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When Dr. Anjula Agrawal 
started her private practice 
in D.C. two years ago, her 

mission was simple: Help the patients. 
Don’t set roadblocks.

The sole practitioner left her former 
physician group, which she’d started 
nearly two decades before and grew 
to 17,000 patients among four provid-
ers. The operation began requiring too 
much red tape, she said. 

But now two years in, mere bureau-
cracy would be a luxury. Instead, the 
novel coronavirus has caused far great-
er injury to her business, Squared Pri-
mary Care PLLC, and staunched its 
growth at its current several-hundred 
patients. Her revenue tanked with no 
end in sight, making the very practice 
she started to better serve her patients 
her biggest roadblock yet.

Private doctor groups are not 
immune to the pandemic’s wrath 
— and could be among those hit the 
hardest. The District’s self-employed 
physicians and independent prac-
tices now face dynamics that threat-
en their chances of emerging from 
the outbreak in one piece, with fewer 
appointments on the books for some, 

the need to shift to telemedicine or 
stop seeing patients altogether for oth-
ers, and for most, a dwindling income 
that threatens their very survival.

Ultimately, COVID-19 could crip-
ple an important contingent of the 

District’s doctors — about 5,000 pri-
vate practices across the city, accord-
ing to the Medical Society of the Dis-
trict of Columbia. If they can’t sustain 
enough business to continue gener-
ating income, they’ll have to consid-

er pay cuts, layoffs and scaled-back 
care. Some already have, albeit quick-
ly learning that fewer patients means 
even more money lost.

Those that do outlast this period 
must likely then brace for another 
surge — in demand for their care, when 
the need for social distancing dissi-
pates and patients seek the appoint-
ments they’ve missed. The others? 
They know they’re fighting for their 
last breaths.

“I think you’re going to see sev-
eral offices, especially if they’re over 
retirement age,” Agrawal said, “they’re 
going to close.”

A grueling procedure
The pandemic has required all med-
ical providers to adapt to a new nor-
mal, said Dr. Desiree Pineda, a private 
physician in D.C.’s West End neighbor-
hood and president of MSDC.

Pineda, an endocrinologist and pri-
mary care doctor, fully transitioned to 
remote care as she and others across 
the city shut down their offices amid 
stay-at-home directives. Surgeons saw 

Physicians in the District offer more than diagnoses. They’re “significant to the 
economy of D.C.,” said Dr. Desiree Pineda, a private physician who presides 

over the Medical Society of the District of Columbia. “So if we cannot survive, 
then D.C. will be impacted.” How much? Below are the society’s calculations of 

what physicians contribute to D.C.’s economy:

5K
7.5

$210M
$4.4B

Total private practices

Jobs supported per doctor 

 Local taxes

Total benefits and wages

DOCS PROVIDE HIGH-DOLLAR IMPACT
BY THE NUMBERS

Source: Medical Society of the District of Columbia
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D.C.’s private practices are feeling the pain of the pandemic. For some, it could mean their demise.

A  medical  shock
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empty waiting rooms as they scaled 
back elective procedures, and many 
practices, including hers, also lacked 
the personal protective equipment 
needed to see patients up close.

With telemedicine, “the shift had to 
be fast, and the way you think … is also 
different,” Pineda said. “You don’t have 
the benefit of being able to listen to a 
murmur, ‘cough and let me listen to 
your lungs’ — all of those things.”

The model limits those clinicians 
who don’t have the experience them-
selves or the personnel to help their 
patients stand it up. And although 

requirements to conduct telehealth 
appointments over only certain chan-
nels have been lifted — enabling the use 
of non-HIPAA-compliant platforms 
like FaceTime — “there’s always the 
risk” that it’s not secure, Pineda said. 

Not adopting telemedicine, howev-
er, is a significantly bigger risk, experts 
said. Without it, they can’t work at all 
in the current crisis.

“That’s really critical for groups 
that are not used to that technology: 
Embrace it, because that’s the lifeline 
right now, and that’s the way they can 
help their patients,” said Mila Kofman, 
executive director of the D.C. Health 
Benefit Exchange Authority. Her group 

operates D.C. Health Link, the Dis-
trict-run health insurance market-
place that was created through health 
reform legislation during the Obama 
administration.

For those who still see demand at 
their offices as questions flood in about 
COVID-19, the obstacles aren’t much 
easier. As her supply chain lags and 
income fades, Agrawal has struggled 
to obtain the required medical equip-
ment. Or set up a separate room for 
COVID-19 patients because “it’s thou-
sands of dollars to get the equipment,” 
she said. Her landlord recently closed 
the building where she runs her prac-
tice in Tenleytown, at Albemarle Street 

and Wisconsin Avenue NW. So Agraw-
al, who retains access to the building, 
said she has to let in urgent patients 
herself, while trying to limit the 
number to just one patient per week. 
Because the building also canceled 
janitorial services, she had to hire her 
own cleaning and sanitizing service, 
costing her $160 each time, but crit-
ical for the few patients and staffers 
who still venture in.

