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Abstract
Aims/hypothesis Data on type 1 diabetes incidence and prevalence are limited, particularly for adults. This study aims to estimate
global numbers of incident and prevalent cases of type 1 diabetes in 2017 for all age groups, by country and areas defined by
income and region.
Methods Incidence rates of type 1 diabetes in children (available from 94 countries) from the IDF Atlas were used and
extrapolated to countries without data. Age-specific incidence rates in adults (only known across full age range for fewer than
ten countries) were obtained by applying scaling ratios for each adult age group relative to the incidence rate in children. Age-
specific incidence rates were applied to population estimates to obtain incident case numbers. Duration of diabetes was estimated
from available data and adjusted using differences in childhood mortality rate between countries from United Nations demo-
graphic data. Prevalent case numbers were derived by modelling the relationship between prevalence, incidence and disease
duration. Sensitivity analyses were performed to quantify the impact of alternative assumptions and model inputs.
Results Global numbers of incident and prevalent cases of type 1 diabetes were estimated to be 234,710 and 9,004,610,
respectively, in 2017. High-income countries, with 17% of the global population, accounted for 49% of global incident cases
and 52% of prevalent cases. Asia, which has the largest proportion of the world’s population (60%), had the largest number of
incident (32%) and prevalent (31%) cases of type 1 diabetes. Globally, 6%, 35%, 43% and 16% of prevalent cases were in the age
groups 0–14, 15–39, 40–64 and 65+ years, respectively. Based on sensitivity analyses, the estimates could deviate by ±15%.
Conclusions/interpretation Globally, type 1 diabetes represents about 2% of the estimated total cases of diabetes, ranging from
less than 1% in certain Pacific countries to more than 15% in Northern European populations in 2017. This study provides
information for the development of healthcare and policy approaches to manage type 1 diabetes. The estimates need further
validation due to limitations and assumptions related to data availability and estimation methods.
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LMIC Lower middle-income country
NCD Non-communicable disease
UMIC Upper middle-income country
UN United Nations

Introduction

Diabetes is one of the four non-communicable diseases
(NCDs) prioritised by the WHO [1]. Although diabetes
encompasses both type 1 and type 2 diabetes, type 2 diabetes
is given more attention due to its shared risk factors with other
NCDs and its larger burden. The WHO estimated that there
were 422 million adults with diabetes in the year 2014, with-
out distinguishing between types of diabetes [2]. Type 1
diabetes is defined as absolute insulin deficiency of unknown
cause [2]. It has been estimated that type 1 diabetes represents
approximately 5–10% of the total prevalence of diabetes,
corresponding to 21–42 million people [3, 4]. However, such
claims are usually based on northern European populations,
which have the highest incidence and prevalence rates of type
1 diabetes. Published data on type 1 diabetes incidence and
prevalence in adults are scarce because most of the available

literature is restricted to estimates for children and adolescents
[5–8]. Data available on the incidence of type 1 diabetes are
from incidence registries similar to those established for the
WHO Diabetes Mondiale (DIAMOND) study and the Europe
and Diabetes (EURODIAB) study, covering children 0–
14 years of age and using a standard case definition [9, 10].

The incidence and prevalence of type 1 diabetes differ
substantially globally [9, 11] and incidence has been changing
over time in different countries [12, 13]. Type 1 diabetes is
among the most common chronic diseases in children [14].
Large population-based cohort studies in Europe suggested
that life expectancy for people with type 1 diabetes compared
with that of the general population was reduced by approxi-
mately 13 years for women and 11 years for men at 20 years of
age in Scotland and by 18 years for women and 14 years for
men among people with type 1 diabetes diagnosed under
10 years of age in Sweden [15, 16]. However, in low-
income countries (LICs) and lower middle-income countries
(LMICs), high mortality rates are still observed due to lack of
access to insulin and adequate healthcare [17, 18].

