
“Gamechanging Hepato-pancreato-biliary surgery: from myth to reality” 
by Catherine Teh, MD, FPCS, FRCS(Ed) 

“The day Prometheus stole fire and gave it to men, an explosive era of excitement 
propelled humans striking innovations all throughout their evolution.” 

Reading livers dates back to antiquity as far as the Babylonian times in the 3000-2000 
BC. This common practice of divination in Mesopotamia involved the inspection of the 
liver from the sacrificed sheep in propitiation. In seeking answers to mystical events, 
the liver summarised the practice of understanding omens and predicting the future 
among the Babylonians, Etruscans, Greeks and Romans. In fact, livers were extensively 
studied for divine signs across different cultures and periods in history thus the term 
“Hepatoscopy” by the Greeks.  Clay models of sheep livers made were first used to 
study patterns of diseases and predict the outcome of a patient’s course of illness. Pegs 
were placed in the holes of the clay models to describe certain lesions as well as its 
relationship with the “anatomy” of the liver.  

Why the liver? It was recognised that no two livers looked alike and they believed it was 
the most important organ in the body, being the seat of the action and the site of the 
soul which is vital to all forms of mental and emotional activity. Enriched with blood, this 
largest solid organ in the body was seen as the repository of life, hence the name liver.  
As evidenced in the biblical passages of Ezekiel 21:21, "For the king of Babylon stands 
at the fork in the road, at the junction of the two roads, to seek an omen: He shakes the 
arrows, he consults the idols, he examines the liver."1 While in Proverbs 7:23, “till an 
arrow pierces his liver, like a bird darting into a snare, little knowing it will cost him his 
life” and Job 20:25, “The arrow is pulled from their back, and the arrowhead glistens 
with blood. The terrors of death are upon them.” 
 
Clay model of sheep liver between 2000 to 1750 BC on display at the Middle Eastern Department of the 
British Museum  
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Perhaps those Mesopotamian clay livers formed the basis of the first hint on anatomy of 
the liver for which many of the terms were derived from the Babylonian scriptures such 
as the “right and left wings of the liver” describing the right and left lobes, the “gate of 
the palace” for the umbilical fissure, “the middle of the liver” pertaining to the caudate 
lobe, the gall bladder as the “bitter part”, hepatic duct and common bile duct were 
known to be the “output” and the “junction” while the secondary & tertiary bile ducts as 
the “branches”. Finally, the porta hepatis was termed as the “gate.” 2 

Clay models of sheep liver were never found in Greece, but it is believed that Greeks 
knew the regenerative power of the liver long before anyone did. Prometheus was 
punished by Zeus when he stole fire from the gods in Mount Olympus.  He was bound 
to a rock, sending the vulture to feed on his liver by day and this grew back by night 
only to be eaten once again by the vulture the next day.  Although the repeated 
examination of the liver in Greek hepatoscopy would not have contributed to their 
knowledge of this mysterious power of the liver because hepatoscopy only deals with 
the external surface of the liver structure and had nothing to do with physiology and 
regeneration, the concept that the liver is the seat of the soul, center of emotions and 
psyche was perhaps the most plausible reason why Zeus tormented Prometheus in such 
way. Again, this highlights the importance of the liver over any organ in the body. 
Whether the regenerative capacity of the liver was indeed known by the Greeks or not, 
this myth remains to be a reality that the liver indeed regenerates as proven by 

Prometheus Bound by Peter Paul Ruebens from the 
Philadelphia Museum of Art

Illustrations of the Blood Vessels of the Liver by 
Leonardo de Vinci from the Royal Trust Collection



scientists thousands of years later.3  This serves as the pivot for surgery of the liver to 
be developed in the next centuries to come.  

Despite the discovery of liver as a regenerative organ, and even the descriptions of 
Galen in 200 AD accorded the liver as the “seat of nutritive and vegetative faculties”, 
having the gallbladder and spleen as its subsidiaries, there was a paucity of knowledge 
and the intricate network of blood vessels and bile ducts prohibited the development of 
successful surgery until the late 19th century. Physiology of the liver remained uncertain 
even when anatomy slowly gained precision as Leonardo da Vinci in 1508 depicted 
cirrhosis in one of his illustrations as a small liver and a big spleen. He also described 
the hepatic artery arising from the coeliac which originates from the aorta while there 
were hepatic veins on the dome of the liver received by the vena cava. Da Vinci not 
only illustrated the blood vessels of the liver, but he also demonstrated the cystohepatic 
triangle 383 years before Calot described it.4 Another century later, the vasculobiliary 
sheath of the liver became known as the Glisson’s sheath.5 Progress was plodding for 
centuries upon centuries. Reports on the removal of the liver were often only a result of 
trauma, especially during the war. However, survival was very bleak, often due to 
massive bleeding. 

