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Prof. Dr. David C. van der Zee was appointed as Professor in Pediatric 
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where he also did his general surgical training (Chief: Prof. Dr. P.J. 
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He defended his thesis on “Maternoembryonic transfusion and 

congenital malformations” on March 29th 1996. He has been acting 

as chief of the Department of Pediatric Surgery since April 2006.
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gastroesophageal reflux disease, morbid obesity in childhood and 

endoscopic surgery, which is in line with the Departments’ main 

expertise: endoscopic surgery in children and neonates. The 

Department is internationally renowned for it’s expertise in 

endoscopic surgery, and he is involved in many international 

endoscopic organizations worldwide.

From May 9-11th 2010 the Department has organized an International 

Symposium and hands-on course on Endoscopic Surgery in Children 

and Neonates. On May 11th 2010 the new OR-complex was opened. 

The completely renewed OR Center has been rigged with endoscopic 

facilities in all OR’s, ready to set of as a “Center of expertise for  

endoscopic surgery in children and neonates”.
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1. Introduction
 

August 28th 1963 Martin Luther King spoke the legendary words:  

“I have a dream”.

January 20th 2009, almost 46 years later, Barack Obama was 

inaugurated as the first colored president of the United States. 

Today another dream has come true. With the opening of the 

comple tely renewed OR complex in the Wilhelmina Children’s 

hospital we can truly set off as a “Center of Excellence” for 

endoscopic surgery in children and neonates, with top referent 

patient care, education and research in the field of endoscopic 

surgery, and not only for the Department of Pediatric Surgery, 

but for all pediatric surgical specialties.

Mister Rector Magnificus,  

honorable members of the faculty,  

 

I would also like to welcome some international guests that are with 

us today through videoconference:

From Hongkong we have Prof. CK Yeung, one of the forerunners in 

pediatric endoscopic surgery, former President of IPEG and dear 

friend. From Paris we have Abe Fingerhut, President of the European 

Association of Endoscopic Surgery. From Buenos Aires Argentina, we 

have Marcelo Martinez Ferro, President of the International Pediatric 

Endoscopy Group IPEG. 

Ladies and gentlemen, 

The title of this public lecture is:

“Endoscopic Surgery in Children and Neonates: to Be or Not to Be”
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On the other hand some procedures have proven not to be suitable for 

endoscopic surgery, either because for some, to now unknown reason 

the outcome has adverse effects, such as in biliary atresia, or the 

endoscopic approach has proven to be too difficult, resulting in an 

unacceptable complication rate. An example of this may be the 

laparoscopic repair of duodenal atresia. After some initial reports by 

our group and Steve Rothenberg in the early nineties, normally this 

would be followed by series from others1,2. However, not this time. 

Why would that be? Although an experienced group, we found an 

unacceptable increase in anastomotic leakage in our patient group, 

and we suspect other groups to have had likewise experiences4, so in 

2005 we stopped the laparoscopic approach until only more recently 

we found to have gained sufficient experience in laparoscopic suturing 

to take up again the laparoscopic repair in 2008 and this time with 

success. Similarly the group from Rothenberg has a gap in their 

laparoscopic treatment of duodenal atresia, and in 2009 published 

their results from a more recent date with likewise good outcomes5. 

Another group from Kansas recently published their experience with 

U-staples as an alternative for suturing the anastomosis, because of 

unacceptable leakage earlier on4.

The question is should everyone be doing such difficult procedures or 

should these procedures be restricted to a limited number of centers 

of expertise. An example of this is the long gap esophageal atresia 

where we have developed a thoracoscopic technique for elongation 

and delayed anastomosis of the two ends of the esophagus6. 

The open technique was first described by John Foker7-9, but proved 

to be a painstaking technique. By performing the procedure 

thoracoscopically many of the drawbacks could be overcome. 

2. Center of Excellence
 

Figure 1: OR1 in operation.

 

This all started a mere 22 years ago, when, together with Klaas Bax, 

we recognized the importance of smaller scars, less pain, quicker 

recovery, fewer postoperative complications and a better quality of life.

Since then more than 60 peer reviewed papers, directly related to 

endoscopic surgery in children and neonates were published, many 

of them nowadays still being referred to as first publication. 

After a first Symposium on “Sense and Non-sense” in endoscopic 

surgery in children in 1995, in the past two days we have organized 

a Symposium called “Endoscopic Surgery in Children and Neonates: 

to Be or Not to Be”, evaluating which endoscopic procedures have 

gained wide acceptance and which have not.

