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ABSTRACT
Introduction Diabetes and population aging have become 
public health issues of global concern. The secular 
incidence trends and the impact of population aging on 
mortality due to type 1 diabetes mellitus (T1DM) and type 
2 diabetes mellitus (T2DM) in China remain unclear.
Research design and methods The incidence and 
mortality rates of T1DM and T2DM from 1990 to 2019 were 
abstracted from the Global Burden of Disease Study (GBD) 
2019 database. Joinpoint regression and age–period–
cohort models were used to calculate the average annual 
percentage change and relative risk (RR), respectively. A 
decomposition method was used to attribute changes in 
total deaths to population growth, population aging, and the 
mortality rate change from 1990 to 2019.
Results From 1990 to 2019, the T1DM age- standardized 
incidence rate (ASIR) increased by 2.01% (95% CI 1.78% to 
2.23%) in males and 1.70% (1.61% to 1.80%) in females, 
and the T1DM age- standardized mortality rate (ASMR) 
decreased by 1.96% (−2.22% to −1.71%) in males and 
4.02% (−4.48% to −3.57%) in females. The T2DM ASIR 
increased by 0.81% (0.62% to 0.99%) in males and 0.37% 
(0.16% to 0.58%) in females, and the T2DM ASMR increased 
by 1.06% (0.87% to 1.25%) in males and decreased by 
0.24% (−0.54% to 0.07%) in females. Compared with 1990, 
the proportions of deaths attributed to population aging 
ranged from 18.85% (T1DM) to 148.21% (T2DM) for males 
and 29.80% (T1DM) to 118.82% (T2DM) for females in 2019.
Conclusions The T1DM and T2DM incidence rates 
continually increased in China, particularly among young 
individuals. T1DM- related mortality decreased, while 
T2DM- related mortality increased in males. Population 
aging might be associated with a substantial change in 
the number of deaths from 1990 to 2019. To address 
the increase in T2DM- related deaths due to population 
aging, policymakers should promote aging- related health 
research and implement proven, cost- effective T2DM 
interventions.

INTRODUCTION
Diabetes mellitus has become an epidemic 
worldwide and in China. According to the 

latest national survey in China, the preva-
lence of diabetes increased from 0.67% in 
1980 to 11.2% in 2017 considering the WHO 
criteria.1 2 China has a large population, and 
there were an estimated 116.4 million people 
living with diabetes in 2019; this figure has 
been projected to increase to 147.2 million 
in 2045, as reported by the International 
Diabetes Federation (IDF).3 In 2019, over 0.8 
million deaths due to diabetes among adults 
aged 20–79 years occurred in China.3 This 

Significance of this study

What is already known about this subject?
 ► Previous studies have indicated that the mortality of 
diabetes decreased in younger age groups but in-
creased in older age groups and that the incidence 
increased in most age groups in China. Diabetes and 
population aging have become public health issues 
of global concern. The secular incidence trends and 
the impact of population aging on mortality due to 
specifically type 1 diabetes mellitus (T1DM) and type 
2 diabetes mellitus (T2DM) in China remain unclear.

What are the new findings?
 ► The T1DM and T2DM incidence rates continue 
to increase in China, particularly among young 
individuals.

 ► Mortality due to T1DM decreased, while mortality 
due to T2DM increased in males. Population aging 
might be associated with a substantial change in the 
number of deaths from 1990 to 2019.

How might these results change the focus of 
research or clinical practice?

 ► To address the increase in T2DM- related deaths due 
to population aging, policymakers should promote 
aging- related health research and implement prov-
en cost- effective T2DM interventions.
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is the highest number of deaths attributable to diabetes 
among all IDF regions.3 The prevalence of diabetes is 
important for guiding the allocation of resources for 
diabetes management, but prevention strategies must be 
implemented to decrease the incidence. Although two 
studies have analyzed the incidence trends of diabetes 
in China using the Global Burden of Disease (GBD) 
database, their results combined type 1 diabetes mellitus 
(T1DM) and type 2 diabetes mellitus (T2DM) into a 
single category for analysis.4 5 However, the epidemiolog-
ical characteristics between T1DM and T2DM present 
significant differences.3

Meanwhile, China is one of the countries with the 
fastest population aging and has more people aged 65 
years and older than any other country worldwide. It is 
estimated that by 2050, the proportion of the elderly 
in the total population will reach approximately 25%.6 
The health needs of the elderly in China have brought 
unprecedented severe challenges to the national medical 
and social care system.6 To our knowledge, systematic 
analyses of diabetes in the population aging over a long 
time period in China are absent in the published litera-
ture, which has restricted policymakers from developing 
data- driven changes to the healthcare system to meet the 
growing health needs of the elderly population.

To understand and control the burden of diabetes, it 
is necessary to examine the trends in the incidence of 
and mortality due to T1DM and T2DM. China has expe-
rienced rapid aging spread, healthcare reform, and 
socioeconomic development. All these changes may 
have different effects on the incidence and mortality of 
different age groups. Therefore, we examined the trends 
of the incidence and mortality in each 5- year age group 
stratified by T1DM and T2DM separately over three 
decades. We further analyzed the impact of population 
aging on diabetes mortality and assessed how mortality 
changes affect the impact of population aging in China 
from 1990 to 2019.

RESEARCH DESIGN AND METHODS
Data source
The incidence and mortality rates of diabetes were 
derived from the GBD Study 2019, which comprised a 
comprehensive assessment of the incidence, prevalence, 
and years lived with disability for 369 morbidities in 204 
countries and territories from 1990 to 2019.7 8 Details 
regarding the methodology used in the GBD 2019 
study have been explained in previous studies and are 
presented in the online supplement.7 8 The incidence 
of and mortality due to T1DM and T2DM for all ages 
in China was age standardized based on the GBD 2019 
age- standardized global population.7 The original data 
used in the GBD 2019 were obtained mainly from the 
Cause of Death Reporting System of the Chinese Center 
for Disease Control and Prevention, Disease Surveillance 
Points and the Maternal and Child Surveillance System, 
which are considered to be nationally representative.7

Definition of T1DM and T2DM
Diabetes was divided into T1DM and T2DM in the GBD 
study. Overall diabetes mellitus was defined as a fasting 
plasma glucose level ≤126 mg/dL (7 mmol/L), treat-
ment with diabetes drugs or insulin, or a diagnosis by a 
physician for persons aged <15 years that was recorded in 
a diabetes registry or hospital record.7 T1DM was defined 
as diagnosis by a physician that was recorded in a diabetes 
registry or hospital record.7 T2DM was calculated by 
subtracting the estimates of T1DM from the estimates of 
overall diabetes mellitus for each age, sex, and location 
group from 1990 to 2019.7

Joinpoint regression analysis
The identification of time trend changes is key in the 
analysis of incidence and mortality rates. These changes 
can be described by joinpoint regression analysis. In this 
study, logarithmic transformation was performed for the 
rates, and a binomial approximation method was used 
to calculate the SE. To determine the magnitude of the 
changes in the time trends of diabetes incidence and 
mortality, joinpoint regression analysis was used to eval-
uate the average annual percent change (AAPC) and the 
corresponding 95% CI.9 The AAPC was calculated using 
the geometrically weighted average of the various annual 
percentage change values in the regression analysis.10 
This analysis was performed using Joint Command Line 
V.4.5.0.1 joinpoint software provided by the United States 
National Cancer Institute.