The introduction of blood transfusion in 1818 for postpartum hemorrhage offered an 
opportunity for liver surgery in the later years most commonly in times of trauma. 
However, it was only until the 1840s were when anesthesia came into view followed by 
Pasteur's discovery of antibiotics in the 1860s and Lister’s antiseptics in 1867 that 
pushed surgery into an explosive era of inquiry and experimentation at the turn of the 
2nd industrial revolution. Alas! Carl Lagenbuch performed the first recorded deliberate 
hepatectomy for a benign tumor in 1888.  Yet, most of the liver surgeries carried out in 
this era even in non-emergency setting resulted to mortality6. Even when Hogarth 
Pringle introduced the “Pringle Pinch” in 1908, the majority of his patients still died of 
exsanguination.7 Anatomical & physiological understanding of the liver seemed to be 
superfluous at that time, and these were not enough to push liver surgery to the next 
frontier unless the problem of haemorrhage can be minimized. Methods of liver 
transection were described using the handle of the scalpel or a more simple process of 
finger fracture popularised by Lin in 1958 was still standard even until the late 1980s.8 

The history of liver surgery can be accounted for as a history of blood loss and death. 
Mortalities rates between 44 to 66% were the norm worldwide.9 Over the next century, 
the development consisted mainly of methods to control bleeding by using large 
transfixing sutures and or electrocautery.  Elliot described in 1897 as "so friable, so full 
of gaping vessels and so evidently incapable of being sutured that it seems impossible 
to successfully manage large wounds of its substance."10 Slowly, liver resection has 
evolved from hemorrhagic, imprecise removal of bits and pieces of liver tissue to 
controlled, anatomical resection of liver tumors representing a big leap in the face of 
modern liver surgery. Liver resection is considered as the turning point in the care of a 
patient with liver tumor for this determines the patient's chance for cure.11 Today, 
indications for liver resection continues to expand; however increasing resectability 
must not compromise safety.   





The pancreas is another mystery but 
mostly hidden. Little is known about it 
compared to the liver.  Anatomist 
Herophilus first described it circa 300 BC. 
It was not until 400 hundred years later, 
the term "pancreas" was given to this 
structure by Ruphos another Greek 
surgeon. It was Johann Georg Wirsüng, a 
German who began to study the pancreas 
centuries later in 1642.12 Literature has not 
recorded much about surgeries of the 
pancreas. It was said that God made the 
pancreas all the way to the back so that 
no one can touch it.  In fact,  the first 
pancreaticoduodenectomy was performed 
as an incidental procedure by Allen 
Oldfather Whipple.  He was performing a 
gastric surgery with many students and 
surgeons watching in the amphitheater 
back in 1935. However, a pancreatic tumor 
was found instead. He made a quick 
decision and improvised a two-staged 
pancreaticoduodenectomy which was 
popularised later as Whipple's surgery. 
Much the same as the complex liver, the 
fate of the first Whipple's surgery were mortalities due to anastomotic breakdown and 
cholangitis. It was only in 1940 that O. Whipple performed this operation as a one-
stage procedure, five years after troubleshooting the various severe complications that 
took the lives of many patients then.13 Today, Whipple's surgery remains to be a 
formidable procedure with a high mortality and morbidity rate, especially in low-volume 
centers.  However, current advances have also led the way to highly advanced and 
modifications of pancreaticoduodenectomies including pylorus preservation and vascular 
resections.  

