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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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Abstract.
Background: Obesity and diabetes are two closely related 

diseases that increase morbidity and mortality. 
Our study aims to investigate the effect of bariatric surgery on 

diabetes remission. 
Methods: We studied 91 patients with type 2 diabetes mellitus 

(T2DM) and morbid obesity who underwent bariatric surgery—
sleeve gastrectomy—at the "David Abuladze Georgian-Italian 
Clinic" from 2015-2022. The patients' ages ranged from 23 to 
67 years (46.67 ± 8.60), including 50 women and 41 men. 

Results: After the surgery, all patients reported weight loss 
(kg): before the surgery 146.80 + 25.81, after the surgery 97.87 
+ 17.56. t= 23.30, p <0.0001 the relative chance of remission 
after bariatric surgery increases Weight (kg) - OR=1.03(95% 
CI:1,02-1.05)  and reduce Glycemia - Fasting >125 mg /dL - 
OR=0.06(95% CI:0.01-0.60); Sulfonylurea - OR=0.07(95% 
CI:0.02-0.27); Insulin - OR=0.06(95% CI:0.01-0.56) 

Conclusions:
• Bariatric surgery in patients with type 2 diabetes promotes 

long-term remission of diabetes. 
• Positive predictor of complete remission is the patient's 

initial weight before bariatric surgery. Treatment and high 
glycemia (fasting >125 mg/dL) before surgery reduce the 
relative probability of complete remission.

• Weight loss as a predictor of complete remission shows high 
sensitivity and specificity (cutoff value = 37.5kg).

Key words. Bariatric surgery, diabetes mellitus, obesity, post-
operative remission.
Introduction.

About 830 million people worldwide have diabetes. More than 
half of people with diabetes are untreated. The proportion of 
people with diabetes, particularly untreated diabetes, living in 
low- and middle-income countries is increasing [1]. People with 
impaired fasting glucose (5.6–6.9 mmol/L), impaired glucose 
tolerance (2-hour glucose tolerance 7.8–11.0 mmol/L), and 
glycosylated hemoglobin levels of 5.7–6.4% have an increased 
risk of developing diabetes. About 25% of people with any of 
these conditions will develop diabetes within three to five years, 
although the natural history of IFG (Fasting Glucose) and IGT 
(Glucose Tolerance) is different [2].

Obesity and diabetes are two closely related diseases that 
increase morbidity and mortality. The influence of genetic 
and environmental factors characterizes their pathogenesis. 
Obesity increases the influence of environmental factors on 
diabetes in individuals with a genetic predisposition. Given 
their pathogenetic links, modern approaches to the treatment 

of obesity and diabetes have some similarities: from lifestyle 
changes to pharmacotherapy and various bariatric surgeries [3].

Obesity is a risk factor for type 2 diabetes, with the likelihood 
of developing the disease increasing proportionally to body 
mass index. Accordingly, the increasing prevalence of obesity 
worldwide has led to a concomitant increase in the prevalence 
of type 2 diabetes mellitus. The cellular and physiological 
mechanisms responsible for the association between obesity 
and type 2 diabetes are complex and involve changes in beta 
cell function, adipose tissue biology and multi-organ insulin 
resistance, which are often ameliorated and can be normalized 
by adequate weight loss [4].

In 2010, at the Diabetes Surgery Summit-I (DSS-I), international 
experts discussed and developed recommendations for the use 
of gastrointestinal (GI) surgery to treat type 2 diabetes mellitus 
(T2DM). This conference marked the first formal recognition of 
metabolic surgery as a treatment option for diabetes, beyond its 
traditional role in the treatment of obesity. 

Bariatric surgery facilitates weight loss through multiple 
mechanisms, including malabsorption, food restriction, and 
neurohormonal responses that regulate hunger and energy 
balance [5]. 

According to the 2010 DSS consensus, metabolic surgery is 
defined as gastrointestinal surgeries performed to treat diabetes 
and related metabolic conditions regardless of disease severity 
[6]. 

A retrospective multicenter cohort analysis of 240 patients who 
underwent sleeve gastrectomy evaluated the diabetes remission 
rate at 1 year and 5 years after surgery. Forty-six percent of the 
patients achieved diabetes remission 5 years after the operation 
[7].

