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Abstract

Objective:This review aims to comprehensively examine how nurse-led interventions for patients with 
type 2  diabetes, who exhibit clinical inertia or are at high risk of developing it, can contribute to 
overcoming delays in treatment intensification. The review also evaluates the feasibility of implementing 
such interventions within the Japanese healthcare system by synthesizing evidence from international 
studies.
Methods:Following the PRISMA-ScR guidelines, a literature search was conducted using CINAHL and 
MEDLINE for original articles published between 1999 and 2024 related to “clinical inertia” and “diabetes.” 
Studies focusing on healthcare professionals other than nurses, such as physicians and pharmacists, 
inaccessible articles, and review papers were excluded. Ultimately, 10 studies were selected and 
analyzed.
Results:Most of the included studies were interventional in design and primarily implemented by nurse 
practitioners or certified diabetes educators. Interventions such as insulin titration, blood glucose 
monitoring, and patient education contributed to treatment intensification, which led to improvements in 
HbA1c, blood pressure, LDL cholesterol, and patient satisfaction.
Conclusion:Nurse-led initiatives demonstrated effectiveness in intensifying treatment and improving 
clinical indicators. These findings suggest that overcoming clinical inertia requires the development of 
care models that include continuing education and interprofessional collaboration. In Japan, the 
dissemination of such care models is expected to enhance the quality of diabetes management and 
promote further research in this area.
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Introduction
　Diabetes mellitus is a common metabolic dis-
order characterized by chronic hyperglycemia, 
which, if inadequately managed, can lead to severe 
complications, including cardiovascular disease, ne-
phropathy, and neuropathy 1). These complica-
tions substantially diminish patients' quality of 
life and contribute to escalating healthcare costs 
and societal burdens. In Japan, as of 2021, an es-
timated 11 million individuals are affected by di-
abetes, with over 90% diagnosed with type 2 dia-
betes (T2DM) 2). Although treatment guidelines 
underscore the importance of appropriate glyce-
mic control 3), only approximately 33% of patients 
meet the recommended HbA1c levels. Delays in 
treatment intensification further exacerbate the 
risk of complications 4)5).
　Clinical inertia-a failure to initiate or intensify 
treatment despite recognition of the need plays 
a pivotal role in this delay 6). In T2DM manage-
ment, clinical inertia is widespread, with interna-
tional studies indicating that 18.1% to 85.8% of 
patients may be affected 7). Contributing factors 
include healthcare providers' decision-making 
patterns, patient non-adherence, and systemic 
limitations, all of which impede the timely esca-
lation of therapy. As such, overcoming clinical 
inertia has emerged as a critical challenge in di-
abetes care 8).
　Recent international research increasingly 
points to nurses' significant contribution to miti-
gating clinical inertia. Nurse-led interventions 
have demonstrated improvements in glycemic 
control and timely treatment adjustments. For 
example, nurse-led care models and interven-
tions supporting patients' self-management have 
proven effective in improving HbA1c levels and 
promoting treatment adherence 9-12). Nurses of-
ten serve as key facilitators in patient education, 
motivation, and follow-up, encouraging more ac-
tive patient engagement in their treatment regi-
mens. Furthermore, systematic reviews suggest 
that nurse-led care may also be cost-effective, 
potentially reducing the overall healthcare bur-
den associated with poorly controlled diabetes 12).
　In contrast, research on clinical inertia in the 
Japanese healthcare context is notably limited. 