The third industrial revolution saw the dawn of another era: this time, liver 
transplantation. The first successful liver transplant was performed in 1968 by Thomas 
Starzl.  Lortat-Jacob predicted in 1952 that once the problems of tolerance to tissue 
grafts and their rejection have been solved, this procedure might be indicated for some 
diseases".14  Thus the introduction of immunosuppressant cyclosporine led to a dramatic 
advancement in liver transplantation, especially in the US.  However, it was in 1984, 
when the first reduced-size liver transplantation was performed by Henri Bismuth in 
France15 out of desperation during a time when a young child needed a liver transplant 
badly. Today, orthoptic liver transplantation has evolved from deceased to living donor 
liver transplantation pioneered by Russel Strong same year of 1984, later popularised by 
ST Fan from Hong Kong, SG Lee in Korea, and CL Chen from Taiwan. The last 60 years 
rapidly evolved as technical advancements in imaging such as the dynamic helical CT 
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and liver specific contrast MRIs, liver elastrography, dual tracer PET-CTs virtual reality 
and 3D simulations sustained further development of studies on liver making a 
phenomenal impact on surgical intervention. The value of intra-operative ultrasound 
was highlighted by Masatoshi Makuuchi in the early 1980s.16,17 Finally, at this time, the 
anatomical segmentation of Couinaud back in 1957 has been put to good use from the 
radiological suite to the operating table. 

As the surgery of the liver advanced with the progress in technology, Liver 
transplantation was recognized as a legitimate strategy in the treatment of end-stage 
liver disease in the consensus conference in Washington in 1983.18 Surgeons were 
pushed to refine the craft and specialize. This allowed convergence of liver resections 
and liver transplantation into a distinct subspecialty of gastrointestinal surgery. We, as 
surgeons of the land, need to catch up with this phenomenon. During my fellowship, 
daily cases comprised of liver resections and Whipple's surgeries which were a rarity in 
my residency days. I was exposed to cases and operations I've never seen before such 
as IVC en bloc resection in hepatectomies not to forget resections of portal veins and 
even coeliac arteries in DP-CAR. Liver metastases were resected, ex-vivo liver resections 
were a feast to my eyes, and liver transplants became a marathon of events in 
Hangzhou & Paul Brousse. Vascular surgery was part of the training of an HPB surgeon 
because of our training in liver  transplantation. More than just technique and skills, 
HPB surgery embraces anything from anatomy to physiology and everything else in 
between. One has to be a surgeon, a hepatologist, a radiologist, an endoscopist, a 
pathologist, a researcher around the patient because we have to be experts in anatomy, 
vascular and microsurgery, echography, hepatology, oncology, and immunology. Much 
more, we need to know how to collaborate with 
the rest of the specialties and establish a 
genuinely multidisciplinary approach. As a liver 
surgeon, it is imperative to use creativity and 
ingenuity in our local setting as we face adversity 
when infrastructure and support are sorely 
lacking.  

Intraoperative Ultrasound in Liver SurgeryLaparoscopic Ultrasound in Liver Surgery



Advances in technology remained crucial the evolution of surgeons together with other 
specialties. We are constantly facing more and more advanced diseases and fragile 
patients yet expanding surgical indications requiring liver parenchyma preservation, 
preventing ischemia and congestion of the liver aiming at minimising complications with 
a maximum oncologic benefit. Other procedures that help augment the feasibility of 
liver surgery with portal vein embolisation, liver venous deprivation, adjuvant 
chemotherapy and immunotherapy, transarterial chemo and radiotherapy, thermal 
ablation are all contributing to a paradigm shift. Without such technical expertise 

together with meticulous and deep understanding of liver anatomy & physiology, 
surgical safety will be compromised, long term outcomes will be poor. Thus, specialised 
training in the field of HPB surgery is paramount. "Further, an association between 
volume of operations performed (both by the individual and hospital) and surgical 
outcome has been well established in relation to operations such as major hepatic and 
pancreatic resections. It has become evident that HPB operations should not be 
performed by the occasional surgeon and that this kind of surgery requires experienced 
HPB surgeons, hospitals, and support personnel. Although many will conclude that 
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these volume–outcome relationships are related primarily to the technical performance 
of these operations, technique is only a component of the specialty. Major HPB 
operations also require a complete understanding of the underlying diseases, the 
indications for operative intervention, and a mastery of the mgt of patients before and 
after the operation. The clinical judgment pre, intra and postoperatively may be the 
most important part of being a successful HPB surgeon. Ultimately, the best HPB 
surgeons are those who combine technical excellence with superb judgment” 19. 

At the turn of the century, we witness the 4th industrial revolution pushing us from the 
conventional open approach to laparoscopic or robot-assisted minimal access approach. 
Not only has surgery come a long way as we begin to see an expansive list of 
transformations in the way we perform operations using high definition and 3D in 
laparoscopy, flexible fiberoptic scopes, energy devices including vessel sealing and 
ultrasonic cavitators, fluorescence-guided liver & biliary surgeries, it has also 
significantly impacted patient reported outcomes and quality of life after surgery.  

