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Letter from the Chair

For much of the world, 2020 has been a year of monumental challenges. But for the Rush Department of Surgery, this
has been a year of immense opportunity.

In the first months of the year, our teams carefully monitored the global outbreak of COVID-19 and capitalized on the
opportunity to collaborate with one another, reshape our clinical spaces and transform our care delivery in just a few
weeks' time. Clinical spaces and building entrances transformed into socially distant havens where patients would be
met with not only a temperature screening, but a kind face to assure them that they were in good hands for their care.

As we shifted other visits to telemedicine, our team saw opportunities for maintaining connections with our

patients throughout the pandemic and beyond. Virtual visits became one of our most powerful tools and we saw
unprecedented growth in our new telemedicine platform. Support groups and webinars quickly followed suit, bringing
the expertise of Rush providers directly into the homes of our patients.

Our team efforts paid off and, even when state and local regulations led to a postponement of elective surgical cases,
our patients continued to get the care they needed. When urgent operations were needed, our teams embraced the
opportunity to deliver lifesaving care, even to patients who were suffering from COVID infections.

The changes sparked by this pandemic have also provided immeasurable opportunities to learn. Whether serving

on the front lines in COVID care units, providing care in urgent and emergent procedures or employing the latest in
virtual communication tools, our care team has constantly been identifying opportunities for process improvement
and collaborating with one another to deliver the excellent care Rush is known for in this ever evolving situation. We
could not be more proud of the work our team has delivered throughout the year — both as caregivers and as leaders.

The rise of COVID-19 cases in our nation also presented new opportunities to study its effects on the body and its
interaction with other conditions that afflict our patients. Thanks to research at Rush and other academic centers,
a spotlight shines on the link between obesity and more severe cases of the virus and our patients are now more
vigilant than ever before in taking control of their health and seeking partners who can help them define and reach
their goals for better living.

As we approach what we hope to be the turning point in the world's fight against COVID, the Rush Department of
Surgery finds itself thriving in our “new normal.” Patients seek the expertise of our surgeons and care providers in greater
numbers than ever before and we thank our staff — from frontline nurses and medical assistants to our physicians,
advanced practice providers, and leaders — whose flexibility and dedication have made such success possible.

This year has been an opportunity to prove that Rush was built for this. It has been an opportunity to prove that we
are stronger than we had ever imagined. And | could not be more proud of the work that our team has accomplished.

Now, | would like to take this opportunity to share some of their many accomplishments with you in our Rush
Department of Surgery Annual Report for 2020.

Wishing you much success in 2021 and the years to come,

Alfonso Torquati, MD, MSCI, FACS
Helen Shedd Keith Professor of Surgery
Chair, Department of Surgery
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Department of Surgery
at a Glance

CY2020

mM 17

Faculty Active clinical
research studies
APPs employed Grant proposals

Projected

2017 2018 2019 2020 2021

o[ [raroso |t

1,046 m 1676 | 1415 | 1533

Total DOS DOS Outpatient Visits
Annual Visits Division
General Surgery
MIS & Bariatrics
2018 | AL Colon & Rectal
Surgical Oncology
54,786
2019 - Plastic Surgery
2020 55,050
Pediatric Surgery
2021 71,133*

*projected
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Total DOS Cases

2017
2018
2019
2020

RN 8,601"

*projected
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Over the last 6 years, Rush

has nearly doubled the number

of robotic surgeons on staff
from 13 in 2016 to 25 in 2021.

Surgical Cases

Projected

Division 2017 2018 2019 2020 2021
131

872

17 318

DOS Residents and Fellows
CY2020

General Surgery: 67

Urology: 11
[ 2016 Plastic and
I 2o Reconstructive Surgery: 8

Robotic Surgeons on Staff
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Rush Department
of Surgery History

Rush University Medical Center’s Department of Surgery has deep roots in the general
history of Rush. The department was founded by a highly accomplished and innovative
surgeon who laid the foundation for clinical, research and academic excellence. Through
the years Rush has provided medical educations to generations of notable surgeons who
have in turn contributed valuable innovations to their field. Rush’s Department of Surgery
in particular has often been at the forefront in pioneering procedures and remains a
leader in both research and their commitment to broadening opportunities to the next
generations of medical professionals.



1830-1886 ——

March 2, 1837 - Rush Medical College receives its charter, founded by
surgeon Daniel Brainard, MD.

1860 - Brainard performs the first knee arthroplasty in lllinois.
1866 - Moses Gunn, MD, succeeds Brainard as chief of surgery at Rush.

1881 - Surgeon and Rush faculty member Christian Fenger, MD,
accomplishes the first successful hysterectomy for carcinoma of the
cervix.

1883 - Rush faculty establishes Presbyterian Hospital, a teaching
hospital.

1885 - Alice Mitchell, MD, is appointed to Rush as the first female
surgical intern in the country.

1871 - The medical school is destroyed in the Great Chicago Fire.

1876 - Rush moves into new buildings on the near west side of
Chicago, where we are still located today.

1884 - Charles Parkes, MD, presents his work on operating on gunshot
wounds of the abdomen at the AMA convention, changing surgical
practice around the world.

1885 - Parkes performs what may be the first choledochotomy.

1886 - Rush student and surgeon John Benjamin Murphy, MD, triages
and operates on the wounded from the Haymarket Riot.

1887-1899 ’

The historically influential Chicago surgeons Christian Fenger, MD,
Nicholas Senn, MD, and J.B. Murphy become professors of surgery at
Rush. Later, Senn and Murphy are chairs as well.

1887 - Parkes is unanimously appointed chief of surgery after Gunn’s
death.

1887 - Fenger publishes his findings about using antisepsis in
abdominal operations.

1889 - Senn writes the first book on surgical bacteriology.
1890 - Senn publishes the comprehensive “Principles of Surgery.”
1891 - Senn takes over as chief of surgery at Rush.

1892 ~Murphy develops the Murphy Button, a surgical device for
intestinal and biliary anastomoses that increased access to abdominal
surgery around the world. He also pioneered diagnoses and early
operation for appendicitis and was the first to anastomose a severed
femoral artery.

1899 - Arthur Dean Bevan, MD, establishes the surgical treatment
for cryptorchidism. He is also the first in the United States to use
ethylene anesthesia and develops a hockey-stick shaped incision for
cholecystectomy known as the Bevan incision.

1900-1979

1908 - Lewis Linn MacArthur, MD, Rush graduate and master surgeon,
performs the first operation in the United States for resection of a
pituitary tumor. He also develops a transcranial, supraorbital approach
to the pituitary which Harvey Cushing adopts as an alternative to nasal
approaches. In addition, MacArthur develops repairs for hernias, the
bile ducts, the ureter, rectal prolapse, and uses the gallbladder for the
administration of fluids.

19009 - Isabella Coler Herb serves as chief anesthetist from 1909 to
1941, becoming the first woman appointed to the staff of Presbyterian
Hospital.

1942 - Rush Medical College closes its doors after the affiliation the
University of Chicago ended.

1952 -- Ted Beattie, MD, is recruited to become the first full-time chief
of surgery at Presbyterian and was instrumental in the 1956 merger of
Presbyterian and St. Luke’s Hospital.

1965 - Ormand Julian, MD, succeeds Beattie. From his career in the
late 1940s and early 1950s, he brings along the following innovations
for surgery on aneurysms: arterial occlusion, performing the first vein
fem pop bypasses and aortic resections, developing dacron grafts,
performing the first mitral commisurotomy in Chicago, and establishing
median sternotomy as the standard approach for heart surgery.

1963 - W. D. Shorey, MD, J. H. Schneewind, MD, and H. A. Paul, MD of
Presbyterian-St. Luke’s Hospital's Department of Surgery are the first to
reattach a severed hand.

1968 - Hassan Najafi, MD, Chairman of Presbyterian-St. Luke's
Hospital's Department of Cardiovascular Thoracic Surgery, performs
the first successful adult heart transplant in Chicago.

1969 - Rush Medical College reactivates its charter and merges with
Presbyterian-St. Luke's Hospital to form Rush-Presbyterian-St. Luke’s
Medical Center.

