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Abstract: Background: Type 2 diabetes mellitus represents a major global public health challenge, particularly in
low- and middle-income countries, with a large proportion of cases remaining undiagnosed. Early identification
of high-risk individuals is essential to prevent disease progression and complications. The Finnish Diabetes Risk
Score is a simple, non-invasive screening tool that has been widely used to estimate the risk and diagnosis of type
2 diabetes mellitus and may offer a practical alternative to laboratory-based screening in resource-limited
settings.

Aim of the study: To assess the ability of the Finnish Diabetes Risk Score to identify undiagnosed type 2 diabetes
mellitus and prediabetes among Iragi adults.

Patients and methods: Cross-sectional study was conducted at primary health care centers in Karbala Health
Directorate/ Iraq from February 2025 to February 2026 and included 200 adult participants without previously
diagnosed diabetes or prediabetes. Data collection included anthropometric measurements, and clinical history.
The Finnish Diabetes Risk Score was calculated for each participant. Laboratory assessment included fasting blood
sugar and glycated hemoglobin. analysis was used to evaluate diagnostic accuracy.

Results: According to laboratory findings, 26 participants (13%) were diabetic, 35 (17.5%) were prediabetic, and
139 (69.5%) were non-diabetic. The mean fasting blood sugar was 180.7 £ 63.1 mg/dL, and the mean HbAlc was
7.5 £4.2%. The mean FINDRISC score was 13.8 * 4.6 (range: 4—-24), with 71 participants (35.5%) classified as high
risk (215 points), 14 (7.0%) as moderate risk (12—14 points), and 115 (57.5%) as low risk (<12 points). FINDRISC
demonstrated good diagnostic accuracy for detecting diabetes, with an area under the curve (AUC) of 0.86 at a
cutoff 215, yielding a sensitivity of 82.2%, specificity of 71.3%, positive predictive value of 77.5%, negative
predictive value of 76.4%, and overall accuracy of 77.6%. For prediabetes, the AUC was 0.78 at a cutoff 212, with
sensitivity of 74.6%, specificity of 64.5%, and accuracy of 69.2%. Significant associations with glycemic status were
observed for age (p =0.021), body mass index (p =0.033), central obesity (p = 0.031), physical inactivity (p = 0.041),
low fruit and vegetable intake (p = 0.028), hypertension (p = 0.009), family history of diabetes (p = 0.022), and
history of hyperglycemia (p < 0.001), while gender was not significantly associated (p = 0.063).

Conclusions: The Finnish Diabetes Risk Score showed good diagnostic accuracy in identifying undiagnosed type 2
diabetes mellitus and acceptable accuracy for prediabetes among Iraqgi adults.
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Introduction: Type 2 diabetes mellitus (T2DM) is one of
the most common chronic metabolic disorders
worldwide and represents a major public health
challenge, particularly in low- and middle-income
countries (1).

The global prevalence of T2DM has risen markedly over
recent decades, largely attributed to rapid
urbanization, sedentary lifestyles, unhealthy dietary
patterns, and the increasing prevalence of overweight
and obesity (2).

The Middle East and North Africa (MENA) region is
among the regions with the fastest-growing prevalence
of T2DM worldwide. (3).

In Iraq, the prevalence of T2DM has increased
substantially over recent years, reflecting regional and
global trends. Overweight and obesity are highly
prevalent among Iraqgi adults and are strongly
associated with an increased risk of developing T2DM.
(4)

According to the International Diabetes Federation, a
considerable proportion of adults with T2DM remain
undiagnosed, exposing them to a higher risk of long-
term microvascular and macrovascular complications
of diabetes (5).

Early identification of individuals at high risk for
developing T2DM is essential for implementing lifestyle
modifications and preventive interventions that can
delay or prevent disease onset (6).

Conventional screening methods for T2DM include
fasting plasma glucose, oral glucose tolerance test, and
glycated hemoglobin (HbA1lc) measurements (7).

Although these laboratory-based tests are effective,
their widespread use for population screening may be
limited by cost, availability, particularly in resource-
limited settings (8).

The Finnish Diabetes Risk Score (FINDRISC) is a simple,
non-invasive, questionnaire-based screening tool
developed to estimate the 10-year risk of developing
type 2 diabetes mellitus (T2DM). In addition to risk
prediction, it has demonstrated good diagnostic
accuracy as a screening instrument for identifying
undiagnosed T2DM and prediabetes (9).