“So there are all these actual add-
ed expenses,” she said. “It’s all these 
roadblocks where you’re trying to do 
the right thing.”

Agrawal acknowledges that she’s 
also ramped up home visits and tele-

“You don’t have the benefit 
of being able to listen to  

a murmur, ‘cough and 
let me listen to your 

lungs’ — all of 
those things.”

DR. DESIREE PINEDA,  
a physician and president 

of the Medical Society of 
the District of Columbia, 

on the challenges 
with shifting to the 
telehealth model
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medicine. That’s meant 12-hour days 
with “no routine anymore.” She’s tak-
ing calls and virtual visits as patients 
need them — during the day, at night 
and on weekends — and answering 
emails and text messages 24/7, she 
said. Much of that work happens at 
home; she and her staff decide when 
to go to the office for patients or 
paperwork.

That activity is, at least, generat-
ing insurance claims for its services, 
Agrawal said, but she’s not sure what 
will be reimbursed — or when. And 
that’s in the District, which boasts the 
second-highest insured population in 
the country. “So we’re not getting paid 

for all of those questions, but we’re 
their go-to people,” she said. “We’re 
kind of that silent front line.”

Agrawal said she has already seen a 
roughly 50% drop in revenue in March 
and April, slashing an average of 
$33,000 to $34,000 per month down 
to about $18,000 in her coffers now. 
What revenue there is can be part-
ly attributed to her concierge model, 
which relies on a flat membership fee 
from patients for unlimited care, in 
addition to any tests or lab work that 
might be covered by insurance.

She had planned to pivot to the 
insurance market about now, at the 
end of a two-year noncompete period 

with her former practice. But instead, 
she’s just hoping her current patients 
don’t leave, a trend she said has already 
begun. “It may be that people say, ‘We 
can’t afford it anymore.’”

Critical condition
For some, the transition to telemedi-
cine is just the beginning — with, still, 
an uncertain end.

For Dr. Alice Fuisz, it’s meant a 
“miniscule” patient volume, and yet, 
a bulky workload. Patients are put-
ting off in-person appointments, but 
still calling in with plenty of questions, 
said Fuisz, a partner at the four-person 
Washington Internists Group in down-

town D.C. “We are here and we are 
super busy, answering a lot of phone 
calls and doing a lot of work,” she said, 
“but it’s uncompensated.”

Fuisz’s office doesn’t partici-
pate with insurance, and is instead 
paid directly by patients and helps 
submit their claims for them to get 
reimbursed. She’s trying to bill for 
every televisit “so that we have some 
income,” she said, but with today’s 
reduced volumes, “the revenue stream 
has all but closed.”

Since the last week of March, when 
social distancing went into effect in the 

The number of solo practitioners and small physician-owned practices was 
already on the decline in recent years due to spates of consolidation and 
the high cost of maintaining independent offices. According to a recent 
national study by the American Medical Association, the number of physicians 
employed in larger groups or by hospitals outnumbered self-employed 
physicians for the first time in 2018, the most recent year evaluated in the 
results released last May. Take a look at the shifts.

GOING SOLO? YOU’RE IN THE MINORITY.
INDUSTRY SHIFTS

Physicians employed by others

Self-employed physicians

Patient care physicians working in physician-owned 
practices, either as an owner, employee or contractor

Physicians working directly for a hospital or in a practice 
partly owned by a hospital

Physicians working in practices with 10 or fewer fellow 
physicians

2012 2018

Who's more likely to be employed by others,  
as opposed to owning their own practice?

YOUNGER PHYSICIANS FEMALE PHYSICIANS

70% 57.6%

38.2% 41.9%
of physicians under age  
40 are employees

of women are employees  
vs. 34.3% as practice owners

of men are employees  
vs. 52.1% as practice owners

of physicians age  
55 and over are employees

41%

53%

47.4%

45.9%

60.1%

54%

29%

34.7%

61.4%

56.5%

Source: American Medical Association
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District, her practice at 1140 19th St. 
NW took in just half of the revenue it 
generated during the same period last 
year — and a stubborn 35% less than 
even a light week in 2019, Fuisz said. 

She scored permission from her 
landlord to delay rent payments for 
the next three months with no inter-
est. And yet, expenses also continue 
to rise for the practice, which is now 
renting a car for a staffer whose bus 
is no longer running and buying more 
thermometer covers, paper gowns and 
gloves. Fuisz intends to keep paying 
her five employees because, she said, 
“the truth is, we need them when we 
come back and we need them now.”

For Pineda, whose eight-person 
practice at 25th and M streets NW 
does work with insurance, payments 
will come about four to six weeks after 
administering service, she said. And 
those payments are largely different 
— often, lower — for telemedicine vis-
its. So far, she said she’s seeing a 25% 
to 35% reduction in revenue, though 
she’s still awaiting insurance payments 
from February and March services. 

Pineda is trying to avoid layoffs, she 
said, so her office is discussing a 20% to 
30% salary reduction. It’s discontinued 
payments for parking, and services 
like shredding, biohazards, technical 
support and office supplies. It request-
ed rent abatement for its lease. Pine-
da stopped paying herself a salary, she 
said, and she’s used some emergen-
cy money she’d saved up, but that “is 
declining rapidly.”

