
Supplementary Table S1. PRISMA 2020 Checklist
	Section and Topic 
	Item #
	Checklist item 
	Location where item is reported 

	TITLE 
	

	Title 
	1
	Identify the report as a systematic review.
	Title, p. 1

	ABSTRACT 
	

	Abstract 
	2
	See the PRISMA 2020 for Abstracts checklist.
	Abstract, pp. 1–2

	INTRODUCTION 
	

	Rationale 
	3
	Describe the rationale for the review in the context of existing knowledge.
	Introduction, pp. 3–4

	Objectives 
	4
	Provide an explicit statement of the objective(s) or question(s) the review addresses.
	Introduction, p. 4

	METHODS 
	

	Eligibility criteria 
	5
	Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses.
	Methods, pp. 5-6

	Information sources 
	6
	Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the date when each source was last searched or consulted.
	Methods: p. 4

	Search strategy
	7
	Present the full search strategies for all databases, registers and websites, including any filters and limits used.
	Methods: Data sources and search strategy, p4; Supplementary Table S2

	Selection process
	8
	Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process.
	Methods: Study selection and data extraction, pp. 6-7

	Data collection process 
	9
	Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the process.
	Methods: Study selection and data extraction, pp. 6-7

	Data items 
	10a
	List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect.
	Methods: Study selection and data extraction, pp. 6-7; Outcome definitions and classification, pp. 7-8

	
	10b
	List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any assumptions made about any missing or unclear information.
	Methods: Study selection and data extraction, pp. 6-7; Supplementary Table S4 (study characteristics). No assumptions regarding missing or unclear information were reported.

	Study risk of bias assessment
	11
	Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each study and whether they worked independently, and if applicable, details of automation tools used in the process.
	Methods: Methodological quality assessment, p. 8

	Effect measures 
	12
	Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results.
	Methods: Statistical analysis, pp. 8-10

	Synthesis methods
	13a
	Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and comparing against the planned groups for each synthesis (item #5)).
	Methods: Eligibility criteria, pp. 5-6; Outcome definitions and classification, pp. 7-8; Statistical analysis, pp. 8-10

	
	13b
	Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data conversions.
	Methods: Statistical analysis, pp. 6–7

	
	13c
	Describe any methods used to tabulate or visually display results of individual studies and syntheses.
	Methods: Statistical analysis, pp. 8-10 Supplementary Table S4; Figures 2–4; Supplementary Figures S1–S3

	
	13d
	Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
	Methods: Statistical analysis, pp. 8-10

	
	13e
	Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression).
	Methods: Statistical analysis, 8-10; Results: Sensitivity and subgroup analyses, pp. 16-18

	
	13f
	Describe any sensitivity analyses conducted to assess robustness of the synthesized results.
	Methods: Statistical analysis,8-10; Results: Sensitivity and subgroup analyses, pp. 16–18

	Reporting bias assessment
	14
	Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases).
	Methods: Statistical analysis, 8-10 (publication bias not formally assessed because fewer than 10 studies contributed to each pooled analysis)

	Certainty assessment
	15
	Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome.
	Methods: Statistical analysis, 8-10; Results: Certainty of evidence, p. 18; Supplementary Table S7

	RESULTS 
	

	Study selection 
	16a
	Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in the review, ideally using a flow diagram.
	Results: Study selection, pp. 10-11; Figure 1, p. 11

	
	16b
	Cite studies that might appear to meet the inclusion criteria, but which were excluded, and explain why they were excluded.
	Results: Study selection, pp. 10-11; Supplementary Table S3

	Study characteristics 
	17
	Cite each included study and present its characteristics.
	Results: Study characteristics, p. 12; Supplementary Table S4

	Risk of bias in studies 
	18
	Present assessments of risk of bias for each included study.
	Results: Risk of bias assessment, p. 16; Supplementary Table S5

	Results of individual studies 
	19
	For all outcomes, present, for each study: (a) summary statistics for each group (where appropriate) and (b) an effect estimate and its precision (e.g. confidence/credible interval), ideally using structured tables or plots.
	Results: Outcome-specific analyses, pp. 12–16; Figures 2–4; Supplementary Figure S3

	Results of syntheses
	20a
	For each synthesis, briefly summarise the characteristics and risk of bias among contributing studies.
	Results: Study characteristics, p. 12; Supplementary Table S4; Supplementary Table S5

	
	20b
	Present results of all statistical syntheses conducted. If meta-analysis was done, present for each the summary estimate and its precision (e.g. confidence/credible interval) and measures of statistical heterogeneity. If comparing groups, describe the direction of the effect.
	Results: Outcome-specific analyses, pp. 12–16; Figures 2–4; Supplementary Figure S3

	
	20c
	Present results of all investigations of possible causes of heterogeneity among study results.
	Results: Outcome-specific analyses and Sensitivity and subgroup analyses, pp. 12-18; Supplementary Figures S1–S2

	
	20d
	Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results.
	Results: Sensitivity and subgroup analyses, pp. 16-18; Supplementary Table S6

	Reporting biases
	21
	Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed.
	Results: Sensitivity and subgroup analyses / Publication bias statement, pp. 15–16. Publication bias was not formally assessed because fewer than 10 studies contributed to each synthesis.

	Certainty of evidence 
	22
	Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed.
	Results: Certainty of evidence, p. 18; Supplementary Table S7

	DISCUSSION 
	

	Discussion 
	23a
	Provide a general interpretation of the results in the context of other evidence.
	Discussion, pp. 18–23

	
	23b
	Discuss any limitations of the evidence included in the review.
	Discussion: limitations, pp. 22-23

	
	23c
	Discuss any limitations of the review processes used.
	Discussion: limitations, pp. 22-23

	
	23d
	Discuss implications of the results for practice, policy, and future research.
	Discussion: clinical implications, p. 22; Conclusion, pp. 23-24

	OTHER INFORMATION
	

	Registration and protocol
	24a
	Provide registration information for the review, including register name and registration number, or state that the review was not registered.
	Methods: Protocol and reporting, p. 5

	
	24b
	Indicate where the review protocol can be accessed, or state that a protocol was not prepared.
	Methods: Protocol and reporting, p. 5

	
	24c
	Describe and explain any amendments to information provided at registration or in the protocol.
	No protocol amendments were made.