Without clear data on the overall burden of type 1 diabetes,
the planning and establishment of appropriate healthcare are
difficult [17, 19]. The aim of this study is to provide country,
regional and global estimates of numbers of new cases of type
1 diabetes (incident cases) and numbers of people living with
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type 1 diabetes (prevalent cases) for 2017, covering all age
groups.

Methods

All calculations were done using Microsoft Excel (2016).
Figure 1 summarises the estimation process and the electronic
supplementary material (ESM) Methods provides a detailed
account of the principles and assumptions.

Overview of the estimation process Incidence rates for type 1
diabetes in children were derived from peer-reviewed
published studies [20]. Most of them used a standardised case
definition, defined population and assessment of ascertain-
ment as proposed by the WHO [21] and the EURODIAB
study [20]. All incidence rates for type 1 diabetes in childhood
(age 0–14 years) used for the present analysis are shown in
ESM Table 1. Information on age-specific incidence rates
among adults are mainly restricted to high-income countries
(HICs) [22, 23], and suggests that the incidence rate among
adults is considerably lower than that among children. For this
analysis, we used Danish data for the year 2017, established as
an update of a previously published dataset [24], as further
explained in ESM Table 2, ESM Table 3 and ESM Fig. 1.

Demographic data on age group and country-specific
population estimates for the year 2017 were obtained from
the United Nations (UN) [25]. Countries were grouped
according to level of income as classified by the World
Bank [26], as well as by major geographical area and sub-
area/region as used in UN World demography [25]. Due to
paucity of sex-specific data on incidence, sex was not includ-
ed in the estimation model.

Throughout the analysis agewas grouped into four categories
(0–14, 15–39, 40–64 and 65+ years), as a compromise between
the desire to provide estimates for narrowly defined age groups
vs the lack of sufficiently detailed epidemiological data on type
1 diabetes. This grouping was chosen since it covers childhood
(0–14 years, which is covered best by the epidemiological infor-
mation available), younger adulthood (15–39 years), middle age
(40–64 years) and older age (65+ years).

Estimating incident numbers of type 1 diabetes Published
incidence data for type 1 diabetes were identified for 90 coun-
tries [20]. There were only three studies from 30 LICs. If no
study was available for a particular country, the country was
assigned an incidence rate from another country, based on
geographical proximity, per capita income, study quality and
ethnic background [20]. Concerning incidence rates for ages
beyond childhood and young adulthood, a global review [6]
found that among 70 identified publications on the epidemi-
ology of type 1 diabetes, 32 studies covered age groups above
30 years, but only six covered age groups above 60 years [6].

In general, the incidence rate for the age group 15–39 years
was about half that for children aged 0–14 years, and age
groups above 40 years were lower. In a study covering 10%
of the Chinese population [27], the incidence rates of type 1
diabetes for the age groups 15–39, 40–64 and ≥65 years were
0.57, 0.28 and 0.19 times the incidence rate seen in children
aged 0–14 years. To provide estimates of incidence rates in
adults, country-specific incidence rates of type 1 diabetes in
children aged 0–14 years were used together with assumed
ratios of incidence rates in older age groups compared with
incidence rates in children aged 0–14 years. These scaled age-
specific rates were applied to population estimates to provide
age-specific incident case numbers for each country.
Specifically, the following age-specific incidence rate ratios
were obtained from Danish data (see ESM Table 2) and
applied globally: age group 0–14 years, 1.00 (used as refer-
ence); age group 15–39 years, 0.50; age group 40–64 years,
0.30; age group 65+ years: 0.25. The age-specific incidence
rates were then applied to demographic data to estimate inci-
dent case numbers stratified by onset age.

