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OBJECTIVE

To determine whether silastic ring laparoscopic Roux-en-Y gastric bypass (SR-
LRYGB) or laparoscopic sleeve gastrectomy (LSG) produces superior diabetes
remission at 5 years.

RESEARCH DESIGN AND METHODS

In a single-center, double-blind trial, 114 adults with type 2 diabetes and BMI
35–65 kg/m2 were randomly assigned to SR-LRYGB or LSG (1:1; stratified by
age-group, BMI group, ethnicity, diabetes duration, and insulin therapy) using a
web-based service. Diabetes and other metabolic medications were adjusted accord-
ing to a prespecified protocol. The primary outcomewas diabetes remission assessed
at 5 years, defined by HbA1c <6% (42 mmol/mol) without glucose-lowering medica-
tions. Secondary outcomes included changes in weight, cardiometabolic risk factors,
quality of life, and adverse events.

RESULTS

Diabetes remission after SR-LRYGB versus LSG occurred in 25 (47%) of 53 vs. 18
(33%) of 55 patients (adjusted odds ratios 4.5 [95% CI 1.6, 15.5; P 5 0.009] and
4.2 [1.3, 13.4; P5 0.015] in the intention-to-treat analysis). Percent body weight
loss was greater after SR-LRYGB than after LSG (absolute difference 10.7%; 95%
CI 7.3, 14.0; P < 0.001). Improvements in cardiometabolic risk factors were simi-
lar, but HDL cholesterol increased more after SR-LRYGB. Early and late complica-
tions were similar in both groups. General health and physical functioning
improved after both types of surgery, with greater improvement in physical func-
tioning after SR-LRYGB. People of M�aori or Pacific ethnicity (26%) had lower inci-
dence of diabetes remission than those of New Zealand European or other
ethnicities (2 of 25 vs. 41 of 83; P < 0.001).

CONCLUSIONS

SR-LRYGB provided superior diabetes remission and weight loss compared with
LSG at 5 years, with similar low risks of complications.
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It is well established that bariatric sur-
gery is an effective treatment for peo-
ple with obesity and type 2 diabetes.
Diabetes remission is associated with
reduction in long-term vascular com-
plications (1) and mortality (2) and
represents a key driver of bariatric
surgery cost effectiveness (3). Ran-
domized trials comparing the two
most common bariatric procedures,
Roux-en-Y gastric bypass (RYGB) and
sleeve gastrectomy (SG), have shown
mixed results for diabetes remission
and weight loss (4–6), with a paucity
of long-term results (6–8).

Both RYGB and SG procedures reduce
stomach size, but only RYGB includes
bypass of the duodenum. Duodenal
bypass is thought to enhance diabetes
remission through stimulating incretin
hormone production (9) and inducing
greater improvements in bile acids (10)
and gut microbiota (11). Furthermore,
the banded modification of the RYGB
involves placing a silastic ring (SR)
around the gastric pouch to limit stomal
dilation and is designed to limit weight
regain over time (12). Given the benefi-
cial impact of weight loss on diabetes
remission (13), the additional weight
regain–limiting effects of SR-RYGB may
provide metabolic superiority over SG in
the longer term.

This assessor and patient-blinded ran-
domized trial compared SR-laparoscopic
RYGB (SR-LRYGB) with laparoscopic SG
(LSG) among people with obesity and
type 2 diabetes to test the hypothesis
that SR-LRYGB would produce superior
diabetes remission at 5 years. Compara-
tive changes in weight loss, blood pres-
sure, lipid levels, renal function, adverse
events, and quality of life were also
evaluated.

RESEARCH DESIGN AND METHODS

Study Design
This single-center, prospective, parallel,
two-arm, randomized, double-blind supe-
riority trial compared SR-LRYGB with LSG
conducted at a single hospital center in
Auckland, New Zealand. All participants
provided written informed consent. The
study was approved by the Northern A
Health and Disability Ethics Committee,
Ministry of Health, New Zealand. The
detailed trial design protocol has been
published (14).

Participants
Eligibility criteria included age 20–55
years, type 2 diabetes of at least 6
months duration, a BMI of 35–65 kg/m2

for at least 5 years, being suitable for
either of the two surgical procedures,
able to provide written informed con-
sent, and committed to follow-up. Exclu-
sion criteria included C-peptide < 350
pmol/L, pregnancy, type 1 diabetes or
secondary diabetes, chronic pancreatitis,
oral steroid therapy, current smoking,
and not suitable for general anesthesia.

Randomization and Blinding
Computer-generated random number
codes (Minim, London, U.K.) were used
to randomly assign participants 1:1 to
either SR-LRYGB or LSG, with stratification
according to age category (20–39 years,
40–55 years), BMI category (35–44.9
kg/m2, 45–54.9 kg/m2, 55–65 kg/m2),
ethnicity (M�aori, Pacific, New Zealand Euro-
pean, other), duration of diabetes diagnosis
(<5 years, 5–10 years, >10 years), and the
presence of insulin therapy. The operating
surgeon entered the participant’s baseline
data into a secure web-based randomiza-
tion system on the day of surgery, following
induction of general anesthesia, to deter-
mine whether the allocation was to SR-
LRYGB or LSG. To maintain allocation con-
cealment and blinding of the patients and
all other research and clinical team mem-
bers, both operations were performed
using identical incisions with a four-port
laparoscopic technique. An emergency
unblinding system was available and
designed so that anyone involved in out-
come assessments remained masked to
treatment allocation.

Procedures
Participants were prescribed a very-
low-calorie diet with three servings of
OPTIFAST (Nestl�e, Vevey, Switzerland)
containing �150 calories plus vegeta-
bles for 2 weeks before surgery. All
operations were performed under the
direct supervision of an experienced
bariatric surgeon (M.W.C.B.) by bariatric
surgical fellows. For LSG, a sleeve was
fashioned starting 2 cm proximal to the
pylorus using serial applications of an
Echelon Flex 45 stapler (Ethicon) over a
36-Fr orogastric bougie. Staple heights
ranged from 1.8 to 2 mm, with gener-
ally two cartridges of 2-mm staple fir-
ings across the antrum followed by four
to five cartridges of 1.8-mm staple firings

to the body and fundus of the stomach.
Staple line buttressing was not used. For
SR-LRYGB, a lesser curve-based gastric
pouch was fashioned over a 32-Fr oro-
gastric tube, with a 50 cm biliopancreatic
limb, 100-cm antecolic Roux limb with
hand-sewn single-layer gastrojejunostomy
over a 32-Fr orogastric tube. A 6.5-cm
open-ended SR tube was passed posteri-
orly to the pouch and then the ends
secured together around the gastric
pouch with a prolene luminal suture. The
ring was then secured to the gastric pouch
2–3 cm above the gastrojejunostomy
anastomosis using serosal sutures. Postop-
eratively, all patients were prescribed a
twice-daily multivitamin (Centrum Plus;
Pfizer; New Zealand) containing 200 mg
elemental calcium and 600 IU vitamin D3.

