation accélérée. 

Universités intéressées sont invitées à envoyer un dossier d’accréditation pour le 5 juillet 2018. Les arrêtés accréditant les universités dont le dossier aura été évalué 
favorablement seront présentés à un CNESER de septembre 2018. 

L’arrêté d’accréditation mentionnera les mentions pour lesquelles l’établissement pourra délivrer le diplôme d’Etat d’infirmier en pratique avancée. 

Principaux éléments du dossier d’accréditation : 

• Structure de l’université assurant la formation  

• Le projet pédagogique 

• Nombre de candidats accueillis  

• Moyens affectés à la formation (financiers, humains, locaux) 

• Responsable de la formation et équipe enseignante  

• Organisation des enseignements  

• Avis des instances universitaires (CFVU, CA) 
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Etat des Lieux 

 5 juin 2018, envoi aux universités des projets de textes et de la trame du dossier d’accréditation 

 Universités contactées qui vont déposer une demande d’accréditation : 

 Aix-Marseille université  

 université d’Angers, Tours 

 université de Dijon,  Besançon- Franche Comté  

 université de Caen, Rouen  

 université de Paris, Sorbonne Unniversités 

 université de Bordeaux, Toulouse -III Paul Sabatier  

 université de Nantes, université de Saint Etienne, Clermont Ferrand, Lyon, Grenoble 

 université université Versailles Saint Quentin en Yvelines, Paris-XII UPEC 

 Université de Limoges 

 Université de Strasbourg, Lorraine, 

 Université de Montpellier 

 Université de Lille, Amiens 

 

 Université Rennes -I n’ouvrira qu’à la rentrée suivante 
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Panorama international des pratiques avancées 
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Table 4. Total number of NPs, years of existence, and their percentage of registered nurses in selected 
OECD countries, 2015* 

Country  

(Name/title of NP/APN) 

Year 
introduced  

Total number of 
NPs (as of 2015*) 

Activity status of 
NPs 

NP % of all RNs  

United States  

(NP) 
1965 174,943 

Professionally 

Active 
5.6% 

Canada  

(NP) 
1967 4,090 

Practising/ 

employed 
1.4% 

United Kingdom 
(England, N. I reland, 
Scotland, Wales) 
(Advanced NP, NP) 

1983 n/a n/a - 

Netherlands  

(Nurse specialist)  
1997 2,749 Registered 1.5% 

Australia  

(NP) 
2000 1,214 Registered 0.5% 

New Zealand  

(NP) 
2001 142 Practising 0.3% 

I reland  

(Advanced NP) 
2001 141 

Professionally 

Active 
0.2% 

Note: *2015: except for Ireland: 2014; NP= Nurse Practitioners, RNs=Registered Nurses. The data based on the number of registered 
NPs in the Netherlands and Australia, and the number of professionally active NPs in the U.S. and Ireland are over-estimating the 
number of NPs providing direct patient care. 

Source: Authors, based on Maier et al. (2016) and Canadian Institute for Health Information (2016) 

70. Between 2005 and 2015 (or nearest years available), the six countries showed a continuous and 

substantial growth of the NP workforce, consistently higher than growth rates among the medical 

professions in the same time period in all countries (Maier et al., 2016). Educational capacity is also 

increasing: in the United States, the number of graduates from NP programmes increased more than two-

fold between 2005 and 2012, from 6,900 to over 14,000 graduates annually (OECD, 2016). Likewise, the 

number of new NP graduates in Canada increased from 178 in 2005 to 449 in 2014, albeit with some 

fluctuations (Canadian Institute for Health Information, 2016). In the Netherlands, the admission to Nurse 

Specialist training programmes increased from 217 in 2005 to 353 in 2012 (OECD, 2016). 