The study was conducted for the first time in Georgia. The 
impact of bariatric surgery on the remission of type 2 diabetes 
has not been studied before. 

Our study aims to investigate the effect of bariatric surgery on 
diabetes remission.
Materials and Methods.

We studied 91 patients with type 2 diabetes mellitus (T2DM) 
and morbid obesity who underwent bariatric surgery—sleeve 
gastrectomy—at the "David Abuladze Georgian Italian Clinic" 
from 2015-2022. The patients' ages ranged from 23 to 67 years 
(46.67 ± 8.60), including 50 women and 41 men.

Study Inclusion Criteria: Morbidly obese patients with type 
2 diabetes mellitus aged 18-65.

5 years after bariatric surgery 
Exclusion criteria: Patients receiving glucocorticoid treatment. 
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Qualification criteria for bariatric surgery: 
The procedure was performed with a body mass index (BMI) 

of 40 kg/m2 or more or a BMI of 35 kg/m2 or more and 
concomitant obesity-related diseases [8]. 

Before the operation, the weight ranged from 81 to 197 kg, the 
average weight was 146.80±25.81 kg (Figure 1).

We divided the patients into two groups: the first group 
included patients who failed to achieve complete remission 
within 4 years after surgery, the second group included patients 
with complete remission. 

According to the 2009 American Diabetes Association 
consensus, “Complete” remission was defined as fasting 
blood glucose <100 mg/dL and HbA1c <5.7% without 
pharmacotherapy for 1 year. 

The demographic characteristics of the patients, genetic 
predisposition to obesity and diabetes, lifestyle, comorbidities, 
type and frequency of diet, preoperative weight loss, parameters 
of diabetes, duration of type 2 diabetes, antihypertensive drugs 
(before surgery), liver function tests and lipid profile, number of 
“Healthy days” before and after surgery were studied. 
Statistical analysis:

Qualitative indicators were determined by frequency and % 
value, and quantitative indicators were compared by mean value 
and standard deviation. Qualitative indicators were compared 
between groups using Fisher's exact test (F test), and before and 
after surgery using Wilcoxon's signed rank test. Quantitative 
characteristics were compared using Student's t-test. To compare 
groups, Student's t-test for an independent sample was used, and 
equality of variances was compared using Levene's test. Data 
before and after surgery were compared using Student's paired 
t-test. 

The relative probability of remission was determined using 
multivariate regression analysis. 

The diagnostic value of markers was determined using ROC 
analysis.

• The diagnostic value of markers was determined using ROC 
analysis.

• An indicator of the diagnostic accuracy of a test: Area of 
diagnostic accuracy.

• 0.9 – 1.0 excellent, 0.8-0.9 very good, 0.7-0.8 good, 0.6-0.7 
satisfactory, 0.5-0.6 poor, < 0.5 test is unreliable. 

The results were considered significant at p < 0.05. 
Statistical analysis was performed using the SPSS 23 software 

package.
Results.

General characteristics of patients are given in Table 1.
84.6% of patients were city residents, most patients had a 

genetic predisposition to both diabetes mellitus (63 patients) and 
obesity (51 patients), most led a sedentary lifestyle (74.73%). 
The highest frequency of comorbid diseases was observed in 
fatty liver and dyslipidemia. All patients took antidiabetic drugs. 

After the surgery, all patients reported weight loss: before 
the surgery 146.80 + 25.81, after the surgery 97.87 + 17.56. t= 
23.30, p <0.0001 

Decrease in glucose levels and glycated hemoglobin was 
observed after the surgery (Table 2).

After surgery, the frequency of medication intake was 
significantly reduced. Insulin consumption is no longer observed 
among them. 

The incidence of patients with glycosylated hemoglobin 
<5.7% increases significantly. and significantly reduces the 
incidence of patients with >6.4%. 

Accordingly, the incidence of patients with fasting glucose 
levels of 100-125 mg / dL and < 100 mg/dL increased 
significantly, while the number of patients with >125 mg/dL 
decreased significantly.

At the next stage of the study, we divided the patients into two 
groups: group 1 included patients without complete remission, 
group 2 included patients with complete remission (glycosylated 
hemoglobin <5.7) (Table 3).