Trial Outcomes
The primary outcome was a glycated
hemoglobin A1c (HbA1c) level of <6%
(42 mmol/mol) without any glucose-
lowering medications at 5 years as
defined by American Diabetes Associa-
tion criteria for complete remission of
type 2 diabetes (15). Prespecified sec-
ondary outcomes included proportions
achieving alternative glycemic thresh-
olds of HbA1c levels of <7% (53 mmol/
mol), <6.5% (48 mmol/mol), or #5.6%
(38 mmol/mol), each without the need
for any glucose-lowering medication.

The secondary outcome of weight
loss at 5 years was calculated from both
the baseline weight at the initial bariat-
ric surgery evaluation visit and weight
immediately presurgery. Percent abso-
lute weight loss was calculated as
([baseline weight – follow-up weight]/
[baseline weight]) × 100, and percent
excess weight loss was calculated as
([baseline weight – follow-up weight]/
[baseline weight – ideal weight for BMI
25 kg/m2]) × 100.

Other secondary outcomes assessed at
5 years included blood pressure, lipid lev-
els, renal function, quality of life (as eval-
uated using the RAND 36-Item Health
Survey [16], and the Hospital Anxiety and
Depression Scale [HADS] [17]). Mortality,
revisional surgery, and postoperative
complications were also assessed up to
5 years and classified as major or minor
and occurring early (<30 days) or later
(>30 days) after the surgery. Any compli-
cations that resulted in a prolonged
hospital stay (>7 days) or required
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reoperation, reintervention, or administra-
tion of an anticoagulant were classified as
major, in accordance with standard out-
come reporting guidelines (18).

Follow-up
Postoperative care and follow-up were
identical for both groups. All pharmaco-
logical agents for diabetes were stopped
at the time of surgery. Glucose-lowering
therapy was restarted if mean postoper-
ative capillary glucose was >12 mmol/L.
All patients were reviewed by an endocri-
nologist (D.D.W.K., R.C.) for adjustment
of metabolic medications according to a
prespecified adjustment protocol (14).
They were blinded as to the procedure
performed.

Power Calculation and Statistical
Analysis
The trial was designed to provide 80%
power to detect 29% greater diabetes
remission in the SR-LRYGB group than
in the LSG group at a two-sided a of
0.05 after 5 years follow-up (assuming
88% diabetes remission after SR-LRYGB
and 59% after LSG on the basis of previ-
ous studies and data derived from an
audit of our institution’s outcomes) (14).
An expected loss to follow-up rate of 20%
required at least 53 patients per group.
Normally distributed continuous vari-

ables are reported as means and SDs
and not normally distributed variables
as medians and interquartile ranges. For
the primary analysis, the difference in
proportion of participants achieving dia-
betes remission was compared between
SR-LRYGB and LSG at 5 years, adjusting
for stratification variables using logistic
regression. Based on a multiple imputa-
tion procedure, this included all patients
randomly assigned according to the
treatment assignment at randomization
(intention-to-treat population). Within-
group changes and between-group dif-
ferences are reported with point esti-
mates and 95% CIs. For HbA1c and BMI
assessed at baseline and on multiple
occasions over 5 years, a repeated-meas-
ures mixed-effects model with adjust-
ment for stratification variables was used
to compare changes from baseline in the
two groups. Least squares means with
SEs were plotted graphically. Use of
anxiety or depression medications was
examined using generalized mixed-effects
model analysis. Two-sided P < 0.05
was considered to indicate statistical

significance. Analysis was performed using
SAS 9.4 statistical software (SAS Institute,
Cary, NC).

RESULTS

Patients
From 20 September 2011 to 20 August
2015, 114 patients (52% women) were
recruited and randomly assigned to
undergo SR-LRYGB (n 5 56) or LSG (n 5
58) (14,19). Baseline characteristics are
summarized by treatment allocation in
Table 1. Overall, mean age was 46.0 (SD
6.6) years, mean BMI was 42.8 (SD 6.5)
kg/m2, and mean HbA1c was 7.9% (SD
1.4%) (63.4 [SD 15.6] mmol/mol). Twenty-
eight percent of participants had diabetes
for >10 years, and 30% were treated
with insulin. There were two deaths over
the 5-year follow-up period (one as a
result of malignancy and one as a result
of a car accident), and four patients were
not contactable (Fig. 1). At 5 years, diabe-
tes status and dispensed medications
were available for 108 (95%) of the 114
participants; however, only 99 (87%) of
the 114 participants attended other sched-
uled clinical assessments.

Primary Outcome
An intention-to-treat analysis was per-
formed for all 114 patients randomly
assigned, including the 6 patients (3 after
SR-LRYGB, 3 after LSG) with missing
HbA1c values at 5 years. The multiple

imputation approach yielded remission
rates of 48% after SR-LYRGB and 31%
after LSG, with an adjusted odds ratio
(OR) of 4.2 (95% CI 1.3, 13.4; P 5 0.015)
as defined by a measured HbA1c of <6%
(42 mmol/mol) at 5 years without any
glucose-lowering medications (Table 2).
As shown in Table 2, for the available
data analysis, diabetes remission at
5 years, using the same criteria, was
more likely after SR-LRYGB at 47% (25 of
53 participants) compared with 33% (18
of 55 participants) after LSG (adjusted OR
4.5; 95% CI 1.6, 15.5; P 5 0.009). There
was no difference by sex. People of M�aori
or Pacific ethnicity had a lower incidence
of diabetes remission at 5 years than
those of New Zealand European or other
ethnicity (2 [8%] of 25 vs. 41 [49%] of 83;
P< 0.001).

Nadir HbA1c was reached by 24 months
after both SR-LRYGB and LSG and main-
tained through to 5 years (Supplementary
Fig. 1A) on fewer diabetes medications
(Supplementary Table 1). Diabetes remis-
sion was related to the magnitude of
weight loss: for every 1 kg of total body
weight loss, the adjusted odds of diabetes
remission increased by 8% (P5 0.001).