Age–period–cohort analysis
To assess risks in the population in a particular year and 
the accumulation of health risks since birth, we used the 
age–period–cohort model. This model allows analysis of 
the independent effects of age, period, and cohort on 
temporal trends of diabetes incidence and mortality. The 
age–period–cohort model provides a useful parametric 
framework that complements standard nonparametric 
descriptive methods. In this model, the collected data 
were stratified into successive 5- year age groups and 
consecutive 5- year periods. In the age–period–cohort 
intrinsic estimator model, the age- specific rates were 
appropriately recoded into successive 5- year age groups 
(0–4, 5–9, …, 70–74), consecutive 5- year periods from 
1994 to 2019, and corresponding consecutive 5- year birth 
cohort groups (1912–1916, 1920–1924, …, 2015–2019) 
to estimate net age, period, and cohort effects on the 
incidence of and mortality due to diabetes. The age–peri-
od–-cohort analysis with the intrinsic estimator method 
provided estimated coefficients for the age, period, and 
cohort effects. These coefficients were transformed into 
exponential values [exp (coef.)=ecoef.] that represent the 
incidence relative risk (RR) in a particular age, period, 
or birth cohort relative to the average level of all ages, 
periods, or birth cohorts combined. Age–period–cohort 
analysis was performed using STATA 15.0 software 
(StataCorp, College Station, TX, USA).
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Decomposition method
A recently developed decomposition method that over-
comes the sensitivity to the choice of decomposition 
order and the choice of reference group by calculating 
the contributions of population growth, population 
aging, and change in mortality rate is based on the 
following formulas11:

 Mp =
∑20

i=1
(
N2 −N1

)
si1mi1  

 Ma =
∑20

i=1N1
(
si2 − si1

)
mi1  

 Mm =
∑20

i=1N1si1
(
mi2 −mi1

)
  

 Ipa =
∑20

i=1
(
N2 −N1

) (
si2 − si1

)
mi1  

 Ipm =
∑20

i=1
(
N2 −N1

)
si1

(
mi2 −mi1

)
  

 Iam =
∑20

i=1N1
(
si2 − si1

) (
mi2 −mi1

)
  

 Ipam =
∑20

i=1
(
N2 −N1

) (
si2 − si1

) (
mi2 −mi1

)
  

where Ma, Mp, and Mm indicate the main effects of 
population aging, population growth, and the change in 
mortality rate, respectively; Ipa, Ipm, Iam, and Ipam denote 
the two- way and three- way interactions of the three 
components; mij and sij denote the age- specific mortality 
rate and proportion of the population, respectively, for 
the ith age group in the jth year (i=1, 2, …, 20; j=1, 2); 
and N1 and N2 represent the population sizes for group 
1 and group 2, respectively. The change in the number 
of deaths can then be attributed to population aging 
(A), population growth (P), and changes in age- specific 
mortality rates (M) as follows:

 A = Ma + Iam + Ipa + Ipam  

 P = Mp + Ipm + Ipa + Ipam  

 M = Mm + Ipm + Iam + Ipam  

RESULTS
Descriptive analysis
Trends in the age- standardized incidence rates (ASIRs) 
and age- standardized mortality rates (ASMRs) of T1DM 
and T2DM in males and females from 1990 to 2019 are 
depicted in figure 1. The ASIRs of T1DM and T2DM 
showed fluctuating increases from 1990 to 2019 among 
males and females. In addition, the ASMRs of T1DM 
and T2DM in males and females remained at low 
levels and showed downward trends from 1990 to 2019 
(except T2DM in males). The number of incident cases 
and deaths due to T1DM and T2DM are presented in 
online supplemental table 1. The incident case and 
death numbers of total diabetes increased by 96.0% and 
146.7% respectively.

Joinpoint regression analysis
Table 1 shows the AAPCs in the incidence of and mortality 
due to T1DM and T2DM for both males and females in 
China from 1990 to 2019. The ASIRs of T1DM increased 
in males and females, but the ASMRs of T1DM decreased 
in males and females over the last three decades. For age- 
specific rates, the incidence increased in all age groups 
in males and females, and mortality decreased for all age 
groups in males and females during the same period.

The ASIRs of T2DM increased in males and females, 
and the ASMRs of T2DM increased in males but declined 
in females from 1990 to 2019. For age- specific rates, the 
incidence increased in most age groups (from age group 
15–19 to ≥70 years), excluding the 45–49, 50–54, 55–59, 
and 60–64 age groups in males and females. Mortality in 
males significantly increased in the 25–29 and 60 years 
and older age groups. Mortality in females decreased 
in almost all age groups, excluding the 70- year- old and 
older age group during the 1990–2019 period.

Age–period–cohort analysis
Figure 2 was plotted to reflect the age, period, and cohort 
effects based on the RR of incidence (online supple-
mental table 2). After controlling for period and cohort 

Figure 1 Trends in the age- standardized incidence and 
mortality rates of T1DM (A) and T2DM (B) by sex from 1990 
to 2019.
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effects, the net age effect on T1DM showed that the RR of 
incidence significantly increased among the 5–9, 10–14, 
15–19, and 20–24 age groups in males and the 5–9 and 
10–14 age groups in females; the RR of mortality signifi-
cantly increased among the 40–44 age group in males and 
the 65–69 age group in females (online supplemental 
table 3). For T2DM, the RR of incidence significantly 
increased with advancing age (from 15 to 19 to 45–49 
in males and from 15 to 19 to 50–54 in females) but 
slightly decreased in the older age groups. A significantly 
increased RR of mortality was observed in the 50- year- old 
and older groups among both males and females (online 
supplemental table 3).

During the period of observation, the RR of T1DM 
incidence increased, and the RR of T1DM mortality 
decreased over time among both males and females, but 
the changes were nonsignificant. For T2DM, the RR of 
incidence significantly increased over time; the highest 
RRs were observed in 2014 among both males and 
females. However, the RR of T2DM mortality increased 
over time, but the change was nonsignificant.

No significant RRs of T1DM incidence and mortality 
were observed among either males or females for the 
birth cohort effect. The cohort effect showed that the 
T2DM incidence risk significantly increased from the 
1920–1924 to 1945–1949 birth cohort in both males and 

Table 1 Average annual percent changes (AAPCs) in incidence of and mortality due to T1DM and T2DM, 1990–2019

Age group 
(year)

AAPC in incidence, % (95% CI) AAPC in mortality, % (95% CI)

Males Females Males Females

T1DM

  ASR 2.01 (1.78 to 2.23)* 1.7 (1.61 to 1.8)* −1.96 (−2.22 to −1.71)* −4.02 (−4.48 to −3.57)*

  <5 0.91 (0.59 to 1.22)* 0.24 (−0.14 to 0.62) −5.8 (−6.15 to −5.45)* −7.27 (−7.75 to −6.8)*

  5–9 0.78 (0.51 to 1.06)* 0.65 (0.35 to 0.95)* −3.73 (−4.07 to −3.38)* −5.41 (−6.14 to −4.69)*

  10–14 1.24 (1.05 to 1.43)* 1.56 (1.43 to 1.68)* −3 (−3.3 to −2.7)* −4.63 (−5.28 to −3.97)*

  15–19 2.28 (1.83 to 2.73)* 3.03 (2.64 to 3.42)* −2.9 (−3.23 to −2.57)* −3.62 (−4.08 to −3.15)*

