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Conversion to handsewn RYGB
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>5000 cases Primary 80% Revisions 20%



• Lower cost, similar 
outcomes to linear 
GJA [leak, marginal 
ulcer, stricture].

• Reproducible 
anastomosis in primary 
and revisional RYGB.

• Can be done in GJA, 
Duodenoilesotomy, 
distalization etc...

• Oversewing SG.

Why Handsewn RYGB & why not?

Longer learning curve.



Patient is a 55-year-old female with 
BMI 39 s/p SG 2013 presenting with 
dysphagia & GERD daily PPIs, no 
history of GERD or dysphagia prior 
to SG. History of COVID in Aug 
2020.
PMH of Prediabetes, HTN, OSA, 
Depression & kidney stones.
PSH Chole, C section Hysterectomy

What Next?



EGD shows a small hiatal hernia.
Smooth stricture at the GE 
junction.
EGD with dilatation performed.

No improvement.
What next?





55 Y/O GERD & Achalasia s/p SG BMI 39 HTN OSA PreDM HH

•History of SG precludes Fundoplication.

•POEM vs Lap Heller?

•How would you manage GERD if POEM only?

•Would you consider SADI with POEM or Heller?

•RYGB with Heller vs RYGB with POEM?





Take down of gastrogastric and gastrocolic fistula revision RYGB

• Patient is a 33-year-old female s/p SG 2013 converted to RYGB 
2020 for refractory GERD in Florida complicated with MU 
requiring revision of GJA.

• In Dec 2020, Now BMI 18 she developed recurrent MU, GJA 
stricture, GG fistula [seen on EGD and MRI] & severe 
malnutrition requiring TPN.

• Acute episode of liver decompensation with ascites had PEJ 
placed into the Roux limb and she developed PE put on Eliquis.

• What would you do Next.



Take down of gastrogastric and gastrocolic fistula revision RYGB

EGD showed a gastrocolic fistula

Acute episode of liver 
decompensation with ascites



Take down of gastrogastric and gastrocolic fistula revision RYGB

• Optimized with enteral feeding, 
antifactor Xa checked on LMWH 
for a level above 0.5 IU.

• Anemia improved with IV iron.
• On J feeding, BMI 18.5 Albumin 

3.8.
• Liver function recovered & ascitis 

resolved.
• Now ambulating no sepsis.





• Patient is a 52-year-old male s/p 
Robotic RYGB 2012 complicated by 
recurrent marginal ulcer 2013-2018.

• Patient developed gastro-gastric 
fistula 2017.

• Admission due to suspected 
perforated marginal ulcer 2018.

• Developed GJA stenosis and on 
EGD GG fistula







PEH, large mesocolon hernia GJA stenosis & POSED

























• Patient is a 33-year-old male s/p Open VBG 2005, history of 
recurrent PUD & history of NSAID abuse "Goodie powder".

• March 2016, X-lap VHR with biologic mesh for strangulated SB.
• April 2016 IR embolization of GDA for bleeding PUD following 

by difficult laparoscopy, gastrotomy and cautarization of bleeding 
ulcer.

• Oct 2016, Lap & drainage for perforated gastric ulcer.
• Nov 2017, UGI bleeding endoscopic bipolar cautery of a giant gastric 

ulcer 8x10 cm.
• Jan 2018, recurrent UGI bleeding [giant gastric ulcer 8x10 cm].
• March 2019, recurrent UGI bleeding giant gastric ulcer 8x10 cm].

Laparosocpic subtotal gastrectomy & B II s/p open VBG.







• Preoperative enteral nutrition is key for patients with malnutrition & 

previous MBS before revison.

• Patients presenting with weight recurrence frequently have Dysphagia & 

GERD  & a thorough evaluation is needed EGD, UGI, Bravo & Manometry.

• Intraoperatively, assess for an internal hernia, make sure there is not 

fistula, look for marginal ulcers.

• Hand-sewn GJA using 3-0 PDS & 3-0 Monocryl.

• Intraoperative endoscopy.