Data availability and accuracy on Nurse Practitioners working in primary care is limited  

71. The previous section has compared the size of all NPs irrespective of their employment settings, 

hence including all care sectors. Data on NPs in primary care exist in very few countries. Moreover, often 

the available data face limitations in accurately measuring primary care, since definitions of primary care 

settings and providers vary within and across countries. A study in the U.S. found that data on the 

percentage of NPs in primary care varies widely depending on whether the data reflect NP specialisation, 

certification or actual employment. While approximately 75% of all NPs in the U.S. are certified in 

primary care, 68% of NPs are employed in primary care settings, and only half of NPs are specialised in 

primary care or a related specialisation (Spetz et al., 2015). According to a 2012 national survey, about half 

(48%) of all NPs who provided direct patient care (60,407 of 127,000) were working in primary care 

facilities, with the other half mainly working in hospitals (U.S. HRSA National Center for Health 

Workforce Analysis, 2014).  
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Table 1.1 Number of doctors and nurses per 1 000 population, and ratio of nurses to doctors, 12 countries 
covered under this study, 2008 (or latest year available) 

Practising 
doctors 

 Of which: 
GPs 

 Practising 
nurses 

 Professional 
nurses 

Associate 
professional 

nurses 

Number 
of nurses 

per 
doctor 

Australia 2007 3.0 1.5 10.1 7.9 2.2 3.4 

Belgium 2008 3.0 1.2 .. .. .. .. 

Canada 2008 2.3 
a
 1.1 

a
 9.2 7.1 2.2 4.1 

Cyprus 2008 2.9 .. 4.7 .. .. 1.6 
Czech 
Republic 2008 3.6 0.7 8.1 .. .. 2.2 

Finland 2007 2.7 1.0 
a
 15.5 9.0 6.5 5.8 

France 2008 3.3 
a
 1.6 

a
 7.9 

a
 7.9 0.0 2.4 

Ireland 2008 3.2 
b
 0.6 

b
 16.2 

a
 .. .. 5.0 

Japan 2008 2.2 .. 9.5 6.6 2.9 4.4 

Poland 2008 2.2 0.2 5.2 5.2 0.0 2.4 
United 
Kingdom 2008 2.6 0.8 9.5 7.4 2.1 3.7 

United States 2008 2.4 0.3 10.8 
a
 8.4 2.4 4.4 

Average (12 countries) 2.8 .. 9.7 .. .. 3.6 

a) Data include not only doctors/nurses providing direct care to patients, but also those working in the health sector as managers, 
educators, researchers, etc.  

b) Data refer to all doctors who are licensed to practise. 

Source: OECD Health Data 2010. Data for Cyprus are from the Eurostat database. 

50. As might be expected, APN roles (in particular, nurse practitioners) tend to be more developed in 

those countries where there are a relatively low number of doctors, a relatively high number of nurses, and 

thus a high nurse-to-doctor ratio.  This is the case in Finland, the United States, Canada and the United 

Kingdom.  In these countries, the much greater number of nurses compared to doctors may be both a cause 

for developing advanced roles for nurses and a consequence of this development. 

51. On the other hand, Japan provides the example of a country that combines a low number of 

doctors, a high number of nurses, and a high nurse-to-doctor ratio, but this supply-side “imbalance” has not 

yet been accompanied by a strong development of APN roles.  The fourth part of this study examines in 

more detail some of the factors that may either facilitate or hamper the development of APN roles, beyond 

basic supply-side factors. 

52. It is important to look not only at the current composition of the workforce, but also at future 

trends. In countries like France, discussions about extending the roles of nurses are taking place in a 

context of a projected decline in the number of doctors per capita, and in particular a reduction of GPs 

(DREES, 2009).  Hence, the development of APN roles is considered as a possible way to respond to a 

reduced supply of doctors while at the same time providing incentives to increase the recruitment and the 

retention of nurses. 

53. In some geographically large countries, the uneven distribution of doctors across different 

regions has also reinforced the interest in developing APN roles, in order to respond to the needs of the 

population in rural and remote areas.  In Finland, Canada and Australia, advanced practice nurses play a 

significant role nowadays in providing a range of services to people in these remote areas (see part 2 and 

Annex A).  
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Modalités de régulation des IPA 
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Les leçons de la littérature scientifique 

 

 Qualité des soins équivalente a celle des médecins généralistes 

 Contribution a la réduction du taux de (ré)admissions hospitalières 

 Augmentation du taux de satisfaction patients 

 Impacts économique contrasté dependant 

 Différences de productivité 

 Différences de rémunération 

 Condition indispensable: niveau de formation adapté 
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Points d’entrée dans les système de Santé 
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precisely their number because many of these new jobs and roles are not based on a registrable 

qualification, and there are sometimes local differences between job titles and grades (Buchan et al., 
2008).  NPs in the United Kingdom are mainly working in the primary care sector, although some NP 

posts have also emerged recently in hospitals. 