The world keeps getting smaller each day with the advent of the internet. New 
concepts, new diagnostic and therapeutic algorithms that change so quickly year after 
year, refined and expanded immunologic modulation, genetic & biomolecular studies 
and targeted therapies, liquid biopsies, and expanded oncologic treatments arise 
exponentially. Adaptation to change and massive absorption of new knowledge and 
skills are inevitable as all these information become accessible at the tips of our fingers. 
Laparoscopic and robotic liver resection, liver resections for extended indications, 
complex biliary reconstructions, advanced pancreatic & vascular resections are now 
receiving acceptance; however, the learning curve is steep. In 2007, some small wedge 
resections of the liver for benign diseases and diagnostic purposes were performed in 
NKTI. The first anatomical laparoscopic liver resection for a liver tumor in the country 
was completed in Makati Medical Center (MMC) in 2009 with minimal instruments. The 
patient was a 72-year-old lady with a very cirrhotic liver from hepatitis C suffering from 
a 5 cm Segment VI HCC that ruptured. She lived for another two years. These are now 
routine surgeries also performed in St Luke’s Medical Center and in the National Kidney 
& Transplant Institute where the NKTI Liver Center was set up in 2014 in an effort to 
push the liver transplant program. With standardization, both multidisciplinary and 
interdisciplinary alliance forming a highly-skilled & dedicated liver team, success rate 
approached 88%. A memorandum of agreement with the Philippine Charitable 
Sweepstakes Office (PCSO) for financial support was made possible by showing a good 
outcome and minimizing the cost of a liver transplant from a whopping 5 Million Pesos 
down to 2.5 Million pesos. The NKTI director, Dante Dator and Health Secretary Enrique 
Ona at that time supported our mission of bringing cutting edge liver surgery to our 
community, especially the financially challenged Filipinos. Meanwhile, at The Medical 
City, living donor liver transplantation was also taking a swift turn towards success 
under the leadership of Dr. Vanessa de Villa. 

The year 2014 also saw the beginning of high quality, high impact HPB masterclasses. 
Three consecutive HPB masterclasses from 2014 to 2016 were successively organized. 
From current advances in liver surgery to liver transplantation and pancreatic surgery 



Live demonstration of a laparoscopic liver resection in the 1st HPB Masterclass Nov 26, 2014 
telecast from NKTI to Philippine Center for Advanced Surgeries and other regional centers.

Inauguration of the PAHPBS last Dec 7, 2015 with Dr Enrico Ragaza, PCS 2017 President Elect as 
inducting officer



were the topics which began to stimulate interests of our younger colleagues in HPB 
surgery. The 1st live demonstration of laparoscopic liver resection was telecast from 
NKTI to the 1st HPB Masterclass held at the Philippine Center for Advanced Surgeries at 
Cardinal Santos Medical Center. While the rest of the world has already advanced in this 
highly specialized field, we were gaining momentum. The next 2 HPB Masterclasses also 
showcased live demonstrations of right hepatectomy in a cirrhotic liver in 2015 joined 
by the pioneer of laparoscopic living donor liver transplantation, Daniel Cherqui and in 
2016, a laparoscopic pylorus-preserving pancreatoduodenectomy joined by Horacio 
Asbun of Mayo Clinic. More complex surgeries, various refinements and approaches to 
treat diseases of the liver, biliary tree, and pancreas form the basis of the need for 
formal fellowships in HPB surgery and liver transplantation. 

The clamor to form an HPB society began from 2 movements. 
  
