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Learners

2,208    Students 

             (Summer Semester)

 

By the Numbers

Financial 

$6.1 billion     Total Assets

$4.0 billion     Total Operating Revenue

5.8%          Operating Cash Flow Margin

0.8%          Operating Margin

208.0          Days Cash on Hand

$226.1 million Annual Research Revenue

Patients

1,073 Licensed Beds

46,684 Admissions

55,980 Surgeries

177,724 ED Visits

1,159,191 Outpatient Visits

People

966         Employed Physicians

14,730  Full-Time Employees

Ranked Clinical 
Programs among 
top 50 in the 
nation

Vizient Quality Rankings for 

Inpatient and Outpatient Care 

Moody’s 

Rating 

Stable 

S&P 

Rating 

Stable 

Fitch 

Rating 

Stable 

All statistics as of and for the unaudited year ended June 30, 2025. 

AA-

11

#6 in the 
nation

Presenter Notes
Presentation Notes
KELLY

I want to provide some more detail about these three programs and really highlight the work that was done and review some of the successes of these 
 BTD
Beyond the Diploma is a pipeline program that aims to support Rush’s Anchor Mission of . We work with individuals from the West Side who aspire to work in healthcare but are unable to attain this goal without outside support. In partnership with West Side United, the Chicago Urban League and the Tukiendorf Training Institute (who is our education/training provider), this is a fully-funded opportunity for participants to earn their Basic Nursing Assistant Certification while also working as a Patient Services Assistant once a week at Rush. 
This is a great program because participants receive professional development and mentorship, their certification (fully-funded) and an opportunity to gain invaluable clinical exposure at RUMC. 
Updates:
 MAPP
HR leads the Medical Assistant Pathway Program in partnership with Harper College. This programs provides incumbent and potential employees with fully funded tuition and an externship opportunity at Rush. Once they finish their externship and MA course, graduates are connected to a guaranteed interview opportunity and a great chance to transfer into open Medical Assistant positions at Rush. 
MedSTEM pathways and explorers pathways which is a paid internship program for rising sophomores in high school and both juniors, seniors and new graduates to intern in a department within RUMC or a partner organization related to the career they hope pursue 
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Mission, Vision, Values

Our mission
The mission of Rush is to improve the health of the individuals and diverse 
communities we serve through the integration of outstanding patient care, 
education, research and community partnerships.

Our vision
Rush will be the leading academic health system in the region and nationally 
recognized for transforming health care.

Our values
Rush’s core values — innovation, collaboration, accountability, respect and 
excellence — are the roadmap to our mission and vision.



4

Bold vision for the future

Rush will 
establish strategic 

partnerships to 
meet and exceed 

consumer 
expectations to 
transform and 

adapt to an 
ever-changing 
environment.

Our vision is ambitious. It reflects our commitment to make the 
highest quality of care more accessible, convenient, and 
affordable for all patients — wherever they are, whenever they 
need us. And is rooted in Rush’s unmatched commitment to 
medical education and health equity.
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Challenges in Current Model

Fee for Service

• Values sick care over prevention

• Rewards innovation at the expense of scalable value

• Incentivizes process/volume over outcomes

Screening

• Over-screening of low risk populations, eligibility can be vague

• Not all screenings are cost-effective or equitably accessible

• Overtreatment is common and costly

Presenter Notes
Presentation Notes
PSA, thyroid nodule ultrasound, incidental findings, colonoscopy vs Cologuard.   Adoption can be low for financial reasons, uncompelling reasoning for under-educated.
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Challenges in Current Model

Fragmented Care

• Episodic encounters and reactive care

• Cost and accessibility drive fewer interactions

Risk/Legal Environment

• Erosion of trust in health care institutions

• Revenue cycle is protracted and inefficient

Presenter Notes
Presentation Notes
The average patient will spend 1-2 hours with their care team in a year.  The entire rest of the year they are on their own.  Audit and compliance exposure, administrative burden.
However, also challenges with VBC requiring extended periods to demonstrate ROI, and systems deal with outliers on cost.



7

“Consumerism” or Patient Empowerment?

• Improving access at the expense of appropriateness in testing

• Does not change access to treatment and prompts overdiagnosis

• Softer regulations diminishing team-based care

• Enhances accountability for performance and experience

Presenter Notes
Presentation Notes
Small error rates become significant problems/costs at population scale.  Disparities may widen for follow-up. On the other hand this is also a means of engaging patients so they feel motivated or sufficiently engaged to check in on various health indicators earlier.
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Data Overload

Presenter Notes
Presentation Notes
How to interpret, aggregate, analyze, and ultimately create value with data.  Lack of risk adjustment and historical context.  BUT – what if we made available someone to speak with about your results when/where convenient?  Is this changing behaviors?  Epic released Lookalike in Cosmos to leverage 12.2 billion patient encounters across 1500 Epic sites and 352K physicians to learn how to care for rare conditions, or search for a differential using discrete data from the record.
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Behavior Change

• Gamification

• Clear goals, immediate feedback

• Short achievable challenges

• Losing points works better than earning

Presenter Notes
Presentation Notes
We tend to see reduction in carbs and improved control with CGMs.  Virtual health coaching seems to help as well.  Also challenge of identifying SDOH needs with little infrastructure or accountability to address to achieve better health outcomes.
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Reimbursement

Presenter Notes
Presentation Notes
Molecular tests require little physician work but can have high practice expense costs.  Current system does not reward upstream prevention or long-term cost offsets.  Clinical lab fee schedule crosswalks to anchor to outdated tests and pricing can be volatile with early overestimation.  Payers demand proof that tests change management.  Insurers operate on short-term horizon.  Survival benefit is often looked at but should that be primary aim?

Nancy Gardner Sewell MCED coverage act – age 68 every 11mo, beginning 2028.  
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What do we need to do to be successful?

VBC 
Performance

Reduce unnecessary utilization

Identify and optimize risk

Increase tie to primary care

Grow Incentives / Reinvest

Ambulatory 
Access

Reduce Avoidable 
ED Visits

Readmission 
Reduction

Risk Coding
Medicare Adv

Quality

Presenter Notes
Presentation Notes
Emphasis on digital strategy for outreach/engagement.  Aligning access for VBC and improving responsiveness to avoid higher cost settings.  Contending with AI for patient use and how that translates to an increase in messaging and team-based work.
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Discussion

• Usable, data-delivered longitudinal insights for patients

• Lab data + wearable data + patient entered chat = next best action?

• Is waiting for symptoms failure?

• Do early warnings compel meaningful change?

• Do social determinants outweigh biomarkers?

• Should laboratory share accountability for patient outcomes?  Cost 
center vs risk management tool.

• Is there value in early detection if total cost of care is unchanged?

Presenter Notes
Presentation Notes
CKD is a prime example of something we can predict now but struggle to control.
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Discussion

• Are standards we use to bring innovation to market too 
conservative?  Safe?

• Is the long-term value of prevention confined to governmental 
payers?

• Are we prepared for ethical and operational implications of biologic 
surveillance?

• How do we move precision medicine from innovative to essential?

Presenter Notes
Presentation Notes
CKD is a prime example of something we can predict now but struggle to control.

Who benefits from precision medicine, who is left behind?
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