1972 - Rush University is established.
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1980-2009

1985 - A liver transplant program is established under the direction of
James W. Williams, MD.

1991 - The department of surgery introduces laparoscopic
appendectomies, hernia repairs, and gallbladder removals. The
procedures require only quarter-inch incisions and greatly reduce
hospitalization time and scarring.

March 1993 - The Rush Surgicenter opens with four operating rooms
in the Professional Building.

April 1993 - In a rare 15-hour procedure, doctors remove a malignant
tumor that had attached itself to a woman’s liver, pancreas, kidney and
small bowel, followed by transplanting a liver, pancreas, small bowel and
parts of the small intestine and stomach.

September 1993 - A new short-stay surgical unit, designed for
patients undergoing surgeries and other procedures that involve
hospital stays of five days or less, opens.

1994 - The Pritzker Foundation endows the Steven G. Economou, MD,
Chair in General Surgery.

1995 - Rush and Cook County Hospital enter into an agreement
designating Rush as County’s sole medical school &ffiliate.

2001 - Rush studies interstitial laser surgery, a treatment which uses
laser energy delivered through a needle to heat the area around a
tumor to 140 degrees Fahrenheit, hot enough to destroy cancer cells.

September 2003 - Our institution officially changes its name to Rush
University Medical Center.

2004 - Liver transplants at Rush increased by 43 percent from FYO3
to FYO4.

2007 - Rush is the first medical center in Chicago to use the high-
definition da Vinci S Surgical System to allow for extended dexterity
and control during procedures.

2010-present

January 2011 - Rush opens the Rush University Cancer Center, which
spans the entire 10th floor of Rush’s Professional Building. This center

and The Coleman Foundation Comprehensive Cancer Clinics are made
possible by a $5 million challenge grant from The Coleman Foundation.

January 2012 - Rush’s Tower opens to patients. It is home to

the Edward R. Brennan Entry Pavilion, the Robert R. McCormick
Foundation Center for Advanced Emergency Response, the Mary Jo
and John Boler Centers for Advanced Imaging, the James R. and Helen
D. Russell Surgery Center, and the Herb Family Acute and Critical Care
Tower.

June 2015 - Alfonso Torquati, MD, pilots Rush’s new bariatric surgery
program, which is accredited almost one year later by the American
College of Surgeons.

January 2017 - Torquati takes over the chair of the Department of
Surgery from Daniel Deziel, MD. At this same time, the department
updates its name from Department of General Surgery to the
Department of Surgery. Plastic surgery incorporates into the
department and the separate sections become subspecialty divisions
within the department.

July 2017 - The DOS incorporates Urology as the most recent
surgical division. The division of surgical oncology is expanded by
onboarding doctors Sam G. Pappas, MD, and Cristina M. O'Donoghue,
MD, MPH, in addition to three breast surgeons.

2018 - The Department of Surgery becomes top ranked for robotic
colorectal surgery in the Chicago area.

2019 - The department appoints Rosalinda Alvarado, MD, as surgery’s
chief diversity officer.

January 2020 - Within the past three years, the department grows
by thirty-five doctors with an emphasis on hiring women and people of
color.

July 2020 - The Department of Surgery’s bariatric program is ranked
number one in the Chicagoland area. Rush’s Gastroenterology and Gl
Surgery Program is ranked 31st in the nation by U.S. News and World
Report, and Rush University Medical Center is ranked 17th nationwide.
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Virtual Visits:

Transformative Technology

How COVID-19 catalyzed the Department of Surgery’s adoption of

telehealth

Prior to COVID-19, nearly 90% of Americans had never
participated in a virtual visit with their doctor, according to
Doximity’s 2020 State of Telemedicine Report. Fast forward
to 2020, when the pandemic disrupted every aspect of
society, and one primary way patients could connect with
the Department of Surgery at Rush was through their mobile
devices.

The pandemic catalyzed patients’ use of telehealth. According
to Doximity, the number of Americans who reported having
participated in at least one telehealth visit since the COVID-19
outbreak increased by 57%. For those with a chronic illness, this
increase is even higher at 77%.

Rush, like many hospitals around the country, had already
begun incorporating telehealth before COVID-19. According to
the American Hospital Association, a third of all U.S. hospitals
fully or partially implemented telehealth in 2010; by 2017, almost
three-quarters had adopted it.

“Our department had the capability to do virtual visits prior to
COVID, but we didn’t do a lot of them until we were operating
in lockdown,” explains Benjamin Veenstra, MD, FACS, a general
surgeon at Rush. “Medicare and their lack of reimbursement for
virtual visits was one of the significant reasons why we did so
few of them pre-COVID.

According to the American Medical Association, the Centers
for Medicare & Medicaid Services (CMS)’s telehealth policies
began changing once the pandemic hit. CMS, with private
insurers following suit, began temporarily lifting payment
restrictions on a wide range of services and delivery
technologies so that a greater number of patients nationwide,
not just those in rural areas, could take part in virtual visits.

In addition to geographic boundaries, the use of telehealth
historically tended to favor service lines where providers could

offer consultation or treatment that could rely almost entirely
on visual observation and a conversation with the patient. For
example, the Parkinson’s Disease and Movement Disorders
program at Rush conducts hundreds of telehealth visits every
year. “Because | can see the patients and their disability on the
screen, | can make responsible treatment recommendations
and explain them carefully to the patient and family members
in attendance,” explains Christopher Goetz, MD, a neurologist
who helped to spearhead Rush’s telemedicine pilot project.

In contrast, surgeons need to conduct a visual and physical
examination of a patient, along with utilizing CT and MRI scans
to fully understand the patient’s health care needs, both of
which are impossible to do through telehealth.

“Depending on the procedure, certain post-op visits, such as
with gallbladder or hernia surgeries, can be done virtually,” says
Dr. Veenstra. “However, as surgeons, it's necessary for us to lay
hands on the patient in order to accurately know how to best
care for them.”

In 2019, the Department of Surgery had 31 total virtual visits;
in 2020, they had 13,376. To accommodate the meteoric rise
of telehealth demand in the spring of 2020, the rollout was
straightforward: Each provider was equipped with a mobile
device, such as a mobile phone or tablet, and given training
on how to conduct a virtual visit through the electronic
health record system. Although the solution was simple, the
Department of Surgery had several kinks to iron out.

“The clinical flow -- the hand-off from front desk staff to the
nursing staff to physicians -- did not run smoothly at first,”
explains Naomi Parrella, MD, FAAFP, Dipl. ABOM, and Medical
Director, Center for Weight Loss & Lifestyle Medicine. “We had
to rapidly adapt and develop entirely new workflows.”

Most of the challenges centered around the technical aspects
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of getting patients comfortable with the new platform, checked
in and seen by the providers in the appropriate order. An
unanticipated challenge was an inability to fully assess the
patient prior to being seen by the physician.

“When a patient comes for an in-person visit, by the

time they are seen by me, we have collected a variety of
information about them,” says Dr. Parrella. “Their vitals, their
mentalemotional state, who's with them. These are factors that
can help us determine how to provide more holistic care in
addition to the medical side of treatment.”

Whether it was the newness of the technology or patients
simply not being in the same physical room with them, both
Drs. Veenstra and Parrella said enculturating trust throughout
the virtual visit was critical for success. Dr. Veenstra thought if
providers had already developed good bedside manner prior
to the pandemic, then taking the time to explain a procedure,
test results or a postoperative plan would in many ways be the
same as if the patient and provider were in the same room. For
providers where that may have been a struggle in the past,
telehealth exacerbated that challenge.

In 2020, Doximity estimated that more than 20% of all

medical visits will have been conducted through virtual visits,
representing $29.3 billion of medical services. In just two years
from now, Doximity predicts that number will jump to $106
billion.

In August 2020, CMS announced proposed changes to expand
telehealth permanently, while the Federal Communications
Commission (FCC) unanimously approved $200 million for
telehealth funding.

With COVID-19 catalyzing its adoption, telehealth looks to be
a mainstay for patients and providers in the future even in the
Department of Surgery where in-person, hands-on visits are
central to care.