Not known to many, development of the Philippine HPB society was first initiated in the 
2nd Asia-Pacific HPB Association (APHPBA) world Congress in 2009, between Serafin 
Hilvano and me. Dr. Hilvano was a visionary and spearheaded the HPB training program 
with Crisostomo Arcilla Jr in the Philippine General Hospital (PGH) before any other local 
institution. He also lead us in establishing partnerships with Japan in telemedicine, 
frequently participating in HPB teleconferences with the region. We often visited DOST / 
ASTI in Diliman those days for a better internet connection back in 2005. We saw a 
need to create this group of sub-specialty surgeons to complement the general surgery 
residency training with a robust fellowship program to enhance further training and 
research focused on the liver, biliary system and pancreas as well as foster international 
relationships that will help us open our eyes to innovations and initiate collaborations 
with the rest of the HPB world. However, it was not until six years later that our dream 
of creating this specialty society finally realized when the PGH group and ours came to 
terms for the common good. In between were much planning with many months spent 
in meetings and discussions, consultations and strategic planning, this long-overdue 
sub-specialty society saw its birth on December 7, 2015, as the Philippine Association of 
Hepato-Pancreato-Biliary Surgeons (PAHPBS) with 21 founding members and Ramon de 
Vera as its founding President. This landmark event was made even more special by a 
keynote from world-renowned liver transplant expert, Daniel Cherqui who talked about  
Meanwhile, the International Hepato-pancreato-biliary Association (IHPBA) President 
then, P. Jagannath and APHPBA President Norihiro Kokudo were instrumental in pushing 
the formation of this society. After many years of prodding, developing the IHPBA 
Philippine Chapter realized together with the formal founding of the PAHPBS in 2015. 
On April 22, 2016, the Philippine Chapter of the IHPBA and APHPBA was recognized at 
the 12th World Congress of the IHPBA in Sao Paulo, Brazil. The recognition of the 
PAHPBS as the Philippine chapter of IHPBA was re-enacted in 2018 in the presence of 
the IHPBA President-elect Norihiro Kokudo at the Faculty dinner of the 1st PAHPBS 
International symposium held in Joy Nostalg on November 30, 2018.  

A year later, March 25, 2017, PAHPBS was officially recognized as an affiliate society by 
the Philippine College of Surgeons, with then PCS President Enrico Ragaza at the helm. 



As the nationally recognized leader in quality hepato-pancreato-biliary (HPB) care, 
since then, it had been busy and productive for the PAHPBS. Our mission is to provide 
opportunities and set standards for surgical training, education and career 
development of its members, promoting ethical practice in HPB Surgery, encouraging 
research and innovation in HPB surgery, promote multidisciplinary & inter-professional 
collaboration in the management of HPB diseases and last but not the least, engage in 
advocacy on matters relating to HPB disease.  

The society worked towards a full year of scientific events for 2018 from the midyear 
convention to a pre-congress HPB International Symposium to fulfill its mission of 
setting the multidisciplinary standard of care for patients with HPB diseases and also 
provide opportunities for training, education and career development of its members. It 
also aims to collaborate with other specialty societies, medical, surgical, and radiology 
alike.  

PAHPBS is the youngest affiliate society of PCS. It is aimed to develop HPB training 
programs and offer a reasonable exchange of discussion between trainees, faculty, and 
institutions. We currently have 5 HPB fellowship training programs in the country. We 
began by holding our quarterly Fellow's forum rotating between these five programs. 
Each training program gets to host a session to discuss a couple of interesting cases to 
highlight diagnostic or management dilemmas, surgical approaches, treatment 
modalities, evidence, and controversies as well. Three Fellows forum were held in 2018. 

Re-enactment of the recognition of PAHPBS as 
Philippine chapter of the IHPBA by IHPBA President 
Elect, with Founding President, Ramon de Vera, 
2018-2020 President Ernesto Tan and Vice President 
Catherine Teh



It started with PGH as the host, in the first quarter followed by St Lukes Medical Center 
for the 2nd quarter and the Medical City for the last quarter. At the start of 2019, it was 
Rizal Medical Center's turn, followed by Jose Reyes Memorial Medical Center and it has 
returned to St Luke's Medical Center recently. Each forum was a well attended with 
significant contribution from the senior HPB consultants of all the institutions. It is 
indeed a forum not only meant for the fellows but also a meeting not to be missed by 
anyone interested in HPB surgery.   

The 1st PAHPBS international symposium was held as a pre-PCS annual congress 
event with 12 international guest speakers last Nov 30 to Dec 1, 2018, at the Philippine 
Center for Advanced Surgery (PCAS). An exciting two days of didactics on the theme 
of Current Standards in HPB surgery culminating in an afternoon of oral presentations 
by trainees who submitted abstracts. There was also a hands-on porcine workshop on 
fluorescence-guided imaging surgery and use of stapling and energy devices, including 
the use of intraoperative ultrasound in liver resection held at Center for Advanced 
Surgical Skills Training (CASSTI) in TMC. There were a total of 129 registered local 
participants, two international participants, and 37 abstracts submitted. We were most 
honored to have the presence of IHPBA President-Elect Norihiro Kokudo as our 
keynote. It was a massive success with tremendous support from Singapore and Nepal 
HPB friends and the medical industry as well.