	Support
	25
	Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review.
	Declarations: Funding, pp. 24-25

	Competing interests
	26
	Declare any competing interests of review authors.
	Declarations: Competing interests, p. 25

	Availability of data, code and other materials
	27
	Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included studies; data used for all analyses; analytic code; any other materials used in the review.
	[bookmark: _GoBack]Declarations: Availability of data and materials, pp. 24-25
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[bookmark: OLE_LINK7]Supplementary Table S2: Detailed description of the search strategy(2026.7.20)
	No.
	Search strategy for Pubmed

	#1
	("Diabetes Mellitus, Type 2"[MeSH Terms] OR "type 2 diabetes mellitus"[Title/Abstract] OR "type 2 diabetes"[Title/Abstract] OR "type II diabetes"[Title/Abstract] OR T2DM[Title/Abstract] OR T2D[Title/Abstract] OR "non-insulin-dependent diabetes"[Title/Abstract] OR NIDDM[Title/Abstract])

	#2
	("Remission Induction"[MeSH Terms] OR remission[Title/Abstract] OR "diabetes remission"[Title/Abstract] OR "glycemic remission"[Title/Abstract] OR "glycaemic remission"[Title/Abstract] OR "complete remission"[Title/Abstract] OR "partial remission"[Title/Abstract] OR "sustained remission"[Title/Abstract] OR "remission trajectory"[Title/Abstract] OR "remission trajectories"[Title/Abstract] OR "diabetes reversal"[Title/Abstract] OR "diabetes regression"[Title/Abstract] OR "glycemic recovery"[Title/Abstract] OR "glycaemic recovery"[Title/Abstract] OR "diabetes resolution"[Title/Abstract])

	#3
	("Diabetes Complications"[MeSH Terms] OR "Cardiovascular Diseases"[MeSH Terms] OR "Mortality"[MeSH Terms] OR "Kidney Diseases"[MeSH Terms] OR complication*[Title/Abstract] OR cardiovascular[Title/Abstract] OR CVD[Title/Abstract] OR macrovascular[Title/Abstract] OR microvascular[Title/Abstract] OR MACE[Title/Abstract] OR "coronary heart disease"[Title/Abstract] OR "coronary artery disease"[Title/Abstract] OR "myocardial infarction"[Title/Abstract] OR stroke[Title/Abstract] OR "heart failure"[Title/Abstract] OR mortality[Title/Abstract] OR death[Title/Abstract] OR kidney[Title/Abstract] OR renal[Title/Abstract] OR CKD[Title/Abstract] OR nephropathy[Title/Abstract] OR retinopathy[Title/Abstract] OR neuropathy[Title/Abstract])

	#4
	("Cohort Studies"[MeSH Terms] OR "Follow-Up Studies"[MeSH Terms] OR "Longitudinal Studies"[MeSH Terms] OR "Prospective Studies"[MeSH Terms] OR "Retrospective Studies"[MeSH Terms] OR "Randomized Controlled Trial"[Publication Type] OR cohort[Title/Abstract] OR prospective[Title/Abstract] OR retrospective[Title/Abstract] OR longitudinal[Title/Abstract] OR "follow up"[Title/Abstract] OR follow-up[Title/Abstract] OR registry[Title/Abstract] OR database[Title/Abstract] OR "real world"[Title/Abstract] OR real-world[Title/Abstract] OR "post hoc"[Title/Abstract] OR post-hoc[Title/Abstract] OR "secondary analysis"[Title/Abstract])

	#5
	(Review[Publication Type] OR Meta-Analysis[Publication Type] OR Systematic Review[Publication Type] OR Editorial[Publication Type] OR Letter[Publication Type] OR Comment[Publication Type])

	#6
	#1 AND #2 AND #3 NOT #5  [Recommended sensitive search]

	#7
	#1 AND #2 AND #3 AND #4 NOT #5  [Optional precision search]

	No.
	Search strategy for Web of Science

	#1
	TS=("type 2 diabetes mellitus" OR "type 2 diabetes" OR "type II diabetes" OR T2DM OR T2D OR "non-insulin-dependent diabetes" OR NIDDM)

	#2
	TS=(remission* OR "diabetes remission" OR "glycemic remission" OR "glycaemic remission" OR "complete remission" OR "partial remission" OR "sustained remission" OR "remission trajectory" OR "remission trajectories" OR "diabetes reversal" OR "diabetes regression" OR "glycemic recovery" OR "glycaemic recovery" OR "diabetes resolution")

	#3
	TS=(complication* OR cardiovascular OR CVD OR macrovascular OR microvascular OR MACE OR "coronary heart disease" OR "coronary artery disease" OR "myocardial infarction" OR stroke OR "heart failure" OR mortality OR death OR kidney OR renal OR CKD OR nephropathy OR retinopathy OR neuropathy)

	#4
	TS=(cohort OR prospective OR retrospective OR longitudinal OR "follow up" OR follow-up OR registry OR database OR "real world" OR real-world OR "post hoc" OR post-hoc OR "secondary analysis")

	#5
	DT=(Article)

	#6
	#1 AND #2 AND #3 AND #5  [Recommended sensitive search]

	#7
	#1 AND #2 AND #3 AND #4 AND #5  [Optional precision search]

	No.
	Search strategy for Scopus

	#1
	TITLE-ABS-KEY("type 2 diabetes mellitus" OR "type 2 diabetes" OR "type II diabetes" OR T2DM OR T2D OR "non-insulin-dependent diabetes" OR NIDDM)

	#2
	TITLE-ABS-KEY(remission* OR "diabetes remission" OR "glycemic remission" OR "glycaemic remission" OR "complete remission" OR "partial remission" OR "sustained remission" OR "remission trajectory" OR "remission trajectories" OR "diabetes reversal" OR "diabetes regression" OR "glycemic recovery" OR "glycaemic recovery" OR "diabetes resolution")

	#3
	TITLE-ABS-KEY(complication* OR cardiovascular OR CVD OR macrovascular OR microvascular OR MACE OR "coronary heart disease" OR "coronary artery disease" OR "myocardial infarction" OR stroke OR "heart failure" OR mortality OR death OR kidney OR renal OR CKD OR nephropathy OR retinopathy OR neuropathy)