Dr. Parrella believed the convenience of telehealth will help
keep patients more engaged and more connected to their
health care team. She estimates that no-show rates for
appointments dropped during the pandemic, reinforcing her
prediction.

Dr. Veenstra also believes telehealth will have a permanent
place in health care moving forward. “At the beginning, | think
we looked at it as a stopgap,” he says. “While telehealth can’t
completely replace in-person visits in surgery, we can use it to
continue to augment our care.

Providing patients with the opportunity to see us for some of
their visits from the comfort of their home will be a great way to
keep us connected and partners for their good health.”

Virtual Visits
by the Numbers

7% | T7%

Increase of number of Americans who
particpated in at least one telehealth visit
since COVID-19 outbreak. Higher increase

for those with chronic illness.

31

Total Virtual Visits in 2019

13,376

Total Virtual Visits in 2020

$200 Million

Funding approved for telehealth by
Federal Communications Commission
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Building a State-of-the-Art
Hub for Cancer Care

Rush patients and staff have helped inform the design of the Joan
and Paul Rubschlager Building, which will house comprehensive
care and leading-edge research.
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In June of 2019, Rush University Medical Center broke

ground on the Joan and Paul Rubschlager Building, a modern,
480,000-square-foot outpatient care center made possible by
the largest philanthropic gift in Rush'’s history.

While the COVID-19 pandemic has slowed the timeline for the
building to be completed, the $450 million building will be a
destination center for cancer care, as well as neurosciences,
when it opens its doors in a few years. It will house all
outpatient services for comprehensive cancer care under one
roof. Patients will have access to new treatment options at the
Cancer Center through expanded clinical trials; the building’s
shared research sample storage and processing areas will
facilitate training, education and research.

Additionally, technology-equipped spaces for conferences,
tumor board meetings and instruction will foster even more
collaboration among faculty, students and staff.

“In planning the Rubschlager Building, our goal is to make the
patient experience as positive and as seamless as possible,”
says Omar Lateef, DO, CEO of Rush University Medical Center.
“From the moment patients enter the front doors, we want
them to experience personalized attention that makes their
transitions through the building comfortable and smooth”

Joan and Paul Rubschlager

Planning with, by and for Rush’s patients

“In order to make the new building a world-class center for
cancer and neurosciences, Rush is working closely with
the patients and families who will use the center, and also
gathering input from staff who will work in the building,”
says Patricia Nedved, MSN, CENP, associate vice president,
ambulatory transformation at Rush.

Rush’s cancer patient advisory council weighed in on design
elements, the use of technology within the building, clinical
care spaces such as the infusion center and more. And their
input has helped shape all aspects of the building. For example,
patients said they wanted individual rooms in the infusion
center for privacy and space during their treatments, and the
new infusion space will house all private infusion rooms.

The transformation team at Rush visited several other facilities
to plan the building. “Our goal during these visits was to look at
best practices to validate that we are in alignment and to learn
from other centers,” explains Anthony Perry, MD, vice president
of ambulatory transformation at Rush. “We looked at how
services are designed, the ease of check-in and check-out, flow
of patients and employees throughout the building, how the
infusion services are built, and the ease of travel through the
building for patients and visitors.”

A look inside

Located on the northeast corner of Ashland Avenue and
Harrison Street on Chicago’s Near West Side, the Rubschlager
Building will have an enclosed walkway connecting it to Rush’s
Tower hospital building across Ashland.

Outpatient clinical services and amenities housed there will
include the following:

e The latest technology and equipment for diagnostic imaging
e On-site radiation oncology with an MRI linear accelerator
e On-site lab draw and processing

e Aretail and specialty pharmacy

¢ Retail spaces and food options

e 90 individual cancer infusion rooms

e 82 cancer exam/treatment rooms

e Acupuncture and massage rooms

¢ Infusion and investigational drug pharmacies

e Respite and lactation rooms

e Qutdoor space for patients, visitors and staff

e An adjacent, six-story, 900-space parking facility
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Division of
General Surgery

Untapped Potential

Rush Utilizes Robotic Surgery For Better Patient Outcomes,
Physician Longevity
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When Benjamin Veenstra, MD, FACS, first came to Rush in
2015, he thought robotic surgery was just an expensive and
unnecessary alternative to performing laparoscopic surgery.

“At first, | didn’t think it added much benefit for the patient or
the surgeon,” Veenstra, a general surgeon, says. “But | didn't
want to be an MIS (minimally-invasive surgery) trained surgeon
who was behind the curve on robotics and missing out on the
advantages this type of surgery provides.”

Since its introduction in the late 20th century, laparoscopic
surgery has proved to be a viable alternative to open surgery;
most Rush surgeons are trained in this kind of technique.

Rush has both daVinci Si and daVinci Xi models—the latter,
acquired in 2018, is utilized for complex, multi-specialty
surgeries.

The Xi model gives surgeons the ability to operate across
multiple quadrants in the abdomen and pelvis. It also allows
for collaboration amongst sub-specialty surgeons, who

can simultaneously perform multiple, minimally invasive
procedures—typically done between colorectal, surgical
oncology and gynecologic oncology services.

For example, surgeons performing a complex colorectal
resection in combination with a liver resection or gynecologic
oncology resection, would traditionally use an open surgical
approach. Instead of creating new, or larger, incision sites for
separate abdominal and pelvic operations, surgeons can use
the same port sites to perform both parts of the operation.

Robotic surgery with the daVinci Xi allows complex operations,
such as these, to proceed in a minimally invasive manner
through several tiny incisions. This minimally invasive approach
allows for improved recovery time and decreased infectious

R

Benjamin Veenstra, MD, FACS

complications, which is particularly important for patients who
have already undergone chemotherapy and are at higher risk.

“Complex surgeries such as this one [liver resection combined
with a total colectomy] would be possible, but incredibly
difficult to do laparoscopically,” comments Anuradha Bhama,
MD, FACS, FASCRS, a colorectal surgeon.

While the total operating time
is not effectively different
between the two methods,
robotic surgery offers
tremendous ergonomic benefits
to the surgeon

= Anuradha Bhama, MD, FACS, FACRS

Dr. Veenstra concurs: “With a laparoscopic procedure, your
back, shoulders and wrists are stuck in awkward positions

for long periods of time. With robotic surgery, you're still in
complete control of the operation, but docked in a corner of
the room, sitting in a comfortable chair with an adjustable seat,
vision cart, and handles where your body is less stressed. My
mentor is able to extend his surgical career by 5 years using
robotic surgery because he’s not as worn down.”

Robotic surgery gives surgeons complete control of the
operation. In laparoscopy, surgeons can only use two handheld
instruments, and often rely on assistants for retraction. Robotic
surgery employs a four-arm system that is controlled by the
surgeon, and can be used for retracting, cutting, and suturing
tissue. They also have complete control of a 3D camera,
allowing for improved visualization. Infrared or ‘firefly’ lighting
is frequently used with the robotic platform, which allows
surgeons to gauge blood flow to tissues and even assists in
identifying anatomic landmarks. Surgeons will soon be able

to overlay pre-operative imaging to more accurately remove
affected tissue.

The newer Xi model also gives surgeons the ability to do

advanced stapling. The stapler on the Xi can perform 1,000
measurements per second, enabling surgeons to know how
much pressure it's putting on tissue as it clamps the tissue.
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Over the last 4 years, Rush has
increased the number of robotic
procedures performed by 250%

It will pause and allow for compression of the tissue before it
continues closing; in contrast, surgeons rely on solely on their
hands to control closing in laparoscopic surgery.

The older Si models, for instance, are typically used by OB/
GYNs and urologists for single quadrant surgeries, such as
hysterectomies for benign disease and prostatectomies.

While robotic surgery is making life easier for surgeons,
patients also benefit. With smaller and fewer incisions, they
tend to heal more quickly from robotic surgery, have a shorter
length of stay in the hospital, and require less pain medication.