It is beyond any doubt that endoscopy is here to stay. In spite of the 

fact that it is mere a technique, it is no longer imaginable that certain 

procedures will be performed other than endoscopically. 
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On the other hand if complications do occur you should have an 

armamentarium of alternative techniques available to bring the 

procedure to a good end, including gastric pull-up10, jejunal 

interposition11 or colon interposition12. It is our believe that such 

procedures should be reserved to a limited number of centers of 

expertise, and I will come back to this issue later on in my public 

lecture.

 

Figure 2: Clockwise- mobilization of distal esophagus; 
placing the first suture through distal esophagus; 
remaining distance between proximal and distal fistula; 
external view of traction sutures in neonate with 
esophageal atresia.

 

 

3. Education
 

Education is an important factor in endoscopic surgery. From the 

early start we have been involved in training programs in endoscopic 

surgery. We have participated in courses in Amsterdam, Dundee, 

Strasbourg, and Bologna. We have organized international courses for 

EUPSA, EAES and IPEG, and this week here in Utrecht we organized 

our first hands-on course. We have had fellowships for international 

colleagues from round the world. 

In 2002, together with Ivo Broeders, we visited the SAGES congress 

in New York to compare the available virtual reality training devices, 

resulting in the sponsored acquisition of six virtual reality trainers for 

training purposes for surgical residents and pediatric surgical fellows 

in Utrecht and later on also for the surgical resident training in the 

regions of Utrecht and Nijmegen. One of the trainers is continuously 

in the Wilhelmina Children’s Hospital for training purposes of the 

fellow and resident. As early as 2003 we published two papers on 

training and safety in endoscopic surgery.

Education is a complex of a variety of training modules over an 

extended time period.

It can be informative to attend a course in endoscopic surgery, but it 

is definitely not: “see one, do one, and teach one”. We advocate at least 

a period of 6-12 months of continuous exposure to an endoscopic 

environment, where nursing staff, anesthesiologists and surgeons 

more or less “breath” endoscopic surgery. 

Such a development was nicely shown in our Department over the last 

decade: in the year 2000 we published a paper on the impact of 

endoscopic surgery on routine surgery, demonstrating that 60% of all 
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Figure 3: Neonatal (Tupperware box) for practicing 
closure of diaphragmatic hernia in neonates. 

 

They have just become available and we have had the privilege of 

being the first to use them in our hands-on course two days ago. 

In the Netherlands we will be organizing courses for pediatric surgical 

fellows in endoscopic surgery both internationally through societies 

like EAES and EUPSA, and through the Dutch Society of Pediatric 

Surgery. Also qualified pediatric surgeons are welcome to participate 

in these courses, because many of them have not been exposed to 

endoscopic surgery in their general surgical training and quite often 

they feel some hesitation to start on endoscopic surgery.

In aviation pilots have to take an exam in the flight simulator every 

six months. In healthcare all we have to do is send in a form with 

our abdominal procedures were carried out endoscopically, which 

was impressive at that time13. 

In 2008 we described the increasing implementation in daily practice 

and resident’s training: although the percentage of laparoscopy had 

increased to 80%, this did not have any negative impact on the 

training of residents and fellows14. This underlines that there should 

be no longer any discussion on whether a procedure should be 

performed laparoscopically or open.

Next to the classical way of learning by assisting in procedures 

and progressively taking over successive steps in procedures, the 

“Master-Apprentice” relation, the trainees should also go through 

preferably repetitive training courses with both training boxes and 

virtual reality trainers, increasing their dexterity and maintaining 

their abilities.

In the USA you have a formalized training program called FLS 

that teaches the basics of endoscopic surgery. In Toronto the group 

of pediatric surgeons with George Azzies in the lead is setting up a 

Pediatric FLS15. Apart from the training boxes commercially 

available for adult endoscopic training, two young ladies from Yale 

University have developed training boxes specifically for neonatal 

surgery. These unique small Tupperware-like boxes prove to be 

exquisitely suitable for neonatal exercises. We recognized the 

importance of these neonatal boxes and with our support they have 

been granted a sponsorship by Storz Company, who took on them 

the production of 50 of these neonatal devices to be dispersed 

throughout the word through the IPEG organization at the next 

IPEG congress in Hawaii in June for training purposes of pediatric 

surgical trainees worldwide. 
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4. Research
 

The third pillar on which our department rests is research.

