Can robotics narrow the access disparities in Minimally Invasive Surgery?

Zhi Ven Fong MD, MPH, DrPH?, Elizabeth Wall-Wieler PhD", Zahra A Fazal, MSc®, Shaneeta Johnson MD MBA®‘, Brian Mitzman MD MS*'

“Department of Surgery and Endocrine Surgery, Mayo Clinic Arizona, Phoenix, AZ " ; Health Policy and Patient Access Research Division, Intuitive, Sunnyvale, CA; ¢ Department of; Surgery, Morehouse School of Medicine, Atlanta, GA; ¢ Satcher Health Leadership Institute,

Morehouse School of Medicine, Atlanta, GA; © Department of Surgery, University of Utah Health, Salt Lake City, UT Huntsman Cancer Institute, Salt Lake City, UT

Introduction

The introduction of robotic assisted surgery (RAS) has increased the rates of MIS, but 1t 1s
unknown whether this introduction has contributed to the narrowing of existing access
disparities. We assessed whether the introduction of RAS has decreased access disparities to MIS
amongst under-served patient groups for common general surgery (CGS) procedures

Methods

Adult patients undergoing CGS procedures (cholecystectomy, inguinal hernia repair, ventral
hernia repair, and colorectal resection) from 2016 to 2022 were 1dentified using the PINC AI™
Healthcare Database. Hospitals associated with these patient encounters were characterized by
those that did and did not have RAS capabilities which was determined by having at least one

CGS procedure by RAS.

Hospital contributing Common General Surgery Procedure data to PHD from 2016 to 2022 (n = 1,105)

v v
Had Robotic capabilities for common General Did not have Robotic capabilities for Common
Surgery Procedures (n = 752) (seneral SUI'QE'T‘}" Procedures {I"'I = 353]

Contributed at least 2 years of Common General
Surgery Procedure data (n = 255)

Contributed at least 1 year of data before first
Robotic Assisted Common General Surgery
Procedure (n = 184

Contributed at least 1 year of data after first
Robotic Assisted General Surgery Procedure

Figure 1: Study cohort formation

Disparities were examined across: sex, age, race, and payor type using Generalized Estimating
Equation (GEE) regression models with a time-by-demographic interaction term. If the post-
index RR was closer to 1 than the pre-index RR, we concluded that MIS access disparities
decreased for that characteristic.

Results
Among the 408 hospitals, 153 (38%) hospitals introduced RAS while 255 (62%) did not.

Table 1: Relative rates of MIS before and after hospitals introduced RAS (n = 153)
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Table 2: Relative rates of MIS before and after the index date in hospitals that did not introduce
RAS (n = 255)
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Access disparities decreased across sex, age, and race in hospitals that introduced RAS, but
not 1n hospitals that did not introduce RAS. This indicated that RAS introduction was
assoclated with reduced MIS access disparities.

For more information about this study or specific questions please contact Dr. Wall-Wieler at
elizabeth.wall-wieler@intusurg.com

Conclusion

Although disparities persist, the narrowing of their magnitude underscores the importance of

emerging technology 1n expanding access to MIS 1n specific underserved groups.
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