The robotic program at Rush is flourishing. Over the last 4
years, Rush has increased the number of robotic procedures
performed by 250%, from 202 in 2016 to 523 in 2019. A group of
passionate, robotically-trained surgeons are making the push
for Rush to do more.

Over the last 2 years, Rush’s division of colorectal surgery

has more than quadrupled the number of robotic cases it’s
performed. In 2016, the division performed 5 robotic operations;
in 2019 the division completed a total of 68 robotic operations.
This is in large part to Dr. Bhama, who performed 55 of these
procedures. “There have been occasions when I've cancelled
my own vacations if | knew the robot would be available for
use,” she says. “I believe in this technology.”

Dr. Veenstra, and his partner Dr. Scott Schimpke, in the
division of Bariatrics, recently began performing robotic
weight loss procedures in July of 2019 and have now done
over 35 procedures.

The field of robotic surgery is relatively new, gaining greater
traction at academic medical centers, such as Rush, as recently
as 2016. Dr. Bhama says that while the outcomes for both
laparoscopic and robotic surgery are about the same with

the currently utilized outcome metrics, she is confident that
surgeons are still uncovering the potential of robotic surgery to
improve outcomes and patient satisfaction.

“There’s only been one multi-center randomized control trial
that shows no difference in major outcomes between the

two procedures, and better outcomes for some aspects with
robotics, which means both modalities are excellent options,”
she says. “But | don’t think we've uncovered the full potential
of robotics. The benefits to the surgeons and patients can only
continue to grow.”

Division of General Surgery
Faculty

Keith W. Millikan, MD
Senior Vice Chair, Vice Chair, Education
Division Chief, upper Gl, HPB, complex hernia

Daniel J. Deziel, MD

Department Liaison to Stroger Hospital

Alexander Doolas, MD
Professor emeritus

Samir K. Gupta, MD

Surgical critical care and acute care, general

Nicole F. Siparsky, MD

Section Chief, Surgical critical care and acute care, general

Keith M. Monson, MD

General

Donald D. Nash, MD

General

Harry Richter, MD

General

Thea P. Price, MD

Surgical critical care and acute care, general

Raelene Kennedy Kim, MD

Surgical critical care and acute care, general

Jose Velasco, MD
Surgical critical care and acute care, general
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Philip Omotosho, MD

Division of
Bariatric Surgery

Integrated and Invested

Rush’s Weight Loss and Bariatric Surgery Program’s patient-
centered model yields more effective results
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The Rush Center for Weight Loss and Bariatric Surgery may
be one of the only hospital programs in the world to give its
patients a lifetime guarantee: No matter what life puts in their
way, Rush will be there for them.

“We're in a lifelong partnership with all of our patients,” says
Naomi Parrella, MD, FAAFP, Dipl. ABOM, and Medical Director,
Center for Weight Loss & Lifestyle Medicine, who counsels
patients on their weight loss goals. “Patients feel completely
embraced and taken care of when they walk in our doors.”

The foundation of this commitment comes from the program’s
strength—its integrated, interdisciplinary approach to treating
medical weight loss. Rush combines bariatric surgery, which
has been used to treat obesity for 60 years, and medical
weight management.

Medical weight management employs techniques that tap into
a patient’s underlying physiological processes that, in turn,
affect their ability to attain and maintain a certain weight. For
the last four decades as obesity has become a public health
challenge, both arenas have continued to solve the problem,
working mostly in silos.

Alfonso Torquati, MD, MSCI, FACS and chairperson in the
Department of Surgery, developed this integrated model at
Rush after working at Duke University—a national leader in
the treatment of obesity. Despite its success, Duke’s programs
were not fully integrated, and Dr. Torquati saw an opportunity
to guide obesity medicine toward significantly greater
effectivness.

“The switch to viewing obesity as a chronic condition was
key,” he says. “The second piece was having support from the
leadership at Rush to build the program from the ground up.
It enabled us to bring willing, collaborative partners from the
surgical side and medical weight loss side together.”

When Dr. Torquati brought this concept to Chicago in 2015, no
one else was taking this integrated approach, elevating Rush
as a pioneering leader in the market. In just 5 years, Rush went
from creating a new, integrated program to ranking second in
Chicago in surgical volume for academic medical centers, a
notable achievement.

In the last 20 years, physicians have started to view obesity as
a metabolic disorder that requires a focus on the disease in and
of itself. But only in 2012 did the American Medical Association
recognize obesity as a disease. As Philip Omotosho, MD, and

chief of the Division of Minimally Invasive and Bariatric Surgery,
explains: “If physicians don't view obesity as a disease, hospitals
won't put resources into helping patients lead healthier
lifestyles.”

“Looking at the big picture, we want to tackle obesity from every
possible angle,” he continues. “There are places all over the
country that have something, whether it's a bariatric surgery
center with little or no medical weight management or vice versa””

In some cases, the medical weight loss practitioner resides in
internal or family medicine who wouldn't, in most cases, have
contact with a surgeon; this leads to an unhelpful competition for
patients.

As Dr. Omotosho emphasized, “Integration is the key
differentiator”

Rush is a pioneer in obesity medicine by offering an integrated
center that can be flexible with patients’ needs. Those
struggling with obesity may benefit from surgery; others may
benefit from medical weight management without surgery.
Some patients may need surgery but could benefit from
medical weight management to prepare themselves for it.

Using this integrated approach, Rush is demonstrating superior
results. Patients coming into the Center experience an average
weight loss of 60-70% of their excess weight at 12 months,
which puts Rush in line with national averages and the best
available data. The overall complication rate at Rush is less
than 3% and Rush has a mortality rate of 0% in the last 3 years.

Weight isn't simply a number on a scale. A myriad of factors
lead to excess weight gain. For example, a patient’s genetic
makeup could be responsible or medication might be a factor.
People suffering from trauma may have turned to food for
comfort.

Equally diverse are the reasons people come in to see the
team at Rush. Obesity could be affecting their quality of life.
Reducing cancer risk, getting their body ready for a joint
replacement surgery or controlling and reversing diabetes are
other possible reasons.

Treating obesity is a team sport.

- Alfonso Torquati, MD, MSCI, FACS
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The overall complication rate at

Rush is less than 3% and Rush

has a mortality rate of 0% in the

last 3 years.

“Patients come in and see us with different needs and those
needs can change over time,” says Dr. Parrella. “They could be
doing fine, then an emotional trauma, such as the death of a
family member, hits and they stop taking care of themselves
and doing what helped keep them healthy.”

As Dr. Parrella explained, there are a multitude of medical
weight loss centers that offer one-year or 12-week programs,
for instance, but don’t continue a lasting partnership with
patients as their lives changes. No matter what scenarios a
patient faces or questions that arise after an intervention,
Rush has an open-door policy to help patients maintain a
healthy lifestyle.

That open-door policy doesn’t box patients in to choosing
one route of treatment over another. In flexing around patient
needs, Rush'’s team of specialists—surgeons, psychologists,
nutritionists, and exercise physiologists—can adapt a course
of treatment that meets a patient’s goals and treatment
preferences.

“Our team talks to each other and listens to what the patient
needs,” says Dr. Parrella. “As a group, we join to solve the
problem at hand. Patients feel completely embraced and taken
care of and we empower them to make choices they want. No
one is being sent away.”

“Treating obesity is a team sport”, Dr. Torquati says. “Having
expertise across multiple disciplines is the best approach for
Rush and will continue to serve our patients best.”

Jonathan A. Myers, MD
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Division of MIS and Bariatric
Surgery Faculty

Phillip Omotosho, MD
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Naomi Parrella, MD
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Obesity, weight management

Marc Sarran, MD
Scott W. Schimpke, MD
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Alfonso Torquati, MD
Department Chairperson
Bariatric, minimally invasive

Benjamin R. Veenstra, MD
Co-Director, Surgical Clerkship Program
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Mary Beth Madonna, MD

Division of
Pediatric Surgery

Department of Surgery - Bowel Management Program

The Department of Surgery’s Bowel Management Program is one
of only a handful of its kind in the nation.
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Established in 2019 by Mary Beth Madonna, MD, the bowel
management program specializes in congenital colorectal
issues including imperforated anus and Hirschsprung’s disease,
treating patients from “potty-training to college age.” Methods
of treatment range from surgery to specialty diets, a regime of
laxatives, and/or an enema program.