Pediatric Surgery is a dynamic continuously changing specialty that 

cannot survive or exist without the continuous search for 

improvement of patient care.

The second most frequently carried out major surgical procedure 

in children in the US has always been the antireflux procedures for 

gastro-esophageal reflux disease. 50% of these patients are mentally 

handicapped. The most frequent performed procedure, the Nissen 

fundoplication, where the top side of the stomach is wrapped around 

the distal esophagus, however, was not without substantial morbidity.

For our Department in 1988 that was reason to switch to a partial 

wrap according to Thal.  We could demonstrate a reduction in 

hospitalization time from 16 to 7 days in mentally handicapped 

children in open surgery, and to 4.4 days in laparoscopic surgery. 

For normal children the mean hospitalization is 2.2 days. Interestingly, 

at the recent congress of the Dutch Society of Endoscopic Surgery in 

Amersfoort in March of this year there was a presentation from Ivo 

Broeders, stating that, in adult surgery, he had changed his technique 

from a total Nissen fundoplication to a partial Toupet wrap, and there 

was increasing consensus in the audience. We speak 2010.

When we set off on laparoscopic surgery we recognized the 

importance of good registration and in the field of pediatric surgery 

we were the first to publish our results prospectively with a success 

rate of 80.5% for antireflux surgery18. In literature most publications 

boast about the success rate of certain procedures. We turned the 

reasoning around and asked ourselves why 20% is still not satisfactory. 

the congresses we’ve been to and which courses we have attended and 

for €350 you get a paper with a stamp for the next five years. Is this 

quality health care?

If we are so confident that we are proficient in our specialization why 

not take an exam every other time. We can discuss whether it should 

be five years or six months or something in between.

For endoscopic surgery we would like to propagate accreditation every 

second year. We, pediatric surgeons in the Netherlands are only a small 

group and this would be quite do-able for our Society. We could easily 

provide the means to do so. For larger Societies this might require 

some more organization, but for pediatric surgery these competences 

could easily be integrated into the training program.

Training and quality of health care are closely related. Without a proper 

training you cannot give good quality care16,17. 
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In a recent meeting of the Dutch Society of Pediatric Surgery we have 

reached agreement that other Pediatric Surgical Centers are going to 

collaborate and make this a National antireflux study.

Together with Philips Medical Industries and the Norwegian 

University of Bergen Maud van Herwaarden is furthermore developing 

a revolutionary new technique for non-invasive measurement of 

gastric volume, which could shed further light on the pathogenesis 

of gastroesophageal reflux.

We meanwhile have a 15-year follow-up of our primary group that 

was operated laparoscopically, and it is interesting to see that in the 

first years the complaints of reflux seem to diminish over the time19. 

However, in the later years complaints seem to increase again. It could 

well be that with growth in some patients the wrap becomes insufficient 

again. So far approximately 5% has undergone reiterative surgery.

Gastroesophageal reflux is an important complication in patients with 

esophageal atresia20. About half of all these patients will have signs of 

reflux and approximately 1/3 of them will undergo antireflux surgery 

at a later moment. We still know very little about the mechanisms that 

are in play and we intend to study this group shortly.

Another important aspect to follow-up in these patients is the 

occurrence of Barrett esophagus, a change in the mucosal lining 

that may later develop into cancer21. There are only very few studies 

in children and they are all retrospective. By developing a good 

prospective follow-up program for these patient groups future 

morbidity may be reduced or prevented.

A second line of research is the surgical management of morbid 

obesity in adolescents. Morbid obesity is an increasing health care 

problem reaching epidemic forms, also in the Netherlands. 

Led by our senior researcher and staff member Maud van Herwaarden 

we are currently looking for predictive factors for success or failure of 

antireflux surgery. 

In collaboration with our colleagues from the adult surgery and 

department of gastroenterology, the department of pediatric 

gastroenterology in the Wilhelmina’s Children’s Hospital and the 

Academic Medical Center in Amsterdam we are prospectively 

collecting data from patient questionnaires, pH-studies, impedance 

measurements and esophageal manometry, as well as 13-C breath 

tests to evaluate gastric emptying. By collecting these data pre- and 

postoperatively we hope to be able to determine factors that may 

influence the outcome of antireflux surgery. We are pleased that we 

have just received a grant from the Wilhelmina Children’s Hospital 

Fund to carry on this project. 