	#4
	TITLE-ABS-KEY(cohort OR prospective OR retrospective OR longitudinal OR "follow up" OR follow-up OR registry OR database OR "real world" OR real-world OR "post hoc" OR post-hoc OR "secondary analysis")

	#5
	DOCTYPE(ar)

	#6
	#1 AND #2 AND #3 AND #5  [Recommended sensitive search]

	#7
	#1 AND #2 AND #3 AND #4 AND #5  [Optional precision search]

	No.
	Search strategy for Embase

	#1
	'type 2 diabetes mellitus'/exp OR 'type 2 diabetes mellitus':ti,ab OR 'type 2 diabetes':ti,ab OR 'type ii diabetes':ti,ab OR t2dm:ti,ab OR t2d:ti,ab OR 'non-insulin-dependent diabetes':ti,ab OR niddm:ti,ab

	#2
	'disease remission'/exp OR remission*:ti,ab OR 'diabetes remission':ti,ab OR 'glycemic remission':ti,ab OR 'glycaemic remission':ti,ab OR 'complete remission':ti,ab OR 'partial remission':ti,ab OR 'sustained remission':ti,ab OR 'remission trajectory':ti,ab OR 'remission trajectories':ti,ab OR 'diabetes reversal':ti,ab OR 'diabetes regression':ti,ab OR 'glycemic recovery':ti,ab OR 'glycaemic recovery':ti,ab OR 'diabetes resolution':ti,ab

	#3
	'diabetes complication'/exp OR 'cardiovascular disease'/exp OR 'mortality'/exp OR 'kidney disease'/exp OR complication*:ti,ab OR cardiovascular:ti,ab OR cvd:ti,ab OR macrovascular:ti,ab OR microvascular:ti,ab OR mace:ti,ab OR 'coronary heart disease':ti,ab OR 'coronary artery disease':ti,ab OR 'myocardial infarction':ti,ab OR stroke:ti,ab OR 'heart failure':ti,ab OR mortality:ti,ab OR death:ti,ab OR kidney:ti,ab OR renal:ti,ab OR ckd:ti,ab OR nephropathy:ti,ab OR retinopathy:ti,ab OR neuropathy:ti,ab

	#4
	'cohort analysis'/exp OR 'prospective study'/exp OR 'retrospective study'/exp OR 'longitudinal study'/exp OR 'follow up'/exp OR 'randomized controlled trial'/exp OR cohort:ti,ab OR prospective:ti,ab OR retrospective:ti,ab OR longitudinal:ti,ab OR 'follow up':ti,ab OR follow-up:ti,ab OR registry:ti,ab OR database:ti,ab OR 'real world':ti,ab OR real-world:ti,ab OR 'post hoc':ti,ab OR post-hoc:ti,ab OR 'secondary analysis':ti,ab

	#5
	'review'/it OR 'systematic review'/de OR 'meta analysis'/de OR 'network meta analysis'/de OR 'letter'/it OR 'editorial'/it OR 'comment'/it OR 'conference abstract'/it OR 'conference review'/it

	#6
	#1 AND #2 AND #3 NOT #5  [Recommended sensitive search]

	#7
	#1 AND #2 AND #3 AND #4 NOT #5  [Optional precision search]



Supplementary Table S3. Studies excluded (n=26) with reasons
	No.
	Full reference
	Primary reason for exclusion

	1
	Davies A, Grieve E, McCombie L, McIntosh A, McConnachie A, Leslie WS, et al. Cost-effectiveness of the diabetes remission clinical trial (DiRECT)/Counterweight-Plus weight management programme, based on 5-year follow-up. Diabet Med. 2026;43(6):e70306. doi:10.1111/dme.70306.
	Ineligible study design or population

	2
	Ghusn W, Salame M, Sayegh L, Hage K, Storm AC, Abu Dayyeh BK, et al. The association between microvascular and macrovascular diseases and diabetes remission after bariatric surgery. Surg Endosc. 2024;38(4):1835-1843. doi:10.1007/s00464-024-10687-0.
	Remission was assessed as the outcome rather than the exposure

	3
	Giudicelli G, Krause N, Turin-Huet V, Robert M, Segrestin B, Toso C, et al. Type 2 diabetes remission and metabolic outcomes 5 years after Roux-en-Y gastric bypass in young vs older adults: a multicentre matched cohort study. Diabetologia. 2026;69(6):1508-1518. doi:10.1007/s00125-025-06665-3.
	Remission was assessed as the outcome rather than the exposure

	4
	Madsen LR, Bek T, Richelsen B. Diabetic retinopathy in people with type 2 diabetes and obesity treated by Roux-en-Y gastric bypass compared with non-operated controls: with focus on the role of diabetes remission in a cross-sectional and a 6-year follow-up study. Diabet Med. 2019;36(4):457-464. doi:10.1111/dme.13876.
	No eligible longitudinal analysis of adverse health outcomes after remission

	5
	Sjöström L, Peltonen M, Jacobson P, Ahlin S, Andersson-Assarsson J, Anveden Å, et al. Association of bariatric surgery with long-term remission of type 2 diabetes and with microvascular and macrovascular complications. JAMA. 2014;311(22):2297-2304. doi:10.1001/jama.2014.5988.
	No eligible longitudinal analysis of adverse health outcomes after remission

	6
	Abbatini F, Capoccia D, Casella G, Soricelli E, Leonetti F, Basso N. Long-term remission of type 2 diabetes in morbidly obese patients after sleeve gastrectomy. Surg Obes Relat Dis. 2013;9(4):498-502. doi:10.1016/j.soard.2012.09.003.
	Remission was assessed as the outcome rather than the exposure

	7
	Adami GF, Camerini G, Papadia F, Catalano MF, Carlini F, Cordera R, et al. Type 2 diabetes remission and control in overweight and mildly obese diabetic patients at long-term follow-up after biliopancreatic diversion. Obes Surg. 2019;29(1):239-245. doi:10.1007/s11695-018-3511-6.
	Remission was assessed as the outcome rather than the exposure