  20–24 3.16 (2.65 to 3.68)* 3.67 (3.2 to 4.14)* −1.81 (−2.19 to −1.42)* −3.39 (−4.03 to −2.76)*

  25–29 3.29 (2.8 to 3.77)* 3.39 (3 to 3.78)* −0.85 (−1.04 to −0.67)* −4.19 (−5.2 to −3.18)*

  30–34 3.07 (2.58 to 3.56)* 2.81 (2.47 to 3.16)* −1.29 (−1.58 to −1)* −4.72 (−5.63 to −3.8)*

  35–39 3 (2.54 to 3.47)* 2.64 (2.32 to 2.97)* −1.57 (−1.91 to −1.23)* −4.37 (−4.92 to −3.82)*

  40–44 2.88 (2.44 to 3.31)* 2.45 (2.14 to 2.77)* −1.66 (−1.93 to −1.39)* −4.13 (−4.57 to −3.69)*

  45–49 2.72 (2.34 to 3.09)* 2.19 (1.9 to 2.49)* −1.72 (−1.98 to −1.45)* −5.06 (−5.76 to −4.37)*

  50–54 2.66 (2.34 to 2.98)* 2.08 (1.8 to 2.35)* −2.25 (−2.58 to −1.92)* −4.75 (−5.28 to −4.23)*

  55–59 2.72 (2.42 to 3.02)* 2.2 (1.94 to 2.47)* −2.5 (−2.91 to −2.09)* −4.32 (−4.78 to −3.86)*

  60–64 2.83 (2.57 to 3.1)* 2.37 (2.09 to 2.65)* −1.84 (−2.13 to −1.56)* −4.09 (−4.42 to −3.76)*

  65–69 2.96 (2.71 to 3.21)* 2.57 (2.26 to 2.87)* −1.85 (−2.22 to −1.48)* −3.5 (−3.97 to −3.04)*

  ≥70 3.13 (2.86 to 3.4)* 2.76 (2.4 to 3.11)* −1.27 (−1.55 to −0.99)* −2.42 (−2.87 to −1.97)*

T2DM

  ASR 0.81 (0.62 to 0.99)* 0.37 (0.16 to 0.58)* 1.06 (0.87 to 1.25)* −0.24 (−0.54 to 0.07)

  15–19 4.46 (3.62 to 5.31)* 3.59 (2.79 to 4.4)* −2.31 (−2.77 to −1.85)* −1.71 (−2.18 to −1.23)*

  20–24 3.57 (3.03 to 4.11)* 2.78 (2.27 to 3.29)* −0.48 (−0.88 to −0.09)* −2 (−2.69 to −1.31)*

  25–29 1.79 (1.49 to 2.1)* 0.92 (0.73 to 1.11)* 0.82 (0.63 to 1.01)* −2.36 (−3.25 to −1.46)*

  30–34 1.3 (1.01 to 1.58)* 0.36 (0.17 to 0.56)* 0 (−0.36 to 0.36) −2.52 (−3.28 to −1.77)*

  35–39 1.31 (1.03 to 1.58)* 0.37 (0.19 to 0.54)* −0.41 (−0.85 to 0.04) −2.3 (−2.78 to −1.82)*

  40–44 0.6 (0.36 to 0.84)* 0.02 (−0.14 to 0.18) −0.15 (−0.48 to 0.18) −2.01 (−2.37 to −1.65)*

  45–49 −0.36 (−0.71 to −0.01)* −0.25 (−0.41 to −0.09)* −0.05 (−0.32 to 0.22) −3.21 (−3.83 to −2.59)*

  50–54 −0.63 (−1.05 to −0.21)* −0.27 (−0.51 to −0.02)* −0.26 (−0.52 to 0) −2.75 (−3.31 to −2.2)*

  55–59 −0.4 (−0.85 to 0.06) −0.18 (−0.62 to 0.26) −0.41 (−0.67 to −0.16)* −2.21 (−2.78 to −1.65)*

  60–64 −0.15 (−0.67 to 0.38) 0 (−0.51 to 0.51) 0.27 (0.09 to 0.45)* −1.78 (−2.09 to −1.47)*

  65–69 0.02 (−0.64 to 0.67) 0.41 (−0.08 to 0.9) 0.27 (0.02 to 0.52)* −0.99 (−1.35 to −0.63)*

  ≥70 0.33 (−0.15 to 0.82) 0.04 (−0.37 to 0.44) 1.62 (1.41 to 1.82)* 0.8 (0.5 to 1.09)*

*Indicates a p value<0.05.
ASR, age- standardized rate.  on M
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females and from the 1990–1994 to 1995–1999 birth 
cohort in males; the mortality risk significantly increased 
from the 1920–1924 to 1940–1944 birth cohort in both 
males and females and in the 1945–1949 birth cohort in 
females.

Decomposition method
Using 1990 as the baseline, the increase in the number of 
T1DM and T2DM deaths attributed to population aging 
and population growth increased gradually from 1991 

to 2019 among both males and females (figure 3 and 
online supplemental table 4). Between 1990 and 2019, 
the change in the mortality rate was associated with a 
decreased number of deaths due to T1DM in both males 
and females and T2DM in females, while it was associ-
ated with an increased number of deaths due to T2DM 
in males.

The proportion of deaths attributed to population 
change increased steadily between 1991 and 2019 for 

Figure 2 Relative risks of T1DM and T2DM incidence in China from 1990 to 2019 due to age, period, and cohort effects.
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T1DM and T2DM among both males and females 
(figure 4). The attributed proportion increased more 
sharply in the T2DM group than in the T1DM group. 
These patterns were similar in both males and females. 
The attributed proportions among males were 18.85% 
for T1DM and 148.21% for T2DM between 1990 and 

2019 (figure 4). The corresponding numbers for females 
were 29.80% and 118.82%, respectively (figure 4).

DISCUSSION
The present study used longitudinal data from the GBD 
2019 to investigate secular incidence and mortality 
trends, the age–period–cohort effect, and the popula-
tion aging effect on T1DM and T2DM mortality in China 
from 1990 to 2019. Mortality due to T1DM decreased in 
males and females, and mortality due to T2DM increased 
in males, while the T1DM and T2DM incidence increased 
in both males and females during the last three decades 
in China. This study provides a comprehensive estimate 
of the health impact of population aging, which might 
be associated with an increase of 86,000 deaths due to 
diabetes between 1990 and 2019. T2DM accounted for 
the largest number of deaths attributed to increases in 
population age among both males and females. In addi-
tion, the increase in deaths related to population aging 
between 1990 and 2019 was outweighed by the decrease 
in deaths attributed to mortality reduction in T1DM 
among both males and females.

This study found that the incidence of T1DM and T2DM 
has continued to increase in both males and females. 
Over the past three decades, Chinese society has expe-
rienced rapid development, and changes in population 
structures and lifestyles have had significant impacts on 
public health.12 Although the burden of communicable 

Figure 3 Changes in the number of T1DM- related and T2DM- related deaths associated with population aging, population 
growth, and changes in mortality rates from 1990 to 2019. Note: The decomposition was conducted using the number of 
deaths in 1990 as the reference for each year.