Agrawal has taken similar action. 
She worked with her bank to adjust 
terms of her loan’s interest payments, 
put her medical gown laundering ser-
vice on hold and limited visits from 

her biohazard contractor. She can 
delay her tax payments until mid-July, 
which buys her some time. She hasn’t 
initiated layoffs. “I will be the first to 
receive a pay cut, not my staff,” she 
said, adding: “If I cannot cover my per-
sonal expenses, I will have to seriously 
look at the viability of the practice.”

To potentially make up for that, 
she and many of the city’s other prac-
titioners have applied for the Pay-
check Protection Program and other 
Small Business Administration loans. 
Though, that hasn’t necessarily elimi-
nated the uncertainty. 

“We don’t even know when we 
would even know if we’re qualified,” 
Agrawal said. “All these physicians, we 
are going blindly. We are just hoping 
that there’s going to be some money 
and that the pandemic’s going to be 
better. But physicians know, this is the 
long haul.”

No easy recovery
If coronavirus were to widely drive 
private practices out of business, the 
city would feel the repercussions: It 
would leave patients without doctors, 
particularly in neighborhoods already 
severely lacking in primary care phy-
sicians and other specialists.

Doctors backed by institutions — 
such as Dr. Adam Friedman, a prac-
ticing dermatologist and interim chair 
of dermatology in George Washing-
ton University School’s of Medicine 
and Health Sciences — are “somewhat 
insulated from an economic stand-
point,” he said. But “there are going 
to be a lot of practices, solo or group 
practices that aren’t backed by some 
venture capitalist firm that are going 
to go under.”

“I’m actually very worried that 
we’re going to see a lot of practices 
close down, which then increases the 

need in terms of getting access to a 
physician,” Friedman added.

That would then put further pres-
sure on an already stressed health sys-
tem, potentially with more patients 
going to urgent care and hospital emer-
gency rooms or, in a best case, over-
stressing doctors working at their 
maximum bandwidth even as they 
themselves recover from the corona-
virus storm.

“My fear is not only do we have 
very little revenue now as a business 
owner, but six months from now, if 
and when people are able to go about 
their business, then we’re going to be 
three times busier,” Fuisz said, “which 
of course is wonderful, financially, 
because we’ll have money coming in. 
But we’re going to have to run around 
with our heads chopped off not being 
able to fit patients in.”

That’s where entities such as 
the D.C. Health Benefit Exchange 
Authority come in to help private 
practices pay their own staff’s insur-
ance bills. Through this crisis, D.C. 
Health Link is now highlighting that 
it doesn’t charge late fees or inter-
est on late premiums. And it is now 
allowing practices to defer premium 
payments to 60 days after the pub-
lic health emergency ends, Kofman 
said. 

“When you look at certain small 
businesses and their revenue cycles, 
it takes a little bit of time to get reve-
nue flow in after you are open again,” 
Kofman said. “And we didn’t think 
anything less than 60 days was going 
to be sufficient.”

Insurance companies are also 
making accelerated reimbursement 
payments to small practice groups to  
help their financial situations, Unit-
edHealthcare and Baltimore’s Car-
eFirst BlueCross BlueShield among 
them. The latter insurer launched 
such an effort this week, in the form 
of more than $170 million in pay-
ments for health care providers “to 
meaningfully mitigate the financial 
impact local practitioners are fac-
ing so they can continue to provide 
high-quality care to patients now and 
into the future,” said CareFirst Pres-
ident and CEO Brian Pieninck in a 
statement. 

Pineda and her staff are trying to 
envision that future, if that means 
opening on weekends or offering 
extended hours. Another possible 
consequence? Even more consol-
idation to stay alive. She’s lobby-
ing the mayor’s office and the D.C. 
Council to include more emergen-
cy loans, grants and relief programs 
for medical practices in upcoming 
legislation.

But even then, it might not be 
enough.

“I do see a lot of the physicians los-
ing their practice if this is going to be 
months of no revenue — or losing their 
homes, losing their everything,” Pine-
da said. “But I will say more than any-
thing, the patients are going to lose 
their doctor.” 

“My fear is not only do we 
have very little revenue now 
as a business owner, but 
six months from now, if 
and when people are 
able to go about their 
business, then we’re 
going to be three 
times busier.”
DR. ALICE FUISZ,  
partner, Washington 
Internists Group in D.C.
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A surge could still be coming.
Greater Washington’s 

health systems have been 
bracing for weeks for an 

influx of coronavirus patients to over-
burden their medical infrastructure. 
They have watched floods of sick 
people consume hospital beds in the 
pandemic’s first hot spots around the 
world, taking notes from afar, prepar-
ing to be next. They have made invest-
ments in some areas, scaled back in 
others.