	8
	Agegn A, Abebe M, Hassen HM. Time to first remission and associated factors in type 2 diabetes mellitus: a retrospective cohort study in Ethiopia. BMC Endocr Disord. 2026. doi:10.1186/s12902-026-02346-3.
	Remission was assessed as the outcome rather than the exposure

	9
	Agha A, Afandi B, Alhammadi WI, Almaskari HTJM, Alshamsi A, Saleem M, et al. Impact of bariatric surgery on type 2 diabetes mellitus: a comprehensive 5-year analysis of weight loss, glycemic control, and cardiometabolic outcomes. Obes Med. 2025;58:100656. doi:10.1016/j.obmed.2025.100656.
	Remission was assessed as the outcome rather than the exposure

	10
	AhmadQaderi F, Pazouki A, Pishgahroudsari M, Moradi R, Allam Aldin H, Ali A, et al. Anemia following one anastomosis gastric bypass: a comparative study of diabetic and non-diabetic patients. Obes Surg. 2026;36(6):2811-2818. doi:10.1007/s11695-026-08632-2.
	No eligible longitudinal analysis of adverse health outcomes after remission

	11
	Akpinar EO, Liem RSL, Nienhuijs SW, Greve JWM, Marang-van de Mheen PJ; Dutch Audit for Treatment of Obesity Research Group. Metabolic effects of bariatric surgery on patients with type 2 diabetes: a population-based study. Surg Obes Relat Dis. 2021;17(7):1349-1358. doi:10.1016/j.soard.2021.02.014.
	Remission was assessed as the outcome rather than the exposure

	12
	Almuhanna M, Soong TC, Lee WJ, Chen JC, Wu CC, Lee YC. Twenty years' experience of laparoscopic 1-anastomosis gastric bypass: surgical risk and long-term results. Surg Obes Relat Dis. 2021;17(5):968-975. doi:10.1016/j.soard.2021.01.010.
	Remission was assessed as the outcome rather than the exposure

	13
	Aminian A, Brethauer SA, Andalib A, Punchai S, Mackey J, Rodriguez J, et al. Can sleeve gastrectomy ‘cure’ diabetes? Long-term metabolic effects of sleeve gastrectomy in patients with type 2 diabetes. Ann Surg. 2016;264(4):674-681. doi:10.1097/SLA.0000000000001857.
	Remission was assessed as the outcome rather than the exposure

	14
	Anazco D, Ghusn W, Campos A, Cifuentes L, Fansa S, Tama E, et al. Type 2 diabetes remission in patients with heterozygous variants in the leptin-melanocortin pathway after Roux-en-Y gastric bypass: a matched case-control study. Obes Surg. 2023;33(11):3502-3509. doi:10.1007/s11695-023-06859-x.
	Remission was assessed as the outcome rather than the exposure

	15
	Bilak JM, Yeo JL, Gulsin GS, Marsh AM, Sian M, Dattani A, et al. Impact of the remission of type 2 diabetes on cardiovascular structure and function, exercise capacity and risk profile: a propensity matched analysis. J Cardiovasc Dev Dis. 2023;10(5):191. doi:10.3390/jcdd10050191.
	No eligible longitudinal analysis of adverse health outcomes after remission

	16
	Butler AE, Ramanjaneya M, Moin ASM, Hunt SC, Atkin SL. Clinical improvement may not reflect metabolic homeostasis normalization in subjects with and without Roux-en-Y bariatric surgery after 12 years: comparison of surgical subjects to a lean cohort. Front Endocrinol (Lausanne). 2023;14:1228853. doi:10.3389/fendo.2023.1228853.
	No eligible longitudinal analysis of adverse health outcomes after remission

	17
	Caiazzo R, Arnalsteen L, Pigeyre M, Dezfoulian G, Verkindt H, Kirkby-Bott J, et al. Long-term metabolic outcome and quality of life after laparoscopic adjustable gastric banding in obese patients with type 2 diabetes mellitus or impaired fasting glucose. Br J Surg. 2010;97(6):884-891. doi:10.1002/bjs.6993.
	Remission was assessed as the outcome rather than the exposure

	18
	Carlsson LMS, Sjöholm K, Karlsson C, Jacobson P, Andersson-Assarsson JC, Svensson PA, et al. Long-term incidence of microvascular disease after bariatric surgery or usual care in patients with obesity, stratified by baseline glycaemic status: a post-hoc analysis of participants from the Swedish Obese Subjects study. Lancet Diabetes Endocrinol. 2017;5(4):271-279. doi:10.1016/S2213-8587(17)30061-X.
	No eligible longitudinal analysis of adverse health outcomes after remission

	19
	Chen YJ, Corsino L, Shantavasinkul PC, Grant J, Portenier D, Ding L, et al. Gastric bypass surgery leads to long-term remission or improvement of type 2 diabetes and significant decrease of microvascular and macrovascular complications. Ann Surg. 2016;263(6):1138-1142. doi:10.1097/SLA.0000000000001509.
	No eligible longitudinal analysis of adverse health outcomes after remission

	20
	Cheng JY, Yu HC, Gu YL, Ma CF, Li CF, Pan ZM, et al. Diabetes remission and diabetic complications of bariatric surgery vs medical management in patients with type 2 diabetes: a meta-analysis of randomized controlled trials. Diabetes Obes Metab. 2025;27(12):7441-7453. doi:10.1111/dom.70152.
	Ineligible study design or population

	21
	de Almeida RR, Aidar FJ, Souza MFCD, Oliveira VB, Pereira LMC, Oliveira JLM, et al. Remission of diabetes and cardiometabolic risk in patients after 5 years of bariatric surgery: a case-control study. Obes Med. 2022;31:100407. doi:10.1016/j.obmed.2022.100407.
	No eligible longitudinal analysis of adverse health outcomes after remission

	22
	Dionne V, Iglesies-Grau J, Latour É, Besnier F, Gagnon C, Gayda M, et al. Optimizing cardiovascular health with a type 2 diabetes remission program: ultraprocessed food-intake reduction, Mediterranean diet, chrononutrition and physical training—the DIABEPIC-2 pilot study. Diabetes Obes Metab. 2025;27(12):7374-7384. doi:10.1111/dom.70142.
	No eligible longitudinal analysis of adverse health outcomes after remission