Weight Loss
Participants who received the SR-LRYGB
had a greater percent body weight loss
from baseline than those who received
LSG (26.9% vs. 16.3%; absolute difference

Table 1—Baseline characteristics of patients

Characteristic SR-LRYGB (n 5 56) LSG (n 5 58)

Age (years), mean (SD) 46.6 (6.7) 45.5 (6.4)

Female, n (%) 33 (59) 26 (45)

Ethnicity, n (%)

New Zealand European 34 (61) 38 (66)
M�aori 11 (20) 9 (16)
Pacific 6 (11) 4 (7)
Other 5 (9) 7 (12)

Duration of diabetes (years), n (%)

<5 26 (46) 24 (41)
5–10 13 (23) 19 (33)
>10 17 (30) 15 (26)

Use of insulin, n (%) 17 (30) 16 (28)

HbA1c, mean (SD)

mmol/mol 64.5 (18.1) 61.9 (12.8)
% 8.1 (1.7) 7.8 (1.2)

Body weight (kg), mean (SD) 123.4 (21.3) 126.7 (24.5)

BMI (kg/m2), n (%)

35–44.9 43 (77) 41 (71)
45–54.9 9 (16) 15 (26)
55–65 4 (7) 2 (3)
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10.7%; 95% CI 7.3%, 14.0%; P < 0.001)
(Table 2). The difference in the absolute
weight change from baseline between
those who received LRYGB versus LSG
was 12.2 kg (95% CI 6.9, 17.5 kg; P <
0.001). Similar patterns of superior per-
cent excess weight loss or weight loss
from presurgery were observed after
SR-LRYGB (Table 2). Nadir body weight
was reached at 12 months after SR-
LRYGB and at 9 months after LSG, after
which there was steady mean weight
regain to 5 years. The weight difference
widened over time (time-surgery interac-
tion P < 0.001) (Supplementary Fig. 1B).

Cardiovascular Events, Risk Factors,
and Medication Use
In the SR-LRYGB group, there was one
nonfatal myocardial infarction that
occurred 1 year after surgery. In the LSG
group there was one admission for
angina, and one transient ischemic
event. SR-LRYGB resulted in a greater
increase in HDL cholesterol than after
LSG (P 5 0.03), although both proce-
dures resulted in similar changes in total
cholesterol, triglycerides, and LDL cho-
lesterol (Table 2) in the presence of less
lipid-lowering therapy (Supplementary
Table 1). Changes in systolic and diastolic
blood pressure were not significantly dif-
ferent at 5 years (Table 2), although
there was lower antihypertensive medi-
cation use 5 years after both SR-LRYGB
and LSG (Supplementary Table 1). Most

antihypertensives were from the ACE
inhibitor class for the indication of persis-
tent microalbuminuria.

Renal Function
At 5 years, there were no significant
changes from baseline in urinary albu-
min-to-creatinine ratio after either SR-
LRYGB or LSG. While there were statisti-
cally significant increases in serum cre-
atinine and decreases in estimated
glomerular filtration rate after 5 years
in both groups (using the MDRD equa-
tion), these were clinically insignificant
in magnitude (Supplementary Table 2).

Quality of Life
There were significant improvements
from baseline in physical functioning
and general health domains after both
types of surgery (Table 2). Physical role
limitations improved only among those
who received SR-LRYGB, and overall
physical functioning improved more
after SR-LRYGB. HADS anxiety scores
were unchanged after both types of
surgery, while depression symptoms
declined in the LSG group (Table 2).
Changes in the proportion of people
taking anxiety and/or depression medi-
cations (18–23% [10 of 56 to 12 of 52]
after SR-LRYGB and 14–21% [8 of 58 to
11 of 53] after LSG) did not differ
between the groups (P 5 0.54) and
were not significant overall (P 5 0.11).

Surgical Adverse Events
Detailed early complications (<30 days)
and late complications (>30 days until the
5-year follow-up) are reported in Table 3.
The early minor morbidity rate was 12.5%
(n 5 7) for SR-LRYGB and 5.2% (n 5 3)
for LSG (P5 0.20), while early major mor-
bidity rate was 3.6% (n 5 2) for SR-LRYGB
and 8.6% (n 5 5) for LSG (P 5 0.44).
There was no surgery-related mortality.
Late minor and major complications were
19.6% (n 5 11) and 12.5% (n 5 7) after
SR-LRYGB vs. 12.1% (n 5 7) and 3.4%
(n 5 2) after LSG (P 5 0.31 and P 5
0.09, respectively). SRs were replaced for
significant food intolerance in three partic-
ipants (5.4%) between 3 and 12 months
after the index procedure. A standard 6.5-
cm SR was replaced for a larger size tai-
lored to sit loosely around the gastric
pouch in the original position. There was
no involvement of the SR in the three par-
ticipants with anastomotic perforation.
These perforated ulcers were related to
resumption of smoking and taking contra-
indicated medications (nonsteroidal anti-
inflammatory drugs). There was one par-
ticipant in whom the LSG was converted
to RYGB because of severe reflux symp-
toms at 16 months after LSG.

CONCLUSIONS

In this double-blind (patient and assessor)
randomized trial of adults with obesity
and type 2 diabetes, SR-LRYGB produced
significantly greater diabetes remission
compared with LSG after 5 years, using
the threshold HbA1c of <6% in the
absence of glucose-lowering therapy.
Alternative thresholds of achieving an
HbA1c of <6.5%, according to the more
recent expert consensus definition (20),
produced similar results. The SR-LRYGB
resulted in greater weight loss, greater
improvement in HDL cholesterol, and bet-
ter physical functioning than LSG, with a
similar low prevalence of complications
after both procedures. Similar HbA1c,
blood pressure, renal function, and non-
HDL cholesterol measurements achieved
after both types of surgery, in the pres-
ence of lower medication use after SR-
LRYGB, is likely due to equally aggressive
protocol-driven adjustments to metabolic
medications made by the blinded endo-
crinologist investigators.