In doing so, the region’s hospitals 
have stopped nonurgent services — 
such as elective surgeries and other 
in-person procedures — kissing good-
bye the crucial revenue that work 
brings. They have doubled down on 
coronavirus care in the form of more 

workers, more beds, more space and 
more equipment, watching expens-
es escalate and cash reserves dwindle 
while bottom lines sink ever lower.

Many already have tight margins. 
Squeezing them further comes with 
a price.

Their ultimate pain rating depends 
on the length of the outbreak and 
pace of its recovery — and whether a 
surge does, in fact, happen here. But 
the losses already sting. In the District 
alone, hospitals have lost a collective  
$100 million in revenue since mid-Feb-
ruary, and that stands to increase as 
all engage in surge planning, accord-
ing to the D.C. Hospital Association. 
Virginia's hospital association said its 
members have lost hundreds of mil-
lions of dollars. And that figure soars 

to $1 billion in total anticipated losses 
from April through June for Maryland 
hospitals, per the Maryland Hospital 
Association. 

“Every single hospital and health 
system in the country is having the 
most significant financial challenge of 
any of our histories, frankly,” said Dr. 
J. Stephen Jones, president and CEO of 
Inova Health System.

These organizations have a collec-
tive duty to protect the health of their 
patients. But to do that, they strug-
gle to take actions to protect their 
own financial well-being to poten-
tially devastating repercussions — for 
their patients, their employees and the 
institutions themselves. 

And those effects will likely last 
well beyond the age of Covid-19.

BY SARA GILGORE, sgilgore@bizjournals.com, @WBJSara

In the coronavirus pandemic, the fiscal health of the region’s hospitals is at serious risk

Deep  f inancial  scars
SPECIAL REPORT: AN UNHEALTHY TOLL
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“When the dust settles, if this goes 
on for months and months, we may 
see hospitals really struggling to stay 
open,” said Bob Atlas, president and 
CEO of the Maryland Hospital Associa-
tion. “What we can hope is that we get 
through the surge, the volume is level, 
we come up with good tools to provide 
the resources that are needed and then 
nobody falters completely while we get 
into the recovery period. We just don’t 
know — there are just so many unpre-
dictable things here that we can only 
do our best.”

Essential investments
The region’s acute-care facilities have 
seen a steady increase in patients pre-
senting with symptoms of Covid-19, 
the disease caused by the novel coro-
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navirus. In all, D.C., Virginia and Mary-
land counted more than 27,600 known 
cases as of press time. But local hospi-
tals are not inundated like their coun-
terparts in New York or New Orleans. 

Yet.
To gear up for that to potentially 

change, they're cutting certain costs 
in order to increase others. Many hos-
pitals are putting real estate projects on 
pause and reducing all discretionary 
spending to undergird their finances.

Falls  Church-based Inova 
announced in an April 21 staff memo 
that it cut 427 nonclinical staff posi-
tions, mostly management roles, to 
reduce costs. It had already stopped 
travel earlier this year and temporar-
ily reduced executive compensation 
by 10% to 25%, which Jones said was 
his pay cut. Children’s National Hospi-
tal has adjusted staffing levels, requir-
ing all employees to take at least one 
workweek off across the next couple 
of months — to both use fewer supplies 
and limit the spread of the infection, 
said Kathy Gorman, its chief operat-
ing officer and executive vice pres-
ident for patient care services. Both 
Inova — which now employs roughly 
18,500 people — and Howard Univer-
sity Hospital are redistributing current 
staff whose normal areas of operation 
are now either closed or running at 
reduced volumes.

Meanwhile, the systems continue 
investing ahead of the predicted spike. 
They’re setting up patient screening 
tents and pop-up testing sites, import-
ant for providers to discern which 
patients to quarantine and whether 
they carry the infection. They’re also 
building up inventory, buying equip-
ment like ventilators and respirators 
and, when possible, cleaning and reus-
ing personal protective equipment, or 
PPE, including masks, eye shields and 
gowns. 

Across District hospitals, coro-
navirus surge-related expenses top  
$25 million and will continue to rise, 
according to preliminary data from the 
D.C. Hospital Association. In Mary-
land, per documents filed with the 
Maryland Health Care Commission, 
health facilities expect to spend near-
ly $60 million collectively on scaling 
up to handle coronavirus testing and 
treatment.

In Northern Virginia, Inova alone 
said it has invested $32 million to pro-
tect staff and patients, not includ-
ing purchases of ventilators and oth-
er equipment. That has spanned from 
PPE to construction, such as convert-
ing rooms to negative pressure rooms, 
which help prevent the infection from 
spreading.

They know it's a financial calcula-
tion they must make. After all, defi-
cient protective systems and gear cre-
ate a dangerous ripple effect. They 
expose medical providers to more risk 
of contagion, which could exacerbate 
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Hospital, shown here.
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a personnel shortage, which could 
reduce a hospital's ability to handle a 
surge altogether. And finding replace-
ments for staff who test positive for 
Covid-19 is no easy task. 

“These people are not just waiting 
around with nothing to do,” said Joe 
Perry, chief financial officer of How-
ard University Hospital in D.C. Many 
physician posts “are already at short-
age levels across the country, so a pan-
demic like this only stretches that even 
further.”