	23
	Inge TH, Miyano G, Bean J, Helmrath M, Courcoulas A, Harmon CM, et al. Reversal of type 2 diabetes mellitus and improvements in cardiovascular risk factors after surgical weight loss in adolescents. Pediatrics. 2009;123(1):214-222. doi:10.1542/peds.2008-0522.
	Ineligible study design or population

	24
	Ke ZG, Li F, Zhou XM, Sun F, Zhu ZM, Tong WD. Impact of metabolic surgery on 10-year cardiovascular disease risk in Chinese individuals with type 2 diabetes. Surg Obes Relat Dis. 2021;17(3):498-507. doi:10.1016/j.soard.2020.11.013.
	No eligible longitudinal analysis of adverse health outcomes after remission

	25
	Lautenbach A, Wernecke M, Mann O, Wagner J, Wolter S, Stoll F, et al. Low-grade hepatic steatosis is associated with long-term remission of type 2 diabetes independent of type of bariatric-metabolic surgery. Obes Surg. 2023;33(2):530-538. doi:10.1007/s11695-022-06406-0.
	Remission was assessed as the outcome rather than the exposure

	26
	Shah SS, Todkar JS, Shah PS, Cummings DE. Diabetes remission and reduced cardiovascular risk after gastric bypass in Asian Indians with body mass index <35 kg/m². Surg Obes Relat Dis. 2010;6(4):332-338. doi:10.1016/j.soard.2009.08.009.
	No eligible longitudinal analysis of adverse health outcomes after remission



Supplementary Table S4. Basic characteristics of the included studies
	Study
	Year
	Country
	Study design and data source
	Study population
	Sample size
	Age, years
	Women, %
	Definition of diabetes remission
	Follow-up
	Outcome(s) included in quantitative synthesis
	Selected adjusted effect estimate(s)
	Covariates
	
Comparator group definition
	Timing of remission assessment and temporal handling
	Outcome components
	Remission definition category
	Competing-risk handling

	Fadini16
	2025
	Italy
	Multicentre retrospective cohort using electronic clinical records (GLIMPLES)
	People with type 2 diabetes who initiated a GLP-1 receptor agonist during 2010–2022
	14,141
	Approximately 60
	40.0
	HbA1c <6.5% maintained for at least 3 months without usual glucose-lowering pharmacotherapy.
	Mean 4.0 years
	Cardiovascular events; Macrovascular complications; Microvascular complications
	Cardiovascular events: HR 0.71 (95% CI 0.47–1.08); Microvascular complications: HR 0.84 (95% CI 0.72–0.97); Macrovascular complications: HR 1.01 (95% CI 0.83–1.14).
	Age, diabetes duration, BMI, eGFR, macroangiopathy, sulfonylurea use, SGLT-2 inhibitor use, insulin use, statin use, and antiplatelet therapy.
	For each remission definition, participants meeting that definition were compared with participants who did not meet the same remission definition during follow-up.
	The index date was initiation of GLP-1 receptor agonist therapy. Remission was identified during post-index follow-up using visits grouped into 3-month intervals, and only the first remission episode was considered. Incident complications were assessed during post-index follow-up; however, the article did not clearly state that outcome risk time was restarted at the date of remission.
	Cardiovascular events: acute myocardial infarction, stroke or transient ischaemic attack, or revascularisation at any site. Microvascular complications (microangiopathy): new chronic kidney disease, retinopathy or maculopathy, or neuropathy. Macrovascular complications (macroangiopathy): new coronary artery disease, cerebrovascular disease, peripheral arterial disease, or asymptomatic atherosclerosis.
	Sustained/confirmed remission
	No competing-risk analysis was performed; vital status was unavailable, and censoring at the last clinical encounter could reflect either death or loss to follow-up.

	Shimayama17
	2025
	Japan
	Retrospective historical cohort using a nationwide claims database (JMDC)
	Adults aged 20–72 years with type 2 diabetes at the first health check-up, no prior coronary artery disease or stroke, and >3 years of follow-up
	18,058 with diabetes at baseline
	No remission: 51 (46–55); remission: 50 (44–55)
	No remission: 13.35; remission: 13.64
	HbA1c <6.5% and no diabetes medication at the second annual check-up; a single-assessment epidemiological surrogate definition.
	Median 5.0 years
	Cardiovascular events; Macrovascular complications
	Cardiovascular events: HR 0.71 (95% CI 0.57–0.89) (the same CVD estimate also contributed to the submitted broader macrovascular analysis).
	Age, sex, current smoking, BMI, systolic blood pressure, LDL-C, HDL-C, antihypertensive drug therapy, and dyslipidemic drug therapy.
	DM+/remission was compared with DM+/no remission; the comparator had diabetes at the first check-up and did not meet remission criteria at the second check-up.
	Diabetes status was defined at the first health check-up, and remission was assessed at the second check-up approximately 1 year later. This 1-year period served as the baseline classification window. Remission was treated as a fixed exposure thereafter; the exact calendar time origin for outcome follow-up was not explicitly stated.
	Cardiovascular disease: composite of coronary artery disease and stroke, identified using claims-based ICD-10 and relevant procedure codes.
	Single-time-point surrogate definition
	Not Report

	Wu18
	2024
	China
	Population-based cohort using territory-wide electronic medical records (RAMP-DM)
	Adults aged 18–75 years with newly diagnosed type 2 diabetes and no major baseline cardiovascular, cancer, renal, or insulin-related exclusions
	37,326
	56.6 (SD 9.9)
	49.5
	At least two consecutive HbA1c values <6.5% at least 6 months apart, without glucose-lowering drugs between measurements and for at least 3 months before the first qualifying value.
	Median 7.9 years (IQR 5.0–10.4) for mortality
	All-cause mortality
	All-cause mortality: HR 0.69 (95% CI 0.52–0.93).
	1-year weight change, age at diabetes diagnosis, sex, assessment year, BMI, waist circumference, HbA1c, systolic blood pressure, LDL-C, HDL-C, triglycerides, eGFR, smoking, alcohol drinking, oral GLD use, blood pressure-lowering drug use, lipid-lowering drug use, and diabetes duration.
	Participants who achieved incident diabetes remission were compared with participants who did not achieve remission during follow-up.
	Remission was confirmed by two consecutive HbA1c measurements <6.5% at least 6 months apart, and the date of the first qualifying HbA1c measurement was defined as the incident remission date. For the mortality analysis, participants with remission were followed from the date of remission, whereas those without remission were followed from the baseline RAMP-DM assessment.
	All-cause mortality: death from any cause recorded in the Hong Kong Hospital Authority electronic medical record system.
	Sustained/confirmed remission
	Cause-specific mortality was analysed using conventional Cox proportional-hazards models; competing-risk handling was not reported.