Input: data from IDF 

and supplementary 

sources

National IR
0-14

Modelling: IR
15-39

,

IR
40-64

 and IR
65+

 from 

IR
0-14

National age-specific IR

Input: demographic 

data

National age-specific incident 

numbers

Modelling: duration 

from onset 

throughout life

National prevalent numbers by 

onset age

Modelling: distribution 

of cases by current 

age

National prevalent numbers by 

current age

Fig. 1 Overview of the approach for estimating numbers of incident and
prevalent cases of type 1 diabetes in the world for 2017. IR, incidence
rate; IR0–14, incidence rate in the 0–14 years age group; IR15–39, incidence
rate in the 15–39 years age group; IR40–64, incidence rate in the 40–
64 years age group; IR65+, incidence rate in the 65+ years age group
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Estimating duration of type 1 diabetes This requires estimates
of mean remaining lifetime from onset age of type 1 diabetes.
Since this is likely to depend on the health and socioeconomic
conditions of a country, a penalty function, based on the
country’s under 5-years child mortality rate (CM), was gener-
ated and applied to adjust life expectancy in people with type 1
diabetes relative to that from Danish data (see ESM Fig. 1).
CM values were chosen as an alternative to life expectancy
functions covering the full lifespan, as CM is largely indepen-
dent of the impact of mortality attributable to HIV/AIDS.
Country-specific values of CM (per 1000 live births) for the
year 2017 were obtained from the UN Inter-agency Group for
ChildMortality Estimation [28] and are listed in ESMTable 1.

The penalty (Pen) for a given country was calculated as the
CM (per 1000) divided by the constant of 130, selected as just
above the highest CM for any country in 2017 [28], as
follows:

Pen ¼ CM=130

The penalty value (listed by country in ESM Table 1) was
used to scale the mean duration of type 1 diabetes within an
age band for a given country relative to what is considered the
maximum mean duration under optimal conditions of living
with type 1 diabetes. This was accomplished using the
relationship:

Mean duration ¼ global maximum mean duration� 1–Penð Þ

Global maximum mean duration was taken as 60.4, 43.4,
21.1 and 8.5 years based on estimated remaining lifetimes for
Danish individuals with assumed type 1 diabetes with onset in
age groups 0–14, 15–39, 40–64 and 65+ years, respectively.
These estimations are in close agreement with data from
Scotland [15] (see ESMTable 2 and ESM Table 3 for details).
A global minimum mean duration was set at 0.5 years
reflecting assumed short survival (regardless of age) in people
diagnosed with type 1 diabetes in countries where people have
severe challenges accessing insulin or facilities capable of
diagnosing and managing type 1 diabetes.

Estimating prevalent case numbers To estimate prevalence
from incidence, we used the general principle:

Prevalence ¼ incidence�mean duration

The equation assumes epidemiological ‘steady state’ (i.e.
that the annual number of new cases equals the annual number
of deaths from the patient population). The principle was
applied for a given country to estimate the prevalence of type
1 diabetes according to age at onset and to provide estimates
of the prevalence of type 1 diabetes according to attained age.

Using the steps outlined above, country-specific numbers
were obtained for prevalence by onset age (see ESM Table 4
for an example). To obtain numbers of prevalent cases by
attained age a further step is necessary. This was accom-
plished by allocating the remaining years of life to age classes
using cumulative survival from onset of type 1 diabetes to the
end of each of the subsequent age intervals considered, assum-
ing epidemiological ‘steady state’ and with penalty adjust-
ment as before. The aforementioned Danish data provided
estimated mean age at onset within each of the age intervals
0–14, 15–39, 40–64 and 65+ years, and these were applied
globally. The same data also provide estimated cumulative
survival from age at onset to the end of each of the subsequent
age intervals for people with age at onset in the intervals 0–14,
15–39 and 40–64 years (ESM Table 5). For each group
defined by attained age, the prevalent number was obtained
from cumulating contributions from people according to their
onset age. Example estimation data are shown in ESMTable 6
and ESM Fig. 2. Prevalence estimates were age-standardised
according to the WHO world standard population for 2000–
2025 [29].