Figure 1. Before the operation, the weight ranged from 81 to 197 kg, the average weight was 146.80±25.81 kg.
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Factor groups Patient characteristics n % 

Gender 
Female 50 54.95 
Male 41 45.05 

Place of residence City 77 84.62 
Village 14 15.38 

Lifestyle 
Sedentary 68 74.73 
Lightly active (1-3 times per week) 22 24.18 
Moderately active (4-5 times per week) 0 0.00 

Genetic predisposition to obesity 
From the mother's side 25 27.47 
From the father's side 15 16.48 
From both sides 23 25.27 

Genetic predisposition to diabetes 
From the mother's side 27 29.67 
From the father's side 13 14.29 
From both sides 11 12.09 

Comorbidities 

Sleep Apnea (before surgery) 35 38.46 
Fatty liver disease 88 96.70 
PCOS before surgery 2 2.20 
Dyslipidemia 66 72.53 
Thyreopathy 13 14.29 
 Venous insufficiency (chronic) 2 2.20 
Arthropathy 2 2.20 
Cardiopathy 4 4.40 

How many times a day did she/he eat (before 
surgery)? 

once 4 4.40 
2 times 24 26.37 
3 times 46 50.55 
4 times 17 18.68 
Night eating 54 59.34 

Type of food 

Fatty 25 27.47 
Protein 25 27.47 
Complex Carbohydrates 78 85.71 
Energy Drinks 7 7.69 
Synthetic Drinks 46 50.55 

Bad habits Smokers 31 34.07 
Alcohol Consumers 10 10.99 

Preoperative weight loss 
<5% 61 67.03 
5%-10% 10 10.99 
 Did not lose weight 20 21.98 

Duration of T2DM 
1 year 43 47.25 
1-5 years 26 28.57 
> 5 years 22 24.18 

Antidiabetic treatment (before surgery) 

Biguanides 87 95.60 
Sulfonylurea 20 21.98 
insulin 6 6.59 
DPP-4 15 16.48 

Table 1. General characteristics of patients.

Factors Before the surgery After the surgery  
n % n % p 

A/D medications 
Biguanides 87 95.6 3 3.30 <0.0001 
Sulfonylurea 20 21.98 1 1.10 <0.0001 
insulin 6 6.59 0 0.00 0.0143 

Glycated hemoglobin 
<5.7% 9 9.89 70 76.92 <0.0001 
5.7-6.4% 14 15.38 14 15.38 1.0000 
>6.4% 68 74.73 6 6.59 <0.0001 

Glycemia 
100-125 mg / dL 17 18.68 30 32.97 0,0280 
<100 mg / dL 1 1.1 52 57.14 <0.0001 
>125 mg / dL 73 80.22 7 7.69 <0.0001 

Table 2. Changes in  T2DM parameters  after bariatric surgery.
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Factors
>5.7 (without complete 
remission) (n=21)

≤5.7 (with complete 
remission) (n=70) F p

n % n %

Gender Female 15 71.43 35 50.00 3.03 0.0852
Male 6 28.57 35 50.00 3.03 0.0852

Place of residence City 17 80.95 60 85.71 0.28 0,6006
Village 4 19.05 10 14.29 0.28 0,6006

Lifestyle

Sedentary 14 66.67 54 77.14 0.93 0.3381
Lightly active (1-3 times 
per week) 7 33.33 15 21.43 1.24 0.2688

Moderately active (4-5 
times per week) 0 0.00 0 0.00

Genetic predisposition to 
obesity

From the to mother's side 4 19.05 21 30.00 0.96 0.3295
From the father's side 4 19.05 11 15.71 0.13 0.7217
From both sides 5 23.81 18 25.71 0.03 0.8621

Genetic predisposition to 
diabetes

From the mother's side 6 28.57 21 30.00 0.02 0.9013
From the father's side 2 9.52 11 15.71 0.50 0.4826
From both sides 2 9.52 9 12.86 0.17 0.6851

Comorbidities

Sleep Apnea (before 
surgery) 8 38.10 27 38.57 0.00 0.9691

PCOS 1 4.76 1 1.43 0.82 0.3664
Dyslipidemia 18 85.71 48 68.57 2.39 0.1254
Thyreopathy 4 19.05 9 12.86 0.50 0.4826
Venous insufficiency 
(chronic) 1 4.76 1 1.43 0.82 0.3664