Box 2.3 The roles of NPs, GPs and other health professionals in primary care in the United Kingdom 

The type of relationships between NPs and GPs in primary care group practices can vary a lot across countries 
as well as across different settings in each country.  In some countries/settings, a more hierarchical organisation 
may exist, providing less autonomy to NPs. 
 
In the United Kingdom, advanced nurse practitioners are in many cases working with a high level of autonomy, 
yet collaboratively with GPs in the same group practice.  The following diagram depicts the referral system 
proposed by the Royal College of Nursing of an (advanced) nurse practitioner working in primary care. 

 
Diagram 2.1:  Referral system in primary care in the United Kingdom 

 

Source: RCN, 2008. 

In this system, the patient can consult with either a GP or an advanced nurse practitioner, or indeed both.  The 
advanced nurse practitioner may work with the patient to determine a care plan, and may deliver a large 
proportion of that care themselves, or in collaboration with medical colleagues and other members of the group 
practice. 
 
In reality, group practices in the United Kingdom may remain more hierarchical than the system depicted in 
Diagram 2.1, with some advanced nurse practitioners de facto working under the supervision of doctors.  
   
In addition, a new advanced nursing role has recently emerged in primary health care in the United Kingdom in 
relation to chronic disease management, inspired by the approach used by certain Health Maintenance 
Organizations (HMOs) in the United States.  A community “matron” sometimes manages a group of patients with 
severe conditions, often requiring further hospital treatment and other types of care.  They assume responsibility 
for the planning, coordination and provision of care, as well as the ongoing monitoring of care quality and 
outcomes (Goodman et al, 2005).  The role of community matron overlaps a great deal with the traditional role of 
GPs as care coordinators.    

82.  In Finland, there is also a long tradition of cooperation between doctors and nurses in 

primary care centres, with nurses playing a number of advanced roles.  Advanced nursing 

consultations take place in special reception facilities in health centres, with support provided by 

doctors as requested.  Such consultations may also involve an approach whereby nurses and doctors 

work in tandem in a health centre. 
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Réalités de l’exercice partagé dans les systèmes de Santé 
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to 90% in Australia and the United Kingdom.  By contrast, only about 30% of general practitioners in 

France work in group practices (Figure 4.1).  As expected, APN roles in primary care are more developed 

in those countries where primary care is mainly delivered in group practices.    

Table 4.1 Predominant modes for the provision of primary care services 

Country Predominant mode of provision for 
primary care services 

Second mode of provision for 
primary care services 

Australia private group practices  

Belgium private solo practices private group practices 

Canada private group practices private solo practices 

Czech Republic private solo practices  

Finland public centres private group practices 

France private solo practices  

Ireland private solo practices  

Japan private clinics  

Poland private clinics private solo practices 

United Kingdom private group practices  

United States private group practices private solo practices 

Source: OECD Survey on health system characteristics 2008-2009 (Paris et al., 2010). 

Figure 4.1 Proportion of general practitioners working in group practice, 2009 
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Note: Group practice is defined as 2 FTE doctors or more 
Source: Commonwealth Fund International Health Policy Survey of Primary Care Physicians, 2009. Finland: Bourgueil et al., 2007. 
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Eléments liés a la mise en place des pratiques avancées en Australie 
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Graph 1: Main reasons for introducing or extending advanced roles for nurses in Australia 

Shortage of doctors

Greater access to services

Quality/continuity of care

Changing patient needs

Cost-containment pressure

Career progression (nurses)

Less important Very importantModerately important

 

Source: Department of Health and Ageing’s response to OECD 2009 questionnaire. 