	Gregg11
	2024
	United States
	Post hoc observational analysis of a multicentre randomised trial (Look AHEAD)
	Adults aged 45–76 years with type 2 diabetes and overweight or obesity
	4,132
	Mean 59
	58.0
	HbA1c <6.5% without glucose-lowering medication at a single follow-up visit; an epidemiological surrogate definition.
	12-year follow-up; median 10.2 years
	Cardiovascular events; Macrovascular complications
	Cardiovascular events: HR 0.60 (95% CI 0.47–0.79) (the same CVD estimate also contributed to the submitted broader macrovascular analysis).
	Baseline mean blood pressure, history of cardiovascular disease, diabetes duration, HbA1c, and intervention arm.
	Participants with any documented remission before the first CVD event were compared with participants with no remission before the event/during follow-up.
	Remission was assessed repeatedly at scheduled follow-up visits (annually during years 1–4 and every 2 years thereafter). Outcome follow-up began at study baseline, but only remission occurring before the first outcome event was considered. If an event occurred before remission, the event was attributed to the no-remission group and subsequent remission was not considered in the time-to-first-event analysis.
	Cardiovascular disease: composite of cardiovascular death, non-fatal acute myocardial infarction, non-fatal stroke, or hospital admission for angina.
	Single-time-point surrogate definition
	Not Report

	Carlsson19
	2024
	Sweden
	Post hoc analysis of a prospective controlled cohort (Swedish Obese Subjects study)
	Adults aged 37–60 years with obesity and type 2 diabetes who underwent bariatric surgery or received usual obesity care
	586
	Remission: 48.9 (SD 6.0); no remission: 50.2 (SD 6.2)
	Remission: 61.3; no remission: 60.6
	HbA1c <48 mmol/mol or fasting blood glucose <6.1 mmol/L (corresponding plasma glucose <7.0 mmol/L), without diabetes medication, assessed at 2 years.
	Median 26.2 years (IQR 22.7–28.7); maximum 32.2 years
	All-cause mortality; Cardiovascular events; ,Microvascular complications; Macrovascular complications
	All-cause mortality: HR 0.71 (95% CI 0.54–0.95); Cardiovascular events: HR 0.54 (95% CI 0.38–0.77) (the same CVD estimate also contributed to the submitted broader macrovascular analysis); Microvascular complications: HR 0.36 (95% CI 0.28–0.48).
	Age, sex, baseline BMI, smoking, year of study inclusion, diabetes duration, previous cardiovascular disease, hypertension, and total cholesterol.
	Participants in remission at the 2-year examination were compared with participants with T2D who were not in remission at that examination.
	Remission status was determined at the 2-year examination and treated as a fixed exposure. Survival and morbidity analyses were conditioned on participants surviving and attending the 2-year examination, and outcome follow-up therefore began after this 2-year landmark.
	All-cause mortality: death from any cause. Cardiovascular disease: incident cardiovascular disease captured through the Swedish National Patient Register using prespecified ICD and intervention codes. Microvascular complications: incident microvascular events captured through the Swedish National Patient Register using prespecified ICD and intervention codes.
	Single-time-point remission
	Fine–Gray competing-risk regression was used for cause-specific mortality, with deaths from other causes treated as competing events. For cause-specific morbidity, conventional Cox models were used and no competing-risk adjustment was reported.

	Dambha-Miller9
	2023
	United Kingdom
	Population-based retrospective cohort using linked primary-care electronic records (CHIA)
	People with type 2 diabetes registered in 150 primary-care practices with continuous linked records from 2013 to 2020 or death
	60,287 overall; 60,138 in the adjusted mortality analysis
	64.6 (SD 12.0)
	42.9
	Two HbA1c measurements <48 mmol/mol (6.5%) at least 6 months apart, without diabetes medication and with no history of bariatric surgery.
	Mean 6.9 years
	All-cause mortality
	All-cause mortality: HR 0.92 (95% CI 0.86–0.99).
	Age, sex, ethnicity, Index of Multiple Deprivation, baseline weight, diabetes duration, number of comorbidities, and clustering within practices.
	Participants who achieved remission at any point during follow-up were compared with participants who did not achieve remission during follow-up.
	Remission could be achieved at any point during the 7-year follow-up and required at least two follow-up HbA1c measurements. The selected analysis classified participants according to whether remission occurred at any point during follow-up. The article did not describe resetting time zero to the date of remission for this binary ever-remission comparison.
	All-cause mortality: death from any cause.
	Sustained/confirmed remission
	Not Report

	Hounkpatin10
	2021
	United Kingdom
	Population-based retrospective cohort using linked primary-care electronic records (CHIA)
	Adults aged 18–85 years with type 2 diabetes registered in 150 general practices and continuous records from 2013 to 2020
	60,287 overall; 59,483 in maximally adjusted analysis
	Remission: 67.0 (SD 11.4); no remission: 64.2 (SD 12.0)
	Remission: 47.2; no remission: 42.3
	Two consecutive HbA1c measurements <48 mmol/mol (6.5%) at least 6 months apart, without diabetes medication or bariatric surgery; remission assessed during a 2-year landmark period.
	7 years overall; outcomes assessed over the subsequent 5 years
	Cardiovascular events; Macrovascular complications; Microvascular complications
	Cardiovascular events: HR 0.75 (95% CI 0.64–0.88); Microvascular complications: HR 0.68 (95% CI 0.62–0.74); Macrovascular complications: HR 0.78 (95% CI 0.69–0.89).
	Baseline weight; age, sex, ethnicity, and Index of Multiple Deprivation; diabetes duration; pre-existing CVD; number of comorbidities; last observed BMI; last observed hypertension status; and clustering within practices.
	Participants who achieved remission during the first 2 years were compared with those who did not achieve remission during that 2-year assessment period.
	Remission was assessed during the first 2 years of follow-up using two consecutive HbA1c measurements <6.5% at least 6 months apart. A 2-year landmark approach was used: only participants alive at the end of the remission-assessment period were included, and cardiovascular, microvascular, and macrovascular outcomes were assessed during the subsequent 5 years.
	Cardiovascular events: myocardial infarction, amputation, and stroke. Microvascular complications: peripheral neuropathy, retinopathy, and nephropathy. Macrovascular complications: stroke, myocardial infarction, coronary heart disease, peripheral arterial disease, and amputation.
	Sustained/confirmed remission
	Not Report