Figure 4 Proportions of T1DM and T2DM deaths 
associated with population aging by sex, 1990–2019. Note: 
The decomposition analysis was conducted using the 
number of deaths in 1990 as the reference. The attributed 
proportion of deaths was calculated as the number of deaths 
attributed to population aging divided by total deaths in 
1990×100%.
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diseases is declining rapidly, the burden of noncommu-
nicable diseases, such as diabetes, is steadily increasing 
due to individual behaviors and practices. A previous 
study found that mortality rates due to diabetes in all 
age groups had increased in China.4 This is inconsis-
tent with our results; the difference may be explained by 
undistinguished diabetes type or sex or different obser-
vation period durations. In the current study, the reduc-
tion in diabetes may be due to policies such as Healthy 
China 2030, and long- term plans for the prevention and 
treatment of chronic diseases (2017–2025) have been 
established. The continued increase in T2DM- related 
mortality in males is worthy of attention. Men’s health 
outcomes are generally poorer than women’s, mainly 
because women are more responsive to health informa-
tion and are better at seeking healthcare and practicing 
primary prevention than men.13

The current study also found that the incidence of 
T2DM has increased rapidly among the young popula-
tion. Unlike that in the Western population, diabetes 
in China has been characterized by rapid increases in 
recent years, with relatively early disease onset and low 
rates of diabetes awareness and treatment. Compared 
with the Western population, the prevalence of diabetes 
in adults has increased rapidly in China in recent years, 
with an earlier onset and lower rates of awareness and 
treatment.14 In addition, a recent cohort study found 
that a younger age at onset of diabetes was significantly 
associated with a higher risk of subsequent dementia.15 
Another prospective cohort study found that the risk of 
coronary heart disease in young women with new- onset 
diabetes was increased tenfold.16 Thus, health education 
and interventions targeting diabetes need to be imple-
mented among young individuals in China.

The age effect on the incidence of T1DM was concen-
trated in children aged 5–14 years, while the risk of T2DM 
was concentrated in adults aged 45–54 years, consistent 
with previous studies.3 The effect of age on mortality due 
to T2DM significantly increased after 50 years of age in 
both males and females, and China’s aging population 
may exacerbate this situation.17 Previous studies have 
shown that compared with younger patients, elderly 
patients with diabetes have a higher risk of diabetes- 
associated mortality, and diabetic complications are 
more common in elderly individuals.18 All these factors 
may affect the net age effect on T2DM mortality, which 
substantially increased with increasing age.

The period effect is usually influenced by a complex 
set of historical events and environmental factors. This 
study reported that the incidence of T2DM significantly 
increased since 2004. Our findings were consistent with 
many studies on the increasing prevalence of diabetes in 
China over the past decades.1 2 A high- energy/high- fat 
diet and sedentary behavior are reported to be the main 
causes of the expanding diabetes epidemic in China.19 
The trend of the incidence of diabetes attributable 
to a high body mass index from 1990 to 2017 was also 
reported in a previous study.5 The obesity epidemic 

could also be attributed to the increasing incidence of 
diabetes in China in the past 30 years. The increase in 
the incidence may also be partially explained by the 
new diagnostic criteria, with reduced cut- off points for 
blood glucose and the addition of glycated hemoglobin. 
However, it is worth noting that the period effects on the 
T1DM incidence and T1DM and T2DM mortality were 
nonsignificant in both males and females.

The birth cohort effect reflects the characteristics of 
each generation and considers risk factors and exposures 
to environmental factors present in early life. The cohort 
effect on the incidence of and mortality due to T2DM 
led to a significantly increased risk in the earlier birth 
cohorts. The possible reason is that the later birth cohorts 
received better education and had a greater awareness 
of health and disease prevention than the earlier birth 
cohorts.20 Notably, the RR of T2DM incidence was signifi-
cantly increased in the 1990–1994 to 1995–1999 birth 
cohorts among males. Some studies have reported that 
chemical exposure and environmental pollutants are 
associated with an increased risk of diabetes mellitus.21 22 
China underwent rapid industrialization in the 1990s, 
and the 1990–1994 to 1995–1999 birth cohorts might 
have had a higher risk of diabetes due to increased expo-
sures to chemicals and highly accessible ultra- processed 
foods.

Previous studies have reported that population aging 
is associated with increased numbers of deaths from isch-
emic heart disease, chronic kidney disease, and cardiovas-
cular disease worldwide, similar to diabetes in China in 
this study.11 23 In addition, we assessed the extent to which 
changes in the mortality rate reduced or increased the 
number of deaths associated with population aging and 
explored the importance of preventive efforts to reduce 
age- specific mortality. The increase in T1DM- related 
deaths related to population aging was outweighed by 
the decrease in deaths attributed to mortality rate reduc-
tions between 1990 and 2019. Such results may reflect the 
success of the initiation of disease prevention and health 
promotion efforts. Notably, the change in the mortality 
rate was associated with an increase in the number of 
deaths due to T2DM among males despite being asso-
ciated with a decrease in the number of deaths among 
females. This study provides valuable data and insights 
for guiding health policy- making and health system 
reform in China.

However, a number of important limitations should 
also be noted. First, as the data for this study were derived 
from the GBD 2019, all the general limitations ascribed 
to that study’s methodologies also apply here.7 Second, 
our study has an ecological fallacy and unique limitations 
associated with the age–period–cohort model (including 
the identifiability problem and uncertainty principle). 
Several potential cofounders, such as the impact of 
obesity and the increase in metabolic comorbidities 
during the same time period, should be considered when 
evaluating the effect of the age–period–cohort analysis. 
Third, the decomposition method used in this study 
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considers only population growth, population aging, and 
change in mortality and thus ignores any heterogeneity 
in other factors related to changes in total mortality. 
Population aging can be caused by decreasing fertility 
and by increasing life expectancy.11 The increased access 
to medical services may prolong the survival of patients 
with diabetes. In addition, diagnosis at younger ages may 
play a role as a confounding variable. The method used 
in this study does not explore these mechanisms of popu-
lation aging. Thus, the results need to be interpreted 
with caution.

CONCLUSIONS
This study showed that mortality due to T1DM decreased 
in males and females, while mortality due to T2DM 
increased in males. The incidence of T1DM and T2DM 
increased from 1990 to 2019. Younger individuals had 
the largest annual percent increases in the incidence 
of T1DM and T2DM. Thus, timely programs aiming 
to reduce the potential burden on youth should be 
conducted. Population aging has likely driven the 
continued increases in total deaths due to T2DM during 
the last three decades. To respond to the increase in the 
number of deaths related to population aging in T2DM, 
policymakers should invest in aging- related health 
research and implement proven, cost- effective interven-
tions targeting T2DM.
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Supplement. Overview for Global Burden of Disease 2019 

 

The Global Burden of Disease (GBD) is an approach to global descriptive 

epidemiology.
1
 It is a systematic, scientific effort to quantify the comparative 

magnitude of health loss due to diseases, injuries, and risk factors by age, sex, and 

geography for specific points in time. IHME serves as the coordinating center for the 

GBD and affiliated projects. Published in The Lancet in October 2020, GBD 2019 

provides, for the first time, an independent estimation of population for each of 204 

countries and territories and for the globe using a standardized, replicable approach, 

as well as a comprehensive update on fertility and migration.
1
 GBD 2019 incorporates 

major data additions and improvements and methodological refinements. Mortality 

and life expectancy estimates have expanded to a total of 990 locations at the most 

detailed level, and new causes have been added to the fatal and nonfatal cause lists, 

for a total of 369 diseases and injuries (http://www.healthdata.org/gbd/about/protocol). 