3. Factors hindering or facilitating the development of advanced roles for nurses 

Three main factors have facilitated the development of advanced practice roles for nurses in Australia: 

1) the demand from nurse associations (nurse organisations began lobbying for advanced roles in 1988); 2) 

the position of healthcare managers (they have supported the implementation of nurse practitioners and 

other advanced nursing roles in the hospital sector); 3) the remote nature of major areas in Australia (the 

fact that the population is sparse in many parts of Australia has inhibited the access of those populations to 

health care).  Nurses have stepped in to fill gaps and provided services without always having the relevant 

legislative or clinical cover.  

Three main barriers have also been identified:  1) the opposition of medical associations, although 

their positions are slowly changing; 2) government legislation and related funding mechanism (the 

prescription rights are difficult to put into practice because of the absence of a funding mechanism, and 

harmonisation is necessary between federal and state legislation); 3) the remuneration methods of doctors 

(primary care practitioners are largely paid by fee-for-services, and this payment method has not been 

extended yet to include nurse practitioners, although the funding system should change late 2010 to allow 

nurse practitioners to practice independently and be paid on a fee-for-service basis). 
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Eléments favorisant ou freinant le développement des pratiques 
avancées en Australie 
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Graph 2: Main facilitators or barriers to the development of advanced practice nursing in Australia 

Demand from nurse associations

Position of medical associations

Attitudes of patients

Position of healthcare managers

Government legislation

Government funding to support new roles

Ability of education system to train nurses

Remuneration methods of doctors

Others*

Major

BARRIER
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EFFECT FACILITATOR

 

* Others include the remote nature of major areas of Australia. 

Source: Department of Health and Ageing’s response to OECD 2009 questionnaire 

4. Evaluations in primary care 

Very few evaluations have been conducted thus far on advanced roles of nursing in Australia. Smith 

et al. (2001) have evaluated home care services provided by advanced nurses for chronic obstructive 

pulmonary disease (COPD).  Their main finding was that patient outcomes were dependent on the 

seriousness of cases: outcomes were rather positive with nurse led management of COPD when the disease 

was moderate but not when it was severe. 

5. Future directions  

As of 1 November 2010, the activities of nurse practitioners working outside the public hospital sector 

will be encouraged by providing rebates for their services and drug prescriptions via the Medical Benefits 

Schedule and the Pharmaceutical Benefits Scheme.  This is an important step to allow nurse practitioners 

to work in primary care.  

DELSA/HEA/WD/HWP(2010)5 

 66

Graph 2: Main facilitators or barriers to the development of advanced practice nursing in Australia 

Demand from nurse associations

Position of medical associations

Attitudes of patients

Position of healthcare managers

Government legislation

Government funding to support new roles

Ability of education system to train nurses

Remuneration methods of doctors

Others*

Major

BARRIER

Minor Minor MajorNO

EFFECT FACILITATOR

 

* Others include the remote nature of major areas of Australia. 

Source: Department of Health and Ageing’s response to OECD 2009 questionnaire 

4. Evaluations in primary care 

Very few evaluations have been conducted thus far on advanced roles of nursing in Australia. Smith 

et al. (2001) have evaluated home care services provided by advanced nurses for chronic obstructive 

pulmonary disease (COPD).  Their main finding was that patient outcomes were dependent on the 

seriousness of cases: outcomes were rather positive with nurse led management of COPD when the disease 

was moderate but not when it was severe. 

5. Future directions  

As of 1 November 2010, the activities of nurse practitioners working outside the public hospital sector 

will be encouraged by providing rebates for their services and drug prescriptions via the Medical Benefits 

Schedule and the Pharmaceutical Benefits Scheme.  This is an important step to allow nurse practitioners 

to work in primary care.  



Page 21 Les outils pour faire évoluer le système de santé – Chaire Santé Sciences Po – Nov 2019 

Les freins reconnus au développement des pratiques 
avancées 

 

 La réticence des acteurs du système de santé 

 Les régulations trop rigides ou désuètes sur les champs de pratiques 

 Les systèmes de financement et de remboursement inadaptés 

 Les résistances au changement, notamment organisationnel 
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