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2 Revision has been made according to the suggestions of the reviewers
Reviewer 00186017
This is an interesting and current topic of discussion; however, the absence of an objective difficult the rationale of the review.
We thank this Reviewer for stating “This is an interesting and current topic of discussion.”
In this manuscript, Spanou M et al, review evidence about the bariatric surgery as a treatment option in patients with type 2 diabetes.

A large body of evidence suggest that some bariatric procedures improves glycemic control in people with diabetes beyond that expected for weight loss; in this review, the authors focused the analysis in the recently published Works by Mingrone et al and Schauer et al who used laparoscopic Roux-en-Y gastric bypass or laparoscopic sleeve gastrectomy. 

There is not, neither in the Abstract or text, a clearly stated objective; so, it is difficult to assume if the focus of the review is the work by Mingrone et al and Schauer et al or the role of bariatric surgery in the treatment of type 2 diabetes.
We thank this Reviewer for this comment. We apologize for not clarifying that this is an invited commentary on the studies by Mingrone et al and Schauer et al. Accordingly, we added in the Abstract “In the present commentary, we discuss the findings of two recent randomized studies that compared bariatric surgery with medical treatment in patients with uncontrolled T2DM.”

It is important clearly state the indications and contraindications for bariatric surgery in the treatment of diabetes.
We added in the concluding paragraph (page 8) “Current guidelines state that bariatric surgery may be considered for adults with BMI ≥ 35 kg/m2 and T2DM, especially if the diabetes or associated comorbidities are difficult to control with lifestyle and pharmacological therapy (level of evidence B). They also state that there is currently insufficient evidence to generally recommend surgery in patients with BMI < 35 kg/m2 outside of a research protocol (level of evidence E). Even though existing guidelines do not mention specific contraindications for bariatric surgery, it is clear that the risk of peri- and postoperative complications should be balanced against the benefits of bariatric surgery”
Because, beyond that expected for weight loss, the understanding of how surgical gastrointestinal interventions achieve the beneficial changes on glucose metabolism is of interest, it should be necessary to discuss extensively the potential involved mechanisms.
We mention in page 8 “On the other hand, weight loss cannot entirely explain the beneficial effects of bariatric surgery because these occur soon after the operation and before maximum weight loss is achieved. Changes in the bioavailability of gut hormones, fat malabsorption and improvement of insulin resistance might also play a role”. We also added at this point “In contrast, the exclusion of proximal small intestine does not appear to contribute to the improvement in glucose homeostasis. On the other hand, accumulating data suggest that newer classes of antidiabetic agents, including thiazolidinediones and incretin-based agents, might delay the decline in beta cell function by alleviating glucolipotoxicity. Recent data suggest that bariatric surgery also has a beneficial effect on beta cell function. The extensive discussion of the mechanisms involved in the remission of T2DM after bariatric surgery is beyond the scope of this commentary; several comprehensive reviews on the topic have been published recently”.
The following articles should be included in the discussion:

Carlsson LM, Peltonen M, Ahlin S, Anveden Å, Bouchard C, Carlsson B, Jacobson P, Lönroth H, Maglio C, Näslund I, Pirazzi C, Romeo S, Sjöholm K, Sjöström E, Wedel H, Svensson PA, Sjöström L. Bariatric surgery and prevention of type 2 diabetes in Swedish obese subjects. N Engl J Med 2012; 367(8):695-704.

Boza C, Muñoz R, Salinas J, Gamboa C, Klaassen J, Escalona A, Pérez G, Ibañez L, Guzmán S. Safety and efficacy of Roux-en-Y gastric bypass to treat type 2 diabetes mellitus in non-severely obese patients. Obes Surg. 2011;21(9):1330-6. 

Peterli R, Wölnerhanssen B, Peters T, Devaux N, Kern B, Christoffel-Courtin C, Drewe J, von Flüe M, Beglinger C. Improvement in glucose metabolism after bariatric surgery: comparison of laparoscopic Roux-en-Y gastric bypass and laparoscopic sleeve gastrectomy: a prospective randomized trial. Ann Surg. 2009; 250(2):234-41. 