GBD 2019 estimated each epidemiological quantity of interest—incidence, 

prevalence, mortality, years lived with disability (YLDs), years of life lost (YLLs), 

and disability-adjusted life-years (DALYs)—for 23 age groups; males, females, and 

both sexes combined; and 204 countries and territories that were grouped into 21 

regions and seven superregions. The GBD 2019 location hierarchy now includes all 

WHO member states. The GBD disease and injury analytical framework generated 

estimates for every year from 1990 to 2019. Diseases and injuries were organized into 

a levelled cause hierarchy from the three broadest causes of death and disability at 

Level 1 to the most specific causes at Level 4. Within the three Level 1 

causes—communicable, maternal, neonatal, and nutritional diseases; 

noncommunicable diseases; and injuries—there are 22 Level 2 causes, 174 Level 3 

causes, and 301 Level 4 causes (including 131 Level 3 causes that are not further 

disaggregated at Level 4). In total, 364 causes are nonfatal and 286 are fatal.
1
 

 

Data sources 

The GBD estimation process is based on identifying multiple relevant data sources for 

each disease or injury, including censuses, household surveys, civil registration and 

vital statistics, disease registries, health service use, air pollution monitors, satellite 

imaging, disease notifications, and other sources. Each of these types of data is 

identified from a systematic review of published studies, searches of government and 

international organization websites, published reports, primary data sources such as 

the Demographic and Health Surveys, and contributions of datasets by GBD 

collaborators. Aa total of 86,249 sources were used in this analysis, including 19,354 

sources reporting deaths, 31,499 reporting incidence, 1973 reporting prevalence, and 

26,631 reporting other metrics. Each newly identified and obtained data source is 

given a unique identifier by a team of librarians and included in the Global Health 

Data Exchange (GHDx). The GHDx makes publicly available the metadata for each 

source included in GBD as well as the data, where allowed by the data provider. 

Additional metadata for each source are available in the online GBD citation tool, 

http://ghdx.healthdata.org/gbd-results-tool.  
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Modeling 

For most diseases and injuries, processed data are modeled using standardized tools to 

generate estimates of each quantity of interest by age, sex, location, and year.
1
 There 

are three main standardized tools: the cause of death ensemble model (CODEm), 

spatiotemporal Gaussian process regression (ST-GPR), and DisMod-MR. Previous 

publications provide more details on these general GBD methods.
2-4

 Briefly, CODEm 

is a highly systematized tool to analyze cause of death data using an ensemble of 

different modeling methods for rates or cause fractions with varying choices of 

covariates that perform best with out-of-sample predictive validity testing. 

DisMod-MR is a Bayesian meta-regression tool that allows evaluation of all available 

data on incidence, prevalence, remission, and mortality for a disease, enforcing 

consistency between epidemiological parameters. ST-GPR is a set of regression 

methods that borrow strength between locations and over time for single metrics of 

interest, such as risk factor exposure or mortality rates.
1
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Supplementary Table 1. The number of cases and deaths due to T1DM and T2DM, 1990-2019. 

Year Cases, n (95% UI) 

 

Deaths, n (95% UI) 

 Total diabetes T1DM T2DM Total diabetes T1DM T2DM 

1990 1926228 (1755751-2119157) 23769 (18960-29675) 1902459 (1729905-2095092) 70089 (61639-79978) 6005 (4960-7041) 64084 (56365-73219) 

1991 2034727 (1857989-2230965) 23780 (18966-29646) 2010947 (1832888-2207488) 70488 (62722-79836) 5963 (4936-6938) 64525 (57309-74425) 

1992 2136345 (1951521-2336143) 23855 (19048-29726) 2112490 (1928619-2314343) 71969 (64219-82438) 6027 (4993-7003) 65942 (58733-76050) 

1993 2229455 (2039243-2435723) 23968 (19115-29836) 2205486 (2015335-2413284) 74000 (66686-83784) 6082 (5120-6948) 67918 (61093-77252) 

1994 2315447 (2117211-2524225) 24092 (19264-29940) 2291354 (2094336-2504019) 75643 (68689-85138) 6296 (5319-7181) 69347 (62779-78424) 

1995 2385653 (2180671-2601556) 24205 (19352-30022) 2361448 (2155965-2577050) 77685 (70937-87217) 6521 (5526-7370) 71164 (64730-80851) 

1996 2441412 (2241676-2658806) 24397 (19438-30192) 2417014 (2216941-2636452) 81040 (74285-90477) 6600 (5610-7471) 74440 (68209-83883) 

1997 2481189 (2282304-2698014) 24741 (19619-30753) 2456448 (2256732-2675357) 84291 (77938-92176) 6636 (5717-7445) 77654 (71657-85668) 

1998 2515445 (2313381-2740405) 25162 (19946-31537) 2490283 (2290774-2714189) 88550 (81543-96980) 6851 (5834-7682) 81699 (75110-90297) 

1999 2556195 (2352436-2780803) 25583 (20243-32043) 2530611 (2328612-2754907) 94000 (86687-103173) 6985 (5942-7822) 87015 (80218-96295) 

2000 2611787 (2406349-2839872) 25928 (20549-32585) 2585859 (2382299-2815851) 99174 (91595-109299) 6992 (5936-7846) 92182 (85050-101779) 

2001 2717504 (2509879-2947133) 26393 (21005-33062) 2691111 (2484023-2921525) 104537 (96224-114448) 6879 (5958-7690) 97658 (89944-106907) 

2002 2878083 (2662319-3108537) 27161 (21567-33875) 2850922 (2633782-3082377) 111371 (102525-121592) 6693 (5847-7470) 104678 (96300-114675) 

2003 3064674 (2836363-3301456) 28100 (22182-35083) 3036573 (2810841-3276710) 117231 (108002-127857) 6500 (5790-7250) 110731 (101979-120899) 

2004 3245091 (3013222-3487208) 29063 (22863-36362) 3216027 (2982910-3459216) 123931 (114284-134878) 6463 (5790-7194) 117468 (108303-127987) 

2005 3383236 (3145818-3625111) 29892 (23496-37346) 3353343 (3116912-3594478) 128162 (117953-141062) 6259 (5665-6988) 121903 (112079-134373) 

2006 3468919 (3229279-3711293) 30736 (24269-38622) 3438184 (3197915-3679835) 124587 (115509-134926) 6004 (5423-6707) 118583 (109880-128501) 

2007 3525314 (3282877-3767382) 31718 (24970-39955) 3493596 (3249818-3738147) 123442 (114331-133496) 5777 (5277-6469) 117665 (108936-127393) 

2008 3565832 (3318243-3812950) 32643 (25519-41214) 3533189 (3285759-3780483) 125045 (115549-135494) 5610 (5126-6259) 119436 (110326-129312) 

2009 3605288 (3356352-3849965) 33324 (26004-42255) 3571965 (3324350-3816471) 128147 (118253-138245) 5409 (4945-6048) 122738 (113152-132376) 

2010 3661027 (3409967-3906892) 33582 (26139-42767) 3627445 (3376383-3874908) 132114 (120530-142704) 5222 (4706-5853) 126892 (115631-136962) 

