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A launch that had reached its first U.S. centers

On September 1, Medtronic announced a roughly $700 million investment and strategic
partnership with Cornerstone Robotics. The agreement covered staged funding and rights to
distribute Cornerstone’s Sentire robotic system in selected markets outside the United States.
Medtronic described Sentire as complementary to Hugo, its own robotic-assisted surgery
system. The announcement was global in scope; it offered no new evidence about Hugo's U.S.
utilization, hospital economics, or clinical performance.

For Medtronic’s U.S. Surgical leadership, a different question was coming into focus: after the
first installations, how quickly should the company expand Hugo placements in the United
States? This case asks you to advise that hypothetical leadership team as of September 1,
2026. It does not describe a disclosed internal deliberation.

Medtronic had a real foothold, but a narrow one. The U.S. Food and Drug Administration cleared
Hugo for urologic surgical procedures in December 2025. Medtronic reported that the first U.S.
commercial procedure took place at Cleveland Clinic on February 17, 2026, and named
Cleveland Clinic, Duke University Hospital, and Atrium Health Wake Forest Baptist High Point as
the first U.S. installing hospitals. In June, the company submitted applications seeking U.S.
indications in general and gynecologic surgery. Those submissions were pending at the cutoff;
they were not clearances.

The leadership choice was therefore not simply “grow” or “wait.” Medtronic could accelerate
placements at additional urology centers to build experience and an installed base. It could
stage deployment at a smaller set of sites until usage, reliability, training and evidence were
clearer. Or it could use a hybrid: add selected centers while tying each expansion step to
readiness and post-install evidence. Each path would direct commercial, training, service and
clinical resources differently. The public record did not reveal a deployment budget or target, so
the team would have to define what it needed to learn before committing more resources.
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A portfolio around the system

Hugo was one part of Medtronic’s broader Surgical and Digital Surgery portfolio. The company’s
FY2026 annual report listed instruments and technologies including LigaSure, stapling and
wound closure, alongside robotic-assisted surgery and Touch Surgery Enterprise. That portfolio
could create useful complements: established products, customer relationships, clinical support
and digital tools might help a new robotic platform. But portfolio adjacency is not proof that
hospitals will bundle products, that sales channels will transfer, or that the combination will earn
an attractive return.

Medtronic reported $36.364 billion in consolidated FY2026 net sales and $2.873 billion in
research and development expense. Its Medical Surgical segment generated $8.815 billion in
net sales and $2.128 billion in operating profit, compared with $8.407 billion and $2.071 billion
in FY2025. These are broad company and segment figures. The segment includes far more than
Hugo, and the filing does not disclose Hugo revenue, unit placements, utilization, pricing,
service cost or contribution margin.

Medtronic’s annual report identified adoption, safe and effective use, system reliability and
acceptability among the risks and requirements for Hugo. For a hospital, a robot purchase or
installation would be only one step. Surgeons and operating-room teams need training; a
hospital must fit procedures into its workflows; clinical evidence and regulatory indications
shape which cases can be performed; and systems need dependable support. A placement
count alone would not tell leadership whether centers were using Hugo regularly or whether the
overall offer worked.

A narrow opening, and a scaled incumbent

At the cutoff, the public record established the initial named U.S. installing hospitals, but not a
total U.S. Hugo installed base beyond those initial sites. It did not report center-level procedure
counts, conversion rates, uptime, realized clinical outcomes, or customer returns. Nor did it
disclose U.S. prices, contract terms, support costs, instrument pull-through or standalone Hugo
economics. Medtronic forecast more than 50,000 Hugo procedures globally by its fiscal
year-end; this was a forward-looking company forecast, not a reported result and not a U.S.
utilization target.

Medtronic was not entering a market without an incumbent. Intuitive Surgical reported 11,710
da Vinci systems in its worldwide installed base at June 30, 2026, up 12% from a year earlier.
That figure conveys global scale, not the number of relevant U.S. hospitals, procedure-level
share, customer satisfaction or an estimate of Hugo's addressable market. Still, an established
ecosystem could matter: hospitals and clinicians may have experience with existing systems,
while a new entrant must establish its own training, service and workflow routines. Public data
did not quantify the strength of those effects at potential Hugo sites.

The adoption question also had more than one interpretation. A hospital might consider a
platform because of its fit with clinical needs, available expertise, workflow or investment
priorities. Peer competition, surgeon recruitment and patient perceptions could also be
hypotheses to investigate, but neither Medtronic’s public disclosures nor the cited academic
study establishes these as reasons hospitals adopt Hugo. The team should not treat interest or
installation as proof of clinical advantage or hospital value.
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What adoption research can-and cannot-say

Research on innovation commercialization suggests that value depends not only on the
technology but also on complementary assets needed to bring it to market. For Hugo, those
might include regulatory evidence, trained clinical teams, service, instruments, digital workflow
and hospital relationships. Medtronic’s broader portfolio could be helpful, but the framework
does not show that Medtronic controls the complements best, or that additional placements will
be profitable.