A search of the Igaku Chuo Zasshi (Japana Cen-
tra Revuo Medicina) using the term “clinical in-
ertia” yielded only six relevant studies, none of 
which focused on nurse-led interventions. This 
absence of evidence may reflect entrenched clin-
ical structures in Japan, where nursing autono-
my in direct therapeutic decision-making is lim-
ited, and the concept of clinical inertia has yet to 
be fully recognized as a critical factor in diabe-
tes management. Indeed, legal and systemic con-
straints often confine nurses to supportive roles, 
with primary responsibility for medical treat-
ment lying predominantly with physicians. Even 
the introduction of the Japanese Nurse Practi-
tioner (JNP) system—intended to delegate as-
pects of physicians’ work to nurses—has revealed 
ambiguity regarding how far JNPs can inde-
pendently manage or revise treatment plans, as 
JNPs frequently act “on behalf of” physicians 
without explicit legal definitions of their scope of 
practice 13). This lack of clarity can diminish nurses’ 
autonomy in proposing timely treatment intensi-
fication and potentially reinforce clinical inertia 
in real-world practice 14).
　Moreover, the current medical fee reimburse-
ment system tends to fix the division of roles 
within medical institutions—particularly in clin-
ics—making it challenging to modify treatment 
policies promptly. Coupled with the uncertain le-
gal liability that JNPs perceive when performing 
advanced procedures or prescribing medication, 
this environment may hinder the proactive 
nurse-led interventions that have shown promise 
in international contexts 13)14). The lack of dis-
course on nurses’ potential role in addressing 
clinical inertia underscores a pressing research 
gap.
　These gaps highlight the urgent need to inves-
tigate how nurse-led strategies can effectively 
mitigate clinical inertia in the Japanese context. 
We must begin by examining the evidence from 
overseas, where nurse-led interventions have 
been demonstrated to improve blood glucose 
control and enhance timely treatment. By adapt-
ing established models from overseas to the Jap-
anese healthcare system, it will be possible to 
propose tailor-made interventions that will not 
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only improve the quality of diabetes care but 
also potentially reshape the scope and influence 
of nursing in Japan. Identifying how nursing in-
terventions can mitigate clinical inertia is essen-
tial to improving patient outcomes, optimizing 
resource allocation, and improving the overall 
quality of diabetes management in Japan.
　This review aims to comprehensively examine 
how nurse-led interventions for diabetic patients 
who already exhibit clinical inertia or are at high 
risk of developing it can overcome delays in 
treatment intensification (situations where treat-
ment intensification, such as changing treatment 
or adding medication, is required but not imple-
mented).

Objectives
　1. Assess the effectiveness of nurse-led inter-
ventions in reducing clinical inertia among diabe-
tes patients by synthesizing outcomes—such as 
treatment intensification rates and glycemic con-
trol—from relevant international studies.
　2. Evaluate the feasibility of implementing 
these interventions in Japan’s healthcare setting, 
mainly focusing on clinic-centered diabetes care, 
to inform future strategies for improving treat-
ment intensification and overall diabetes man-
agement.

Methods
　1. Study Design
　This study employed a scoping review approach 
following the methodological framework proposed 
by Arksey and O’Malley 15). This framework sys-
tematically guides the processes of identifying 
research questions, conducting a comprehensive 
literature search, selecting relevant studies, ex-
tracting data, and synthesizing findings. Applying 
this method allowed us to map the current inter-
national evidence on how nurse-led interventions 
can reduce clinical inertia in T2DM management.
　2. Operational definition of this study
　In this review, clinical inertia is defined as the 
failure of healthcare providers to initiate or in-
tensify therapy despite recognizing that thera-
peutic changes are necessary when treatment 
goals remain unmet 16). This concept initially 
emerged from research on chronic conditions, in-
cluding diabetes 17). 
　3. Literature Search Method
 The literature search was conducted using CI-
NAHL and MEDLINE, focusing on the keywords 
“Clinical Inertia” and “Diabetes Mellitus.” Informed 
by the earliest recognized use of the term clini-
cal inertia by Cook et al. in 1999 17), we included 
original articles published between 1999 and 
2024. The final search was completed on Febru-
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ary 7, 2024. A total of 416 articles were identi-
fied, of which 106 duplicates were removed. The 
titles and abstracts of the remaining 310 articles 
were screened. Studies focusing solely on physi-
cians, pharmacists, or other non-nurse providers, 
as well as inaccessible articles, were excluded to 
ensure an emphasis on nurse-led interventions. 
After this screening, 32 articles were selected 
for full-text review, resulting in 10 articles that 
met the inclusion criteria and were included in 
this review (Figure 1).
　4. Analysis Method
　This scoping review was conducted in accord-
ance with the PRISMA-ScR (Preferred Reporting 
Items for Systematic reviews and Meta-Analy-
ses extension for Scoping Reviews) guidelines, an 
extension of the PRISMA statement 18). The se-
lected articles were examined to clarify the roles, 
skills, and qualifications of nurses involved in dia-
betes management and the range of interventions 
they employ. The effectiveness of various nursing 
approaches—such as patient education, medica-
tion adjustments, interdisciplinary team care, and 
remote monitoring—was analyzed to determine 
their impact on clinical inertia and diabetes-relat-
ed outcomes.