An ailing income
Then there's the other side of the see-
saw burdening the health care eco-
system: the drop in vital revenue from 
nonessential procedures. Those were 
halted in a bid to conserve resources 
and keep otherwise healthy people out 
of hospital beds and harm's way.

“Some of the financial resources 
that help sustain health care organi-
zations, those resources are not avail-
able because hospitals have made the 
voluntary decision to forgo that reve-
nue to meet patient treatment needs 
and to enhance existing capacity,” said 

Julian Walker, vice president of com-
munications for the Virginia Hospital 
& Healthcare Association. 

Inova and others chose to eschew 
that revenue before March 25, when 
Virginia Gov. Ralph Northam declared 
statewide restrictions on nonessential 
surgeries, following similar decrees by 
Maryland Gov. Larry Hogan and D.C. 
Mayor Muriel Bowser from a week 
earlier. Winding those down has led 
to a 40% drop in revenue for the Falls 
Church system.

It “was the right decision,” Jones 
said. “It was a painful decision and 
continues to be painful to this day, 
because that is the financial engine of 
any hospital or health system.”

Inova, at least, started from a 
“healthy position,” he said. “Having 
said that, no health system could with-
stand a 40% drop in revenues while 
their costs are going up,” Jones said. 
“We do see that’s going to be a signifi-
cant thing for us — and every colleague 
in the country that I speak to says the 
same thing.”

It certainly is the case across this 
region. For Adventist HealthCare in 
Gaithersburg — which owns hospitals 
in Shady Grove and White Oak, plus 

its recent acquisition of Fort Washing-
ton Medical Center — elective treat-
ments and procedures may represent 
as much as 30% of revenue depending 
on the hospital, Adventist President 
and CEO Terry Forde said. 

Across the Potomac River at Novant 
Health UVA Health System, these ser-
vices make up between 50% and 70% 
of revenue, according to CFO Chuck 
Coder. Services limited during the 
coronavirus outbreak also normally 
offer higher insurance reimbursement 
rates, he added. “We’re redeploying 
resources where possible, but the loss 
of elective procedures far outweighs 
the increases in costly care required 
for complex COVID patients.”

Howard University Hospital, now 
also managed by Adventist, has seen 
an 80% drop in its elective procedure 
business, Perry said. As a teaching 
hospital, HUH said that also means 
fewer cases for the students to learn. 
Even a recent increase in its inpatient 
admissions hasn't been enough to off-
set the absent dollars.

Some of the dropoff is due to cancer 
patients canceling their own proce-
dures out of fear of going to the hospi-
tal and contracting Covid-19, said Dr. 

Keith Mortman, chief of George Wash-
ington University Hospital’s Division 
of Thoracic Surgery. “Their fears are 
not necessarily unfounded,” he said, 
pointing to data that show patients 
with the virus have worse outcomes 
with surgery. 

Other dynamics compound these 
issues. Hospitals have substantial 
fixed costs already, including their 
physical buildings and payroll, which 
“don’t shrink just because the vol-
ume shrinks,” said Atlas of MHA. Add 
to that a nationwide swell of layoffs, 
which means more people have lost 
their health coverage, further cutting 
into another revenue stream for health 
providers. And while state-run health 
exchanges — public insurance mar-
ketplaces created under the Obama 
administration's health reform bill — 
have extended their open enrollment 
periods, Atlas said, “a lot of people 
may not be able to do that for lack of 
means.”

It's a strenuous scenario for provid-
ers such as Howard University Hospi-
tal, which had already been further 
stretched after nearby Providence 
Health System closed its doors to con-
vert its hospital into a planned outpa-

“Once that process is complete  
and the checks come back  

to the District, then we can  
determine what the total cost  

of the operation was, and  
then take stock of the  

hospitals afterwards.”
WAYNE TURNAGE, D.C. deputy mayor for health  

and human services and director of the  
Department of Health Care Finance, on  

efforts to get federal reimbursements  
for the hospitals’ Covid-19-related expenses

“What does that rebuilding 
look like? Not only the 
hospitals, it’s going to take 
our partners in government 
and business to work 
together to help us come out 
of this on the other end.”
JACQUELINE BOWENS, president and CEO,  
D.C. Hospital Association 

PRIOR PROJECTIONS FOR 2020
Revenue would grow …

Nonprofit health systems:  
2% to 3%

For-profit health systems:  
3% to 4%

CURRENT PROJECTIONS FOR 
2020

Revenue will fall …

Nonprofit health systems:  
Below 2019 figures, though no 

specific forecast yet

For-profit health systems:  
In low- to mid-single digits

Source: Moody's Investors Service

Moody’s Investors Service, a 
credit rating agency, last month 

downgraded the financial outlook 
for both nonprofit and for-profit 
health systems, from stable to 

negative. It expects hospital systems 
to take a hit from deferring elective 

surgeries even as expenses increase 
in overtime pay, training, contract 
work, equipment and additional 

space. Smaller hospitals will likely 
suffer more than larger systems, 

which can spread the pain across 
multiple facilities, per Moody’s.