2011 3737250 (3482700-3990154) 33407 (25969-42613) 3703843 (3448946-3957446) 134980 (122909-147283) 5002 (4511-5738) 129978 (118427-141815) 

2012 3819554 (3558699-4080572) 33023 (25754-41975) 3786530 (3526486-4044334) 137073 (124779-148694) 4770 (4317-5433) 132303 (120351-143533) 
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2013 3896774 (3628339-4164936) 32596 (25398-41434) 3864178 (3597609-4130939) 140303 (127392-152814) 4633 (4133-5197) 135670 (123061-147795) 

2014 3957794 (3685826-4232463) 32259 (25173-40963) 3925536 (3652308-4201609) 145136 (131437-159358) 4565 (4054-5256) 140571 (127275-154363) 

2015 3992878 (3718838-4277709) 32117 (24927-40707) 3960762 (3683533-4242952) 149030 (133827-165421) 4471 (3927-5129) 144559 (129684-160542) 

2016 3834680 (3572073-4132263) 32352 (25266-40914) 3802328 (3542938-4097252) 155700 (137669-175944) 4470 (3931-5213) 151230 (133476-170978) 

2017 3664465 (3390977-3975232) 32932 (25741-41393) 3631534 (3358821-3943574) 161250 (141665-181054) 4445 (3834-5153) 156805 (137743-175978) 

2018 3685635 (3410204-4007380) 34283 (26776-43001) 3651352 (3378977-3973733) 166694 (145202-190137) 4474 (3812-5311) 162220 (141401-185162) 

2019 3775609 (3478762-4134575) 36488 (28496-45706) 3739121 (3440392-4096657) 172892 (147237-198952) 4504 (3786-5339) 168388 (143233-194030) 

Change, % 96.0  53.5  96.5  146.7  -25.0 162.8  

Note: Change denotes the numbers between 1990 and 2019. UI, uncertainty intervals.
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Supplementary Table 2. Sex-specific relative risks of T1DM and T2DM incidence in 

China due to age, period, and cohort effects. 

 
T1DM 

   
T2DM 

   

 
Males 

 
Females 

 
Males 

 
Females 

 
Factor RR (95% CI) P value RR (95% CI) P value RR (95% CI) P value RR (95% CI) P value 

Age 
        

0-4 0.99 (0.52-1.87) 0.973 1.36 (0.71-2.64) 0.356 N/A N/A N/A N/A 

5-9 2.32 (1.5-3.59) <0.001 3.3 (2.08-5.21) <0.001 N/A N/A N/A N/A 

10-14 2.14 (1.41-3.23) <0.001 2.73 (1.74-4.27) <0.001 N/A N/A N/A N/A 

15-19 1.61 (1.03-2.5) 0.035 1.59 (0.94-2.7) 0.085 0.35 (0.33-0.38) <0.001 0.37 (0.34-0.4) <0.001 

20-24 1.6 (1.02-2.5) 0.039 1.3 (0.72-2.33) 0.38 0.66 (0.62-0.7) <0.001 0.62 (0.58-0.66) <0.001 

25-29 1.42 (0.87-2.3) 0.156 1.04 (0.54-2.03) 0.899 0.65 (0.62-0.69) <0.001 0.55 (0.51-0.59) <0.001 

30-34 1.02 (0.58-1.81) 0.937 0.7 (0.31-1.58) 0.39 0.81 (0.77-0.86) <0.001 0.61 (0.58-0.66) <0.001 

35-39 0.95 (0.51-1.76) 0.867 0.68 (0.29-1.62) 0.39 1.14 (1.09-1.2) <0.001 0.83 (0.78-0.88) <0.001 

40-44 0.85 (0.44-1.66) 0.638 0.66 (0.27-1.63) 0.371 1.43 (1.36-1.49) <0.001 1.3 (1.23-1.36) <0.001 

45-49 0.73 (0.36-1.5) 0.398 0.63 (0.25-1.6) 0.331 1.64 (1.57-1.71) <0.001 1.94 (1.86-2.02) <0.001 

50-54 0.64 (0.3-1.38) 0.253 0.61 (0.24-1.58) 0.31 1.54 (1.48-1.61) <0.001 2.12 (2.04-2.2) <0.001 

55-59 0.58 (0.26-1.3) 0.185 0.62 (0.24-1.59) 0.322 1.25 (1.21-1.31) <0.001 1.96 (1.89-2.03) <0.001 

60-64 0.57 (0.25-1.29) 0.179 0.68 (0.27-1.69) 0.402 1.17 (1.12-1.22) <0.001 1.61 (1.55-1.67) <0.001 

65-69 0.61 (0.27-1.38) 0.24 0.79 (0.33-1.89) 0.591 1.24 (1.2-1.29) <0.001 1.17 (1.13-1.22) <0.001 

70-74 0.7 (0.31-1.61) 0.403 0.93 (0.38-2.26) 0.876 1.08 (1.03-1.12) <0.001 0.8 (0.76-0.84) <0.001 

Period 
        

1994 0.81 (0.57-1.16) 0.248 0.83 (0.55-1.28) 0.407 0.79 (0.77-0.82) <0.001 0.8 (0.78-0.83) <0.001 

1999 0.81 (0.57-1.14) 0.223 0.88 (0.59-1.31) 0.524 0.9 (0.87-0.93) <0.001 0.85 (0.83-0.88) <0.001 

2004 0.95 (0.69-1.3) 0.744 0.97 (0.68-1.4) 0.879 1.06 (1.03-1.09) <0.001 1.06 (1.03-1.09) <0.001 

2009 1.15 (0.86-1.53) 0.352 1.06 (0.75-1.5) 0.752 1.09 (1.06-1.12) <0.001 1.1 (1.07-1.14) <0.001 

2014 1.11 (0.82-1.49) 0.501 1.09 (0.76-1.55) 0.638 1.14 (1.11-1.18) <0.001 1.15 (1.12-1.19) <0.001 

2019 1.27 (0.92-1.74) 0.143 1.22 (0.82-1.8) 0.328 1.07 (1.03-1.1) <0.001 1.08 (1.05-1.12) <0.001 

Cohort 
        

1920-1924 0.6 (0.07-5.43) 0.647 0.58 (0.06-5.81) 0.645 1.4 (1.28-1.54) <0.001 1.5 (1.34-1.67) <0.001 

1925-1929 0.67 (0.14-3.21) 0.612 0.66 (0.13-3.33) 0.61 1.56 (1.46-1.66) <0.001 1.51 (1.4-1.63) <0.001 

1930-1934 0.73 (0.21-2.57) 0.619 0.75 (0.2-2.75) 0.662 1.5 (1.42-1.57) <0.001 1.48 (1.4-1.56) <0.001 

1935-1939 0.77 (0.27-2.22) 0.625 0.8 (0.26-2.46) 0.698 1.33 (1.27-1.39) <0.001 1.39 (1.33-1.46) <0.001 

1940-1944 0.82 (0.32-2.06) 0.667 0.83 (0.3-2.27) 0.711 1.18 (1.13-1.23) <0.001 1.29 (1.23-1.34) <0.001 

1945-1949 0.85 (0.38-1.93) 0.7 0.84 (0.34-2.11) 0.71 1.05 (1.01-1.1) 0.012 1.16 (1.11-1.21) <0.001 