Figure 4: Symptoms over years 
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present, already 10% of the US annual budget is spent on obesity and 

related health problems. In the Netherlands 2.5 billion euro per year 

is paid for identical purposes and these expenses will only continue to 

rise unless better treatment options become available22. Putting that in 

perspective with the €29 billion national budget deficit, this is a major 

problem. Conventional treatments often have modest effects on weight 

reduction and health. In adults, bariatric surgery leads to far more 

weight loss and concomitant health improvements. Similar results 

from abroad achieved in adolescents seem promising but, due to a lack 

of high quality studies, at present surgery is not recommended in the 

Netherlands by the National Quality Institution of Healthcare (CBO). 

The CBO has stated that further research on health effects following 

bariatric surgery in young individuals is mandatory before clinical 

implementation can be considered23. 

In collaboration with Heideheuvel Obesity Center, the Department 

of Pediatrics , the Department of Vascular Disease, the Department 

of Ethics, our staff member Sander Zwaveling is setting up a 

prospective randomised controlled study determining the benefical 

factors for laparoscopic gastric banding in morbid obese children. 

In this setup we will collaborate with outstanding centers of expertise 

in morbid obesity surgery throughout the country. Hopefully we will 

be able to give sufficient answers to aleviate the ban on morbid obesity 

surgery in adolescents. However, prevention remains a major key 

player in improving health care for the new generation24.

The third pillar of research is strongly related to endoscopic surgery 

in children and neonates and concerns the effects of CO2 on wound 

healing. We know from experimental studies that CO2 decreases the 

pH and down-regulates immune factors, reduces venous return and 

The last decades, the prevalence of obesity in children has risen 

tenfold to approximately 3% of the population and it is expected 

that this tendency will continue. Without weight loss, these children 

are prone to develop complications of obesity in early adulthood, 

including Non-Alcoholic Fatty Liver Disease and Gastroesophageal 

reflux disease. 

 

Figure 5: Morbid obesity
(courtesy from news.softpedia.com)

 

Furthermore, obesity causes diabetes, atherosclerosis and impaired 

pulmonary function. In addition to these somatic problems, obesity 

is linked to psychological distress and a lower quality of life. Apart 

from these individual consequences, the social impact is considerable. 

The estimated costs of the obesity boom in adolescents are huge. At 
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experimental study will give us more insight in the mechanisms 

that regulate non-alcoholic fatty liver degeneration and the effects 

on esophageal and gastric motility.

 

Figure 6: The three research pillars of the Department

 

The Department of Pediatric Surgery is part of the Traumacenter 

Utrecht. In collaboration with our colleagues of the adult trauma 

care we in particular are involved with multitraumatized children. 

The University Medical Center in Utrecht has all the departments 

available necessary for Trauma care, from neurosurgery to revalidation 

and psychology. Trauma has a major impact on the child and next to 

care of their injuries psychological support is of paramount 

importance. We are conducting follow-up studies on psychological 

development following trauma. Beside this, William Kramer, in 

decreses renal perfusion and urine production. Increase of CO2 

pressure also increases the negative effects25. For that reason in pediatric 

endoscopic surgery we usually do not increase the CO2 pressure above 

5-8mm Hg. Equilibration in children and particular in neonates is 

vulnerable. We do not know what the effects are on cerebral perfusion 

or mucosal perfusion. What are the effects on microcirculation? 

For that reason our staff member Stefaan Tytgat is conducting 

experimental studies to determine the effects of CO2 on 

microcirculation and wound healing. Comparing traction strenght 

of intestinal anastomosis in rats exposed to different levels of CO2 

pressure demonstrated that viability and traction strenght decreased 

with an increase of CO2 pressure. Staining techniques on hypoxia 

are under way.

In a clinical trial using “Near-infrared Spectrometry” we could 

demonstrate a reduction in buccal microcirculation as a representative 

of intestinal microcirculation. Experimental studies will follow to 

confirm these findings. The future will have to learn us why 

procedures like hepatoportoenterostomy in biliary atresia do not meet 

our expectatations when doing these procedures laparoscopically. Is it 

CO2-related? Presently experimental studies are conducted elsewhere 

that hopefully will give some answers.

These three pillars of research are closely related to each other. 

Many patients with morbid obesity have gastroesophageal reflux. 