A historical study of robotic surgery provides one empirical reference point. Sivarajan and
coauthors examined hospital adoption of surgical robots and the hospital share of partial
nephrectomies for kidney cancer across seven states in 2001, 2005 and 2008. Their adjusted
analyses associated robot acquisition with increases in the partial-nephrectomy proportion:
29.9% in 2005 and 34.9% in 2008 for earlier adopters, and 15.5% in 2008 for hospitals
acquiring later. The study labels these as percentage increases, not percentage-point changes.
It examines a specific procedure, an earlier generation of robotic surgery and an observational
hospital-level setting. It does not estimate Hugo's effect, prove that a robot alone caused the
change, or establish better patient outcomes or financial returns for Medtronic. The authors
note that hospitals may make related investments, including hiring surgeons or building
operating-room capacity.

The evidence leaves leadership with a sequencing problem. Accelerating could create more
opportunities to learn, build clinical familiarity and establish Medtronic’s position. It could also
place systems before sites are ready or before the company has enough information about
usage and support demands. Staging could concentrate resources where readiness is strongest
and make expansion conditional on evidence. It could also slow learning and leave more time
for an incumbent’s ecosystem to deepen. A hybrid might preserve both options, but only if
leadership can define credible gates and avoid rewarding installations without sustained use.

Your assignment

Recommend how Medtronic should pace the next phase of U.S. Hugo placements as of
September 1, 2026. Choose an accelerated, stage-gated or hybrid approach. In your
recommendation:

* |dentify the strategic advantage your approach is intended to build and the principal risk it
accepts.

» Specify what evidence should govern new placements and what should govern further scaling
after installation. Define the measure, observation period and decision rule; label any
threshold you propose as your assumption.

* Explain how regulatory status, clinical evidence, center readiness, training, system reliability,
utilization and service capacity affect sequencing.

* |dentify what information Medtronic should request from hospitals and what it should track
internally before making a broader commitment.

» State what new evidence would cause you to accelerate, pause or redirect the rollout.

You do not have enough public information to calculate Hugo’s U.S. return or to rank hospitals
by projected profitability. Do not invent company forecasts, prices, clinical results or operating
data. Make the decision useful by stating the assumptions and evidence gates behind it.
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Exhibit 1. Medtronic’s disclosed position at the cutoff

Date

Dec. 3, 2025

Feb. 17, 2026

June 3, 2026

Sept. 1, 2026

Publicly disclosed event

FDA clearance for Hugo in U.S.
urologic surgical procedures

First reported U.S. commercial
procedure at Cleveland Clinic; three
first installing hospitals named

510(k) submissions to expand into
general and gynecologic procedures

Cornerstone Robotics partnership and
staged investment; Sentire
distribution rights in selected markets
outside the U.S.

What it establishes

U.S. clearance for the named scope;
no broader U.S. indication implied

An initial commercial launch; not total
U.S. installations or utilization

Applications submitted, not
clearances

A global partnership announcement;
no U.S. Hugo economics or outcome
data

Sources: Medtronic announcements of December 3, 2025; February 17, June 3 and September
1, 2026. See the research source register for source links, exact locators and scope.

Exhibit 2. Selected reported scale indicators

Measure

Medtronic FY2026 consolidated net
sales

Medtronic FY2026 R&D expense

Medical Surgical FY2026 net sales

Medical Surgical FY2026 operating
profit

da Vinci worldwide installed base at
June 30, 2026

Medtronic forecast for Hugo
procedures by FY2026 year-end

Reported figure

$36.364bn

$2.873bn

$8.815bn; $8.407bn in FY2025

$2.128bn; $2.071bn in FY2025

11,710 systems; +12% year over
year

More than 50,000 globally

Boundary

Company-wide; not Hugo revenue

Company-wide; not a Hugo budget

Broad segment, not robotic surgery
alone

Segment measure; not Hugo
contribution

Competitor-reported global scale; not
U.S. share or Hugo's addressable
market

Forward-looking company forecast,
not realized or U.S.-specific volume

Sources: Medtronic FY2026 Form 10-K, printed pp. 43 and 109-111; Intuitive Surgical Q2 2026
earnings release, July 2026; Medtronic September 1, 2026 announcement. Dollar values as
reported. The segment figures use Medtronic’s reporting definitions. See the source register.

Discussion questions

1. What is the strategic choice in this case? Why is installation pace an incomplete measure of

progress?

2. Compare accelerated, stage-gated and hybrid approaches. What capability or option does
each build, and what cost does it impose?

3. Design a placement-readiness screen and a post-installation scale gate. Which evidence is
leading, which is confirmatory, and who should verify it?
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4. How should Medtronic use clinical evidence from other robotic systems? What can the
Sivarajan study inform, and what can it not establish?

5. What hospital and internal data would you request before setting a U.S. expansion target?
How would you protect the integrity of those measures?

6. State a recommendation and two observable conditions that would make you change it.

Sources and cutoff

This case uses information publicly available through September 1, 2026 (ET). Key company
sources are Medtronic’s FY2026 Form 10-K and the announcements listed in Exhibit 1, plus
Intuitive Surgical’s Q2 2026 earnings release. The academic framework is Teece (1986); the
observational hospital study is Sivarajan et al. (2015). Full citations, links, reading depth and
locators appear in the source register; detailed claims and limits appear in the evidence
extraction and literature review.

This constructed teaching case is not a report of private Medtronic deliberations. The case
contains no post-cutoff outcomes.
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