It includes easily obtainable clinical and lifestyle
variables such as age, body mass index, waist
circumference, physical activity level, dietary habits,
family history of diabetes, and history of hypertension
or hyperglycemia (10).

Aim of the study

To assess the ability of the Finnish Diabetes Risk Score
(FINDRISC) to identify undiagnosed type 2 diabetes
mellitus and prediabetes among a sample of Iraqi
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patients in Karbalaa.
2. Patients and Methods
2.1. Study Design

Cross-sectional study conducted to evaluate the
accuracy of the Finnish Diabetes Risk Score (FINDRISC)
in detecting type 2 diabetes and prediabetes among
Iragi adults.

2.2. Study Setting

The study was conducted at primary health care
centers in Karbala Health Directorate/ Iraq over a
period of one year from February 2025 to February
2026. A total of 200 patients were included. Patients
were recruited from the primary health centers visitors
or staff during the study period.

2.3. Inclusion Criteria
1. Adult patients Age > 35 years of both genders.

2. No previously diagnosed type 2 diabetes
mellitus or prediabetes

3. Agreed to participate in the study.
2.4. Exclusion Criteria

1. Patients that were previously diagnosed with
type 1 or type 2 diabetes mellitus or on treatment with
antidiabetic medications or insulin

2. Pregnant women

3. Patients with severe acute illness or critical
condition

4, Chronic systemic disease affecting glucose

metabolism (e.g., chronic liver failure, end-stage renal
disease)

5. Use of medications known to significantly alter
glucose levels (e.g., systemic corticosteroids)

2.5. Data Collection

Data were collected and the variables recorded
included:

. Sociodemographic Variables: Age, gender, and
residence.

. Anthropometric Measurements:

o Height (cm) and weight (kg) were measured
using standardized equipment with participants

wearing light clothing and no shoes.

o Body Mass Index (BMI) was calculated as
weight (kg) divided by height in meters squared
(kg/m?). (43)

o Waist circumference (cm) was measured at the
midpoint between the lower margin of the last
palpable rib and the iliac crest using a non-stretchable
measuring tape.

. Lifestyle Variables
45
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o Physical activity.

o Daily consumption of fruits and/or vegetables.
. Clinical History Variables

o Current use of antihypertensive medication

o Previous history of elevated blood sugar

o Family history of diabetes mellitus

. Blood Pressure Measurement: Blood pressure

(mmHg) was measured using a sphygmomanometer
after the participant had been asked to sit and rest for
at least 5 minutes.

. Finnish Diabetes Risk Score (FINDRISC)

The FINDRISC score was calculated for each participant
after direct interviews and physical examination based
on eight variables:

Age

BMI

Waist circumference

Daily physical activity

Daily fruit/vegetable intake

Use of antihypertensive medication

History of elevated blood glucose

P NV e wDN PR

Family history of diabetes

Each variable was assigned a specific number of points
according to the standardized FINDRISC scoring system
(Figure 1.1.) The total score ranged from 0 to 26 points.

The total FINDRISC score was interpreted as the
following:

¢ < 12 points: non diabetic
¢ 12-14 points: prediabetic
¢ > 15 points: diabetic. (44)
] Laboratory Assessment

Patients were sent to do the investigations and all
laboratory analyses were done in the health center
laboratory using standardized procedures. Venous
blood samples were obtained by laboratory personnel
after 8-12 hours of overnight fasting and included:

¢ Fasting Blood Sugar (FBS) (mg/dL)
¢ Glycated Hemoglobin (HbAlc) (%)

Laboratory results were obtained by the researcher
and recorded.

. Diabetes was defined as:

* HbAlc > 6.5%.

. Prediabetes was defined as:

o HbA1lc between 5.7%—6.4%. (45)

2.6. Statistical Analysis

Data analysis was done using SPSS version 27 for
Windows 11. The results were expressed in simple
measures of mean, standard deviation, frequencies
and percentages illustrated as tables and figures.

Comparisons between variables using the independent
samples t-test for continuous variables (age, BMI, waist
circumference, FBS, HbAlc, blood pressure, FINDRISC
score) and the Chi-square test for categorical variables
(gender, BMI groups, waist circumference group,
physical activity, fruit/vegetable intake,
antihypertensive use, history of elevated blood sugar,
family history of diabetes).