We previously reported no difference
in type 2 diabetes remission after SR-
LRYGB compared with LSG at 1 year yet

221 Pa�ents assessed for eligibility

107 Excluded
90 Did not meet inclusion criteria 
17 Declined to par�cipate

56 Randomized to undergo
laparoscopic silas�c ring Roux
-en-Y gastric bypass
56 Underwent silas�c ring Roux

-en-Y gastric bypass as
randomized

58 Randomized to undergo
laparoscopic sleeve gastrectomy
58 Underwent sleeve

gastrectomy as randomized

3 Lost to follow-up at 5 years
2 Unable to contact
1 Death

3 Lost to follow-up at 5 years
2 Unable to contact
1 Death

56 Included in the primary analysis 58 Included in the primary analysis

114 Randomized

Figure 1—Patient flow through the SR-LRYGB versus LSG trial.
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Table 2—Primary and secondary end points at 5 years

SR-LRYGB LSG

OR or absolute
difference
(95% CI)*

Primary end point
HbA1c (without diabetes medication) n 5 56 n 5 58

<6.0% (42 mmol/mol) 27 (48) 18 (31) 4.23 (1.33, 13.42)†

Secondary end points

HbA1c (without diabetes medication) n 5 53 n 5 55
<6.0% (42 mmol/L) 25 (47) 18 (33) 4.50 (1.55, 15.52)†
#5.6% (38 mmol/mol) 17 (32) 13 (24) 2.90 (1.01, 9.42)†
<6.5% (48 mmol/mol) 33 (62) 28 (51) 4.69 (1.52, 16.62)†
<7.0% (52 mmol/mol) 37 (70) 32 (58) 3.43 (1.20, 10.83)†

Body weight n 5 50 n 5 49
Baseline (kg), mean (SD) 123.1 (22.1) 124.4 (23.5)
Presurgery (kg), mean (SD) 113.8 (19.5) 116.9 (21.9)
Year 5 (kg), mean (SD) 89.8 (18.1) 103.3 (16.8)
Difference (kg), mean (95% CI)
Baseline to 5 years �33.3 (�37.0, �29.6) �21.1 (�25.0, �17.2) �12.2 (�17.5, �6.9)‡
Presurgery to 5 years �24.0 (�26.9, �21.0) �13.6 (�16.8, �10.3) �10.4 (�14.8, �6.0)‡

Difference, mean % (95% CI)
Baseline to 5 years �26.9 (�29.3, �24.5) �16.3 (�18.6, �13.9) �10.7 (�14.0, �7.3)‡
Presurgery to 5 years �21.1 (�23.5, �18.6) �10.9 (�13.1, �8.7) �10.1 (�13.4, �6.9)‡

BMI (kg/m2), mean (SD) n 5 50 n 5 49
Baseline 42.2 (6.0) 42.6 (6.2)
Year 5 30.7(5.3) 35.4 (4.7)
Difference (baseline to 5 years), mean (95% CI) �11.4 (�12.7, �10.2) �7.2 (�8.4, �5.9) �4.3 (�6.0, �2.6)‡

Excess weight loss, mean % (95% CI) 69.7 (63.0, 76.4) 40.3 (35.0, 45.7) 29.4 (20.9, 37.9)‡
Total cholesterol (mmol/L), mean (SD) n 5 50 n 5 53

Baseline 4.6 (1.2) 4.4 (1.0)
Year 5 5.1 (1.0) 5.1 (1.0)
Difference (baseline to 5 years), mean % (95% CI) 14.7 (6.2, 23.3) 20.2 (11.1, 29.4) �5.5 (�17.9, 6.9)‡

HDL cholesterol (mmol/L), mean (SD) n 5 50 n 5 53
Baseline 1.1 (0.3) 1.1 (0.3)
Year 5 1.6 (0.4) 1.4 (0.4)
Difference (baseline to 5 years), mean % (95% CI) 42.3 (33.3, 51.3) 29.8 (23.2, 36.4) 12.5 (1.6, 23.4)‡

LDL cholesterol (mmol/L), mean (SD) n 5 50 n 5 53
Baseline 2.6 (1.0) 2.4 (0.9)
Year 5 2.9 (0.9) 2.9 (0.9)
Difference (baseline to 5 years) mean % (95% CI) 25.1 (8.7, 41.6) 40.6 (18.9, 62.2) �15.4 (�42.4, 11.6)‡

Triglycerides (mmol/L), mean (SD) n 5 50 n 5 53
Baseline 1.9 (1.2) 2.1 (1.3)
Year 5 1.2 (0.5) 1.6 (0.7)
Difference (baseline to 5 years), mean % (95% CI) �22.9 (�34.3, �11.5) �10.5 (�23.3, 2.3) �12.4 (�29.4, 4.6)‡

Systolic blood pressure (mmHg), mean (SD) n 5 42 n 5 44
Baseline 135.6 (15.2) 136.5 (13.9)
Year 5 132.8 (14.7) 135.5 (15.4)
Difference (baseline to 5 years), mean % (95% CI) �1.2 (�5.4, 3.1) �0.0 (�4.1, 4.0) �1.1 (�6.9, 4.7)‡

Diastolic blood pressure (mmHg), mean (SD) n 5 42 n 5 44
Baseline 85.9 (10.3) 85.2 (12.1)
Year 5 83.3 (11.1) 84.8 (10.6)
Difference (baseline to 5 years), mean % (95% CI) �2.1 (�6.8, 2.7) 0.9 (�3.8, 5.7) �3.0 (�9.6, 3.6)‡

HADS (difference, baseline to 5 years), mean (95% CI) n 5 49 n 5 48
Anxiety �0.21 (�1.42, 1.00) �0.85 (�2.25, 0.55) 0.64 (�1.18, 2.46)‡
Depression �1.10 (�2.22, 0.02) �1.07 (�2.12, �0.02) �0.03 (�1.54, 1.49)‡

RAND 36-Item Health Survey domains
(difference, baseline to 5 years), mean (95% CI)

n 5 49 n 5 48

Physical functioning 21.2 (14.1, 28.3) 10.9 (3.7, 18.0) 10.4 (0.4, 20.3)‡
Physical role limitations 12.8 (0.7, 24.9) 5.3 (�8.8, 19.4) 7.4 (�10.9, 25.7)‡
Bodily pain 8.4 (�0.5, 17.3) 6.8 (�2.5, 16.1) 1.6 (�11.2, 14.3)‡
General health 22.8 (16.4, 29.1) 19.7 (12.4, 27.1) 3.0 (�6.5, 12.6)‡
Energy/fatigue 6.4 (�0.2, 13.0) 5.0 (�1.8, 11.8) 1.4 (�8.0, 10.7)‡
Social functioning �5.1 (�14.7, 4.5) �1.6 (�9.6, 6.5) �3.5 (�15.9, 8.8)‡

Continued on p. 1508
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significantly greater weight loss after SR-
LRYGB (19). Here, we report the propor-
tions of people with type 2 diabetes remis-
sion who remained stable between 1 and
5 years after SR-LRYGB (52% and 47%,
respectively) and those who declined
between 1 and 5 years after LSG (49%
and 33%, respectively), concurrent with
mean weight increasing after LSG yet
remaining stable after SR-LRYGB over

time. After correcting for weight change
at 5 years, there was no significant differ-
ence in diabetes remission after SR-LRYGB
relative to LSG (P 5 0.14), suggesting
that the greater diabetes remission after
SR-LRYGB was mostly accounted for by
the greater weight loss maintenance after
this type of surgery (21–23).