All the patients in the obesity study will undergo pre- and 

postoperative studies for reflux. In the experimental setting there 

exists an obese rat strain, that we can use for pre- and postoperative 

measurement of non-alcoholic fatty liver degeneration. In the clinical 

setting this is not possible due to ethical objections. Hopefully the 
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5. International relations
 

International relations are important for exchange of knowledge, 

education and techniques, particularly in specialties such as 

pediatric surgery, where we often deal with less common occurring 

abnormalities.

There are many international societies, but let us focus on those 

involved in endoscopic surgery:

IPEG stands for International Pediatric Endoscopy Group. It is a 

worldwide organization of pediatric surgeons involved in endoscopic 

surgery. Its first meeting was held in 1991 and it nowadays is a firm 

group with over 600 members worldwide. 

The mission statement of the society is:

“……………….. to support excellence in Pediatric Minimal Access 

Surgery and endoscopy through education and research; to provide 

a forum for the exchange of ideas; and to encourage and support 

development of standards of training and practice.”

For a number of years now we have been involved in the educational 

committee defining standards for training in pediatric endoscopic 

surgery, organizing hands-on courses for participants and serving 

as a facilitating moderator for the young generation. An example 

of this has been mentioned earlier in this lecture with the neonatal 

practicing box.

We have the aim to set up a training program for pediatric surgeons, 

residents and fellows that is the same worldwide. In this way we can 

provide a quality training irrespective of the place where the training 

is taking place. The Yale boxes can be of great help to come to such a 

universe program. 

collaboration with VOLVO Cars , is involved in setting up programs 

for prevention of trauma. For example the wearing of helmets by 

children riding a bicycle is one of his projects. 

Next to these research projects the Department is participating in 

a nation wide study by the Dutch Society of Pediatric Surgery on the 

outcome of six important neonatal anomalies. Determined outcome 

indicators will give us insight on our quality of care in comparison 

to the mean national standard. One of our staff members, Daisy 

Travassos is particular interested in Hirschsprung’s disease, and 

will hopefully finish her thesis on this subject shortly. 
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EAES and as of 2009 there is a pediatric surgical session again in 

the program and there is a representative in both the educational 

and program committee.

In the EAES web-based hand book, that is currently under 

construction, there will be a separate pediatric surgical section. It 

is our intention to establish a well sounded pediatric representation 

within EAES.

 
 

Figure 7: Training with the “Yale boxes”.

In Europe there are many pediatric surgical endoscopic societies. 

Every self-respecting country has one. Even in the Netherlands we 

have a pediatric endoscopic working group within the Dutch Society 

of Endoscopic Surgery. Most of these Societies have between 30-50 

members and all organize their annual meetings.

Next to that we have the European Association of Endoscopic Surgery, 

the E.A.E.S. It was founded in 1990 and now is the European 

counterpart of the American SAGES organization.

In the early days of the EAES there were quite a few of pediatric 

endoscopic surgeons that visited EAES. However, with increasing 

competition for the limited space within the congresses the pediatric 

surgeons at some point fell out of the boat.

In 2008 we set up a rally to join all these small societies within the 
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subspecialties over the university hospitals, where pediatric oncology 

would be concentrated into two or three centers. Both groups are still 

on head-on collision course and NKOC is going to announce its choice 

in coming June.

Also within the Departments of Pediatrics in the University Medical 

Centers there are talks going on about concentration of certain 

procedures to a limited number of centers.

The University Medical Center in Utrecht has recently defined their 

strategic plan for the coming five years and nominated six strong 

points, one of them being Child Healthcare.

Let me say it this way: “There is no life on any planet without water; 

there is no Child Healthcare without pediatric surgery”. It is our 

believe that pediatric surgery should have a solid basis within Child 

Healthcare, and not only as a serving one.

In all these discussions pediatric surgery has to keep ahead to define its 

own course in order not to be dictated how we are going to concentrate. 

Coming back to endoscopic surgery, it is our strong believe that 

pediatric endoscopic is here to stay. So to answer the question “is 

endoscopic surgery in children and neonates there to be or not to be”: 

yes it is here to be. In all pediatric surgical centers in the Netherlands 

there is an increasing amount of procedures that is performed 

endoscopically, and we have seen several presentations during 

the Sym posium the last two days, from different centers in the 

Netherlands, which we think is a good development. We support 

the further incorporation of endoscopic surgery in our specialty 

and we are willing to offer training courses to do so and collaborate 

in performing different procedures where wanted.

In the light of concentration within the specialty we believe that for 

6. Pediatric Surgery in the Netherlands

Maybe some words about pediatric surgery in the Netherlands. 