Receiver operating characteristic (ROC) curve analysis
was conducted to evaluate the ability of the FINDRISC
score to detect diabetic and non-diabetic participants.
The area under the curve (AUC), sensitivity, specificity,
positive predictive value (PPV), and negative predictive
value (NPV) were calculated. A p-value <0.05 was
considered statistically significant.

2.7. Ethical Considerations

o Verbal consent was obtained from each
participant.

. All patient data were kept confidential.

3. Results

The current study included 200 patients that were
assessed for diabetes and prediabetes. According to
the FINDRISC score the mean score of the study
participants was 13.8 + 4.6, with values ranging from 4
to 24. Based on the cutoff points, 71 participants
(35.5%) were classified as diabetic (215 points), 14
(7.0%) as prediabetic (12—14 points), and 115 (57.5%)
as non-diabetic (<12 points). As shown in table 3.1. and
figure 3.1

Table 3.1.: FINDRISC score of the study sample (n=200)

FINDRISC score
Mean + SD 13.8+4.6
Range 4-24
Glycemic Status
Diabetic (> 15 points) 71 (35.5%)
Prediabetic (12—14 points) 14 (7.0%)
Non-Diabetic (< 12 points) 115 (57.5%)
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= Diabetic

= Prediabetic

= Non-Diabetic

Figure 3.1.: Incidence of diabetes and prediabetes among the study sample participants according to FINDRISC
score.

Patients were sent for laboratory investigations and the
mean fasting blood sugar (FBS) of the study sample was
180.7 £63.1 mg/dL, with range from 82-512 mg/dL. The
mean glycated hemoglobin (HbAlc) was 7.5 + 4.2%,

range from 4.5% to 16%. 26 participants (13%) were
diabetic, 35 (17.5%) were prediabetic, and 139 (65.5%)
were non-diabetic. As shown in Table 3.2 and Figure
3.2.

Table 3.2.: Laboratory results of the study sample (n=200)

Parameter N (%)
FBS (mg/dL)
Mean = SD 180.7 £ 63.1
Range 82-512
HbA1C
Mean + SD 75142
Range 4.5-16
Glycemic Status
Diabetic 26 (13%)
Prediabetic 35(17.5%)
Non-Diabetic 139 (65.5%)

= Diabetic
= Prediabetic

= Non-
Diabetic

26
> —13.0%

Figure 3.2.: Incidence of diabetes and prediabetes among the study sample participants according to
laboratory results.

International Journal of Medical Sciences And Clinical Research

47 https://theusajournals.com/index.php/ijmscr



International Journal of Medical Sciences And Clinical Research (ISSN: 2771-2265)

For detection of diabetes, the FINDRISC score showed
good diagnostic accuracy, with an area under the ROC
curve (AUC) of 0.86, indicating high discriminative
ability. The optimal cutoff value was 215, with
sensitivity of 82.2% and specificity of 71.3%. The
positive predictive value was 77.5%, and the negative
predictive value was 76.4%, with an overall diagnostic

accuracy of 77.6%. (Figure 3.3.)

For detection of prediabetes, the AUC was 0.78,
indicating acceptable accuracy. The optimal cutoff was
212, with sensitivity of 74.6% and specificity of 64.5%.
The positive predictive value was 61.8%, and the
negative predictive value was 75.9%, with an overall
diagnostic accuracy of 69.2%. (Figure 3.4.)

Table 3.3.: Diagnostic accuracy of FINDRISC.

Parameter Diabetic Prediabetic
Area under ROC curve (AUC) 0.86 0.78
Optimal cutoff value >15 >12
Sensitivity 82.2% 74.6%
Specificity 71.3% 64.5%
Positive predictive value (PPV) 77.5% 61.8%
Negative predictive value (NPV) 76.4% 75.9%
Overall diagnostic accuracy 77.6% 69.2%

0.84

Sensitivity
=g
o

o
>

0.2

= ROC curve (AUC = 0.86)
Reference line

Optimal cutoff =15
® Sensitivity 82.2%, Specificity 71.3%

0.0
0.0 0.2 0.4

0.6 0.8 1.0

1 - Specificity

Figure 3.3. Receiver operating characteristic (ROC) curve of FINDRISC for detection of type 2 diabetes mellitus.
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o
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Figure 3.4. Receiver operating characteristic (ROC) curve of FINDRISC for detection of pre diabetes.
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The age distribution showed that non-diabetic
participants were younger. The mean age decreased
across groups from 58.7 + 10.4 years in diabetics to
49.6 + 11.2 years in non-diabetics. This difference was
statistically significant (p = 0.021). females were 38.5%
of diabetics, 45.7% of prediabetics, and 51.1% of non-
diabetics. For gender the difference was not
statistically significant (p = 0.063).