Results
　1. Research Trends in International Studies 
(Table 1)
　Of the 10 studies reviewed, one was published 
before 2009, five between 2010 and 2015, and 
four between 2016 and 2019. The studies involved 
various types of nurses, including Nurse Practi-
tioners (NPs) in six studies, Certified Diabetes 
Educators (CDEs) in two, clinic nurses in one, 
and  case manager nurses in one. Additionally, 
one study involved an interdisciplinary medical 
team that included nurses.
　2. Methods of Nursing Interventions in Inter-
national Studies (Table 1)
　The nursing interventions identified in the re-
viewed studies can be broadly classified into four 
categories: patient education, medication adjust-
ments, interdisciplinary team care, and remote 
monitoring.
　Patient education emerged as a crucial ele-

ment in several studies. For instance, one study 
focused on nurse-led education sessions for dia-
betes patients that emphasized lifestyle manage-
ment and the use of GLP-1 receptor agonists to 
enhance patients’ self-management capabilities 19). 
Another study evaluated a program in which 
nurses provided point-of-care HbA1c testing along 
with patient education. This approach sought to 
improve patients’ awareness of their blood glu-
cose levels and reinforce self-management prac-
tices 20).
　Medication adjustments were also a key inter-
vention, with nurses actively initiating or intensi-
fying therapy. In one example, NPs and physician 
assistants collaborated with physicians to imple-
ment basal-bolus insulin therapy, leading to more 
frequent insulin adjustments and better overall 
diabetes management 16).
　Interdisciplinary team care further demon-
strated the value of nursing expertise. One study 
involved NPs and primary care physicians work-
ing collaboratively with evidence-based treat-
ment algorithms, integrating nursing perspec-
tives into decision-making around treatment 
intensification 11). Similarly, interdisciplinary 
teams, including nurses and CDEs, established 
insulin initiation protocols that helped patients 
achieve and maintain improved glycemic control 
over time 21)22).
　Remote monitoring intervention provided con-
tinuous patient support through technological 
means. In one study, asynchronous data sharing 
via electronic health records enabled CDEs to 
monitor patients’ blood glucose levels and inter-
vene promptly 23). Another study utilized phone 
and email follow-ups by CDEs, ensuring frequent 
patient contact and timely guidance, particularly 
for medication management 24).
　3. Clinical Evaluation and Intervention Results 
in International Studies (Table 1)
　The effectiveness of nurse-led interventions was 
assessed using diverse clinical and patient-reported 
outcomes, including HbA1c levels, blood pressure, 
lipid profiles, treatment intensification rates, and 
patient satisfaction and quality of life indicators.
　HbA1c reduction consistently emerged as a 
key indicator of improved diabetes management. 
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Studies reported significant decreases in HbA1c 
levels, ranging from 0.2% to 6.9%, following NPs- 
and DSNs-led education and support focusing on 
GLP-1 receptor agonists and lifestyle changes 19). 
For example, after excluding patients with miss-
ing data, mean HbA1c levels dropped from 
9.82% to 8.23% over eight months (p < 0.001) 19).
　Another study using an algorithm-based man-
agement approach led by primary care physi-
cians and NPs found a 0.63% reduction in HbA1c 
over 12 months in the intervention group com-
pared to a 0.15% reduction in the control group 11). 
Similarly, stepped-care models and insulin initia-
tion protocols implemented by nurses and in-
ter-interdisciplinary teams resulted in sustained 
improvements in glycemic control from three 21) 
to 24 months 22).
　Remote monitoring approaches also yielded 
significant improvements in HbA1c levels. In one 
study, patients receiving ongoing, asynchronous 
feedback on their blood glucose measurements 
experienced more significant HbA1c reductions 
from 8.46% to 7.35% over six months, compared 
to a decrease from 8.16% to 7.46% in the control 
group 23). Likewise, standardized protocols led by 
CDEs contributed to notable HbA1c improve-
ments in multiple follow-up points 24). Beyond 
glycemic metrics, several studies evaluated blood 
pressure and lipid profiles. For example, an in-
tervention involving nurse case managers trained 
in motivational interviewing achieved significant 
diastolic blood pressure reduction from 78mmHg 
to 74mmHg in the intervention group and from 
80mmHg to 74mmHg in the control group 25). 
The same intervention also improved LDL cho-
lesterol levels, which declined from 127mg/dL to 
100mg/dL in the intervention group, compared to 
a reduction from 128mg/dL to 102mg/dL in the 
control group 25). Additionally, these improvements 
were associated with decreased depression scores 
and lower diabetes-related distress, underscoring 
the multifaceted benefits of nursing interventions. 
Treatment intensification, especially concerning 
insulin therapy, was another critical outcome. In 
one study, patients supported by physician assis-
tants and NPs were significantly more likely to 
initiate basal-bolus insulin therapy, leading to 