Pediatric surgery in the Netherlands is organized in six University 

Medical Centers. We are a small country and pediatric surgery is 

about rarities. Congenital anomalies like esophageal atresia or 

Hirschsprung’s disease occur maybe 40-50 times in the whole of 

the country. With 35 pediatric surgeons that would mean that 

each would operate maybe 1-2 patients per year.

Up to now we have always said that because pediatric surgery covers 

the whole surgical spectrum, this guarantees quality of care. That 

may be true. The question is, could we do better.

During my chairmanship of the Dutch Society of Pediatric Surgery 

from 2003-2005 we developed a strategic plan to come to further 

 concentration of treatment of seldom occurring malformations in 

a limited number of centers to improve our quality of care.

This is a slow process, careful not to tread on feelings and emotions, 

but today we have come to a point that we effectively are moving 

towards collaboration through alliances, that will facilitate further 

concentration.

This process runs parallel to ambitious plans of a group of pediatric 

oncologists, assembled in an organization called SKION, that wish 

to concentrate the treatment of pediatric oncology in one single center 

in the Netherlands. There is, however, major resistance from the Dutch 

Federation of University hospitals that wish to keep control of the 

process, and fear to lose a substantial part of their annual budget, 

if pediatric oncology departs from the University Medical Centers.

They therefore strongly advocate distribution of several pediatric 
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certain complex procedures such as esophageal atresia, in particular 

when there is a long gap, or duodenal atresia, which we believe is 

the most difficult laparoscopic procedure, the endoscopic treatment 

should be concentrated in centers of excellence for pediatric 

endoscopic surgery.

What is the future going to bring us? Development of new techniques 

is a continuum, in spite of the budgetary restraints, as we have heard 

earlier today in the opening ceremony. Instruments will be 

miniaturized; we have developments in the field of surgery without 

scars, or single port surgery, further reducing the number of visible 

scars. Some of these techniques will have the future, while others will 

fade away. There are developments in tissue and stem cell engineering 

and gene therapy. In all these exciting developments it is paramount 

importance that we keep aware of the child as a patient, our patient, 

for whom we are responsible for their welfare and safety.

You may have noticed that this public lecture up to now has been in 

the “we” form.

You may think we think ourselves the queen or so. Although not 

unthinkable this is not the case: the “we” stands for “we” as a team, 

we are a team of pediatric surgeons, we are a team in the OR with 

the anesthesiologists and the OR nurses, we are a team with the nurses 

in the ward and the pediatricians with whom we collaborate there. 

Without a team you can’t function, and therefore all we have 

accomplished in the past has been an accomplishment of the team and 

I am grateful for that.
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Finally I’m grateful to have a loving wife and two beautiful daughters, 

who I have neglected repeatedly during the pursue of my career, for 

which I apologize. I’m proud to have these three beautiful ladies.

At home we have a statue, made by Kees Verkade, called “ Soutien 

feminin”, which could be translated to “ what’s a man without his 

woman”. 

“Soutien Feminin”

Dear Ina, you are my conscience, you put me back on the right track 

where I tend to wander, you support me in times of peril. I tend to call 

it Ying-Yang, teamwork, and I seldom say thank you for it. Well, today 

before this audience let me say: thank you. You are my one and only.

I have spoken.

7. Closing remarks 

Coming to a close of this public lecture it is a custom to thank people 

that are dear to you. I have mentioned my staff members and other 

colleagues. 

 

I would like to thank the College Board of the University of Utrecht.  

I would like to thank the faculty members of the Symposium which 

we have had the past two days. You are all dear friends to me and I 

am grateful that you were all willing to come over and share your 

expertise in the field of pediatric endoscopic surgery. I would like to 

thank my colleagues that have been with us through videoconference. 

I would also like to thank the benefactors for their support that has 

worked as a catalysis for the realization of the endoscopic OR’s.  

I thank the Board of Directors of the UMC Utrecht for their guidance 

to reach our goal.

I would like to thank Kees Verkade who spontaneously offered to 

make an artwork for the occasion of the opening of the OR–complex. 

