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Pros and Cons

Increase quality
Decrease cost

Create a better
patient experience

Will become the
mainstay of surgical
practice particularly
with penetration in
residencies

No demonstrable
difference in quality

Increase cost

No demonstrable
change in patient
experience

Will be replaced by

machine learning
and Al




The objectives of the present study were to review the results of robotic-assisted
RYGB (RARYGB) from 2 high-volume centers, including 1 university and 1 private
practice.



largest series of RARYGB in the world to show the
effectiveness, morbidity, and mortality of this method. Databases were searched for patients
undergoing RARYGB from 2002 to 2010, and the endpoints were recorded.

1100 46.9
years 47.9 kg/m(2).
155 minutes. There were no conversions

included 2 cases of pulmonary embolism (.19%), 3 cases of deep venous thrombosis (.27%), 1
case of gastrojejunal anastomotic leak (.09%), and 9 cases of staple line bleeding (.82%). No
patients died.

complication
rates, most notably of anastomotic leak, are extremely low.
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Question Does robotic-assisted laparoscopic surgery, as compared with conventional
laparoscopic surgery, reduce the risk of conversion to laparotomy among patients undergoing
surgery for rectal cancer?

Randomized clinical trial comparing robotic-assisted vs
conventional laparoscopic surgery among 471 patients with rectal adenocarcinoma suitable for
curative resection

were randomized to robotic-assisted (n = 237) or conventional (n = 234)
laparoscopic rectal cancer resection
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(8.1%) in the robotic-assisted laparoscopic group
(12.2%) in the conventional laparoscopic group

CRM+ occurred in 14 (6.3%) of 224 patients in the conventional laparoscopic group
(5.1%) of 235 patients in the robotic-assisted laparoscopic group

, including intraoperative
complications, postoperative complications, plane of surgery, 30-day mortality, bladder
dysfunction, and sexual dysfunction, none showed a statistically significant difference

when performed by surgeons with varying
experience with robotic surgery, does not confer an advantage in rectal cancer resection
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This study evaluated outcomes in patients who underwent
open (OIHR), laparoscopic (LIHR) or robotic (RIHR) inguinal hernia repair using a national
database.

2013 to 2017
Complications, 30-day readmission, mortality, LOS, and
intra-hospital opiate utilization were analyzed
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3547 patients (OIHR: N = 2413, LIHR: N = 540, RIHR: N =594)
Majority were male 251 years
Caucasian
OIHR had the
highest postoperative infection rate
OIHR had longer length of stay
OIHR had higher 30-day readmission rates

Opiate use was higher with OIHR

RIHR outcomes were improved compared to OIHR or LIHR
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and Potential Cost Offsets”*

@ DAVINCI
0 LAP
@ OPEN

148 2.39
164 2.11
168
18.6 e
7.2
2.6

OR Time#7 Complications Conversions’ Readrr;issions Length of
(min) R (percentage) Stay®
(percentage) (percentage) (days)

A Data for surgical site infections not reported.

+ This data comparison is not case-matched for patient complexity and/or disease status and may not be comparable across these surgical modalities.
As such, this data presentation should be considered as informational only and is not conclusive.

# Surgery time decreased with progressive experience, falling below three hours after 100 cases (2.8 hours for the last 25 cases).

* Complications: Based on blended rate for Benign Hysterectomy DRG; $7,263 (2016 CMS Inpatient Facility Reimbursement); Overall complications calculation based
on 0.5 x DRG

©
o
o
N
~
o
o
T
>
]
<
)
2
)
—
~
©
b=
o
=
=4
a



[((C(((
w

and Impact on Contribution Margin*

@ DA VINCI (N = 39)
@ LAP TAPP (N = 24)

OP Time?s Recovery (PACU) Recovery Pain Score!> Contribution Margin®®
(minutes) Time?® (1-10, 10 max pain) (dollars)
(minutes)
60.7 133.
5
77.5
109.
1
P =0.001 P =0.026 P=0.02 P=0.861

Longer operative times with da Vinci® inguinal hernia were offset by

with da Vinci inguinal hernia compared to TAPP

laparoscopic patients
Contribution margins were noted to be

* Not statistically significant
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and Potential Cost Offsets”

@ DA VINCI (n = 186) Length of Stay Complications Readmission
® AP (n=452) (days) (percentage) (percentage)
1.0
0.0 |

Length of
Stay14
(CEND)]

p <0.001

Complications*14
(percentage)

p <0.001

A Data for surgical site infections, OR time and conversions were not reported in the manuscript.

* Not statistically significant

Read rT}lission1

(percentage)

p =0.4*
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and Potential Cost Offsets

@ DA VINCI (n = 38)
@ OPEN (n =76)

6.0

1.3 '

Length of Transfusions Post-Op SSI*13 Readmission OR Room
Stay3 *13 Complications?3 (percentage) *13 Time!3 [ 1
(days) (percentage) (percentage) (percentage) (minutes) —
p p =0.106 p =0.007 p =0.106 p=N/A p <0.001

<0.001 w

* Not statistically significant
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and Potential Cost Offsets”

@ DA VINCI (n = 387)
@ LAP (n=387)
@ OPEN (n=387)

9.3 195
189
5 225
I [] I
30-day Transfusions*? Conversion® Length of OR Time®
Complications*® (percentage) (percentage) Stay* (min)
(percentage) (days)

A Data for readmission and surgical site infections not reported in the peer reviewed manuscript.