better peri-discharge blood glucose control 16). 
This finding highlights the importance of proac-
tive, timely medication adjustments in overcoming 
clinical inertia. In addition, an informatics-sup-
ported intervention employing algorithm-driven 
medication adjustments showed a marked in-
crease in treatment intensification during the first 
year and led to improved long-term diabetes man-
agement (p < 0.001) 26). This underscores how 
systematic decision support can further reduce 
clinical inertia and sustain better glycemic con-
trol. 
　Nurse-led interventions positively influenced 
patient-reported outcomes such as quality of life 
and treatment satisfaction. In NPs-led collabora-
tive care models, participants reported higher 
satisfaction and improved self-management be-
haviors 11). Similarly, patients receiving nurse-led 
support experienced reduced diabetes-related 
distress and enhanced mental health indica-
tors  25).

Discussion
　This review indicates that nurse-led interven-
tions substantially improve clinical outcomes in 
diabetes management and play a crucial role in 
mitigating clinical inertia. Enhanced glycemic 
control, improved blood pressure and lipid pro-
files, and increased patient satisfaction collective-
ly underscore nurses’ significant contribution to 
optimizing diabetes care. Recent reviews also 
suggest that nurse-led models can offer cost-ef-
fective solutions; by providing timely treatment 
intensification and reducing preventable compli-
cations, nurse-led interventions may lower hospi-
tal admissions and emergency visits rates, there-
by alleviating overall healthcare expenditures 12).
　In T2DM patients, a 1-year delay in treatment 
intensification increases the risks of MI, HF, 
stroke, and CVE by up to 67%. Among those 
with HbA1c >7% and no CVD, risks rise by up 
to 80% 27). Poor treatment adherence is a signifi-
cant factor, with only 50% of patients fully ad-
hering 28). Nurse-led interventions effectively ad-
dress these issues. By synthesizing global 
evidence, this study highlights how nurses’ in-
volvement in patient education, medication titra-
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tion, interdisciplinary collaboration, and remote 
monitoring is central to reducing clinical inertia.
　１．An examination of the effects of nurse-led 
interventions on clinical inertia based on interna-
tional literature
　This study highlights the diversity and effec-
tiveness of nurse-led interventions in addressing 
clinical inertia within diabetes management. In-
ternational literature reveals that nurses contrib-
ute significantly to improving clinical indicators, 
such as HbA1c, systolic and diastolic blood pres-
sure, and LDL cholesterol, through various ap-
proaches. These include patient education, medi-
cation adjustments, interdisciplinary teamwork, 
and telemonitoring. NPs and diabetes-certified 
nurses are pivotal in improving patient outcomes 
and fostering self-management skills. Such inter-
ventions have been shown to enhance clinical 
metrics, improve patient satisfaction, and reduce 
diabetes-related distress, demonstrating the crit-
ical role of nurses in diabetes care 19)20)29).
　Globally, nurse-led interventions have success-
fully addressed clinical inertia by providing pa-
tient-centered and adaptable care. For instance, 
patient education delivered by nurses has been 
shown to significantly improve HbA1c levels 20). 
By educating patients on medication adherence, 
lifestyle modifications, and diabetes management, 
nurses empower individuals to take active roles 
in their health. Specialized diabetes care provid-
ed by DSNs and CDEs enhances patients' under-
standing of their condition and promotes confi-
dence in self-management, effectively reducing 
patient-related clinical inertia 29).
　From a system perspective, nurse-led integra-
tion of electronic health records (EHRs) and tele-
medicine has improved diabetes care. Telemedi-
cine for blood glucose monitoring allows nurses 
to identify and address health issues promptly, 
enhancing patient outcomes 23)24). Such approach-
es underscore the adaptability and effectiveness 
of nurse-led interventions in diverse healthcare 
settings.
　Additionally, the lack of research after 2020 
suggests a stagnation in academic exploration, 
potentially due to multiple interrelated factors. 
First, the COVID-19 pandemic profoundly dis-