The mean BMI was highest in diabetics (33.8 + 4.6
kg/m?) and lowest in non-diabetics (27.4 + 4.8 kg/m?)
and the difference was statistically significant (p =
0.033). Central obesity was present in 21 diabetics
(80.8%), 26 prediabetics (74.3%), and 72 non-diabetics
(51.8%). This difference was statistically significant (p =
0.031). As shown in table 3.4.

Table 3.4.: Associations between sociodemographic and anthropometric measures and glycemic status by

laboratory results.

Variable Diabetic Prediabetic Non-Diabetic P-value
(n=26) (n=35) (n=139)
Age (years)
35-49 6 (23.1%) 12 (34.3%) 72 (51.8%)
50-64 11 (42.3%) 14 (40.0%) 48 (34.5%) 0.021
>65 9 (34.6%) 9 (25.7%) 19 (13.7%)
Mean + SD 58.7+10.4 54.2+9.8 49.6 £11.2
Gender
Male 16 (61.5%) 19 (54.3%) 68 (48.9%) 0.063
Female 10 (38.5%) 16 (45.7%) 71 (51.1%) '
BMI (kg/m?)
25.0-29.9 5 (19.2%) 10 (28.6%) 60 (43.2%)
30.0-34.9 8 (30.8%) 11 (31.4%) 44 (31.7%)
35.0-39.9 7 (26.9%) 8 (22.9%) 23 (16.5%) 0.033
>40 6 (23.1%) 6 (17.1%) 12 (8.6%)
Mean + SD 33.8+4.6 31.1+4.2 274+4.8
Waist Circumference (cm)
Central obesity present 21 (80.8%) 26 (74.3%) 72 (51.8%)
Central obesity absent 5(19.2%) 9 (25.7%) 67 (48.2%) 0.031
mean + SD 109.5+11.2 103.3+10.6 94.8+12.4

Regarding the lifestyle and clinical risk factors related
to diabetes lack of physical activity was more common
among diabetics (18 patients, 69.2%) compared to
prediabetics (20, 57.1%) and non-diabetics (58, 41.7%).
This difference was statistically significant (p = 0.041).

Low daily intake of fruits and vegetables was seen in 17
diabetics (65.4%), compared to 19 prediabetics (54.3%)
and 60 non-diabetics (43.2%). This difference was
statistically significant (p = 0.028).

Hypertension was present in 17 diabetics (65.4%),
compared to 18 prediabetics (51.4%) and 51 non-

diabetics (36.7%). This difference was statistically
significant (p = 0.009).

Positive family history of diabetes was reported in 18
diabetics (69.2%), 21 prediabetics (60%), and 57 non-
diabetics (41%). This difference was statistically
significant (p = 0.022).

History of hyperglycemia was present in 21 diabetics
(80.8%), compared to 21 prediabetics (60%) and 27
non-diabetics (19.4%). This difference was highly
statistically significant (p < 0.001). As in table 3.5.

Table 3.5.: Associations between lifestyle and clinical risk factors and glycemic status by laboratory results.

Variable Diabetic Prediabetic Non-Diabetic P-value
(n=26) (n=35) (n=139)
Physical activity 230 min/day
No 18 (69.2%) 20 (57.1%) 58 (41.7%)
0.041
Yes 8 (30.8%) 15 (42.9%) 81 (58.3%)
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Daily fruit/vegetable intake
No 17 (65.4%) 19 (54.3%) 60 (43.2%)
0.028
Yes 9 (34.6%) 16 (45.7%) 79 (56.8%)
Hypertension
No 9 (34.6%) 17 (48.6%) 88 (63.3%)
0.009
Yes 17 (65.4%) 18 (51.4%) 51 (36.7%)
Family history of DM
Negative 8 (30.8%) 14 (40.0%) 82 (59.0%)
0.022
Positive 18 (69.2%) 21 (60.0%) 57 (41.0%)
History of hyperglycemia
Negative 5 (19.2%) 14 (40.0%) 112 (80.6%)
<0.001
Positive 21 (80.8%) 21 (60.0%) 27 (19.4%)
4. Discussion 50.4% were classified as prediabetic and 11.1% as

The current study included 200 previously undiagnosed
Iraqgi adults with suspicion of diabetes. The distribution
of FINDRISC scores in this study revealed that 35.5% of
participants were classified as diabetics (215 points).
The mean FINDRISC score of the study population was
13.8 + 4.6, indicating an overall moderate-to-high risk
profile. This reflects the ability of the FINDRISC tool to
identify a substantial proportion of individuals at
increased risk of diabetes in this population.

