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The da Vinci Surgical System

e High-definition 3D vision

e FndoWrist® instrumentation

. . e Intuitive® motion

3D HD visualization facilitates accurate identification
of the ureters while accessing the correct anatomical
angles.

Dual Console: Available exclusively on the da Vinci, Si™
Dual console capability allows an additional surgeon

to provide an assist or can facilitate teaching and
proctoring by connecting a second surgeon console.

Surgeon Benefits

Enables precise, comprehensive minimally invasive
surgery for early stage gynecologic cancer

The improved dexterity and excellent visualization provided by
the da Vinci System allow surgeons to:

= Offer a safe, reproducible approach for women undergoing surgery
for gynecological cancer — even for obese women'

« Perform a comprehensive cancer surgery and staging procedure that
preserves radicality?

* Enjoy surgical autonomy and efficiency

= Simplify postoperative care and reduce length-of-stay by minimizing
trauma, pain and complications?

« Expedite the initiation of adjuvant therapy as a result of fast recovery?

« Extend the benefits of minimally invasive surgery to more
patients, with excellent outcomes and patient satisfaction

Monopolar
Hot Shears™



Application Hic

Four ways da Vinci technology facilitates a precise hysterectomy for

early-stage cancer:

Para-aortic Lymphadenectomy

The visualization and dexterity provided by the
da Vinci System facilitate anatomical tissue plane
dissection and pedicle isolation. This provides
greater precision and control when dissecting the
lymph node bundle off the internal iliac and vena
cava. The result is excellent lymph node harvest
with greater surgical ease compared to open and
conventional laparoscopic technique.?

Vaginal Cuff Closure

EndoWrist instrument articulation provides surgeons
with greater dexterity, precision and control to suture
the vaginal cuff closed compared to conventional
laparoscopy.”®

Pelvic Lymphadenectomy

A precise, controlled dissection of the lymph node
bundle can be achieved off the external iliac artery,
out to the pelvic side wall and psoas muscle, and into
the obturator space. This faciliates a complete en
bloc lymphadenectomy, increasing lymph node yield
for pathology evaluation.?

The 3D visualization and up to 10X magnification
combined with wristed instruments allow surgeons to
perform comprehensive, radical dissections to achieve
desired margins for complete cancer removal.”®

For technology videos visit
www.daVinciSurgeryCommunity.com



Clinical Data

Surgical Outcomes In Gynecologic Oncology In The Era Of Robotics:

Analysis Of First 1000 Cases
Paley et al., Am J Obstet Gynecol.2011; 551.e1-551.e9

This prospective study examines outcomes from the first 1000 women who underwent da Vinci hysterectomy at a tertiary
care center in Seattle, WA. 377 women who underwent da Vinci hysterectomy for endometrial cancer staging (ECS) were
compared with a historical data set of 131 who underwent ECS via laparotomy. Despite a steady and significant rise

in average patient BMI and an increasing proportion of women with medical comorbidities and prior pelvic surgeries
throughout the study period, the authors found no concomitant rise in major complications or conversions, and a steady
decline in the rate of vaginal cuff dehiscence. Limitations of this study included its retrospective, nonrandomized design,
potentially introducing selection bias.

da Vinci (n=377) Laparotomy (n=131)

Age (yrs) 62.1 63 0.08 (NS)
BMI (kg/m?) 31.3 32.2 0.47 (NS)
Surgical Time (mins) 184 139 <0.0001
EBL (mL) 46.9 197.6 <0.0001
Node Counts 15.4 13.1 0.007

LOS (day) 1.4 5.3 <0.0001
Major complications (%) 6.4 20.6 <0.0001
Major complications®, Obese subset (n=5/136) 3.7% (n=15/47) 31% <0.0001

aIncludes infection, wound dehiscence, anemia requiring transfusion, pulmonary, cystostomy, myocardial infarction, atrial fibrillation, acute renal
failure and ureteral injury.