rupted clinical research activities, as many 
planned or ongoing studies in chronic disease 
management were delayed or halted. In particu-
lar, healthcare professionals, including inpatient 
diabetes specialist nurses, were frequently rede-
ployed to COVID-19 units, reducing the work-
force available for diabetes-focused projects 30). 
Second, funding shortfalls and shifted policy sup-
port—as resources were diverted toward urgent 
infectious disease research—further constrained 
the ability to investigate clinical inertia in chron-
ic care 31). Third, shifting healthcare priorities—
such as the rapid pivot to digital health solutions 
and the acute focus on infection control—may 
have inadvertently deprioritized nurse-led inter-
ventions specifically targeting clinical inertia 32). 
Finally, the heightened workload and emotional 
burden on nurses responding to pandemic de-
mands likely hindered their capacity to initiate 
or continue new studies on diabetes manage-
ment. These converging factors will help explain 
why few studies emerged post-2020.
　２．Nurse-led interventions in Japan to pre-
vent medical inertia: issues and potential for ad-
aptation
　While nurse-led interventions have achieved 
significant success internationally, their imple-
mentation in Japan faces unique challenges and 
opportunities for growth. A key issue is the lim-
ited recognition of clinical inertia within the Jap-
anese healthcare system, compounded by a lack 
of Japan-specific literature addressing how 
nurse-led interventions can specifically mitigate 
this phenomenon. Although the global research 
gap after 2020 has been noted (section 5.1), this 
scarcity is further amplified by systemic and le-
gal constraints that shape nurses’ professional 
roles in Japan.
　Moreover, systemic barriers hinder Japanese 
nurses from performing advanced clinical roles, 
primarily due to the absence of a robust NP sys-
tem. Unlike NPs in countries such as the United 
States, who independently manage patients and 
drive innovative care models 33-35), Japanese nurs-
es often operate within restrictive frameworks 
that limit their autonomy 36). The slow adoption 
of task-specific training programs, such as the 
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"Specified Medical Acts Training," further re-
stricts nurses' capacity to address complex care 
needs like diabetes management. While the pro-
gram equips nurses with essential procedural 
skills, it emphasizes safety and efficiency rather 
than fostering advanced decision-making compe-
tencies 36). It is widely recognized, however, that 
enhancing nurses' decision-making abilities is 
crucial for improving patient outcomes in com-
plex care settings 37). Expanding these programs 
to include advanced clinical decision-making and 
patient management skills is essential to en-
hance their impact and align with the growing 
complexity of healthcare needs.
　Legal constraints still significantly limit the 
scope of nursing practice in Japan. Unlike their 
counterparts in other countries, Japanese nurses 
are restricted from independently diagnosing 
conditions or prescribing treatments 36). On the 
other hand, the Ministry of Health, Labour, and 
Welfare has introduced policies to promote nurs-
es' autonomy. In particular, guidelines for 
task-shifting and task-sharing have been devel-
oped to encourage the delegation of specific 
medical tasks from physicians to nurses, with 
the goal of improving healthcare efficiency and 
maximizing the potential of the nursing work-
force 38). These guidelines allow nurses to take 
on more complex tasks, such as patient assess-
ments and certain diagnostic activities, under su-
pervision or in collaboration with physicians. 
This initiative is designed to address the short-
age of healthcare professionals and improve the 
quality of patient care. It also aims to enhance 
nurses' roles in managing clinical conditions, 
which could contribute to addressing clinical in-
ertia. However, despite these progressive poli-
cies, legislative reforms are still necessary to ful-
ly empower nurses and align their roles more 
closely with NPs in countries like the United 
States and Australia, enabling them to manage 
clinical inertia proactively.
　Together, these obstacles help explain why re-
cent research—significantly beyond 2020—re-
mains sparse in Japan. Not only did the pandem-
ic interrupt research globally, but Japan’s unique 
legal and institutional frameworks have also cur-