A BEFORE AND AFTER 
REVENUE PICTURE

POOR OUTLOOK

CONTINUED FROM PAGE 23
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“Every single hospital and 
health system in the country 

is having the most 
significant financial 

challenge of any 
of our histories, 

frankly.”
DR. J. STEPHEN JONES, 

president and CEO, 
Inova Health 

System 
 

tient health village.
Perry said his team is “just watching 

that bottom line very closely because 
we have to maintain our financial sta-
bility here during not only the crisis, 
but after. Because we are the safety net 
facility for the community.”

All hands on deck
The hospitals say they'll need help to 
heal their finances.

“We started as a strong system, but 
no system in the country is going to be 
able to withstand this financial pres-
sure and continue to be viable,” Jones 
said. “It’s going to be really important 
that as the various leaders deal with 
how we have the economic stimulus 
that they’re working on, [they under-
stand] that this industry is different 
than others. That while others are 
able to cut all of their costs and hun-
ker down, as they should, for us, we’re 
driving up our costs willingly because 
it’s our mission to do so. But we don’t 
have the luxury of hunkering down. 
Quite the contrary, our team members 
… they are running right into the fire.”

Lawmakers have been listening to 
some degree. The $2.2 trillion Corona-
virus Aid, Relief, and Economic Secu-

rity, or CARES, Act housed $100 billion 
for health care relief, averaging out to 
about $108,000 per U.S. hospital bed. 
Democrats inserted another $75 bil-
lion for hospitals into a supplemen-
tal funding package that the Senate 
approved April 21 and was expected 
to be signed into law. 

The funds will be distributed by the 
U.S. Department of Health and Human 
Services — as much as $85 million 
expected for District facilities — but the 
method remains unclear. Howard hos-
pital said it has received $3.1 million 
thus far, to support operating costs and 
offset decreased revenues to an extent. 
Though, beyond that, few health exec-
utives can answer whether these will 
be upfront payments or reimburse-
ments later, in which case “it could 
be a very long time until hospitals see 
that money,” said Atlas of the Mary-
land Hospital Association.

Maryland has a unique budgeting 
and rate-setting system, in which the 
state’s hospitals are given an annu-
al global budget and the ability to 
adjust their rates up or down by 5% 
to help meet budget if volume slips, 
for instance — an asset in today's envi-
ronment. Otherwise, in many other 

states, if hospitals fall short of antic-
ipated volume, there’s “no way to 
make up that lost revenue. If patients 
don’t come in, they don’t come in,” 
said Katie Wunderlich, executive 
director of the Maryland Health Ser-
vices Cost Review Commission, or 
HSCRC, the agency that regulates hos-
pital budgets. 

Through the coronavirus crisis, 
HSCRC has increased that rate flexi-
bility from 5% to 10% — enough to help 
make up for losses, but not to break a 
patient's bank. “We also wanted to be 
cognizant of not allowing hospitals to 
raise their prices so much the charges 
would be astronomical and would 
be a significant burden on patients,” 
Wunderlich said, “especially at a time 
when patients might absolutely need 
to come in to use the hospital if they 
have Covid-19.”

That helps, Atlas said. But it's no 
superhuman fix. “That system was not 
designed for a massive swing such as 
this — spikes and tsunami-like activi-
ty,” he said. “It does have some protec-
tions, but it doesn’t just totally make 
everything evaporate in terms of the 
impact.”

In the District, local officials includ-

ing the mayor’s office, the D.C. Coun-
cil and the D.C. Hospital Association 
have banded together “to see where 
there might be some funding oppor-
tunities to support our hospitals with 
respect to the revenue loss in terms of 
their normal business,” said Jacque-
line Bowens, president and CEO of the 
D.C. Hospital Association.

The council recently passed legis-
lation establishing a $25 million grant 
program for hospitals to prepare for 
any potential surge, to be distribut-
ed based on their added bed counts, 
said Wayne Turnage, deputy mayor for 
health and human services and direc-
tor of the Department of Health Care 
Finance. It’s part of about $193 million 
the District has used from its Contin-
gency Cash Reserve Fund, $154 million 
of which has gone toward Covid-19-re-
lated expenses 

D.C. has developed an expanded 
form for hospitals to report all of their 
coronavirus-related expenses to sub-
mit to the Federal Emergency Manage-
ment Agency, or FEMA — an “attempt 
to attract as much reimbursement as 
we can,” Turnage said. “Then once that 

Dr. J. 
Stephen 
Jones had 
announced April 
21 that the system 
needs to cut 427 
management positions.  
It also decided to reduce pay 
for executive team members 
to help align with rising costs and 
falling revenue due to the lack of more 
lucrative elective patient procedures.

WBJ PHOTO ILLUSTRATION; FILE PHOTO BY JOANNE S. LAWTON / STAFF
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process is complete and the checks 
come back to the District, then we can 
determine what the total cost of the 
operation was, and then take stock of 
the hospitals afterwards.”