Madonna says that providers in the Division of Pediatric
Surgery work closely with gastroenterologists, urologists and
neurosurgeons, among other specialists, but patients remain
under pediatric surgery given the depth of understanding

of their primary colorectal diagnosis. The team focuses on
helping patients navigate what often are multiple conditions,
and assists in their understanding of how they may all relate.

Most programs use an algorithmic
approach, whereas we take an
individualized approach by focusing
on diet and holistic options.

- Mary Beth Madonna, MD

Elizabeth Nanney, the program director, states that their
approach is conservative and individualized based on the
patient and family’s needs. Some cases are highly complex,
involving multiple conditions and impacting the patient’s
overall health. Providers consider that children and families are
all unique and have various personal factors to consider when
developing a treatment plan. For example, patients who may
struggle to achieve social continence during the school year
have the opportunity to take part in a more in depth week-long
program where they are able to investigate issues on a daily
basis and make changes to their treatment regimens. These
programs are offered during the summer, so as not to impact a
child’s academic schedule.

Madonna first launched this program about 10 years ago. Her
outcome data shows success rates of between 92% and 97%
year over year with success being measured as continence
achieved on a social level.

Jonathan Ross, MD

Division of Pediatric Surgery

Faculty

Srikumar B. Pillai, MD

Division Chief

Mary Beth Madonna, MD

Pediatric

Brian Gulack, MD

Pediatric

Ami N. Shah, MD

Co-Director, Surgical Clerkship Program
Pediatric
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Transplant and
Hepatology

High Achievers

Rush’s Solid Organ Transplant Program consistently demonstrates

superior outcomes

Over the last six years, Rush’s Solid Organ Transplant Program
has indeed been solid: reliable, consistent and high-performing
both nationally and in the Chicago area.

In 2019, Rush beat the national average for patient and graft
survival rates over a one-year period in six out of eight categories
[see chart], and in four of the eight categories, ranked first or tied
for first in the Chicagoland area (from the Scientific Registry of
Transplant Recipients, srtrorg).

“While these superior outcomes make Rush’s program unique
to Chicago and among the nation’s best, we continually seek
improvement in our treatment plans and in how we care for our
patients,” says Martin Hertl, MD, PhD, MBA, director of the Rush
Solid Organ Transplant Program and division chief of transplant
surgery at Rush.

“It's very difficult to reduce something that is as complicated as
transplant to a grade or score; but when using the survival rate to
measure the success of the program, it shows that Rush is one of
the best in the nation,” said Nancy Reau, MD, chief of the Section
of Hepatology at Rush and associate director of the Rush Solid
Organ Transplant Program.

Transplantation comes with a host of challenges, namely that
there are not enough available, healthy organs to meet the
demand. According to organdonor.gov, as of March 2020, over
112,000 people were waiting for organ transplants. In 2019, only
39,718 transplant operations were performed.

This glaring disparity is partly due to the regional availability of
organs. Organ availability—the percentage of people who self-
select as organ donors—uvaries considerably state by state. Less
densely populated states, such as Montana and Alaska, boast
the nation’s highest organ donor percentages—93% and 92%,
respectively. By contrast, 60% of lllinois’ population is registered
as organ donors, according to fivethirtyeight.com.

While the availability of organs may be greater in less densely
populated states, people residing there typically have less robust
healthcare systems. As a result, individuals diagnosed in states
whose healthcare systems are more vigorous may be diagnosed
earlier and put on waiting lists for longer periods of time. As
fivethirtyeight.com also pointed out, the cause of death in more
rural areas of the country can have the unfortunate effect of
turning organ registrants into donors more quickly.

With unpredictability surrounding the availability of organs,
patients often start their own search for a transplant match,
turning first to family or close friends. If that search proves
fruitless, patients often expand it, leading them oftentimes to
contact complete strangers.

Rachel Schultz, a 31 year-old Navy veteran, was diagnosed with
late stage 3 kidney disease and needed a transplantation to save
her life. Despondent upon learning that it could take years to find
a kidney from a deceased donor, Schultz began researching living
donations, which led her to the Rush Living Donor Program.
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Survival Rates

Transplant Type Percentage

National Percentage Chicagoland Rank

Living Kidney Donor Graft 2nd

Deceased Kidney Patient 3rd

Deceased Kidney Graft 2nd

Kidney/Pancreas Graft 3rd

Deceased Donor Liver Patient
Deceased Donor Liver Graft st

She looked at “any possible outlet for information” to get her
request out to the public, which included sending out flyers to
the American Legion and local VFWs, asking for help in finding
a donor match. Ultimately, a request posted on the website for
95.3 FM—"The Bull"—led Schultz to her donor match, Nicole
Gaborek, a Lakemoor, IL police officer. The transplantation was
a great success.

As a national and regional leader in living kidney donor
patient survival, Rush prides itself on these and other superior
outcomes with a patient-first, collaborative focus. Rush is

the only Chicagoland Donor Care Network (DCN) Centers of
Excellence (COE), a network of elite transplant centers that
have agreed to the DCN commitments and are supporting
programs that focus on the highest standards of living kidney
donor support and service.

The Transplant Program offers same-day appointments at its
main campus location, and the team practices at 10 satellite
locations throughout the Chicagoland area.

Transplant patients receive an evaluation and medical tests and are
set up with a team of healthcare providers that may include a pre-
transplant nurse coordinator, hepatologist, nephrologist, transplant
surgeon, cardiologist, medical assistant, social worker, pharmacist,
dietician, financial coordinator and other team members.

Even though the Transplant Program can't solve the short
supply of available transplants, they do try to expedite a patient’s
evaluation process to get them on a waiting list faster. Most
kidney transplant candidates, for instance, are put on a waitlist
within 30 days of their initial evaluation.

“From the moment a patient comes to Rush, several individuals
are in contact with the person,” says Dr. Reau. “Having each of
these key providers on a patient’s care team will help identify and
resolve issues that may arise to help keep each patient as healthy
as possible”

“We are a very collaborative group,” says Dr. Hertl. “The success
we found is in having a multidisciplinary team to collaborate on
every aspect of patient care. The patient is the center of the
decision making. From there we make sure we're all on the same
page. No stone is left unturned”

Transplant and Hepatology
Faculty

Martin Hertl, MD, PhD

Division Chief, transplant

Edie Y. Chan, MD
Program Director, General Surgery Residency Program
Transplant

Edward F. Hollinger, MD, PhD

Transplant

Stephen C. Jensik, MD

Transplant

Dolamu Olaitan, MBBS

Transplant

Erik Schadde, MD

Transplant
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Division of
Surgical Oncology

Excellence in Pancreatic Cancer Care

Rush Named National Center of Excellence for Pancreatic Cancer

Pancreatic cancer is among the deadliest cancers in the United
States. Pancreatic ductal adenocarcinoma, which accounts for
more than 90% of pancreatic cancer cases, is the only type of
cancer with an overall five-year survival rate in the single digits.
It is expected to surpass colorectal cancer this year as the
second leading cause of cancer deaths in the United States.

Rush is facing these sobering statistics by bringing together
a multidisciplinary team of specialists — including medical
oncologists, surgical oncologists, general surgeons, radiation
oncologists and gastroenterologists — who work together to
tailor the most effective plan of care for each patient.

“Every case of pancreatic cancer is unique, and each patient
needs a therapy precisely designed for them,” says Sam
Pappas, MD, chief of surgical oncology. “While surgery

is typically the best option for long term survival, Rush
surgeons work closely with medical oncologists and radiation
oncologists to determine very specific sequences and doses of
chemotherapy, radiation and immunotherapies that we believe
will work best for them.”