tailed nurse-led initiatives that might otherwise 
fill the gap identified in section 5.1. Consequently, 
advancing the discussion on the introduction of a 
nurse practitioner system and enhancing exist-
ing training programs may serve as key policy 
reforms. These efforts, along with the promotion 
of focused research on nurse-led strategies, could 
substantially strengthen initiatives to reduce 
clinical inertia in diabetes care in Japan.
　３．Importance of addressing clinical inertia 
in Japanese clinics
　In Japan, many patients with type 2 diabetes 
receive ongoing care primarily in clinic settings 
rather than large hospital centers. These clinics 
often have limited staff and resources, and con-
sultation times tend to be brief, emphasizing 
physician-led assessments. Such conditions can 
inadvertently contribute to clinical inertia if 
treatment intensification is delayed or over-
looked. Indeed, a global review reported that up 
to 50% of the population worldwide receives 5 
minutes or less per primary care consultation, 
which may limit opportunities for comprehen-
sive diabetes management 39). Moreover, data 
from Japan suggests that consultation times may 
be as short as 6–10 minutes, raising concerns 
about whether patients receive adequate assess-
ment and counseling, especially for chronic con-
ditions like diabetes 39).
　Nurse-led interventions in clinics, therefore, 
have significant potential to address these gaps 
by providing proactive patient education, life-
style counseling, and early identification of sub-
optimal glycemic control. For instance, when 
nurses can perform regular check-ups or tele-
monitoring, they may detect rising HbA1c levels 
early and initiate prompt discussions with physi-
cians about treatment adjustments, thereby miti-
gating clinical inertia in these smaller, communi-
ty-based practices. However, systemic and legal 
revisions—including broader recognition of nurs-
es’ decision-making authority and adequate reim-
bursement for nurse-led services—are crucial to 
implementing these strategies effectively.
　Despite these challenges, considerable oppor-
tunities exist to adapt successful international 
models to the Japanese context. Integrating tele-
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medicine into routine diabetes care is one prom-
ising avenue. Remote monitoring allows health-
care providers to deliver personalized care by 
addressing patients’ daily needs and unique cir-
cumstances 23). This approach could significantly 
enhance the scope of nursing practice in Japan, 
particularly in rural or underserved areas, by 
enabling nurses to respond more effectively to 
patient needs, thus improving outcomes and re-
ducing clinical inertia. In recent years, Japan has 
also begun to provide insurance coverage for 
telemedicine 40), and this expansion of telemedi-
cine reimbursement may enhance nurses’ ability 
to monitor patients and promptly adjust care 
plans regularly. Such measures could potentially 
reduce clinical inertia by facilitating earlier 
treatment intensification. For instance, studies 
have shown that timely remote follow-up and 
nurse-led telemonitoring can improve glycemic 
control and increase medication titration rates, 
leading to fewer delays in therapy escalation 23). 
Nevertheless, while insurance coverage is a cru-
cial step, additional research is needed to con-
firm whether and how such telemedicine servic-
es will effectively reduce clinical inertia in the 
Japanese context, given the abovementioned le-
gal and institutional constraints.
　Furthermore, developing a tailored NP frame-
work in Japan could empower nurses to take on 
advanced roles, such as conducting patient as-
sessments, adjusting treatment plans, and pro-
viding continuous education. Clarifying the dis-
tinctions between NPs and Japan’s NPs can help 
inform strategies for adapting international best 
practices. Future research should evaluate the 
feasibility and effectiveness of nurse-led inter-
ventions, including telemedicine, and conduct 
cross-national comparisons to adapt successful 
models to Japan’s healthcare system.
　Institutional support remains essential to ad-
dress these systemic, educational, and legal bar-
riers. Policymakers must prioritize expanding 
training opportunities and granting greater au-
tonomy to nurses, enabling them to lead inter-
ventions against clinical inertia. The increasing 
number of nurses completing "Specified Medical 
Acts Training" highlights a growing recognition 