According to laboratory findings, 13% of participants
were classified as diabetic and 17.5% as prediabetic,
with markedly elevated mean fasting blood glucose
level of 180.7 + 63.1 mg/dL and mean HbAlc of 7.5
4.2%, indicating that a proportion of participants were
not only undiagnosed but had already progressed to
relatively advanced stages of hyperglycemia. These
findings suggest delayed detection and possibly
inadequate routine screening practices.

A study by Jin et al. that included 713 participants, 9.1%
were identified as having prediabetes and 5.2% as
having type 2 diabetes mellitus, also showed that 172
individuals were diagnosed with metabolic syndrome.
They found that higher FINDRISC scores were
significantly associated with increased prevalence of
both diabetes and metabolic syndrome. They
concluded that metabolic syndrome outperformed
FINDRISC alone; however, combining FINDRISC with
glucose measurements in a stepwise screening
approach provided an effective strategy for identifying
type 2 diabetes. (11)

Meijnikman et al. study that included 651 participants,
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having type 2 diabetes mellitus, also showed that the
FINDRISC score increased progressively with worsening
glycemic status, rising from 11 + 3 in non-diabetic
individuals to 13 + 4 in prediabetics and 15 + 5 in
diabetics. They concluded that FINDRISC demonstrated
moderate diagnostic accuracy for detecting diabetes,
with an AUC of 0.76, sensitivity of 64%, and specificity
of 63% at a cutoff value of 13 and that its predictive
ability improved significantly when combined with
fasting plasma glucose or HbAlc, with the AUC
increasing to 0.91 and 0.93, respectively (p < 0.001).
(12)

The diagnostic accuracy of FINDRISC in this study was
good for detecting diabetes, with an AUC of 0.86,
indicating high discriminative ability, with an optimal
cutoff value of >15.

A study by Agarwal et al. that assessed six diabetes risk
assessment tools among 200 participants in the
Philippines to determine their effectiveness in
detecting dysglycemia found that the FINDRISC
performed best, showing the highest sensitivity (0.94)
and an AUC of 0.80. They concluded that FINDRISC is
the most suitable screening tool among those
evaluated for identifying dysglycemia particularly when
using a higher cutoff value. (13)

These results are consistent with a study by
Cahyaningsih et al. in Indonesia that included 25,432
participants and found that the FINDRISC
demonstrated good diagnostic accuracy with an AUC of
80.9%, sensitivity of 74.0%, and specificity of 75.5%.
The tool showed potential as an initial screening

50

https://theusajournals.com/index.php/ijmscr



International Journal of Medical Sciences And Clinical Research (ISSN: 2771-2265)

method, helping to reduce the need for further
confirmatory testing, supporting its applicability in
routine clinical practice. (14)

While in Jin et al. study, the FINDRISC score showed
moderate diagnostic accuracy for detecting diabetes,
with an AUC of 0.708, sensitivity of 44.6%, and high
specificity of 90.1% at a cutoff value of 11. The
predictive accuracy improved when fasting blood
glucose or 2-hour plasma glucose was combined with
FINDRISC, increasing the AUC to 0.785 and 0.731,
respectively. (11)

For prediabetes, the FINDRISC score showed
acceptable accuracy with AUC of 0.78, sensitivity of
74.6%, and specificity of 64.5%. Although these values
are lower than those observed for diabetes, they
remain clinically useful.

Similar findings have been reported by Arnarddttir et
al. that concluded that the FINDRISC is a simple, non-
invasive, and practical screening tool for identifying
individuals with diabetes and prediabetes. When used
prior to more costly and invasive diagnostic tests, it
facilitates early detection and supports timely
intervention, thereby aiding clinical decision-making,
promoting preventive strategies, and reducing disease
burden within primary healthcare settings. (15)

The current study results show that age was
significantly associated with glycemic status (p =0.021),
the mean age decreased from 58.7 + 10.4 years in
diabetics to 49.6 + 11.2 years in non-diabetics.
Advancing age is associated with progressive B-cell
dysfunction, increased insulin resistance, and
cumulative exposure to metabolic risk factors. (16)

There was no statistically significant correlation with
gender (p = 0.063), suggesting that gender alone does
not independently influence glycemic status, and that
its effect is likely mediated through behavioural and
hormonal factors.