None of the three other randomized
studies comparing standard RYGB and

SG has detected a significant difference in
type 2 diabetes remission at 5 years, and
only one of these demonstrated greater
weight loss after RYGB. In the single-
institution, nonblinded Surgical Treat-
ment and Medications Potentially Erad-
icate Diabetes Efficiently (STAMPEDE)
study, 22% (11 of 49 participants) after
LRYGB vs. 15% (7 of 47 participants)
after LSG achieved a diabetes remission

Table 3—Complications for SR-LRYGB and LSG

Event SR-LRYGB (n 5 56) LSG (n 5 58)
Absolute difference,

% (95% CI)

Early minor: total 7 (12.5) 3 (5.2) 7.3 (�3.0, 17.7)
Anastomotic leak* 1 (1.8) 0
Neuropraxia 2 (3.6) 0
Colonic serosal injury† 1 (1.8) 0
Pulmonary atelectasis 2 (3.6) 0
Constipation and urinary retention 0 1 (1.7)
Stricture/stenosis requiring dilation 1 (1.8) 0
Vomiting 0 1 (1.7)
Nonspecific abdominal pain 0 1 (1.7)

Early major: total 2 (3.6) 5 (8.6) �5.1 (�13.8, 3.7)

Pneumonia‡ 1 (1.8) 0
Hemorrhage§ 1 (1.8) 1 (1.7)
Prolonged hospitalization|| (>7 days) 0 1 (1.7)
Wound infection requiring debridement 0 1 (1.7)
Incisional hernia requiring return to theater 0 1 (1.7)
Stenosis requiring prolonged hospitalization 0 1 (1.7)

Late minor: total 11 (19.6) 7 (12.1) 7.6 (�5.8, 20.9)

Food bolus obstruction 1 (1.8) 0
Symptomatic cholelithiasis 1 (1.8) 4 (6.9)
Stricture/stenosis requiring dilation 6 (1 0.7) 3 (5.2)
Marginal ulcer 2 (3.6) 0
Negative re-exploration¶ 1 (1.8) 0

Late major: total 7 (12.5) 2 (3.4) 9.1 (�0.8, 18.9)

Anastomotic ulcer perforation# 3 (5.4) 0
Dysphagia requiring change of SR** 3 (5.4) 0
Stricture requiring conversion to RYGB 0 1 (1.7)
Death†† 1 (1.8) 1 (1.7)

Data are n (%) unless otherwise indicated. *Radiologic leak, managed conservatively with intravenous antibiotics. †Colonic serosal injury rec-
ognized intraoperatively, converted to open because of adhesions. ‡Required admission to intensive care and a prolonged hospital stay.
§Participant with SR-LRYGB required return to theater for mesenteric bleed; participant with LSG required blood transfusion and endoscopy
for staple line bleed. ||Poor oral intake, cause not identified. ¶Diagnostic laparoscopy for pain, cause not identified. #One patient had two per-
forations, 3 years apart. **One patient also had resection of afferent part of Roux limb. ††One death was a result of malignancy and one as
a result of a car accident.

Table 2—Continued

SR-LRYGB LSG

OR or absolute
difference
(95% CI)*

Emotional role limitations �4.8 (�14.7, 5.2) �0.7 (�12.2, 10.7) �4.1 (�19.0, 10.9)‡
Emotional well-being �4.7 (�10.1, 0.6) �1.4 (�7.7, 4.8) �3.3 (�11.4, 4.8)‡

Data are n (%) unless otherwise indicated. The ORs were obtained using logistic regression adjusting for the randomization stratification varia-
bles (age category: 20–29, 30–39, or 40–55 years; BMI category: 35–44.9, 45–54.9, and 55–65 kg/m2; ethnicity: M�aori, Pacific, New Zealand
European, and other; duration of diabetes diagnosis: <5, 5–10, and >10 years; presence of insulin therapy). *The 95% CIs were not adjusted
for multiple comparisons. †OR. ‡Mean absolute difference between groups.
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threshold of HbA1c #6% at 5 years with-
out the use of diabetes medications (P 5
0.34). This was despite greater reduction
in body weight after LRYGB compared
with LSG (mean weight loss 23% vs. 19%,
respectively; P 5 0.01) (34). In the non-
blinded Swiss Multicentre Bypass or
Sleeve Study (SM-BOSS), no significant dif-
ference in diabetes remission was seen
between LRYGB (68%, 19 of 28 partici-
pants) and SG (62%, 16 of 26 partici-
pants), while percent excess BMI loss was
also similar (68% vs. 61%) (35). In the
multicenter, nonblinded Sleeve vs. Bypass
(SLEEVEPASS) study of 240 obese patients,
of whom 101 (42%) had type 2 diabetes
at baseline, diabetes remission at 5 years
(defined by HbA1c <6% and fasting glu-
cose<5.6 mmol/L in the absence of med-
ications) was seen in 25% (10 of 40
patients) after LRYGB compared with 12%
(5 of 41 patients) after LSG (P > 0.05),
while mean percent excess weight loss at
5 years was 57% after LRYGB and 49%
after LSG (36). The marked differences in
the proportions of diabetes remission
seen across these studies (12–68%) most
likely reflect clinical heterogeneity in the
characteristics of patients with type 2 dia-
betes included in each study. Our study
used stratified randomization to prevent
imbalance between treatment groups for
known factors that influence the likeli-
hood of type 2 diabetes remission, such
as age, BMI, duration of diabetes, insulin
treatment, and ethnicity. Most of these
variables are used in clinical scoring tools
to predict the likelihood of diabetes remis-
sion after surgery (37).
Both weight-dependent and weight-