This new society under the umbrella of the Philippine College of Surgeons may seem 
young, but it is a society dedicated to the development of HPB training to keep our 
country at par with the global standard of care for HPB diseases. HPB indeed is a 
surgical specialty. Why? First, major hepatic and pancreatic operations have become 
safer and more acceptable by the general medical community. Historically, hepatic 
resection was associated with massive blood loss and high mortality. Similarly, 
pancreatoduodenectomy was associated with extremely high rates of perioperative 
mortality— to the point where the value of operating at all was questioned openly in 



medical journals. Over time, HPB surgeries are now a well-established part of treatment 
strategies for liver metastases, cholangiocarcinoma, HCC, and even advanced stages of 
pancreatic cancer. Improvement of outcomes in the quality of HPB surgery and cancer 
care requires that we give it the attention it deserves.  

The burden of liver cancer is increasing, and so is pancreatic cancer. The advent of 
neoadjuvant chemotherapy has extended its indications from borderline resectable and 
locally advanced to even resectable pancreatic cancer, although RCTs are still needed to 
prove its significant impact on a larger scale. Incidence of Bile Duct Injury (BDI) seems 
to be unresolved thus a partnership with the Philippine Association of Laparoscopic & 
Endoscopic Surgeons (PALES) for the campaign on zero BDI forms part of our agenda 
for quality and safe HPB surgery for all. Diagnostics and treatment strategies have 
progressed, and training is still evolving. It is a society that has a lot to offer, including 
collaboration with all other medical and surgical specialties locally and internationally. 
Come July 2020; it will host the 3rd ASEAN Laparoscopic HPB conference in partnership 
with PALES, ILLS, and APHPBA.  

HPB surgery, modern liver surgery, in particular, being the last of the surgical frontiers, 
has evolved in a lifetime of surgery.  Lastly, It is not possible to complete the picture of 
HPB specialisation in our country without mentioning the pioneers in the likes of 
Cresencio Abes, Kasian Lim+, Crisostomo Arcilla+, Mario de Villa, Vicente Arguelles, 
Simeon Tolentino, Marcelino Fojas, Serafin Hilvano+, Michael Liquete+, Menandro 
Siozon, Samuel Ang and many others in their own nooks and crannies whom I may 
have failed to mention (with apologies). HPB Surgery, being an integral part of general 
surgery, was mostly performed by these gentlemen with special interest in HPB. On the 
other hand, the landscape of liver transplantation was painted first by Enrique Ona back 



in 1986. Although we still have a lot to prove in this hepatocentric field of HPB surgery, 
this generation of generalists before us undoubtedly contributed much to local HPB 
surgery forming the backbone of our achievements in the current setting. 

Beyond omens, reading livers today will help us understand the anatomical structure of 
the liver and the biliary tree, identify lesions, determine its elasticity, follow the blood 
flow, measure the vascular pressures, predict the remnant liver volume apt for liver 
resection and much more. Today, reading livers is truly essential in the preparation of a 
patient for any liver surgery including transplantation, intra-operatively with the intra-
operative ultrasound creating a 3D map and image in mind and postoperatively 
monitoring their regenerative process and consequences. As liver surgeons, we use 
surface and radiologic landmarks, understand the physiologic properties of the liver to 
aid us to perform safe and effective liver surgeries today. From myth to reality, the 
regenerative capacity of the liver became the most important ally of the liver surgeon 
that it actually forms the past, present, and the future of liver surgery.  

The liver is such a complex and mysterious organ that it genuinely deserves a focused 
study and understanding. Anyone who desires to hold it in their hands must first learn 
how to read livers before, during, and after liver surgery. Postoperative pancreatic 
fistula remains to be the dreaded complication of pancreatic surgeries and long term 
survival after pancreaticoduodenectomies are still limited to a few high volume centers. 
As technology continues to advance, we too as HPB surgeons must continue to evolve 
and meet the needs of our times and more importantly, our Filipino patients.  

"'Evolution is towards specialization. This is also true for surgery which changes with the 
field of practice…" H. Bismuth 
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