Another helping hand? The federal 
Centers for Medicare & Medicaid Ser-
vices has also allowed prepayment on 
some future Medicare claims. While 
that’s not new funding, Howard hos-
pital’s Perry said, it’s “really import-
ant for maintaining cash flow.”

When the dust settles
It was the first Saturday in April, 
when an Inova team realized it need-
ed another ECMO, or extracorporeal 
membrane oxygenation machine — a 
form of life support that can help the 
most critically ill patients when a ven-
tilator is not enough. 

There are a limited number of 
these machines across the country. 
So, Jones called Dr. Kurt Newman, 
CEO of Children’s National Hospital, 
knowing the pediatric nonprofit uses 
them. “In less than an hour,” Jones 
said, one of Newman’s colleagues 
had heaved a machine in his trunk 
and drove it to Inova.

“People in health care go into health 
care because they’re the kind of peo-
ple that would do something like that,” 
Jones said. “In normal times, you don’t 
have to, but in times when there’s a 
need — whether it be a single patient 
or on a pandemic level like this — that’s 
natural to who we are. We pull together 
to say, ‘What can I do to help?’”

In that way, aid for hospitals is 
coming from all directions, from for-
mer rivals to current partners. That 
communication, collaboration and 
coordination, as DCHA's Bowens 
describes it, will be equally import-
ant after the pandemic ends. That's 
when patient volumes, and demand 
for more in-person care, are expect-
ed to rise again — albeit perhaps not 
to previous levels.

“When all of this does quiet down, 
there’s going to be, I think, a huge 
backlog of cases that actually need 
to get done,” said Mortman of GWU 
Hospital. "Our operating rooms, I sus-
pect, are going to be somewhat over-
whelmed with the sudden surge of 
patients."

Until then, the aim remains sur-
vival — for both patient and provider.

“We are all laser-focused on today, 
as we should be. But the other thing 
that also keeps me up at night, and I 
think keeps our leaders up at night, is: 
When we’re at a place like we’re feel-
ing like we can start to return to nor-
mal, what does that rebuilding look 
like?” Bowens said. “Not only the hos-
pitals, it’s going to take our partners 
in government and business to work 
together to help us come out of this 
on the other end.” 

CONTINUED FROM PAGE 25

In late February, about 60 Mary’s 
Center employees got sick and 
couldn’t work.

“They were just dropping like 
flies,” said President and CEO Maria 
Gomez.

Many didn’t have remaining 
paid time off, already diminished 
from maternity leave or caring for 
sick family members, for example. 
So the D.C. nonprofit ate that time 
until they could return.

It’s just one of seemingly count-
less ways Federally Qualified Health 
Centers have felt the pain of the pan-
demic, as mounting losses push 
them deeper into financial distress. 
In return, these smaller communi-
ty clinics are getting little relief as 
fewer patients walk through their 
doors or make in-person appoint-
ments and fewer reimbursement 
dollars flow to their accounts from 
remote care. Like their hospital 
and private practice counterparts, 
they’re making less in revenue and 

The region’s  community 
clinics  not  immune to pain

investing more money into caring for 
patients — many of lower income or 
from underserved communities — 
and are now left to figure out how to 
stay alive themselves. 

“We are at the front line,” Gomez 
said. “We are the first line of defense, 
and the reason that the hospitals 
haven’t gotten into a large surge is 

because of entities like us.”
For Mary’s Center, which oper-

ates clinics in the District and Mary-
land, expenses reached $3 million 
for March. It expects to lose about  
$1 million in revenue in March and 
$1.11 million in April — down about 
35% relative to its projections for this 
year.

SPECIAL REPORT: AN UNHEALTHY TOLL

EMAN MOHAMMED / STAFF

     

Maria 
Gomez leads 

Mary’s Center, 
which has multiple 

locations in the region.
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R University of Maryland Medical 
System’s UM Capital Region Health 
(Largo): Recommissioned the former 
Laurel Regional Hospital in partnership 
with the state

R FedEx Field (Landover): A free 
testing site was set up by state and 
county health departments, with help 
from the Maryland National Guard and 
UMMS 

R Doctors Community Hospital 
(Lanham): Expanding with 128 
new medical/surgical beds for 
low-acuity patients through three 
projects, including 51 at the former 
Magnolia Gardens Nursing Home 
and the remaining from converted 
administrative, conference and 
outpatient clinical areas in the 
hospital’s main towers. The cost comes 
to about $1.6 million.

R Holy Cross Health (Silver Spring): 
Establishing 84 additional medical/
surgical beds at its Silver Spring 
hospital facility, with 42 beds to be 
located on each of the sixth and 
seventh floors. It’s spending $11 million 
to help bring the total decommissioned 
25,000 square feet back online. 

R Adventist HealthCare 
(Gaithersburg): Expects to add another 
185 to 445 new employees to its 
5,800-person roster across its three 
hospitals. The system plans to tap 
physicians from outpatient medical 
faculty networks, residency programs 
and private practices, as well as retired 
physicians and nurses, “or people from 
other parts of the country that could 
come on quick notice to support a 
surge here,” CEO Terry Forde said.