independent glucose-lowering effects of
RYGB compared with SG have been pro-
posed. More favorable changes in gut
peptides, bile acids, gut microbiota, and
small intestine glucose utilization may
contribute to maintaining a longer-term
reduction of weight and/or type 2 dia-
betes to a greater extent after RYGB
than SG procedures (24). However, the
more durable mechanical restriction of
caloric intake afforded by the banded
version of the RYGB over SG is the most
likely driver of greater weight reduction
and associated diabetes remission. The
importance of the band in providing supe-
rior long-term weight loss has been dem-
onstrated in several studies comparing
primary banded versus unbanded RYGB
or SG. Of the three randomized studies

that have compared outcomes from pri-
mary banded RYGB versus RYGB (21–23),
there was similar weight loss at 1 and 2
years postoperatively, but increased
weight loss maintenance at 3 years after
banded RYGB (21) and 5 years after
banded RYGB in a nonrandomized pro-
spective study (25). No difference in dia-
betes remission was noted in a systematic
review and meta-analysis of banded ver-
sus nonbanded RYGB, although numbers
were low beyond 2 years follow-up (26).
Primary banded SG provided better
weight loss at 3 years compared with
unbanded SG in a randomized trial but
was underpowered to detect differences
in diabetes remission (27).

Supporting the importance of gut
restriction to achieving and maintaining
weight loss is the observation of gastric
pouch dilation after SG or dilation of
both the gastric pouch and gastrojeju-
nostomy after RYGB among people with
insufficient weight loss or weight regain
(28–31). Hence, surgical interventions that
improve gut restriction (such as revision
of SG to RYGB), endoluminal interventions
for gastrojejunostomy reduction (32), or
salvage banding (33) as treatment for
weight regain after RYGB have been
shown to be effective.

People of M�aori or Pacific ethnicity,
who represented 26% of the trial popu-
lation, had significantly lower diabetes
remission at 5 years than those of New
Zealand European or other ethnicities. It
remains to be investigated whether eth-
nicity is a significant independent pre-
dictor of diabetes remission in the
presence of other factors, such as socio-
economic determinants of health, that
assist with maintaining weight loss after
surgery. There have been conflicting
reports on differences in diabetes remis-
sion in the few studies that have exam-
ined interethnic differences in bariatric
surgery outcomes (39,40). Even fewer
studies have evaluated the comparative
efficacy and safety outcomes from bariat-
ric surgery among indigenous and nonin-
digenous people (38).

Several studies indicated significantly
reduced levels of anxiety and depression
symptoms after surgery, with potential for
reappearance or worsening of symptoms
later (41,42). In this study, anxiety scores
were unchanged 5 years after both types
of surgery. The proportion of people pre-
scribed psychotropic medications from

baseline to 5 years did not change signifi-
cantly after either type of surgery in this
study.

Most bariatric surgeons do not per-
form SR-RYGB, perhaps because of cost
and time spent to insert the band or
fear of complications. We have previ-
ously reported a significant increase in
theater time (�80 min) for performing
SR-LRYGB compared with LSG (43),
which is an important cost consider-
ation in addition to the cost of the
band. The need for postoperative endo-
scopic intervention was similar between
the two groups, but diagnostic endos-
copies were more prevalent after SR-
LRYGB. Complications of SR placement
involving erosion and migration have
been reported to require band removal
in �2% patients (26,44) but were not
seen in our study. Rather, band replace-
ment occurred in three participants
(5.4%) for food intolerance, which has
been reported to occur more frequently
with banded RYGB (45). Despite the
potential for a learning curve effect
from several surgical fellows performing
the SR-LRYGB, the early and late major
surgical complications were comparable
to what has been reported in other
studies comparing nonbanded RYGB
and SG (34–36).

This study has several key strengths. It
was a double-blind (assessor and patient),
randomized study powered for detecting
a clinically important difference in the pri-
mary outcome of diabetes remission at 5
years. Double-blinding is essential to pre-
vent bias in reporting and assessment of
outcomes, especially in adjustment of glu-
cose-lowering medications, which under-
pins the definition of diabetes remission.
Randomization should ensure balance of
recognized and unrecognized participant
characteristics that may be correlated
with the outcome of diabetes remission
in a large clinical trial. However, stratified
randomization by recognized baseline par-
ticipant characteristics associated with
long-term diabetes remission, such as
age, diabetes duration, and insulin treat-
ment (46–48), is a way of achieving this
in relatively small trials such as this one.
This trial was embedded in our center’s
health care delivery system and thus
reflects usual care for the multiethnic
patients referred for bariatric surgery and
enhances the external validity and gener-
alizability of the findings.
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Our study also had some limitations.
First, the single-center design, while
reducing variation in operative and peri-
operative procedures, may make the
study results potentially less generalizable.
However, given that the procedures were
performed by several bariatric surgical
training fellows, these results are likely to
be more generalizable to routine surgical
practice. Second, in the absence of a non-
banded RYGB comparative group in this
study, we do not know whether the supe-
rior diabetes remission after SR-LRYGB
compared with LSG also applies to non-
banded RYGB. On balance, given that dia-
betes remission is related to weight loss
and that there is less weight regain seen
after banded RYGB, it is likely that band-
ing contributes to the long-term superior-
ity of RYGB over LSG in both diabetes
remission and weight loss. Finally, 5% of
the participants were lost to follow-up at
5 years, which is similar to most other
studies.

Among patients with type 2 diabetes
and obesity, SR-LRYGB produced signifi-
cantly greater long-term remission of type
2 diabetes, weight loss, and improve-
ments in physical functioning with mini-
mal additional complications or surgical
morbidity compared with LSG. These
results suggest an important role for this
type of metabolic surgery.

Acknowledgments. The authors thank the
patients who participated in this study. The
authors also thank Bronwen Jones (research
clinical nurse specialist, Department of Sur-
gery, North Shore Hospital, Waitemata District
Health Board, Auckland, New Zealand) for
contributions to screening, assessing, contact-
ing, following, and collating patient question-
naire data and assisting with data entry. The
authors thank Naomi Davies (Department of
Medicine, Faculty of Medical and Health Sci-
ences, University of Auckland) for assisting
with the 5-year follow-up assessments and
Talat Nur (Department of Surgery, North Shore
Hospital, Waitemata District Health Board, Auck-
land, New Zealand) for assisting with data
collection.
Funding and Duality of Interest. This inves-
tigator-initiated study was funded primarily
through the Waitemata District Health Board,
which provides limited public-funded bariatric
surgery (�100 cases annually). Additional fund-
ing for blood sample storage and a research
nurse salary was provided by Johnson & John-
son (New Zealand), Covidien (New Zealand),
Auckland Medical Research Foundation, and
Obex (New Zealand). No other potential con-
flicts of interest relevant to this article were
reported.