	Madsen20
	 2019
	Denmark
	Population-based matched cohort with a 1-year landmark analysis using nationwide Danish registries
	Adults with type 2 diabetes and obesity who underwent Roux-en-Y gastric bypass during 2006–2015
	1,061 classified by 1-year remission status (1,111 overall)
	Median 46.8 (IQR 39.9–54.3)
	63.5
	No glucose-lowering drug use with HbA1c <48 mmol/mol, or metformin monotherapy with HbA1c <42 mmol/mol; participants with neither medication use nor HbA1c testing during 6 months were also classified as remitted.
	Median 5.3 years (IQR 4.0–6.3) from surgery; outcome analysis began 1 year after surgery
	Macrovascular complications; Microvascular complications
	Microvascular complications: HR 0.43 (95% CI 0.25–0.72); Macrovascular complications: HR 0.76 (95% CI 0.40–1.45).
	Sex, age, diabetes duration, and pre-index microvascular and macrovascular disease.
	Among RYGB-operated participants, those with successful diabetes remission within the first year were compared with those without successful remission within the first year.
	Remission status was determined during the first year after Roux-en-Y gastric bypass using 6-month assessment periods. For remission-versus-non-remission complication analyses, outcome follow-up began on day 366, and participants who developed microvascular or macrovascular complications during the first year were excluded.
	Microvascular complications: diabetic retinopathy, diabetic neuropathy, and diabetic kidney disease. Macrovascular complications: ischaemic heart disease, cerebrovascular disease, and peripheral and abdominal vascular disease.
	Surrogate/modified definition
	Follow-up ended at death; no competing-risk regression was reported.

	Friedman21
	2019
	United States
	Prospective multicentre observational bariatric-surgery cohort (LABS-2)
	Adults with type 2 diabetes undergoing first-time bariatric surgery at 10 hospitals across six clinical centres
	737 overall; 477 in albuminuria analysis
	Median 52 (IQR 44–58)
	70.6
	Partial remission: HbA1c 5.7% to <6.5% or fasting glucose 100–125 mg/dL; complete remission: HbA1c <5.7% or fasting glucose <100 mg/dL. Both required no active diabetes medication, with specified exceptions for metformin.
	Up to 5 years
	Not included (renal outcomes were not sufficiently comparable for pooling)
	Not included in the quantitative meta-analysis.
	Not applicable to the quantitative synthesis
	No pooled comparator was used in this meta-analysis. 
	Diabetes remission status and kidney outcomes were assessed repeatedly at annual visits for up to 5 years after bariatric surgery. Longitudinal kidney outcomes were analyzed using mixed-effects models rather than a time-to-event framework; therefore, this study was included in the qualitative synthesis but not in the quantitative meta-analysis.
	Kidney outcomes: estimated glomerular filtration rate (eGFR), urinary albumin excretion/albuminuria, and prognostic risk for chronic kidney disease.
	Surrogate/modified definition
	Not Report

	Coleman22
	2016
	United States
	Multisite retrospective bariatric-surgery cohort using the Health Care Systems Research Network Virtual Data Warehouse
	Adults aged 20–79 years with severe obesity and type 2 diabetes who underwent primary bariatric surgery and were free of major pre-existing microvascular disease
	4,683
	46.7 (SD 9.7)
	76.0
	HbA1c <6.5% after discontinuation of all diabetes medications for at least 90 days and/or fasting plasma glucose <126 mg/dL after discontinuation of all medications for at least 7 days.
	Up to 10 years; cumulative outcomes reported at 1, 3, 5, and 7 years
	Microvascular complications
	Microvascular complications: HR 0.71 (95% CI 0.60–0.85).
	Age, sex, race/ethnicity, bariatric procedure, surgery year, insurance, BMI, smoking, observed diabetes duration before surgery, insulin use, oral diabetes medication use, LDL cholesterol, triglycerides, blood pressure and antihypertensive treatment, cholesterol-lowering treatment, aspirin/other platelet inhibitor use, and pre-surgery cardiovascular event; stratified by study site.
	At each point in follow-up, patients currently in remission were compared with patients who had not remitted; the selected estimate came from the adjusted main-effects model.
	Follow-up began on the date of bariatric surgery. Remission and relapse status were assessed continuously throughout postsurgical follow-up and modeled as time-varying exposure states in Cox regression. Participants were followed until the first incident microvascular event or censoring.
	Microvascular disease: first occurrence of retinopathy, neuropathy, or nephropathy; nephropathy incorporated renal-function criteria including repeated reduced eGFR measurements.
	Surrogate/modified definition
	Death was treated as a censoring event; no competing-risk regression was reported.


Abbreviations: CHIA, Care and Health Information Analytics; GLIMPLES, GLP-1RA for Simplification in Diabetes; GLP-1, glucagon-like peptide-1; HbA1c, glycated hemoglobin; IQR, interquartile range; LABS-2, Longitudinal Assessment of Bariatric Surgery-2; Look AHEAD, Action for Health in Diabetes; RAMP-DM, Risk Assessment and Management Programme for Diabetes Mellitus; SD, standard deviation.