Sensitivity analyses Four sensitivity analyses were performed
to investigate the effects of changing assumptions concerning
the penalty function, the assumed maximal life expectancy for
each age group at onset, as well as two different scenarios for
the ratios of age-specific incidence rates relative to the rate in
childhood. The scenarios covered by the sensitivity analyses
are specified in ESM Table 7.

Consultation with WHO member states Following initial esti-
mates using this approach, a 12 week formal consultation with
all WHO member states in 2019 was initiated. All countries
were invited to comment on the first draft of estimates and
share additional data or provide additional information about
national data sources.

Results

Thirty-seven countries provided feedback on the original esti-
mates. Although several countries maintain national, regional or
local diabetes registries, there were few published reports and
the definitions of type 1 diabetes varied. In many instances, type
1 diabetes was identified solely on the basis of current insulin
treatment. One large country provided new data that were eligi-
ble for inclusion, reducing the initial global prevalence estimate
of the number of people with type 1 diabetes by 3046.

The number of people who developed type 1 diabetes in
2017 (incident cases) was estimated to be 234,710 (Table 1
and ESMTable 8). HICs accounted for 115,600 cases (49% of
the global incidence but only 17% of the population). Asia,
which has 60% of the world’s population, was the continent
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with the largest number of incident cases (74,390, 32%),
followed by Europe (62,360, 27%) with 10% of the world’s
population. Figure 2 shows the age distribution of the incident
cases by income group and geographical area. Globally,
97,580 cases (42% of all incident cases) were estimated to
occur below 15 years of age, ranging from 34% for Europe
to 55% in Africa. Worldwide 14,080 incident cases (6% of the
total) were estimated to occur in people over 64 years of age,
the proportions ranging from 2% in Africa to 10% in Europe.

There were an estimated 9,004,610 prevalent cases of type
1 diabetes in 2017 globally (Table 1 and ESM Table 8). Six
per cent of prevalent cases were in the 0–14 years age group,
35% in the 15–39 years age group, 43% in the 40–64 years
age group and 16% in the 65+ years age group (Fig. 3). HICs
accounted for 52% of total prevalent cases, with upper
middle-income countries (UMICs), LMICs and LICs account-
ing for 19%, 27% and 2% of prevalent cases, respectively. Of
the total number of estimated prevalent cases of type 1 diabe-
tes, 31% were in Asia, followed by 27% in Europe, 19% in
North America, 13% in Latin America and the Caribbean, 8%
in Africa and 2% in Oceania. Age-standardised prevalence

was highest in North America (4.4 per 1000), followed by
Oceania, which is dominated by Australia and New Zealand
(3.4 per 1000), and Europe (3.0 per 1000), and lowest in
Africa (0.8 per 1000) and Asia (0.6 per 1000).

Sensitivity analyses ESM Table 7 specifies the details of the
four sensitivity analyses performed separately; in one of the
analyses, the penalty function was not applied (‘ignoring
penalty function’), in another, life expectancy was reduced
(‘reduced mean duration’) and followed by two different sets
of scaling values of incidence rates from childhood to older
age groups (‘changed incidence scaling 1’ and ‘changed inci-
dence scaling 2’).

In the first sensitivity analysis (‘ignoring penalty function’)
all parameters were equal to those of the core model with the
exception that the penalty function was not applied. In this
scenario, which reflects the situation where all people with
type 1 diabetes have optimal healthcare, the prevalence esti-
mate would increase globally by 16% but with marked vari-
ability, ranging from +3% in Oceania to +52% in Africa, and
from +4% in HICs to +77% in LICs (see ESM Table 9). The
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results in this scenario may be interpreted as the largest
number of prevalent cases of type 1 diabetes that could be
attained given current incidence levels and penalty similar to
countries with the lowest CMs. Incident case estimates
remained unaffected in this sensitivity analysis.