Author Contributions. R.M. drafted the
manuscript. R.M., M.G.C., D.D.W.K., R.C., and
M.W.C.B. wrote the protocol. R.M. and M.W.C.B.
conceived the trial. L.D.P. performed the statistical
analysis. N.J.E. and J.T. acquired and curated the
surgical data. All authors contributed to the imple-
mentation of the study, data acquisition, and data
verification and approved the manuscript for pub-
lication. M.W.C.B. is the guarantor of this work
and, as such, had full access to all the data in the
study and takes responsibility for the integrity of
the data and the accuracy of the data analysis.
Prior Presentation. Parts of this study were
presented in oral form at the 81st Scientific
Sessions of the American Diabetes Associa-
tion, virtual, 25–29 June 2021.

References
1. Sj€ostr€om L, Peltonen M, Jacobson P, et al.
Association of bariatric surgery with long-term
remission of type 2 diabetes and with
microvascular and macrovascular complications.
JAMA 2014;311:2297–2304
2. Sj€ostr€om L, Narbro K, Sj€ostr€om CD, et al.;
Swedish Obese Subjects Study. Effects of bariatric
surgery on mortality in Swedish obese subjects.
N Engl J Med 2007;357:741–752
3. Keating CL, Dixon JB, Moodie ML, et al. Cost-
effectiveness of surgically induced weight loss for
the management of type 2 diabetes: modeled
lifetime analysis. Diabetes Care 2009;32:567–574
4. Wang MC, Guo XH, Zhang YW, Zhang YL,
Zhang HH, Zhang YC. Laparoscopic Roux-en-Y
gastric bypass versus sleeve gastrectomy for
obese patients with type 2 diabetes: a meta-
analysis of randomized controlled trials. Am Surg
2015;81:166–171
5. Osland E, Yunus RM, Khan S, Memon B,
Memon MA. Diabetes improvement and
resolution following laparoscopic vertical sleeve
gastrectomy (LVSG) versus laparoscopic Roux-
en-Y gastric bypass (LRYGB) procedures: a systematic
review of randomized controlled trials. Surg Endosc
2017;31:1952–1963
6. Borgeraas H, Hofsø D, Hertel JK, Hjelmesaeth
J. Comparison of the effect of Roux-en-Y gastric
bypass and sleeve gastrectomy on remission of
type 2 diabetes: a systematic review and meta-
analysis of randomized controlled trials. Obes
Rev 2020;21:e13011
7. Lee Y, Doumouras AG, Yu J, et al. Laparoscopic
sleeve gastrectomy versus laparoscopic Roux-en-Y
gastric bypass: a systematic review and meta-
analysis of weight loss, comorbidities, and bio-
chemical outcomes from randomized controlled
trials. Ann Surg 2021;273:66–74
8. Castellana M, Procino F, Biacchi E, et al. Roux-
en-Y gastric bypass vs sleeve gastrectomy for
remission of type 2 diabetes. J Clin Endocrinol
Metab 2021;106:922–933
9. Arakawa R, Febres G, Cheng B, Krikhely A,
Bessler M, Korner J. Prospective study of gut
hormone and metabolic changes after laparoscopic
sleeve gastrectomy and Roux-en-Y gastric bypass.
PLoS One 2020;15:e0236133
10. Nemati R, Lu J, Dokpuang D, Booth M, Plank
LD, Murphy R. Increased bile acids and FGF19
after sleeve gastrectomy and Roux-en-Y gastric
bypass correlate with improvement in type 2
diabetes in a randomized trial. Obes Surg
2018;28:2672–2686

11. Davies N, O’Sullivan JM, Plank LD, Murphy R.
Gut microbial predictors of type 2 diabetes
remission following bariatric surgery. Obes Surg
2020;30:3536–3548
12. King WC, Hinerman AS, Courcoulas AP.
Weight regain after bariatric surgery: a systematic
literature review and comparison across studies
using a large reference sample. Surg Obes Relat
Dis 2020;16:1133–1144
13. Yoshino M, Kayser BD, Yoshino J, et al. Effects
of diet versus gastric bypass on metabolic function
in diabetes. N Engl J Med 2020;383:721–732
14. Murphy R, Evennett NJ, Clarke MG, et al.
Sleeve gastrectomy versus Roux-en-Y gastric
bypass for type 2 diabetes and morbid obesity:
double-blind randomised clinical trial protocol.
BMJ Open 2016;6:e011416
15. Buse JB, Caprio S, Cefalu WT, et al. How do
we define cure of diabetes? Diabetes Care
2009;32:2133–2135
16. Hays RD, Sherbourne CD, Mazel RM. The
RAND 36-Item Health Survey 1.0. Health Econ
1993;2:217–227
17. Bjelland I, Dahl AA, Haug TT, Neckelmann D.
The validity of the Hospital Anxiety and
Depression Scale. An updated literature review. J
Psychosom Res 2002;52:69–77
18. Brethauer SA, Kim J, el Chaar M, et al.
Standardized outcomes reporting in metabolic and
bariatric surgery. Surg Obes Relat Dis 2015;11:
489–506
19. Murphy R, Clarke MG, Evennett NJ, et al.
Laparoscopic sleeve gastrectomy versus banded
Roux-en-Y gastric bypass for diabetes and
obesity: a prospective randomised double-blind
trial. Obes Surg 2018;28:293–302
20. Riddle MC, Cefalu WT, Evans PH, et al.
Consensus report: definition and interpretation
of remission in type 2 diabetes. Diabetes Care
2021;44:2438–2444
21. Bessler M, Daud A, Kim T, DiGiorgi M.
Prospective randomized trial of banded versus
nonbanded gastric bypass for the super obese:
early results. Surg Obes Relat Dis 2007;3:480–484;
discussion 484–485
22. Zarate X, Arceo-Olaiz R, Montalvo Hernandez
J, et al. Long-term results of a randomized trial
comparing banded versus standard laparoscopic
Roux-en-Y gastric bypass. Surg Obes Relat Dis
2013;9:395–397
23. Rasera I Jr, Coelho TH, Ravelli MN, et al. A
comparative, prospective and randomized
evaluation of Roux-en-Y gastric bypass with and
without the silastic ring: a 2-year follow up
preliminary report on weight loss and quality of
life. Obes Surg 2016;26:762–768
24. Pucci A, Batterham RL. Mechanisms
underlying the weight loss effects of RYGB and SG:
similar, yet different. J Endocrinol Invest 2019;42:
117–128
25. Lemmens L. Banded gastric bypass: better
long-term results? A cohort study with minimum
5-year follow-up. Obes Surg 2017;27:864–872
26. Magouliotis DE, Tasiopoulou VS, Svokos KA,
et al. Banded vs. non-banded Roux-en-Y gastric
bypass for morbid obesity: a systematic review
andmeta-analysis. Clin Obes 2018;8:424–433
27. Fink JM, Hetzenecker A, Seifert G, et al.
Banded versus nonbanded sleeve gastrectomy: a
randomized controlled trial with 3 years of
follow-up. Ann Surg 2020;272:690–695