Outcomes and Cost Comparisons After Introducing a Robotics Program for

Endometrial Cancer Surgery
Lau et al., Obstet Gynecol. 2012 Apr;119(4):717-24. 0.15 o

—— Laparotomy —-—: Robotics !
A key factor in evaluating any cancer treatment

procedure is oncologic outcome. In this studly,
a follow-up of 2 years after robotic surgery
indicates a lower recurrence rate compared
with the historical cohort (p <.001). There
were 19 recurrent cases in the historic cohort
(solid line) and 11 recurrences in the robotics
cohort (dotted line) within 2 years of surgery.
A limitation of this study relates to the
retrospective nature of the data collection for
the historical cohort.
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For additional data pertaining to these studies visit
www.daVinciSurgeryCommunity.com



Potential Patient Benefits & Risks

POSSIBLE BENEFITS COMPARED TO

POSSIBLE RISKS INCLUDE:

OPEN SURGERY: = Separation of the vaginal incision?

< More precise removal of cancerous tissue
(based on two year follow-up)*

. Fewer complications?34567.38

¢ Less blood loss™*34>6789

: Less paind™°

Quicker recovery?

Shorter hospital stay (one day in many cases)**567:89

¢ Small incisions for minimal scarring

POSSIBLE BENEFITS COMPARED TO
TRADITIONAL LAPAROSCOPY:

¢ Similar or fewer complications,® including major complications'"'2

< Fewer conversions to open surgery®'%13

¢ Less blood loss%&"!

Less need for narcotic pain medicine'

¢ Shorter hospital stay>*™

¢ Quicker recovery?

: Blocked lung artery?

¢ Urinary tract injury?

EndolWrist® Instruments Optimized for da Vinci® Hysterectomy for Cancer

STANDARD/S,Si PNs FEATURES

Fenestrated
Bipolar Forceps
(Bipolar Cadiere)

400205/420205

« Bipolar energy device

« Fenestrated wide jaw
profile

2 Combined scissors and
monopolar cautery

= Tapered tip-profile

Hot Shears™
(Monopolar
Curved Scissors)
400179/420179

Requires Tip Cover:
400180

(ProGrasp""
400093/420093

= Grasping, retraction &
dissection

[ m

ega SutureCut™
Needle Driver

« Strong grasping force
= Scissor blades

400309/420309 at the base
Large SutureCut™ « Tapered, smooth
Needle Driver outer jaw

400296/420296

/

STANDARD/S,Si PNs

FEATURES

Large Needle
Driver
400006/420006

= Carbide-insert style jaws
= Diamond pattern jaw

profile

B

(EndoWrist PK™ « Grasping, dissection,
Dissector and coagulation
400227/420227

(Maryland = Grasping, dissection,
Bipolar Forceps - and coagulation
Fenestrated
400172/420172

(Vessel Sealer = Fully wristed
410322 articulation

« Dual-hinged jaw

opening
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Taking Surgery Beyond the Limits of the Human Hand.™

Worldwide Headquarters

1266 Kifer Road, Building 101
Sunnyvale, CA 94086-5304
Tel: +1.408.523.2100

Fax: +1.408.523.1390

Asia Pacific Headquarters
Room 2051, 20th Floor

No. 989 Chang Le Road
Shanghai 200031 P.R. China
Tel: +86.21.5116.6881

Fax: +86.21.5116.6899

While clinical studies support the use of the da Vinci® Surgical System

as an effective tool for minimally invasive surgery for specific
indications, individual results may vary. Contraindications applicable
to the use of conventional endoscopic instruments also apply to the
use of all da Vinci instruments, including Single-Site Instrumentation.
General contraindications for endoscopic surgery include bleeding
diathesis, morbid obesity and pregnancy. Be sure to read and
understand all information in the applicable user manuals, including
full cautions and warnings, before using da Vinci products. Failure to
properly follow all instructions may lead to injury and result in
improper functioning of the device. Unless otherwise noted, products
featured are cleared for commercial distribution in the U.S. and bear
the CE mark. For availability and clearances outside the US, please
check with your local representative or distributor. We encourage
patients and physicians to review all available information. Clinical
studies are available through the National Library of Medicine at

European Headquarters
Intuitive Surgical Sarl

1, chemin des Mdriers
1170 Aubonne,

Suisse

Tel: +41.21.821.20.20
Fax: +41.21.821.20.21

www.IntuitiveSurgical.com
www.daVinciSurgery.com

To contact a representative or
receive additional information,
visit www.intuitivesurgical.com

or call Intuitive Surgical
Customer Service

in the U.S. at 1.877.408.3872,

in Europe at +41 21 821 20 00
or +800 0 821 20 20

© 2013 Intuitive Surgical, Inc. All rights reserved. Product names are trademarks or registered or in the rest of the world,
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