 



30 31

 D.C. van der Zee, N.J.T. Arends, N.M.A. Bax  The value of 24-h pH-study in evaluating the 18. 
results of laparoscopic antireflux surgery in children Surg Endosc 1999, 9:918-21
 D.C. van der Zee, N.M.A. Bax, B.M. Ure, M.G. Besselink, D.F. Pakvis Long-term results after 19. 
laparoscopic Thal procedure in children. Seminars in Laparoscopic Surgery 2002;9:168-71
 Sistonen, Saara J. MD*†; Koivusalo, Antti MD, PhD*; Nieminen, Urpo MD, PhD‡; Lindahl, 20. 
Harry MD, PhD*; Lohi, Jouko MD, PhD§; Kero, Mia MSc§; Kärkkäinen, Päivi A. MD, PhD§; 
Färkkilä, Martti A. MD, PhD‡; Sarna, Seppo PhD¶; Rintala, Risto J. MD, PhD*; Pakarinen, 
Mikko P. MD, PhD* Esophageal Morbidity and Function in Adults With Repaired 
Esophageal Atresia With Tracheoesophageal Fistula: A Population-Based Long-term 
Follow-up Annals of Surgery 251(6), 2010, pp 1167-1173
 Jacqueline A. Deurlooa, Seine Ekkelkampa, Jan A.J.M. Taminiaub, C.M. Frank Kneepkensc, 21. 
Fibo W.J. ten Kated, Joep F.W.M. Bartelsmane, Dink A. Legematef, Daniel C. Aronsona,* 
Esophagitis and Barrett esophagus after correction of esophageal atresia J Pediatr Surg 
(2005) 40, 1227–1231
 22. van den Hurk K, van Dommelen P, van Buuren S, Verkerk PH, Hirasing RA. Prevalence of 
overweight and obesity in the Netherlands in 2003 compared to 1980 and 1997. Arch Dis 
Child. 2007 Nov;92(11):992-5. Epub 2007 Jun 29.
 CBO-richtlijn Diagnostiek en behandeling van obesitas bij volwassenen en kinderen. 23. 
Folder20021023121843/rl_obesitas_08.pdf/view
 24. Oude Luttikhuis H, Baur L, Jansen H, Shrewsbury VA, O’Malley C, Stolk RP, Summerbell CD. 
Interventions for treating obesity in children.  Cochrane Database Syst Rev. 2009 Jan 
21;(1):CD001872.
 Joachim F. Kuebler,*, Marcin Kos, Natalie K. Jesch, Martin L. Metzelder, David C. van der 25. 
Zee, Klaas M. Bax, Gertrud Vieten, Benno M. Ure Carbon dioxide suppresses macrophage 
superoxide anion production independent of extracellular pH and mitochondrial activity 
Journal of Pediatric Surgery (2007) 42, 244– 248