of the need for specialized skills. However, this 
progress must be matched with systemic chang-
es to support nurses in these advanced roles.
　By tackling these issues and leveraging availa-
ble opportunities, Japan can construct a dynamic 
framework for nurse-led interventions, transform 
its approach to managing diabetes, and reduce 
clinical inertia. Focusing on clinics, where many 
T2DM patients receive regular care, is especial-
ly important. These efforts would improve pa-
tient outcomes and foster a more sustainable 
healthcare system, ensuring timely treatment in-
tensification and better chronic disease manage-
ment at the community level.
　４．Limitations
　Several limitations must be considered. First, 
this review is based mainly on English-language 
studies conducted in countries where the nurs-
ing profession may differ in scope and autonomy 
from Japan. Cultural, institutional, and regulatory 
differences may influence the applicability of 
these findings. Second, while this study provides 
a broad overview of nurse-led interventions, it 
does not fully explore patient perspectives or 
the dynamic interplay among healthcare team 
members. Future research should incorporate 
patient and interprofessional viewpoints and 
cross-cultural comparisons to develop more nu-
anced and context-specific interventions.

Conclusion
　International evidence strongly supports the 
efficacy of nurse-led interventions in reducing 
clinical inertia and improving diabetes outcomes. 
Although Japan faces significant challenges—
such as limited nursing autonomy, insufficient 
recognition of clinical inertia, and underutilized 
advanced nursing roles—there is considerable 
potential for adapting and implementing proven 
international strategies. By strengthening insti-
tutional support, reforming regulatory frame-
works, and expanding nurse training programs, 
nurses in Japan can assume more advanced 
roles in patient assessment, medication titration, 
and education. Additionally, integrating telemed-
icine can enhance timely treatment intensifica-
tion and foster proactive diabetes management.
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　Notably, some international reviews suggest 
that nurse-led care models may also be cost-ef-
fective, as they can help prevent complications 
and potentially reduce hospital admissions. How-
ever, further research is needed to confirm 
whether similar cost-saving effects are attainable 
under Japan’s unique legal, financial, and organi-
zational structures. Collaboration among policy-
makers, healthcare professionals, and research-
ers will be essential to establish a sustainable 
and practical framework for nurse-led interven-
tions that not only improve diabetes manage-
ment but also maintain affordability and access. 
Ultimately, developing and implementing these 
strategies could enhance the overall quality of 
patient care, reduce healthcare costs, and im-
prove the quality of life for individuals with dia-
betes in Japan.
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糖尿病管理における臨床的慣性の克服に向けた看護介入の有効性
―日本における適用可能性を探る文献レビュー―

濵野　初恵，竹口　将志

富山県立大学看護学部
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要　　旨

【目的】本研究は、臨床的惰性（治療が必要と認識されながら開始・強化されない状態）が糖尿病管理に
与える影響に着目し、看護師主導の介入がその軽減に寄与するかを国際的な研究成果をもとに評
価するとともに、日本の医療現場での適用可能性を検討することを目的とする。

【方法】PRISMA-ScRに準拠し、CINAHLとMEDLINEを用いて1999～2024年の「臨床的惰性」と「糖尿
病」に関する原著論文を検索した。医師や薬剤師などの医療従事者以外に焦点を当てた研究、ア
クセス不能な論文、レビュー論文を除外し、最終的に10件を抽出・分析した。

【結果】対象の多くは介入研究であり、ナース・プラクティショナーや糖尿病療養指導士が主に実施して
いた。インスリン調整、血糖モニタリング、患者教育を通じて治療強化が図られ、HbA1c、血圧、
LDLコレステロールの改善や患者満足度の向上に寄与していた。

【結論】看護師主導の取り組みにより治療強化や検査値の改善効果が認められた。これを踏まえ、臨床的
惰性の克服には継続教育や多職種連携を含むケアモデルの構築が重要と考えられる。日本におい
ても、これらのケアモデルの普及により糖尿病管理の質向上と研究の発展が期待される。




