
Comment
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The sleeve gastrectomy (SG) and Roux-en-Y gastric
bypass (RYGB) are the most performed bariatric oper-
ations worldwide.1 However, there is still debate on
which procedure delivers safe and better long-term
weight loss (WL) and comorbidity control as only a
few level 1 studies compared both techniques.2,3

In this Issue of The Lancet Regional Health—Europe,
Hart et al.4 compared the long-term WL effects after SG
and RYGB in a randomised controlled trial (RCT).

The SleeveBypass study was designed as an equiva-
lence study conducted in two Dutch bariatric hospitals,
including 628 patients. The primary outcome was
weight loss reported by percentage excess body mass
index loss (EBMIL) at 5 years, and the predefined clin-
ically relevant equivalence delta was ±13%, while the
secondary outcomes were control of type 2 diabetes
(T2D), hypertension, obstructive sleep apnoea (OSA),
gastroesophageal reflux disease (GERD), and health-
related quality of life (HRQOL).

In all measures of weight loss, RYGB was signifi-
cantly better than SG. Total body weight loss (TBWL)
after RYGB at 5 years was 26.5% and 22.5% after SG
(p < 0.001). The minimum TBWL after RYGB was the
maximum TBWL after SG (24.3%), while the highest
weight reached after RYGB was the lowest after SG at 5
years. At 1 year of follow-up, SG and RYGB produced
similar WL; however, at 5 years, weight-regain (WR) was
statistically significant after SG.

This clinical trial has some limitations that need to
be highlighted and may affect its interpretation. First, a
delta of ±13% EBMIL was used. A well-selected margin
is vital for the quality of the entire study. A margin that
is too wide may obscure relevant differences between
the treatments. Unfortunately, there is no consensus on
defining the margin, and this process is often poorly
reported.5 Secondly, choosing EBMIL and not total body
weight loss (TBWL) made the primary endpoint
dependent on baseline BMI. Previous RCTs that have
compared RYGB with SG and used weight loss as the
primary outcome have shown better WL outcomes after
RYGB (Table 1).

The SleeveBypass study was not powered to detect
differences in secondary outcomes. There is a trend for
better control of OSA and hypertension and a statistical
significance of dyslipidaemia resolution favouring
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RYGB. However, in this study, no solid conclusion can
be drawn related to the effects of either technique.

SG and RYGB had similar rates of major complica-
tions. Minor ones were more frequent after RYGB and
up to 30 days after surgery. Reoperations rate was
similar (12.5% after SG and 10.1% after RYGB). How-
ever, most reoperations after RYGB were due to internal
hernias and were incidental findings in planned lapa-
roscopies. It was unclear if all mesenteric defects were
closed during the index operations and that step sharply
decreases the incidence of internal hernias after RYGB.8

Like other RCTs, both interventions improved
HRQOL. The Sleevepass study9 showed that HRQOL
decreases to baseline levels at 7 years, regardless of the
procedure. However, disease-specific QOL (DSQOL)
was still better at 7 years and related to the magnitude of
WL, which was greater after RYGB. Moreover, people
with GERD experience health-related quality of life
decrements compared with the general population.10

That was not accounted for in the SleeveBypass study,
and the appropriate questionnaires were not used. Thus,
that may mislead the interpretation of QOL in this trial,
either not considering GERD or DSQOL.

In conclusion, RYGB had better WL, similar rate of
major complications, and a trend for better comorbid-
ities control despite more minor complications. WR and
GERD leading to the conversion of SG to RYGB and the
lack of precise measures of QOL are significant con-
cerns. Obesity is a chronic illness; thus, safe and durable
treatments and superiority trials are still needed to help
decide the best surgical option. The SleeveBypass did
WL = weight loss; T2D = type 2 diabetes; EBMIL = excess body mass index loss; EWL = excess weight loss;
TBWL = total body weight loss; SG = sleeve gastrectomy; RYGB = Roux-en-Y gastric bypass. aNot powered to
detect differences in T2D control. bCombination of data from 2 randomised controlled trials (Sleevepass and
SMBOSS). cNot powered to detect differences between techniques, but showed a trend favouring RYGB.

Table 1: Summary of randomized controlled trials that compared the sleeve gastrectomy and
Roux-en-Y gastric bypass regarding weight loss and type 2 diabetes control.
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not answer the question but showed that RYGB may still
be the preferred option, with better and more durable
WL.
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