Arthropathy 0 0.00 2 2.86 0.60 0.4391
Cardiopathy 1 4.76 3 4.29 0.01 0.9266
Hypertension (before 
surgery) 19 90.48 56 80.00 1.21 0.2737

Fatty liver (before surgery) 19 90.48 69 98.57 3.37 0.0697

Eating habits mixed 21 100.00 70 100.00 - -
Vegetarian 0 0.00 0 0.00 - -

How many times a day 
did she/he eat (before 
surgery)?

once 1 4.76 3 4.29 0.01 0.9266
2 times 5 23.81 19 27.14 0.09 0.7643
3 times 13 61.90 33 47.14 1.40 0.2401
4 times 2 9.52 15 21.43 1.50 0.2241
Night eating 11 52.38 43 61.43 0.54 0.4647

Type of food

Simple Carbohydrates 13 61.90 45 64.29 0.04 0.8444
Fatty 7 33.33 18 25.71 0.46 0.4981
Protein 7 33.33 18 25.71 0.46 0.4981
Complex carbohydrates 20 95.24 58 82.86 2.02 0.1585
Energy Drinks 0 0.00 7 10.00 2.28 0,1344

Bad habits Smokers 6 28.57 25 35.7 1 0.36 0.5499
Alcohol Consumer 2 9. 52 8 11. 43 0.06 0.8092

Preoperative weight loss
<5% 11 52.38 50 71.43 2.67 0.1057
5%-10% 2 9.52 8 11.43 0.06 0.8092
Did not lose weight. 8 38.10 12 17.14 4.24 0.0425
100-125 mg / dL 1 4.76 19 27.14 4.87 0.0299

Glycemia (before 
surgery) <100 mg / dL 0 0 1 0.14 0.30 0.5867

>125 mg / dL 20 95.24 50 71.43 5.35 0.0230

Table 3. Assessment of the characteristics of diabetes remission based on the patient's initial characteristics.
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As seen in the table, the group with complete remission had 
a significantly higher frequency of patients with a diabetes 
duration of less than one year. In contrast, the group without 
complete remission had a significantly higher frequency of 
patients who had not lost weight, had a diabetes duration of 
more than five years, and were taking sulfonylureas or insulin 
before surgery. 

No more than 20 “Healthy Days” were observed before the 
surgery in the without complete remission group. 

Evaluation of age and anthropometric characteristics non-
remission and in remission groups are in Table 4.

There was no significant difference in weight and height after 
surgery.

Comparison of preoperative data in the remission group 
showed that the average weight was significantly higher, and 
the average age was significantly lower. 

We estimated the relative probability of complete remission 
after surgery using regression analysis (Table 5).

Thus, the relative probability of complete remission based on 
preoperative factors increases with the patient's baseline weight 
and decreases with preoperative sulfonylurea and insulin use 
and Glycemia - Fasting glucose >125 mg /dL. 

We examined the primary outcome of bariatric surgery, weight 
loss, 1 year after the surgery. 

Comparison of weight loss between the remission and 
non-remission groups showed that the remission group had 

significant weight loss compared to the other group (Table 6).
The result allowed us to consider weight loss as an independent 

predictor of remission. Using ROC analysis, we determined 
the sensitivity and specificity of weight loss as a predictor of 
remission after bariatric surgery (Figure 2 and Table 7).

As we can see, the area under the curve is 0.80, which means 
that the diagnostic value of weight loss as a predictor of complete 
remission is very good.

The test specificity is 0.857, the specificity is 0.714, the cutoff 
point is 37.5 kg. 

This allows us to consider weight loss of more than 37.5 kg 1 
year after the bariatric surgery as an independent predictor of 
remission.
Discussion.

Remission of diabetes without specific intervention is rare. A 
study conducted in the USA on 122,781 patients revealed that 
the 7-year remission rate was 1.60%, but it was higher (4.6%) 
in patients who had been diagnosed with diabetes for less than 
2 years [9].

According to data from a study conducted in the UK, which 
involved 2,297,700 people with type 2 diabetes, only 1.7% met 
the criteria for remission. Those who had been diagnosed with 
diabetes for less than 1 year had a higher remission rate (2.87%) 
compared to those diagnosed for 3-5 years. 