Together, the team is able to provide patients who have
pancreatic cancer with the most advanced diagnostic tools and
treatments including the following:

e Staging studies, including axial imaging and diagnostic
modalities including endoscopic ultrasound (EUS) and
endoscopic retrograde cholangiopancreatography (ERCP)
to diagnose pancreatic cancer and provide stage-
appropriate therapies

e Tumor molecular profiling
e Complex surgical intervention, including robotic surgeries
e Chemotherapy, radiation therapy and immunotherapies

e Innovative clinical trials and leading-edge research

“The gastroenterology and endoscopy providers are usually
the first people to tell the patients and their families about their
cancer diagnosis,” says Ajaypal Singh, MD, director of advanced
endoscopy. “Knowing that we have a very strong and dedicated
multidisciplinary team to take care of these patients going
forward makes our job easier while discussing the life-altering
diagnosis with patients and their families.”

Division of Surgical Oncology
Faculty

Sam G. Pappas, MD

Division Chief, oncology

Rosalinda Alvarado, MD

Diversity Officer
Breast oncology

Cristina M. O'Donoghue, MD, MPH

Oncology, breast oncology, melanoma

Andrea Madrigrano, MD
Breast oncology

Claudia B. Perez, DO

Breast oncology

Sean Wrenn, MD

Endocrine surgery, neuroendocrine surgery

Thomas Witt, MD

Associate Professor emeritus
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Center of excellence

The National Pancreas Foundation (NPF), has recognized Rush
University Medical Center as a National Center of Excellence
for Pancreatic Cancer. This designation is given to hospitals
that have demonstrated the multidisciplinary approach,

social support and advanced research resources needed to

successfully treat this devastating disease.
L)

“Being named a national center of excellence assures our patients
that we have both the people and processes to help them
through every step of surviving pancreatic cancer,” says Ashiq
Masood, MD, director of the gastrointestinal cancer program.

The NPF’s centers of excellence program was created five
years ago, when the NPF saw a growing need from patients
who frequently reached out for pancreas disease specialist
recommendations.

“This NPF designation is a testament to Rush investing in the
tools, technologies and people that are saving lives at Rush

today and leading innovation that will be replicated nationally,” .
says Singh.
Rush University Medical Center .

is one of only 43 hospitals in the
country — and the only one in
Illinois — to earn this distinction.

Sam G. Pappas, MD, Chief, Surgical Oncology

NPF Centers of Excellence go through a months-long auditing
process to demonstrate they have meet a series of criteria
developed by a national task force of pancreatic cancer
experts.

Those criteria are focused on the following three areas:

Designated core personnel — The hospital must
demonstrate how a multidisciplinary team of pancreatic
cancer specialists coordinates efforts for each patient.
Those specialists include a program director, medical
oncologists with primary practice in gastrointestinal
cancers (including expertise in pancreatic/hepatobiliary
malignancies), a pathologist with expertise in
gastrointestinal malignancies, radiation and interventional
oncologists, gastroenterologists, and surgeons who perform
a minimum of 20 pancreas resections a year for three
consecutive years.

Clinical trial access — Hospitals must be leaders in
developing new drugs and treatments, with patients having
access to approved clinical trials testing novel therapies for
pancreatic cancer.

“Whole patient” support — Beyond advanced clinical
expertise, the hospital must be able to demonstrate

a comprehensive commitment to social, educational,
nutritional and emotional support programs designed to
treat the “whole person.” These programs may include
patient and family support groups, social worker access,
pain management service and mental health support.
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Amir H. Dorafshar, MBChB, Division Chief, Plastic and Reconstructive Surgery

Division of Plastic and
Reconstructive Surgery

Longstanding Commitment, OQutstanding Care

Rush provides patients seeking gender affirmation surgery with
high-quality, well-rounded care
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Rush’s commitment to multidisciplinary care is a hallmark of
many of its programs, but nowhere is it more critical, and more
needed, than for patients undergoing gender-affirming surgery.

When a person experiences a disconnect between their
physical anatomy and their gender identity, surgery may help
unify their body with who they know themselves to be.

As one might imagine, this transformation is complex. A team
of plastic surgeons, endocrinologists, urologists, physical
therapists, and behavioral health therapists work together to
provide holistic care for people. Equally as complex are the
barriers and disparities in the healthcare system that can
prevent transgender and gender-diverse individuals from
seeking appropriate care.

Fortunately, Affirm: The Rush Center for Gender Sexuality
& Reproductive Health provides safe, accessible, and
multidisciplinary, wraparound care for those who identify
as LBGTQ+. For those patients who want to explore gender

affirmation surgery, their multidisciplinary, individualized care
plan is guided by Affirm, which works across the Rush system
to coordinate care and bridge gaps. Affirm also worked in
conjunction with plastic surgery to bring cultural and clinical
competency to a large health facility, training nearly 1,000
hospital staff and employees.

“What separates Rush is our partnership with Affirm,” explains
Amir Dorafshar, MD, chief of Plastic and Reconstructive
Surgery at Rush. “Our world-class medical and surgical teams
work together to provide holistic care for this vulnerable
patient population.”

According to a 2016 study by the Williams Institute at the
UCLA School of Law, approximately 1.4 million Americans
(0.6% of the total population) identify as transgender. Of
this group, 70% percent experienced discrimination in a
healthcare setting, according to the 2019 Human Rights
Campaign Health Equality Index.

Gender Affirming Surgery Treatments

Body sculpting, including tummy tuck
(abdominoplasty) and liposuction with fat grafting/
lipofilling

Breast augmentation

Buttock augmentation

Facial feminization and masculinization procedures,
including the following:

Brow lift

Brow reduction or augmentation
Hairline advancement

Upper eyelid surgery (blepharoplasty)
Facelift

Nasal surgery (rhinoplasty)

Jaw and chin reshaping

Cheek implants

Lip shortening

Fillers (lipofilling, hyaluronic acid)
Skin resurfacing (chemical peel, laser
resurfacing)

(0]
(0]
(0]
(0]
(0]
(0]
(0]
(0]
(0]
(0]
(0]

e Genitourinary reconstruction (congential, traumatic
and oncologic)

Hysterectomy and / or oophorectomy
Penile construction surgery, including the following:

o Abdominal flap
o Groin flap
o Metoidioplasty
o Phalloplasty
Orchiectomy
Penile implants
Scrotoplasty and testicular implants

Top surgery and chest contouring, including the
following:

o Double incision with nipple grafts
o Periareolar and keyhole incisions
o Liposuction

Tracheal shave
Vaginoplasty, including the following:

Inversion vaginoplasty
Intestinal vaginoplasty
Peritoneal vaginoplasty
Revision vaginoplasty
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In addition, because of widespread stigma and lack of
acceptance not only in a healthcare setting, but in workplace,
educational, and domestic environments as well, transgender
and gender-diverse individuals are more susceptible to mental
health challenges. The transgender and gender-diverse
community may be at increased risk for anxiety and substance
abuse. In addition, the 2015 U.S. Transgender Survey found that
81.7% of transgender individuals reported seriously thinking
about suicide in their lifetimes, while nearly 50% had attempted
suicide in the same year.

If transgender and gender-diverse individuals seek surgical
treatments, additional challenges remain. While the demand
for gender affirmation surgery is increasing, there simply aren’t
enough surgeons to perform the wide range of state-of-the-art
gender-affirming treatments, including facial feminization and
masculinization procedures and “top” and “bottom” surgeries.

“One of the most challenging aspects of the work is meeting
the demand for gender affirming surgeries,” says Loren
Schechter, MD, an international leader in the field of gender
affirmation surgery who is on academic appointment at Rush.
“Right now, the request for surgery outstrips the availability of
trained surgeons.”

By including gender identity as a protected class, the Affordable
Care Act (ACA) was the catalyst that broke down years of
discriminatory practices that prevented transgender and gender-
diverse individuals from having gender affirmation surgery
covered by their insurers. However, the guidance of section 1557
of the ACA, which did not originally state gender identity, but was
later amended to include it under a 2016 ruling during the Obama
administration, ensured non-discrimination based on sex.

In June 2020, the Office for Civil Rights in the Department of
Health and Human Services removed protections on the basis
of sexual orientation or gender identity. While this ruling will be
challenged in court, the availability and acceptance of gender
affirmation surgery again remains in the balance. Regardless,
Rush remains resolute in its commitment to LBGTQ+ care.