Supplementary Table S5. Quality assessment of included studies
	Author
(Publication Year)
	Newcastle-Ottawa Scale

	
	Selection
	Comparability
	Outcome
	Total

	
	a
	b
	c
	d
	e
	f
	g
	h
	i
	

	Carlsson et al., 2024
	0
	★
	★
	★
	★
	★
	★
	★
	★
	8

	Coleman et al., 2016
	★
	★
	★
	★
	★
	★
	★
	★
	0
	8

	Dambha-Miller et al., 2023
	★
	★
	★
	★
	★
	★
	★
	★
	★
	9

	Wu et al., 2024
	0
	★
	★
	0
	★
	0
	★
	★
	★
	6

	Fadini et al., 2025
	★
	★
	★
	★
	★
	★
	★
	★
	0
	8

	Friedman et al., 2019
	★
	★
	★
	0
	★
	★
	★
	★
	0
	7

	Gregg et al., 2024
	0
	★
	★
	★
	★
	★
	★
	★
	★
	8

	Hounkpatin et al., 2021
	★
	★
	★
	0
	★
	★
	★
	★
	★
	8

	Madsen et al., 2019
	★
	★
	★
	0
	★
	★
	★
	★
	★
	8

	Shimayama et al., 2025
	0
	★
	★
	★
	★
	★
	★
	★
	0
	7


Note: a.Representativeness of the exposed cohort.  
b.Selection of the non-exposed cohort.   
c.Ascertainment of exposure.   
d.Demonstration that outcome of interest was not present at start of study.   
e.Comparability of cohorts on the basis of the design or analysis (adjusted for age).   
f.Comparability of cohorts on the basis of the design or analysis (adjusted for any other factor).   
g.Assessment of outcome.  
h.Was follow-up long enough for outcomes to occur (>5 years).  
i.Adequacy of follow-up of cohorts (>5 years).
Supplementary Table S6. Sensitivity analysis restricted to studies using valid temporal alignment strategies
	Outcome
	Studies
	Temporal strategy
	Pooled HR
	95% CI lower
	95% CI upper
	P value
	Tau²
	I² (%)
	Q
	df
	Q-test P value

	Cardiovascular events
	2 studies (Carlsson 2024; Hounkpatin 2021)
	Landmark
	0.70
	0.58
	0.84
	0.025
	0.000
	0.0
	0.02
	1
	0.890

	Microvascular complications
	4 studies (Carlsson 2024; Coleman 2016; Hounkpatin 2021; Madsen 2019)
	Landmark/time-varying
	0.54
	0.31
	0.93
	0.037
	0.101
	91.1
	22.78
	3
	0.000

	Macrovascular complications
	3 studies (Carlsson 2024; Hounkpatin 2021; Madsen 2019)
	Landmark
	0.70
	0.42
	1.16
	0.091
	0.027
	48.7
	3.69
	2
	0.158


Abbreviations: HR, hazard ratio; CI, confidence interval; REML, restricted maximum likelihood.

Supplementary Table S7. GRADE evidence profile for type 2 diabetes remission and adverse health outcomes
	Certainty assessment
	Total
no.
	Effect
	Certainty

	Outcome
	No. of
studies
	Study design
	Risk of
bias
	Inconsistency
	Indirectness
	Imprecision
	Publication
bias
	Other
considerations
	
	Relative
	Absolute
	

	
	
	
	
	
	
	
	
	
	
	(95% CI)
	(95% CI)
	

	All-cause mortality
	3
	non-randomised
studies
	not seriousᵃ
	seriousc
	not serious
	seriousd
	Not assessed
	none
	98,050
	HR 0.80
(0.53 to 1.21)
	Not estimableg
	⨁◯◯◯
Very low

	Cardiovascular events
	5
	non-randomised
studies
	not seriousᵃ
	not serious
	not serious
	not serious
	Not assessed
	none
	96,400
	HR 0.68
(0.59 to 0.80)
	Not estimableg
	⨁⨁◯◯
Low

	Microvascular complications
	5
	non-randomised
studies
	seriousb
	seriouse
	not serious
	not serious
	Not assessed
	none
	79,953
	HR 0.60
(0.38 to 0.93)
	Not estimableg
	⨁◯◯◯
Very low

	Macrovascular complications
	6
	non-randomised
studies
	seriousb
	seriousf
	not serious
	not serious
	Not assessed
	none
	97,461
	HR 0.74
(0.58 to 0.93)
	Not estimableg
	⨁◯◯◯
Very low


CI, confidence interval; GRADE, Grading of Recommendations Assessment, Development and Evaluation; HR, hazard ratio; NR, not reported.
All included studies were observational, so certainty started at low. High certainty: the true effect is very likely to be close to the estimate. Moderate certainty: the true effect is likely to be close to the estimate, but may be substantially different. Low certainty: confidence in the estimate is limited. Very low certainty: there is very little confidence in the estimate, and the true effect is likely to be substantially different.
a. No downgrade was applied for risk of bias because included studies used adjusted longitudinal analyses and no major limitations in study design or execution were identified. Residual confounding cannot be completely excluded.
b. Downgraded for serious risk of bias due to differences in remission definitions, outcome ascertainment approaches, and potential residual confounding across studies.
c. Downgraded one level for serious unexplained inconsistency (I² = 65%).
d. Downgraded one level for serious imprecision because the 95% CI ranged from a clinically important reduction to a trivial effect close to the null (HR 0.53to 1.21).
e. Downgraded one level for serious unexplained inconsistency (I² = 93.4%).
f. Downgraded one level for serious unexplained inconsistency (I² = 75.6%).
g. Absolute effects were not estimated because a representative baseline risk and a common follow-up horizon were unavailable; an HR alone cannot be converted reliably into an absolute risk difference.


Supplementary Figure S1. Subgroup analyses of the associations between type 2 diabetes remission and adverse health outcomes according to the approach to achieving remission. (A) All-cause mortality; (B) cardiovascular events; (C) microvascular complications; and (D) macrovascular complications.
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Note:CVD, cardiovascular disease.
Supplementary Figure S2. Subgroup analyses of the associations between type 2 diabetes remission and adverse health outcomes according to remission ascertainment strategy. (A) All-cause mortality; (B) cardiovascular events; (C) microvascular complications; and (D) macrovascular complications.

Note:CVD, cardiovascular disease.

Supplementary Figure S3. Forest plot of the association between type 2 diabetes remission and macrovascular complications.
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