8. References

 Bax NM, Ure BM, van der Zee DC, van Tuijl I. Laparoscopic duodenoduodenostomy for  1. 
duodenal atresia. Surg Endosc 2001, 2: 217
 Rothenberg SS. Laparoscopic duodenoduodenostomy for duodenal obstruction in infants 2. 
and children. J Pediatr Surg 2002, 37: 1088-1089
 Valusek PA, Spilde TL, Tsao K, St.Peter SD, Holcomb III GW, Ostlie DJ. Laparoscopic duodenal 3. 
atresia repair using surgical U-clips: a novel technique. Surg Endosc 2007, 21:1023-1024
 Spilde TL, St.Peter SD, Keckler SJ, Holcomb III GW, Snyder CL, Oslie DJ. Open vs laparoscopic 4. 
repair of congenital duodenal obstructions: a concurrent series. J Pediatr Surg 2008.43: 
1002-1005.
 Kay S, Yoder S, Rothenberg S. Laparoscopic duodenoduodenostomy in the neonate.  5. 
J Pediatr Surg 2009, 44: 906-908
 David C. van der Zee, Daisy Vieirra-Travassos, William L.M. Kramer and Stefaan  6. 
H.A.J. Tytgat. Thoracoscopic elongation of the esophagus in long gap esophageal atresia.  
J Pediatr Surg; 2007; 42:1785-1788
 7. Foker JE, Linden BC, Boyle EM Jr, Marquardt C Development of a true primary repair for 
the full spectrum of esophageal atresia. Ann Surg. 1997; 226:533-41
 George W. Holcomb, III, Steven S. Rothenberg, Klaas M. A. Bax,  Marcelo Martinez-Ferro, 8. 
Craig T. Albanese, Daniel J. Ostlie,  David C. van der Zee, C K. Yeung, Thoracoscopic Repair 
of Esophageal Atresia and Tracheoesophageal Fistula. A Multi-Institutional Analysis. Ann 
Surg. 2005; 242: 422–430
 9. David C. van der Zee, Klaas (N.) M.A. Bax, Thoracoscopic treatment of esophageal atresia 
with distal fistula and of tracheomalacia Seminars Pediatr Surg  2007; 4: 224-230
 Spitz L, Kiely E, Pierro A 10. Gastric transposition in children--a 21-year experience. J Pediatr 
Surg. 2004 ;39:276-81
 11. Bax NM, van der Zee DC. Jejunal pedicle grafts for reconstruction of the esophagus in 
children. J Pediatr Surg. 2007; 42:363-9.
 Burgos L, Barrena S, Andrés AM, Martínez L, Hernández F, Olivares P, Lassaletta L,  12. 
Tovar JA. Colonic interposition for esophageal replacement in children remains a good 
choice: 33-year median follow-up of 65 patients. J Pediatr Surg. 2010; 45:341-5. 
 Ure BM, Bax NM, van der Zee DC. Laparoscopy in infants and children: a prospective study 13. 
on feasibility and the impact on routine surgery. J Pediatr Surg. 2000;35:1170-3.
 Te Velde EA, Bax NMA, Tytgat SHAJ, de Jong JR, Vieira Travassos D, Kramer WLM, van der 14. 
Zee DC. Minimal invasive pediatric surgery; Increasing implementation in daily practice and 
resident’s training  Surg Endosc  2008;22:163-6
 Allan Okrainec Æ Oscar Henao Æ Georges Azzie. Telesimulation: an effective method for 15. 
teaching the fundamentals of laparoscopic surgery in resource-restricted countries Surg 
Endosc (2010) 24:417–422
�Koen�W.�van�Dongen�•�Gunnar�Ahlberg�•�Luigi�Bonavina�•�Fiona�J.�Carter�•�Teodor�P.�16. 
Grantcharov�•�Anders�Hyltander�•�Marlies�P.�Schijven�•Alessandro�Stefani�•�David�C.�van�
der�Zee�•�Ivo�A.�M.�J.�Broeders�European�consensus�on�a�competency-based�virtual�reality-
training program for basic endoscopic surgical psychomotor skills Surg Endosc DOI 10.1007/
s00464-010-1151-6 2010
 K. W. van Dongen, E. Tournoij, D. C. van der Zee, M. P. Schijven, I. A. M. J. Broeders 17. 
Construct validity of the LapSim: Can the LapSim virtual reality simulator distinguish 
between novices and experts? Surg Endosc (2007) 21: 1413–1417 



Colofon

Edition

© University Medical Center Utrecht/University of Utrecht

August 2010 
Photo cover

Jacqueline Bosman

Design

Atelier van GOG, Amsterdam

Print

Rijser Grafische Communicatie

UMC Utrecht

Visiting Adress:

Heidelberglaan 100

3584 CX Utrecht

Post adress:

Postbox 85500

3508 GA Utrecht

www.umcutrecht.nl



Endoscopic Surgery in Children and Neonates:

to Be or Not to Be

Public Lecture David C. van der Zee

Prof. Dr. David C. van der Zee was appointed as Professor in Pediatric 

Surgery in the UMC Utrecht on January 1st 2009.

He followed his medical studies at the University of Groningen,  

where he also did his general surgical training (Chief: Prof. Dr. P.J. 

Kuijjer). Since October 1988 he has been working in the Wilhelmina 

Children’s Hospital Utrecht, as of 1991 as a pediatric surgeon. 

He defended his thesis on “Maternoembryonic transfusion and 

congenital malformations” on March 29th 1996. He has been acting 

as chief of the Department of Pediatric Surgery since April 2006.

The Department has developed three major research projects on: 

gastroesophageal reflux disease, morbid obesity in childhood and 

endoscopic surgery, which is in line with the Departments’ main 

expertise: endoscopic surgery in children and neonates. The 

Department is internationally renowned for it’s expertise in 

endoscopic surgery, and he is involved in many international 

endoscopic organizations worldwide.

From May 9-11th 2010 the Department has organized an International 

Symposium and hands-on course on Endoscopic Surgery in Children 

and Neonates. On May 11th 2010 the new OR-complex was opened. 

The completely renewed OR Center has been rigged with endoscopic 

facilities in all OR’s, ready to set of as a “Center of expertise for  

endoscopic surgery in children and neonates”.