These findings are consistent with previous research
demonstrating that age is a strong predictor of diabetes
risk, while gender differences are often inconsistent
across populations. (17)

Anthropometric measures in the present study
confirmed the central role of obesity in diabetes
pathogenesis. The mean BMI was significantly higher
among diabetics (33.8 * 4.6 kg/m?) compared to non-
diabetics (27.4 * 4.8 kg/m?), with a statistically
significant difference (p = 0.033). Central obesity was
more common among diabetics (80.8%) and showed a
significant association with glycemic status (p = 0.031).
These findings show the importance of both general
and visceral adiposity in the development of insulin
resistance, as excess adipose tissue, particularly in the

International Journal of Medical Sciences And Clinical Research

abdominal region, contributes  to chronic
inflammation, altered adipokine secretion, and
impaired glucose metabolism.

Hypertension was present in 65.4% of diabetics and
showed a strong association with glycemic status (p =
0.009), supporting the concept of metabolic syndrome,
where hypertension and diabetes share common
pathophysiological mechanisms including endothelial
dysfunction and insulin resistance.

Lifestyle and clinical risk factors in this study were also
significantly associated with diabetes. Physical
inactivity was more common among diabetics (69.2%)
compared to non-diabetics (41.7%), with a statistically
significant difference (p = 0.041). This reflects the role
of physical activity in improving insulin sensitivity and
glucose uptake. (18)

Low intake of fruits and vegetables was significantly
associated with diabetes (p = 0.028), suggesting that
dietary patterns characterized by poor nutritional
quality may contribute to metabolic dysregulation.

Safabakhsh et al. study on 300 individuals, 150 subjects
with normal fasting blood glucose (FBG), and 150 pre-
diabetic subjects who were matched for sex and age
also concluded that higher consumption of total fruits
and vegetables, particularly fruits, was associated with
a reduced likelihood of prediabetes, suggesting a
protective effect of these dietary components against
impaired glucose metabolism. (19)

Family history of diabetes was also significantly higher
among diabetics (69.2%, p = 0.022), showing the
contribution of genetic predisposition. The strongest
association was observed with history of
hyperglycemia (80.8% in diabetics, p < 0.001), which
likely reflects prior undiagnosed or intermittent
elevations in blood glucose, making it a powerful
predictor of current diabetes.

These findings are in agreement with Alharithy et al.
study that concluded that parental history of type 2
diabetes was significantly associated with earlier
disease onset as well as higher body mass index and
waist circumference, whereas a sibling history of type

2 diabetes was significantly linked to poorer
cerebrovascular outcomes. (20)

Study limitations

1. The study was conducted at the city of Karbalaa

which may limit the generalizability of the findings to
all the Iraqgi population.

2. Some FINDRISC variables like physical activity
and dietary intake are self-reported and subjective

Conclusion
1. The FINDRISC score showed good diagnostic
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accuracy for detecting diabetes (AUC = 0.86) high
sensitivity (82.2%) and fair specificity (71.3%) for
diabetes detection and acceptable accuracy for
prediabetes (AUC = 0.78).

2. FINDRISC is a simple, non-invasive, and cost-
effective screening tool suitable for use in clinical
practice in Iraqg.

3. Overall, the findings of this study indicate that
the FINDRISC score performs well in the lIraqi
population, with diagnostic accuracy comparable to or
slightly higher than that reported in international
studies.

Recommendations

1. Incorporate the FINDRISC score into routine
screening in primary care centers and outpatient
settings in the hospitals to identify diabetes and
prediabetic early.

2. Use FINDRISC as an initial triage tool to prioritize
patients for confirmatory laboratory testing
(HbA1c, FBS, or OGTT).

3. Conduct further studies across different regions of
Irag to validate the findings and to evaluate the
predictive value of FINDRISC.

4. Promote public health campaigns focusing on
lifestyle modification, including increased physical
activity and improved dietary habits.

5. Develop screening programs utilizing FINDRISC as a
low-cost and accessible tool.
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