In the second sensitivity analysis (‘reducedmean duration’)
all estimates of mean life expectancy from onset were reduced
while maintaining the penalty function and the child/adult
incidence ratios (as in the core model). In this scenario, which
illustrates the impact of gross overestimation of mean disease
duration in the core model, the global prevalence estimate was
reduced by 28%, ranging from −27% to −29% by geography
and country income group (ESM Table 9). Incident case esti-
mates remained unaffected in this sensitivity analysis.

In the first of the child/adult incidence ratio sensitivity ana-
lyses (‘changed incidence scaling 1’), scaling was altered to
reduce incidence rates in older age groups while maintaining
all other parameters of the core model. The results are
summarised in ESMTable 9. Globally, the number of incident
cases was reduced by 20%, ranging from −22% in Europe to
−16% inAfrica and from −15% in LICs to −21% inHICs. The
prevalence was reduced by 16% globally, ranging from −17%
in Europe to −13% in Africa and between −12% and −17% by
income group.

The second child/adult incidence ratio sensitivity analysis
(‘changed incidence scaling 2’) assumed that the incidence
rates for all age groups above childhood were scaled at 0.5
relative to the incidence in childhood. Here, incident cases
were increased by 18% globally, ranging from +9% in
Africa to +25% in Europe and from +7% in LICs to +22%
in HICs (ESMTable 9). Prevalent cases were increased by 7%
globally, ranging from +4% in Africa to +10% in Europe and
from +3% in LICs to +9% in HICs.

Discussion

Our estimates find substantial variations in the number of both
incident and prevalent cases of type 1 diabetes between coun-
tries, country income levels and geographical areas.
Prevalence is about ten times higher in HICs vs LICs. North
America has the highest age-standardised prevalence at 4.4
per 1000 vs Asia with only 0.6 per 1000 (Table 1). These
estimates also suggest that, globally, 60% of all people with
type 1 diabetes are above 40 years of age.

The WHO has estimated that there were 422 million people
aged 18 ormore years with diabetes in the year 2014. Adding our
estimates of type 1 diabetes in children under 15 years, our global
estimate of about 9million peoplewith type 1 diabetes represents
around 2% of the estimated total cases of diabetes [2]. Using IDF
estimates of the global diabetes burden of 425 million in people
20–79 years old in 2017 does not markedly change this propor-
tion [30]. Based on the WHO and IDF estimates and our results,

the proportion of total burden attributable to type 1 diabetes
varies considerably between populations. For example, in
China type 1 diabetes represents less than 1% of all prevalent
cases of diabetes in contrast to the UK and Finland where it is
estimated to account for 8.6% and 17%, respectively. These latter
figures are consistent with previous estimates of 8% [31] and
15% [32]. The missing numbers of cases of type 1 diabetes in
people aged 15–17 years and thosewith type 2 diabetes under the
age of 18 years are unlikely to be sufficiently large to affect the
above estimate of the proportion of type 1 diabetes in total diabe-
tes [33].

Two existing approaches have described the epidemiology
of type 1 diabetes. The Global Burden of Disease (GBD) study
[34] has published worldwide estimates of incident and preva-
lent cases for type 1 diabetes. For many countries, the estimates
differ substantially from our estimates, with some unusually
high estimates of numbers of prevalent cases given the estimat-
ed number of incident cases. The GBD study included ‘cases of
diabetes that are on insulin’ and could thus include people with
type 2 diabetes or gestational diabetes in addition to type 1
diabetes. Estimates from the IDF are only for children and
adolescents and, as detailed above, use data from other coun-
tries when context-specific data are lacking. Therefore, our
study is the first to more rigorously estimate the global burden
of type 1 diabetes for all ages using the standard case definition
of type 1 diabetes, taking an innovative approach.