Long before the ACA was enacted and prior to the launch
of Affirm in January 2020, Rush has historically displayed

a commitment to diversity and inclusion in its mission. For
example, Rush was laying the groundwork to provide non-
discriminatory care for at-risk populations, beginning with
comprehensive affirmative action policies in the 1970s.

Rush was recognized as a leader in LGBTQ+ health by the Human
Rights Campaign Healthcare Equality Index in 2009 and continues
to be well-known internationally as a pioneering program that treats
some of the most complex gender affirmation surgeries.

Rush was the first hospital in
Illinois to offer health coverage
for transgender employees and
students in 2016.

“Affirm didn't come out of nowhere,” says Christopher Nolan,
system manager for community health and benefit and chair

of the LGBTQ Leadership Council. “It was in the works since
2009 to become a leader in LGBTQ+ healthcare. Two years
before its official launch [in 2018], we were working to build a
comprehensive program and to become a leader in the LGBTQ+
healthcare community. We still have a lot of work to do.”

Division of Plastic and
Reconstructive Surgery
Faculty

Amir H. Dorafshar, MBChB

Division Chief, plastics, reconstructive

Anuja K. Antony, MD, MPH
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Division of
Urology

Genitourinary Cancer: Longer Life, Plus Quality of Life

New diagnostic technologies and leading-edge therapeutic options
offer patients highly effective treatment with potentially fewer

aftereffects.

Many people diagnosed with genitourinary cancers — cancers
of the kidney, prostate, bladder, testis and penis — have

heard stories of patients for whom the treatment almost
seemed worse than the disease, resulting in issues like
bladder and bowel problems or sexual dysfunction. At Rush,
the multidisciplinary genitourinary cancer team focuses on
innovative approaches to diagnosis and treatment that aim to
minimize residual effects and maximize patients’ quality of life.

Andrew Stephenson, MD, MBA, director of urologic oncology

at the Rush University Cancer Center, says that precise
diagnosis is key to formulating the right plan. “Prostate cancer
in particular is often invisible on conventional imaging,” he
explains, so the team is using a breakthrough robot-assisted
technology that’s available in the United States only at Rush.
Image-guided targeted transperineal biopsy uses MRI to detect
and sample prostate cancers right in the physician’s office — a
minimally invasive procedure that’s not only more accurate but
also far more comfortable for patients.

This technology will also enable in-office delivery of focal
therapy, which uses thermal energy to destroy cancerous cells
without harming non-cancerous areas. Focal therapy has the
potential to achieve similar cancer control rates as surgery and
radiation, with fewer aftereffects. Rush is also using irreversible
electroporation (IRE, available in North America only at Rush)
for targeted treatment of prostate cancer.

Team approach plus high-tech tools

After diagnosis, the multidisciplinary genitourinary cancer team
— which includes urologists; medical, surgical and radiation
oncologists; researchers and pathologists — confers and
creates a customized plan.

“We can handle the full spectrum of disease, from cutting-edge
treatment for early-stage patients to novel investigational
approaches for the most advanced patients,” says medical
oncologist Timothy M. Kuzel, MD.

If the treatment plan includes surgery, it is likely that the
procedure will be minimally invasive. The genitourinary
cancer team performs more robotic surgeries than any other
service line at Rush. Urologists at Rush are recognized as
global experts in the use of minimally invasive robotic surgical
approaches to treat cancers of the prostate, bladder, kidney,
testis and penis, achieving outcomes similar to conventional
surgery with more rapid recovery and fewer side effects.

For patients whose cancers do not require immediate
treatment, Rush urologists are also known for their expertise
in novel diagnostic approaches and genomics to better
characterize patients’ cancers and improve outcomes of
watchful waiting and active surveillance.
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Sarah Adelstein, MD, and Peter Tsambarlis, MD

Precision oncology for urologic cancers

Advances in precision oncology and immunotherapy have
helped improve outcomes for people with genitourinary
cancers. Rush’s genomic testing partner, Tempus, can now
identify genomic variants and suggest therapeutic options
— including clinical trials for which Rush is the only Midwest
location — for a patient’s unique molecular and clinical
profile. And thanks to combination targeted therapies or
immunotherapies, survival rates for kidney cancer have risen
from a year or less to five years or more.

“I tell patients that even when there’s not a cure, we can turn
your disease into a chronic disease like diabetes or high blood
pressure that will need management throughout your life — but
ultimately you'll die from something else before you die from
your cancer,” Stephenson says.

Partnership brings leading-edge radiation
oncology to Rush

Rush’s partnership with Alliance Oncology ensures access to
state-of-the art radiation oncology treatments for genitourinary
cancer patients and gives Rush clinicians access to huge
national datasets of clinical benchmarks.

Radiation oncology treatment options available at Rush
currently include IGRT, SBRT, IMRT, brachytherapy and Ra-223,
and next-generation PET scans using the radiopharmaceutical
Ga-68 dotatate will be available in 2020, according to radiation
oncologist Dian Wang, MD, PhD.

Division of Urology Faculty

Edward E. Cherullo, MD

Division Chief, urology
Sarah Adelstein, MD
Urogynecology

M. Saleem Bhat, PhD
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Urology, urology
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Dana Hayden, MD, MPH

Division of
Colorectal
Surgery

COVID-related Delays in Colorectal Cancer Screening
Jeopardizes Preventive Care, Early Treatment

With the COVID-19 pandemic interrupting non-urgent medical
care, physicians are concerned that important gains in
preventing colorectal cancer could be lost and their patients
could miss out on life-saving preventive care or treatment.

While it is impossible to know how much screening will be
missed because of the pandemic, Rush colorectal surgeon
Dana Hayden, MD, MPH, estimates that two months with little
or no screening theoretically could postpone diagnosis of
cancer in 24,650 patients, among those some 9,860 cancers
that may be at an advanced stage already.

Colorectal cancer is the second-leading cause of cancer death,
yet it is highly preventable and treatable with screening and
early diagnosis, said Laura J. Zimmermann, MD, MS, medical
director of Rush’s Prevention Center and assistant professor of
Preventive Medicine and Internal Medicine at Rush University
Medical College.

“If it's caught early, it has a really high cure rate, but if by
delaying we find something later, it may be harder to treat,” she
said.

Colonoscopies to screen for colorectal cancer came to a stand-
still for more than two months when most states halted elective
surgical and endoscopic procedures to help hospitals address
the surge in COVID-19 cases. In lllinois, the stoppage lasted
from mid-March through May. Before the pandemic, Rush was
performing about 800 colonoscopies a month on average.

While Rush is performing screening colonoscopies again,
Hayden an associate professor and chief of the Division of
Colon and Rectal Surgery at Rush University Medical Center,
worries that the delay in care will linger, with patients who

had taken the important step of scheduling a colonoscopy
putting off rescheduling, and those who are due to be screened
skipping the test altogether.
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“We really don't know how long the delay could last,” Hayden
said. “Patients may be focused on more urgent matters than
preventive care and may also be nervous about coming to the
hospital while the pandemic continues.”

That would reverse a positive, lifesaving trend:

The rate of people over age 50 who are up to date on
colorectal cancer screening has improved greatly in the past
several years, from 38 percent in 2000 to 66 percent in 2018,
according to the American Cancer Society.

“As the rate of screening has increased in these age groups
(over 55 years old), the incidence of colorectal cancer has
decreased,” Hayden said. And the mortality rate has declined
as well.

Delayed screening means people will miss the opportunity
to prevent or treat the disease early. That leads to a greater
incidence of cancer, which is diagnosed at later stages with
more severe symptoms and higher mortality, she said.

Unlike some other cancers, screening for colorectal cancer can do
more than find cancer: It also can help prevent it. A colonoscopy
identifies cancer in its earliest, most treatable stage and also finds
pre-cancerous polyps that the physician can remove during the
procedure, preventing progression to cancer.