* Complications: Based on blended rate for Colon Resection DRG; $15,901 (2016 CM6 Inpatient Facility Reimbursement); overall complications calculation based on
0.5 x DRG.

+ Outcomes comparisons were made among unmatched patient populations.
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@ DAVINCI
0 LAP
@ OPEN

and Potential Cost Offsets”

6
5
5

Conversion?? Readmission
(percentage) *11
(percentage)

A Data for complications, SSI and operative time not reported in the peer reviewed manuscript.
* Not statistically significant.

Length of
Stay!!
(CEVD)
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and Potential Cost Offsets™*

176 7.3
180 5.3
242 I 4.7

@ DA VINCI (n = 116)
@ VATS (n=4,612)
@ OPEN (n=5,913)

OR Time!? Major Transfgsions1 Length of
(min) Complications*12 Stay1?
(percentage) (percentage) (CED)
$38,283¢

A Data for readmissions, surgical site infections and VATS conversions to open surgery not reported in the peer reviewed manuscript.

* This data comparison is not case-matched for patient complexity and/or disease status and may not be comparable across these surgical modalities. As such, this
data presentation should be considered as informational only and is not conclusive.

* Not statistically significant.
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- Proliferation of da Vinci Surgery in Residency and Fellowship
Programs?1-%4

GYN Residents

Urology Residency Reporting Staff GYN-Oncology U.S. Colorectal
Programs with da Vinci Surgeons Fellowships with da Fellowship
Surgery*” Performing Vinci Training?? with da Vinci Basic
da Vinci Surgery for Training?4
GYN22

> & ® ®©® © & & -~

0000

*Source: ISl internal analysis based on 2014 Premier data. The data have not been peer-reviewed and have not been published.
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o 0
2000 2006 2009 2014 2017
) (gggg) o o JnclSUSYStE  (2014) GENA - da Vinci” Xi System
INNOVATION & * (2000) GEN 1 - da Vinci® * (2006) GEN2 - da Vinci S ( )Dua onsoie (2014) Integrated energy
System System = (2011) Single-Site® technology (2015) Integrated table motion
INTEGRATION (2004) 4t arm upgrad = (2007) 3DHD Vision N (IS i ded i i
arm upgrade sio = (2013) Advanced instruments = (2016) Expanded‘lnstrument portfolio
2017) da Vinci X System GEN4
( } da Vinci
integration
SUPPORT & . 24/7/3?5 technical 5 Auienics iedhnmiel +  daVinci OnSite - ISaterile rezrocissingk'support
ANALYTICS suppor support system predictive maintenance rogram benchmarking

Clinical support
representative

= Field engineering
support

#OFDAVINCI 1MM
CASES

0

# OF DAVINCI 4,500

SYSTEMS

) _ _
# OF 14,50
PUBLICATIONS (0]

24-hour critical part
replacement

educational and training opportunities conducted by licensed medical professionals.

Technology integration &
OR optimization

Procedure economics
Flexible acquisition models
Healthcare economics analytics

*Training offered by Intuitive is limited to the use of its products and does not replace the necessary medical training and experience required to perform surgery. Intuitive additionally facilitates various

v
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Da Vinci Ecosystem by Intuitive

*Training offered by Intuitive is limited to the use of its products and does not replace the necessary medical training and experience required to perform surgery. Intuitive additionally facilitates various

educational and training opportunities conducted by licensed medical professionals.

Support & Analytics
Training & Education*
Innovation & Integration

Patients, Surgeons &
Hospitals
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Is It Time for Safeguards in the Adoption of Robotic Surgery?
On February 28, 2019, the US Food and Drug Administration (FDA) released a safety communication
concerns that evidence to

support the use of robotic-assisted surgery for the management of these cancers was limited and may even be
associated with shorter long-term survival compared with other surgical approaches.

has increased more than 3-fold in the past decade

of urology, gynecology, and general surgery

increases patient access to safer, minimally invasive operations.

most studies demonstrating potential benefits of robotic-assisted surgery have been small, single-
centered reports without rigorous controls. There remains little robust evidence to suggest that robotic-assisted
surgical procedures are superior
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suggested that minimally invasive radical hysterectomy and
robotic-assisted surgery, in particular, were associated with shorter overall survival in patients with cervical
cancer.5,6

the agency encouraged numerous groups, including research institutions,
clinical societies, and device manufacturers, to work collaboratively to develop better data on the safety and
efficacy of robotic-assisted surgery

creation of registries that could be
used to monitor the allocation and safety of robotic-assisted surgical procedures
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the patient safety imperative lies within hospitals that credential surgeons to
perform robotic-assisted surgical procedures.8

Within reason, hospitals and health care systems should require procedure-specific training and proctoring for surgeons looking to
expand the scope of their robotic-assisted practice

Payers, hospitals, and
surgeons can take immediate steps to ensure that certain safeguards remain in place until the evidence for or against the use of
robotic-assisted surgery has time to mature.
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ITI's EMPOWERMENT MODEL
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Robotic Steering Committee

Participate in developing and following
credentialing guidelines

Follow progress of new adopters or the
addition of new procedures for experienced
robotic surgeons

Review outcomes
Use senior mentors regularly

nclude service line champions-Uro, Gyn,
General, Bariatric, Colorectal, Thoracic, ENT




“This company believes in sustainable
development. We don’t think yours is.”
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