1510 Diabetes Remission After Bariatric Surgery Diabetes Care Volume 45, July 2022



28. Braghetto I, Cortes C, Herqui~nigo D, et al.
Evaluation of the radiological gastric capacity and
evolution of the BMI 2-3 years after sleeve
gastrectomy. Obes Surg 2009;19:1262–1269
29. Braghetto I, Csendes A, Lanzarini E,
Papapietro K, C�arcamo C, Molina JC. Is
laparoscopic sleeve gastrectomy an acceptable
primary bariatric procedure in obese patients?
Early and 5-year postoperative results. Surg
Laparosc Endosc Percutan Tech 2012;22:479–486
30. Yimcharoen P, Heneghan HM, Singh M, et al.
Endoscopic findings and outcomes of revisional
procedures for patients with weight recidivism
after gastric bypass. Surg Endosc 2011;25:
3345–3352
31. Heneghan HM, Yimcharoen P, Brethauer SA,
Kroh M, Chand B. Influence of pouch and stoma
size on weight loss after gastric bypass. Surg
Obes Relat Dis 2012;8:408–415
32. Bulajic M, Vadal�a di Prampero SF, Bo�skoski I,
Costamagna G. Endoscopic therapy of weight
regain after bariatric surgery.World J Gastrointest
Surg 2021;13:1584–1596
33. Lazaridis II, Kraljevi�c M, S€usstrunk J, K€ostler
T, Zingg U, Delko T. Revisional adjustable gastric
band in Roux-en-Y gastric bypass-is it worth it? J
Gastrointest Surg 2021;25:3056–3063
34. Schauer PR, Bhatt DL, Kirwan JP, et al.;
STAMPEDE Investigators. Bariatric surgery versus
intensive medical therapy for diabetes - 5-year
outcomes. N Engl J Med 2017;376:641–651
35. Peterli R, W€olnerhanssen BK, Peters T, et al.
Effect of laparoscopic sleeve gastrectomy vs

laparoscopic Roux-en-Y gastric bypass on weight
loss in patients with morbid obesity: the SM-
BOSS randomized clinical trial. JAMA 2018;319:
255–265
36. Salminen P, Helmi€o M, Ovaska J, et al. Effect
of laparoscopic sleeve gastrectomy vs laparoscopic
Roux-en-Y gastric bypass on weight loss at 5 years
among patients with morbid obesity: the
SLEEVEPASS randomized clinical trial. JAMA 2018;
319:241–254
37. Karpi�nska IA, Choma J, Wysocki M, et al.
External validation of predictive scores for
diabetes remission after metabolic surgery.
Langenbecks Arch Surg 2022;407:131–141
38. Rahiri JL, Tuhoe J, MacCormick A, Hill A,
Harwood M. A narrative review of bariatric
surgery in indigenous peoples. Obes Res Clin
Pract 2019;13:1–5
39. Admiraal WM, Celik F, Gerdes VE, Dallal RM,
Hoekstra JB, Holleman F. Ethnic differences in
weight loss and diabetes remission after bariatric
surgery: a meta-analysis. Diabetes Care 2012;35:
1951–1958
40. Ng J, Seip R, Stone A, Ruano G, Tishler D,
Papasavas P. Ethnic variation in weight loss, but
not co-morbidity remission, after laparoscopic
gastric banding and Roux-en-Y gastric bypass.
Surg Obes Relat Dis 2015;11:94–100
41. Monte SV, Russo KM, Mustafa E, Caruana JA.
Impact of sleeve gastrectomy on psychiatric
medication use and symptoms. J Obes 2018;
2018:8532602

42. Cunningham JL, Merrell CC, Sarr M, et al.
Investigation of antidepressant medication usage
after bariatric surgery. Obes Surg 2012;22:
530–535
43. Gounder ST, Wijayanayaka DR, Murphy R,
et al. Costs of bariatric surgery in a randomised
control trial (RCT) comparing Roux en Y gastric
bypass vs sleeve gastrectomy in morbidly obese
diabetic patients. N ZMed J 2016;129:43–52
44. Buchwald H, Buchwald JN, McGlennon TW.
Systematic review and meta-analysis of medium-
term outcomes after banded Roux-en-Y gastric
bypass. Obes Surg 2014;24:1536–1551
45. Shoar S, Khorgami Z, Brethauer SA, Aminian
A. Banded versus nonbanded Roux-en-Y gastric
bypass: a systematic review and meta-analysis of
randomized controlled trials. Surg Obes Relat Dis
2019;15:688–695
46. Hamza N, Abbas MH, Darwish A, Shafeek Z,
New J, Ammori BJ. Predictors of remission of
type 2 diabetes mellitus after laparoscopic gastric
banding and bypass. Surg Obes Relat Dis 2011;7:
691–696
47. Blackstone R, Bunt JC, Cort�es MC, Sugerman
HJ. Type 2 diabetes after gastric bypass: remission
in five models using HbA1c, fasting blood glucose,
and medication status. Surg Obes Relat Dis
2012;8:548–555
48. Still CD, Wood GC, Benotti P, et al.
Preoperative prediction of type 2 diabetes
remission after Roux-en-Y gastric bypass
surgery: a retrospective cohort study. Lancet
Diabetes Endocrinol 2014;2:38–45

diabetesjournals.org/care Murphy and Associates 1511