People who cannot have or are reluctant to have a colonoscopy
and who are not especially high-risk may be able to take other
tests, she said. The stool-based fecal immunochemical test
(FIT) looks for hidden blood in the stool and a stool-based DNA
test can find precancerous and cancerous DNA within a stool
sample; both tests can identify markers of large colon polyps
and cancer.

Even with the higher rate of colorectal screening, a third of
Americans over 50 have not been tested. These home-based
tests in which samples are sent to a lab have been embraced
by patients who otherwise may not be screened at all.

A primary care provider will help a patient choose the test they
need during an office visit or a telemedicine (phone or video)
visit, Zimmermann said.

“The discussion is very much based on health history. | don't
need to examine them physically to know if they are of average
risk,” she said. Telemedicine allowed her to continue ordering
colonoscopies and home-based tests for her patients during
lllinois’” stay-at-home pandemic restrictions.

A colonoscopy is the best way to
prevent cancer, but it may be better
to have more people undergo a good
test than fewer people having the
best test

- Dana Hayden, MD, MPH

“It would be tragic if anyone missed being screened for cancer
when they have the opportunity to come to Rush, where we
were prepared to handle the pandemic and we are fully ready
to see our patients again,” Zimmermann said.

Division of Colon and Rectal
Surgery Faculty

Dana M. Hayden, MD, MPH
Chief, Division of Colon and Rectal Surgery
Director, Research

Anuradha R. Bhama, MD

Colon and rectal

Henry R. Govekar, MD

Colon and rectal

Theodore J. Saclarides, MD
Colon and rectal
Vice Chair, Network Surgery
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Integrated Plastic and
Reconstructive Surgery
Residency Program

When Andrew Bonett, MD, was trying to figure out his life after
medical school seven years ago, the landscape of plastic surgery
residency programs looked very different than it does today.

In 2013, when Bonett was applying for his residency placement,
there were far fewer integrated programs in which plastic
surgery training begins from day 1in residency. Bonett had a
40% chance to be matched with an integrated plastic surgery
program. Otherwise, had he not matched, he would have been
shut out from all plastic surgery residency programs that year.

“I would have had to do a prelim or a research year before
applying again next year,” Bonett says. “My med school
counselors said if that happened, I'd be viewed as someone
who was rejected from the prior year, so | had to figure out my
plan B”

Bonett was very interested in plastic surgery, but given the
field’s intensely competitive nature, he opted for a five-year
general surgery residency instead, a decision he does not
regret. He subsequently came to Rush upon completion of his
general surgery residency through its currently phased out,
independent, 3-year plastic surgery residency. Historically
at Rush, as well as at many other programs nationwide,
independent programs welcomed residents who had already
completed five years of general surgery and used the three-
year residency to refine and hone surgical techniques for
plastic surgery.

“The general surgery residency made me a good surgeon and
an overall better physician,” he explains. “I'm not sure | would
have felt as confident if | hadn't had that experience. But, if |
had to make the same decision today, I'd put all my eggs in the
basket of doing an integrated residency program.”

Andrew Bonnett, MD

Since 2013, the number of integrated
residencey programs around the
country have increased 93%
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To cover the vast amount of
material in three years isn’t enough
time. Starting residencey earlier
and fully immersing residents in
the integrated experience offers
many advantages.

= Amir Dorafshar, MD

From the time he applied to programs seven years ago to

today, the number of integrated residency programs around the
country have increased by 93%. According to the Accreditation
Council for Graduate Medical Education (ACGME), in 2013, there
were 42 integrated programs; today there are 81.

Because of the increased availability of programs and resident
positions, Bonett speculates that instead of having a 40% match
chance in 2013, he would have been starting his first year of an
integrated program.

As the number of integrated programs has increased, the
number of independent programs has decreased. Over the last
two years, Rush phased out its independent program in favor
of an integrated one. The change, explains Division Chief Amir
Dorafshar, MD, lies with hospitals’ modernization of the plastic
surgery curriculum.

“The field has grown exponentially over time. To cover the vast
amount of material in three years isn't enough time. Starting
residency earlier and fully immersing residents in the integrated
experience offers many advantages.”

One of the clear advantages is that it gives residents who are
fully invested in the field of plastic surgery the chance to start
their training right away.

“If you know what you want to do, being able to do that from
the start is incredibly important,” says Elizabeth O'Neill, MD,
MPH, and the current first year integrated plastic surgery
resident. “Aside from the ability to start right away, | was really
drawn to Rush by its fresh leadership and the newness of

its integrated program, even though Rush has been training
plastic surgeons for years.”

Before the rise of integrated programs, independent residents
came to Rush as already trained surgeons looking to put

the finishing touches on their surgical expertise. As general
surgery has evolved to incorporate different kinds of surgical
specialties—laparoscopic, robotic, and endovascular—which
plastic surgery does not traditionally draw upon—the advantage
for independent residents has lessened, compared to the
streamlined integrated approach to training.

Deana Shenag, MD, residency program director, agrees with
Dr. Dorafshar that three years isn't enough time for residents
to incorporate the breadth and depth of training presented by
a plastic surgery program. At the same time, starting plastic
surgery training in an integrated program, compared to an
independent one, saves residents three years of laborious 80-
hour workweeks, providing an opportunity for better work-life
balance.

“Plastic surgery is the only field of medicine where you're
knowledgeable about every part of the body and expected

to operate head to toe,” she says. The integrated model gives
residents time to figure out their specialty and their trajectory with
plastic surgery in either private practice or academic medicine.”

During the first three years of Rush’s seven-year residency
program, residents hone their general surgical skills, and are
given opportunities to apply those surgical techniques in the
plastic surgery arena as early as year one. In fact, nearly two-

Plastic and Reconstructive Surgery Residents
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Plastic and Reconstructive Surgery Residents

The integrated model gives
residents time to figure out their
specialty and their trajectory with
plastic surgery in either private
practice or academic medicine.

- Deana Shenaq, MD

thirds of the internship year is dedicated to service on plastic
surgery teams, something unique to Rush’s program.

“While we have to teach the technicalities of suturing, for
instance, at the start, residents in our integrated program are
really dedicated to the field,” says Dr. Dorafshar. “Eventually
they catch up in surgical acumen and excel in plastic surgery
knowledge and ability.”

Rush schedules a mandatory research year that falls between
residents’ 3rd and 4th post graduate years (PGYs). As Dr.
Shenaq explained, the research year gives residents the
ability to pursue advanced degrees, such as a Master of

Science degree in Clinical Research. It also gives residents the
opportunity to immerse themselves into research interests of
their choice. The research year can sharpen a resident’s focus
on what they want to specialize in and it keeps them abreast of
the most up-to-date advances in plastic surgery.

Marek Hansdorfer, currently in his research year, is
simultaneously pursuing a Master of Science in Clinical
Research through Rush’s graduate college while doing
multidisciplinary clinical outcomes research on craniofacial
surgery and breast reconstruction at Rush.

“I'm someone who already enjoys doing research,” he says. “This
year will sharpen my research skills and enable me to hone in on
topics of interest. Ultimately, | think this can impact my abilities
as a provider”

During the last three years, residents become fully immersed

in their plastic surgery rotations, performing common types of
surgeries, such as body contouring or carpel tunnel surgery, and
later more advanced procedures, such as complex craniofacial
and microsurgical flap surgery.

Part of residents’ training also includes rotations at Cook
County Hospital where they intersect with a diverse socio-
economic group of patients and a varied caseload, requiring a
range of procedures, from cosmetic to traumatic. In addition,
residents gain exposure to the rapidly evolving field of gender
affirmation surgery.

“The patient diversity in Chicago is incredible,” says O'Neill. “The
experience at Cook County Hospital was a great opportunity in
this program.”

Exposure, Dr. Shenaq explains, is what separates Rush
from other residency programs around the country. “Our
partnership with Cook County Hospital gives our residents
tremendous opportunities to learn, to extend the range of
their clinical expertise.”

She adds, “While having a research year is not unique to Rush,
having that time to grow professionally puts our residents

on their own self-determined course. It is this combination of
experiences that sets our residents up to become leaders in the
field of plastic surgery.”
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