1950-1954 0.89 (0.39-2.03) 0.78 0.87 (0.33-2.29) 0.776 0.94 (0.9-0.98) 0.007 1.04 (1-1.09) 0.058 

1955-1959 0.93 (0.41-2.08) 0.854 0.9 (0.33-2.42) 0.83 0.83 (0.79-0.87) <0.001 0.92 (0.88-0.97) 0.001 

1960-1964 0.97 (0.45-2.1) 0.94 0.93 (0.34-2.5) 0.882 0.75 (0.71-0.79) <0.001 0.84 (0.79-0.88) <0.001 

1965-1969 1.01 (0.49-2.06) 0.981 0.95 (0.37-2.44) 0.908 0.71 (0.67-0.75) <0.001 0.8 (0.76-0.85) <0.001 

1970-1974 1.06 (0.55-2.02) 0.87 0.98 (0.41-2.36) 0.97 0.71 (0.67-0.75) <0.001 0.78 (0.73-0.83) <0.001 

1975-1979 1.14 (0.63-2.04) 0.666 1.06 (0.49-2.31) 0.878 0.74 (0.7-0.78) <0.001 0.76 (0.71-0.81) <0.001 

1980-1984 1.24 (0.75-2.06) 0.406 1.22 (0.65-2.31) 0.538 0.8 (0.76-0.85) <0.001 0.76 (0.71-0.82) <0.001 
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1985-1989 1.33 (0.86-2.05) 0.2 1.36 (0.81-2.27) 0.244 0.94 (0.88-1.01) 0.076 0.83 (0.77-0.9) <0.001 

1990-1994 1.35 (0.9-2.02) 0.145 1.37 (0.86-2.17) 0.187 1.18 (1.1-1.27) <0.001 1 (0.91-1.08) 0.92 

1995-1999 1.27 (0.83-1.94) 0.28 1.3 (0.81-2.09) 0.284 1.16 (1.06-1.27) 0.001 0.94 (0.85-1.04) 0.245 

2000-2004 1.17 (0.73-1.89) 0.508 1.26 (0.76-2.1) 0.37 0.83 (0.68-1.01) 0.059 0.63 (0.5-0.8) <0.001 

2005-2009 1.21 (0.71-2.07) 0.483 1.31 (0.74-2.3) 0.353 N/A N/A N/A N/A 

2010-2014 1.28 (0.65-2.51) 0.479 1.35 (0.66-2.74) 0.414 N/A N/A N/A N/A 

2015-2019 1.31 (0.37-4.6) 0.671 1.35 (0.36-5.03) 0.651 N/A N/A N/A N/A 

Deviance 1.19 
 

0.92 
 

132.18 
 

88.6 
 

AIC 3.47 
 

3.15 
 

10.29 
 

9.57 
 

BIC -232.8 
 

-233.07 
 

-38.88 
 

-82.47 
 

Notes: RR denotes the relative risk of incidence in a particular age, period, or birth 

cohort relative to the average level of all age, period, or birth cohort combined. RR, 

relative risk; CI, confidence interval; AIC, Akaike Information Criterion; BIC, 

Bayesian Information Criterion. 
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Supplementary Table 3. Sex-specific relative risks of T1DM and T2DM mortality in 

China due to age, period, and cohort effects. 

 
T1DM 

   
T2DM 

   

 
Males 

 
Females 

 
Males 

 
Females 

 
Factor RR (95% CI) P value RR (95% CI) P value RR (95% CI) P value RR (95% CI) P value 

Age 
        

0-4 1.18 (0.18-7.77) 0.863 1.06 (0.2-5.53) 0.942 N/A N/A N/A N/A 

5-9 0.25 (0.01-5.85) 0.388 0.32 (0.03-3.46) 0.349 N/A N/A N/A N/A 

10-14 0.3 (0.02-4.92) 0.397 0.36 (0.04-3.3) 0.366 N/A N/A N/A N/A 

15-19 0.49 (0.05-4.44) 0.523 0.44 (0.06-3.25) 0.419 0.05 (0-1.76) 0.098 0.07 (0-1.76) 0.107 

20-24 0.84 (0.14-4.88) 0.846 0.73 (0.15-3.63) 0.698 0.1 (0.01-0.97) 0.047 0.15 (0.02-1.15) 0.068 

25-29 1.07 (0.21-5.47) 0.931 0.86 (0.19-3.82) 0.838 0.14 (0.02-0.93) 0.042 0.16 (0.02-1.07) 0.059 

30-34 1.45 (0.32-6.51) 0.629 0.94 (0.22-3.94) 0.931 0.38 (0.11-1.37) 0.139 0.23 (0.05-1.08) 0.062 

35-39 2.12 (0.56-7.97) 0.267 1.25 (0.35-4.42) 0.73 0.59 (0.21-1.67) 0.321 0.33 (0.09-1.14) 0.079 

40-44 3.48 (1.14-10.62) 0.029 1.98 (0.71-5.53) 0.194 0.9 (0.39-2.09) 0.812 0.55 (0.21-1.42) 0.215 

45-49 0.45 (0.05-4.04) 0.472 0.59 (0.13-2.63) 0.488 1.8 (0.95-3.4) 0.071 1.49 (0.77-2.89) 0.24 

50-54 0.72 (0.13-4.04) 0.71 1.04 (0.33-3.28) 0.942 2.6 (1.57-4.3) <0.001 2.42 (1.45-4.05) 0.001 

55-59 1.18 (0.3-4.69) 0.817 1.85 (0.74-4.65) 0.188 3.74 (2.46-5.69) <0.001 3.87 (2.51-5.94) <0.001 

60-64 1.28 (0.34-4.92) 0.715 1.54 (0.57-4.19) 0.398 5.05 (3.33-7.65) <0.001 6.7 (4.33-10.37) <0.001 

65-69 2.14 (0.64-7.11) 0.214 2.57 (1-6.57) 0.049 7.35 (4.52-11.96) <0.001 9.97 (5.86-16.96) <0.001 

70-74 2.35 (0.63-8.8) 0.205 2.87 (0.98-8.37) 0.054 10.88 (5.91-20.01) <0.001 15.14 (7.73-29.69) <0.001 

Period 
        

1994 1.13 (0.49-2.58) 0.778 1.44 (0.74-2.79) 0.285 0.64 (0.39-1.03) 0.068 0.85 (0.51-1.41) 0.526 

1999 1.19 (0.55-2.56) 0.655 1.45 (0.8-2.64) 0.218 0.79 (0.58-1.08) 0.145 0.92 (0.66-1.26) 0.591 

2004 1.12 (0.51-2.45) 0.773 1.22 (0.66-2.25) 0.517 1.03 (0.86-1.24) 0.749 1.13 (0.95-1.34) 0.179 

2009 0.94 (0.41-2.18) 0.889 0.88 (0.44-1.78) 0.73 1.07 (0.88-1.29) 0.496 1 (0.83-1.21) 0.985 

2014 0.84 (0.35-2.04) 0.7 0.69 (0.31-1.53) 0.36 1.24 (0.9-1.69) 0.182 1 (0.72-1.4) 0.984 

2019 0.84 (0.33-2.13) 0.713 0.64 (0.27-1.53) 0.318 1.45 (0.92-2.31) 0.113 1.14 (0.69-1.87) 0.611 

Cohort 
        

1920-1924 1.31 (0.13-13.33) 0.818 1.25 (0.22-6.95) 0.801 3.26 (1.23-8.65) 0.017 2.77 (1.05-7.32) 0.04 