With a ≥10% reduction in body mass index, the remission rate 
was 3.57 times higher compared to a <5% reduction [10].

Factors HbA1c >5.7 n = 21 HbA1c <5.7 n=70 t p Mean StD Mean StD 
Age before surgery 50.14 8.53 45.69 8.42 2.12 0.0366 
Age Questionnaire: While 
filling it out 53.71 9.16 50.19 8.69 1.61 0.1105 

Weight (before surgery) kg 132.62 31.75 151.06 22.29 -2.48 0.0197 
BMI (kg / m2) 47.56 9.95 50.26 6.84 -1.42 0.1592 
Weight (after surgery) 99.14 21.15 97.49 16.48 0.38 0.7066 
BMI (after surgery) 35.45 7.21 33.19 5.15 1.60 0.1127 

Table 4. Evaluation of age and anthropometric characteristics non-remission and in remission groups.

Factors before surgery B S.E. Wald p OR 95% C.I. OR 
Lower Upper 

Weight(kg) 0.03 0.01 14.84 0.0001 1.03 1.02 1.05 
Glycemia - Fasting >125 mg /dL (1) -2.75 1.14 5.80 0.0160 0.06 0.01 0.60 
Sulfonylurea (1) -2.72 0.73 13.98 0.0002 0.07 0.02 0.27 
Insulin (1) -2.80 1.13 6.14 0.0132 0.06 0.01 0.56 

Table 5. Relative probability of complete remission after bariatric surgery.

No remission Remission t p Mean Standard Deviation Mean Standard Deviation 
Weight loss After 
surgery (kg) 32.52 21.06 53.57 17.19 -4.66 <0.0001 

Table 6. Comparison of weight loss between the remission and non-remission groups.

Test result variables: 

Area Std. Errora p Asymptotic 95% 	Confidence Interval 
Lower Bound Upper Bound 

0.801 0.065 <0.0001 0.681 0.931 

Table 7. Area under the curve.
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The main risk factor for developing diabetes is obesity [11].
Available evidence suggests that bariatric surgery provides 

better resolution of T2DM in obese patients compared with best 
medical management alone [12,13]. According to our studies, 
after surgery, the frequency of antidiabetic medication use 
decreases, with insulin use no longer being required. 

After bariatric surgery, the frequency of patients with a 
glycated hemoglobin level <5.7% significantly increases, 
while the frequency of those with a level >6.4% significantly 
decreases.

Accordingly, the incidence of patients with fasting glucose 
levels of 100-125 mg / dL and < 100 mg/dL increased 
significantly, while the number of patients with >125 mg/dL 
decreased significantly. 

Bariatric/metabolic surgery significantly improves glycemic 
control in patients with T2DM and can lead to complete 
remission of T2DM in some patients [14]. 

According to our study, complete remission after bariatric 
surgery was observed in 76.9% of patients. 

A multicenter study showed that the duration of T2DM 
(p < 0.0001), the number of drugs for type 2 diabetes (p = 0.003) 
and weight loss (p = 0.048) were the only independent factors 
for long-term remission of T2DM [15]. Our data confirmed 
the negative impact of insulin and sulfonylurea administration 
before bariatric surgery on remission. 

According to other studies, preoperative insulin therapy, 
duration of type 2 diabetes, age, and high glycated hemoglobin 
A1c (HbA1c) levels were associated with lower rates of type 
2 diabetes remission. In contrast, residence in a medium-size 
town and percentage of total weight loss were associated with 
higher remission rates [16]. Immediate post-operative effects, 
independent of weight loss, along with the weight loss itself, 

can lead to remission of type 2 diabetes in up to 80% of patients 
[17]. According to our data, weight loss as a predictor of 
complete remission shows high sensitivity and specificity when 
the weight loss is more than 37.5 kg.
Conclusion.

• Bariatric surgery in patients with type 2 diabetes promotes 
long-term remission of diabetes. 

• Positive predictor of complete remission is the patient's 
initial weight before bariatric surgery. Treatment and high 
glycemia (fasting >125 mg/dL) before surgery reduce the 
relative probability of complete remission.

• Weight loss as a predictor of complete remission shows high 
sensitivity and specificity (cutoff value = 37.5kg).
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