Jørgensen NB, Jacobsen SH, Dirksen C, Bojsen-Møller KN, Naver L, Hvolris L, Clausen TR, Wulff BS, Worm D, Lindqvist Hansen D, Madsbad S, Holst JJ. Acute and long-term effects of Roux-en-Y gastric bypass on glucose metabolism in subjects with Type 2 diabetes and normal glucose tolerance. Am J Physiol Endocrinol Metab. 2012;303(1):E122-31.

Bayham BE, Greenway FL, Bellanger DE, O'Neil CE. Early resolution of type 2 diabetes seen after Roux-en-Y gastric bypass and vertical sleeve gastrectomy. Diabetes Technol Ther. 2012;14(1):30-4. 

Schauer PR, Burguera B, Ikramuddin S, Cottam D, Gourash W, Hamad G, Eid GM, Mattar S, Ramanathan R, Barinas-Mitchel E, Rao RH, Kuller L, Kelley D. Effect of laparoscopic Roux-en Y gastric bypass on type 2 diabetes mellitus. Ann Surg. 2003;238(4):467-84

Shayani V, Voellinger D, Liu C, Cornell C, Okerson T. Safety and efficacy of the LAP-BAND AP? adjustable gastric band in the treatment of obesity: results at 2 years. Postgrad Med. 2012 Jul;124(4):181-8. 

Nocca D, Guillaume F, Noel P, Picot MC, Aggarwal R, El Kamel M, Schaub R, de Seguin de Hons C, Renard E, Fabre JM. Impact of laparoscopic sleeve gastrectomy and laparoscopic gastric bypass on HbA1c blood level and pharmacological treatment of type 2 diabetes mellitus in severe or morbidly obese patients. Results of a multicenter prospective study at 1 year. Obes Surg. 2011;21(6):738-43. 

Pournaras DJ, Aasheim ET, Søvik TT, Andrews R, Mahon D, Welbourn R, Olbers T, le Roux CW. Effect of the definition of type II diabetes remission in the evaluation of bariatric surgery for metabolic disorders. Br J Surg. 2012;99(1):100-3. 

We have included all these articles in the Discussion.
Reviewer 00352891
Generally well-written, but needs some corrections. Good general overview of the 2 studies.
We thank this Reviewer for stating “Generally well-written.” and “Good general overview of the 2 studies.”
There are several areas that need consideration:

1. The abstract says that bariatric surgery results in diabetes - this needs to be changed
We changed this statement to “bariatric surgery results in remission of T2DM”.
2. The authors argue that it’s beta cell decline that results in deterioration of glycemic control, yet bariatric surgery can reverse this. There needs to be a discussion of this. Is our view that beta cell decline is inevitable in type 2 diabetes correct?

We added in Page 8 “On the other hand, accumulating data suggest that newer classes of antidiabetic agents, including thiazolidinediones and incretin-based agents, might delay the decline in beta cell function by alleviating glucolipotoxicity. Recent data suggest that bariatric surgery also has a beneficial effect on beta cell function”
3. There needs to be some discussion of the role of diabetes duration in remission rates
We added in Page 6 (first paragraph) “Diabetes remission rates were also independent of diabetes duration whereas previous retrospective studies reported that patients with longer-lasting T2DM show lower rates of T2DM resolution after bariatric surgery. Therefore, this finding should be interpreted with caution because both studies were rather small and probably underpowered to detect an association between T2DM remission rates and diabetes duration and also because the variability of T2DM duration was very small in the study by Mingrone et al (mean duration, 6.0±1.1 years).”
4. Please give mmol/mol IFCC as well

We now report glucose levels in mmol/l as well.
5. Line 52 should say: specialist

We made this change.
6. Line 96 should say percentage weight loss

We made this change.

7. Line 123-126: resolution of these co-morbidities is controversial and needs to be stated, e.g. Dixon recently showed that bariatric surgery did not have a significant impact on OSA

We added at this point “However, it should be noted that other studies did not show a beneficial effect of bariatric surgery on obesity-related comorbidities, including non-alcoholic fatty liver disease and obstructive sleep apnea” and we cite the study by Dixon and a recent Cochrane systematic review.
8. Line 129: I disagree that it is a major procedure- authors should compare it to other common procedures such as cholecystectomy

We removed this statement.
9. There is overemphasis on the role of gastric band but no data are provided to back this up.

We removed the section on gastric band since it was not evaluated in the two studies that we comment on.
3 References and typesetting were corrected

Thank you again for publishing our manuscript in the World Journal of Diabetes.
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