Limitations of our approach include the possibility that the
underlying assumption of epidemiological equilibrium
(Prevalence = Incidence × Duration) may be violated because
of a global pattern of increasing incidence rates. This equilib-
riummay be further disrupted by improving prognosis of type
1 diabetes [35]. Accordingly, the estimates of prevalent
numbers of people with type 1 diabetes must be considered
as tentative. The quantification of the impact of such sources
of error requires detailed data on incidence, prevalence and
mortality of type 1 diabetes over a long period of time for
representative individual countries, however, such data are
currently lacking. This study had to address gaps in knowl-
edge by making multiple assumptions that need to be tested
further. The incidence of type 1 diabetes in children in most
LICs and LMICs is unknown and there is even greater paucity
of data on the incidence rates in different age groups and on
the mortality or life expectancy in people with type 1 diabetes.
Moreover, only few studies provide national estimates. To
address these limitations, extrapolations have been made
across countries for incidence estimates and wider extrapola-
tion of age scaling of incidence beyond 14 years of age has
been applied using data from Denmark. Twelve studies from
which estimates of incidence were derived are more than
20 years old and probably underestimate the current incidence
of type 1 diabetes. Furthermore, using CM as a ‘penalty
adjustment’ affects the estimates for LICs and LMICs in
particular, and may not capture all the differences between
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countries in survival rates of people with type 1 diabetes.
Further relevant analyses, including stratification by sex and
urban/rural residence, would require additional incidence and
mortality data, which are not currently available. Based on the
sensitivity analyses, we believe the coremodel represents real-
istic global estimates of the incidence and prevalence of type 1
diabetes for the year 2017with an uncertainty interval of about
±15%.

Because of the limitations mentioned above, our results need
validation. Nevertheless, we believe that our methodological
approach may be of both scientific interest and practical use
in adding to the global knowledge of the epidemiology of type
1 diabetes. Clear gaps exist in the descriptive epidemiology of
type 1 diabetes, including how its causes affect incidence and
its survival rate influences prevalence between different regions
in the world. LICs have a particularly marked paucity of data.
This lack of data has an impact on health system and policy
responses, which are important given the deficiencies in
healthcare provision for diabetes diagnosis and management.

There are opportunities for many countries to develop
health system responses to better address the needs of people
with type 1 diabetes across all stages of the life course [36].
Currently, in both high- and low-income settings, the provi-
sion of care for type 1 diabetes is mainly centralised in hospi-
tals located in capital cities or large urban areas, and a more
decentralised approach could be considered. Some donation
programmes have addressed the challenges of managing type
1 diabetes, even in low-income settings, but more needs to be
done to ensure sustainable solutions are found [37]. As 2021
marks the centenary of the discovery of insulin, access to
insulin remains problematic in many low-income populations,
both in less developed and in more developed countries, and is
a major contributor to decreased life expectancy [17, 19].

With the global agenda focusing on the prevention of type
2 diabetes and universal health coverage, type 1 diabetes
presents national and global policy makers with a conundrum
on how to manage a complex chronic condition requiring a
medicine essential for survival, as well as a wide range of
services to reduce risk of complications that cannot necessar-
ily be provided at a primary healthcare level. In all countries
the high and rapidly increasing burden of type 2 diabetes
means that the contribution of type 1 diabetes to global diabe-
tes prevalence is lower than previously suggested [3, 38], but
the years of life lost to type 1 diabetes are disproportionately
higher than suggested by the numbers of cases. Additionally,
although much emphasis is placed on paediatric management
of type 1 diabetes, this study shows that this population,
although important, does not account for the majority of the
global burden of type 1 diabetes as 43% of total prevalent
cases of type 1 diabetes were found to be in the 40–64 years

age group. These findings suggest that global responses
targeted at improving type 1 diabetes care should ensure these
older populations are included.

Given the global inequity in access to insulin, delivery
systems and technologies for the diagnosis, care and
management of type 1 diabetes, the global community
should consider developing appropriate responses
addressing clinical and programmatic interventions to
help improve access to insulin and organisation of care.
To do this effectively, gaps in knowledge in the epidemi-
ology of type 1 diabetes need to be addressed as
highlighted by this study.
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