1925-1929 1.33 (0.25-7.1) 0.741 1.34 (0.38-4.65) 0.648 3.01 (1.32-6.87) 0.009 2.82 (1.26-6.34) 0.012 

1930-1934 1.35 (0.31-5.81) 0.687 1.41 (0.48-4.12) 0.533 2.72 (1.33-5.55) 0.006 2.65 (1.33-5.26) 0.005 

1935-1939 1.32 (0.34-5.14) 0.692 1.45 (0.56-3.79) 0.447 2.31 (1.22-4.41) 0.011 2.46 (1.34-4.52) 0.004 

1940-1944 1.29 (0.34-4.94) 0.712 1.36 (0.52-3.58) 0.531 1.98 (1.06-3.68) 0.031 2.17 (1.21-3.9) 0.01 

1945-1949 1.23 (0.32-4.76) 0.765 1.42 (0.54-3.76) 0.478 1.75 (0.92-3.33) 0.088 1.97 (1.06-3.67) 0.032 

1950-1954 1.14 (0.3-4.38) 0.845 1.36 (0.48-3.87) 0.567 1.43 (0.69-2.96) 0.338 1.67 (0.81-3.44) 0.168 

1955-1959 1.1 (0.26-4.68) 0.896 1.21 (0.36-4.06) 0.759 1.19 (0.51-2.79) 0.683 1.29 (0.54-3.09) 0.566 

1960-1964 1.07 (0.23-4.95) 0.926 1.19 (0.32-4.47) 0.793 1.03 (0.38-2.78) 0.954 1.08 (0.38-3.09) 0.884 

1965-1969 1.08 (0.22-5.4) 0.926 1.21 (0.29-5.13) 0.797 0.87 (0.27-2.77) 0.814 0.87 (0.25-3.04) 0.822 

1970-1974 1.08 (0.21-5.63) 0.932 1.1 (0.23-5.25) 0.907 0.69 (0.18-2.65) 0.585 0.68 (0.15-3.06) 0.619 

1975-1979 1.1 (0.21-5.87) 0.911 1 (0.19-5.34) 0.999 0.63 (0.13-3.01) 0.563 0.62 (0.1-3.71) 0.602 

1980-1984 1.11 (0.17-7.42) 0.91 0.94 (0.14-6.2) 0.95 0.54 (0.09-3.42) 0.515 0.5 (0.06-4.53) 0.537 
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1985-1989 1.1 (0.13-9.15) 0.931 0.96 (0.13-7.09) 0.967 0.47 (0.05-4.55) 0.513 0.41 (0.03-6.39) 0.524 

1990-1994 1.09 (0.15-7.78) 0.934 0.97 (0.16-5.66) 0.969 0.38 (0.01-10.3) 0.568 0.35 (0.01-11.98) 0.559 

1995-1999 0.99 (0.1-9.85) 0.996 0.87 (0.11-6.83) 0.891 0.32 (0-30.41) 0.624 0.3 (0-31.51) 0.612 

2000-2004 0.77 (0.04-14.75) 0.862 0.68 (0.05-9.72) 0.778 0.23 (0-7834.43) 0.781 0.25 (0-4505.13) 0.782 

2005-2009 0.62 (0.01-26.4) 0.803 0.58 (0.02-17.07) 0.753 N/A N/A N/A N/A 

2010-2014 0.5 (0.01-49.31) 0.77 0.5 (0.01-35.36) 0.751 N/A N/A N/A N/A 

2015-2019 0.37 (0-232.92) 0.763 0.39 (0-197.54) 0.766 N/A N/A N/A N/A 

Deviance 0.05 
 

0.26 
 

0.37 
 

1.02 
 

AIC 1.95 
 

2.2 
 

3.85 
 

3.76 
 

BIC -233.94 
 

-233.73 
 

-170.7 
 

-170.05 
 

Notes: RR denotes the relative risk of mortality in a particular age, period, or birth 

cohort relative to the average level of all age, period, or birth cohort combined. RR, 

relative risk; CI, confidence interval; AIC, Akaike Information Criterion; BIC, 

Bayesian Information Criterion. 
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Supplementary Table 4. The number of T1DM and T2DM death changes associated with population aging, population growth, and mortality 

change from 1990 to 2019. 

Year Population aging 
  

Population growth 
  

Mortality change 
  

 
T1DM 

 
T2DM 

 
T1DM 

 
T2DM 

 
T1DM 

 
T2DM 

 

 
Male  Female Male  Female Male  Female Male  Female Male  Female Male  Female 

1991 26  39  487  572  32  41  364  423  -49  -130  -450  -957  

1992 46  73  1010  1172  62  80  713  827  -58  -181  -573  -1292  

1993 67  103  1556  1814  90  117  1044  1224  -78  -222  -620  -1184  

1994 76  130  2168  2507  116  156  1359  1603  -87  -100  -620  -1754  

1995 99  169  2838  3250  140  195  1667  1973  -79  -8  -226  -2422  

1996 111  195  3617  4117  162  231  1968  2373  -77  -27  348  -2067  

1997 122  219  4475  5026  182  266  2259  2777  -88  -70  892  -1859  

1998 131  247  5412  6061  202  306  2552  3204  -63  24  1690  -1304  

1999 139  275  6481  7251  220  342  2849  3672  -32  35  2679  -1  

2000 150  303  7602  8450  236  373  3141  4131  -21  -55  3715  1060  

2001 169  344  8833  9767  248  399  3426  4599  -78  -209  4658  2291  

2002 202  396  10176  11188  261  416  3731  5108  -113  -474  6028  4363  

2003 246  467  11488  12671  271  431  4001  5593  -176  -744  6811  6083  

2004 298  552  13058  14303  282  450  4319  6045  -232  -892  8381  7278  

2005 342  621  14508  15840  288  463  4589  6415  -342  -1118  9167  7300  

2006 382  682  15459  17001  294  471  4672  6567  -459  -1372  6785  4014  

2007 412  730  16702  18320  301  480  4833  6762  -549  -1602  5517  1448  

2008 428  762  18207  19859  308  490  5073  7017  -602  -1781  5436  -241  

2009 426  781  19917  21645  313  499  5344  7326  -674  -1941  5717  -1295  

2010 425  805  21664  23498  318  508  5633  7656  -745  -2093  6352  -1996  

2011 424  828  23299  25436  319  516  5881  7979  -848  -2242  6297  -2998  

2012 425  844  25069  27096  323  522  6184  8248  -930  -2419  6613  -4991  

2013 426  859  26796  29113  330  533  6483  8624  -963  -2556  6626  -6056  

2014 429  881  28807  31453  340  543  6818  9058  -956  -2678  6942  -6590  
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2015 428  903  30707  33576  349  556  7176  9481  -980  -2790  7181  -7646  

2016 428  937  32900  36273  362  578  7646  10099  -989  -2851  7817  -7588  

2017 423  975  34891  38931  374  598  8069  10702  -1004  -2925  7832  -7704  

2018 428  1028  36988  41612  385  617  8449  11238  -1006  -2983  7863  -8015  

2019 441  1092  39496  44479  393  634  8845  11747  -1023  -3039  8183  -8446  

Note: The decomposition was conducted using the number of deaths in 1990 as the reference for each year.  
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