R Inova Health System (Falls Church): 
Its Merrifield campus is a potential testing 
site, if the state deems it necessary

R Virginia Hospital Center (Arlington): 
Partnered with several Arlington 
County agencies to open a temporary, 
appointment-only drive-thru sample 
testing site at 1429 N. Quincy St., near 
Virginia Square

R George Washington University 
Hospital (D.C.): Operating a drive-thru 
and walk-up testing site at its Foggy 
Bottom campus and at United Medical 
Center in Southeast D.C.

R Howard University Hospital (D.C.): 
Opening up unused areas within its 
own walls, doubling its capacity from 
fewer than 200 beds to more than 
400. It's working with multiple staffing 
agency vendors to bring in more 
workers as needed.

R United Medical Center (D.C.): 
Working to bring more beds online, 
according to Wayne Turnage, deputy 
mayor for D.C. Health and Human 
Services and finance committee chair 
of UMC’s board. The city-owned hospital 
is the only acute-care facility east of the 
Anacostia River and has faced financial 
struggles well before the coronavirus.

R Children's National Hospital (D.C.): 
Opened a Covid-19 drive-thru testing 
site in Northeast D.C. in partnership 
with Trinity Washington University

R Walter E. Washington Convention 
Center (D.C.): The city is adding 500 
beds by the first week of May, hoping 
it won’t need the space, but to have it 
ready in the event that it does.

Greater Washington’s health systems need to make sure they have enough beds 
for potential Covid-19 patients, so they’re adding to their existing capacity. Earlier 
this month, D.C. Mayor Muriel Bowser called for a 125% increase in the city’s bed 
capacity, while Maryland Gov. Larry Hogan said the state needs more than 6,000 

new beds. MedStar Health, Providence Health System and HCA Healthcare, which 
owns Reston and StoneSprings hospital centers, declined to comment for this 

story, but here is what several other hospitals and systems are doing.

The D.C. Council approved a $25 million grant program to help hospitals prepare 
for a surge of Covid-19 patients. That funding, pulled from the District’s cash 

reserve, is being disbursed based on the number of surge beds, which range from 
10 to 209, that hospitals can provide as of May 15. This is how it breaks down.

Providers hike bed count

Where the money’s going

THE BEDS’ SPREAD

THE BEDS’ SUPPORT

Others experience similar dynam-
ics: Unity Health Care said it’s on a tra-
jectory to lose about $5.5 million in 
revenue through May, though poten-
tial demand increases are difficult to 
predict, according to President and 
CEO Vincent Keane. 

Whitman-Walker Health projects 
a $1.2 million revenue loss over three 
months, just for its medical and dental 
services. Community of Hope, which 
runs three FQHCs in D.C., projects it 
will lose $2.2 million in billing reve-
nue between now and June 1, follow-
ing a significant reduction in visits and 
a transition to telemedicine that it had 
planned to do anyway, said CEO Kelly 
Sweeney McShane, “but we thought it 
would take a year or two, not five days.”

Investments have taken many 
forms. Mary’s Center bought tents 
for outdoor testing and expanded its 
broadband capacity fivefold for staff 
now working remotely, Gomez said. 
It also saw more patients than usual 
without insurance.

Then there’s the need for more per-
sonal protective equipment. For some, 
like Unity, individuals and companies 
have donated supplies. And because 
Unity has a contract to serve homeless 
patients and residents of the city’s jail, 
it has received some help from the D.C. 
government. But that doesn’t solve the 

entire problem.
“The PPE has really been a barri-

er and a challenge for us, just as it is 
for a lot of the health care systems,” 
McShane said. “And the prices have 
gone up, so you’ve got to pay what 
you’ve got to pay to get it.”

Collectively, these factors cast a 
shadow over these organizations’ 
viability, Gomez said. “It’s not like 
we have a lot of reserves.”

In response, community health 
centers have taken measures to pro-
tect their staff and ensure patients 
get the care they need. Some, such as 
Whitman-Walker and Mary’s Center, 
transformed sites to respiratory clin-
ics to specifically address Covid-19 
cases. Unity Health Care has closed 
some of its smaller sites on a rotat-
ing basis, while maintaining its larg-
er health centers for Covid-19 care, 
Keane said.

Mary’s Center, meanwhile, has 
temporarily shut down two D.C. 
clinics — in Fort Totten and Adams 
Morgan — while continuing to oper-
ate its locations in Montgomery and 
Prince George’s counties, as well as 
Georgia Avenue Northwest in D.C. 
That decision enabled the clinic net-
work to rotate their 700 employees 
between sites, while ensuring they 
stay healthy.

Across the board, patient vis-
its are starting to increase, most-
ly through telemedicine. But each 
jurisdiction has a different insurance 
reimbursement model for those vis-
its; for instance, in Maryland, tele-
phone conversations are not covered 
like video conferences are, “so that 
will really have an effect on our bot-
tom line,” Gomez said.

“So while the visits are starting 
to come up a little bit, we are now 
worried,” Gomez said. “We’re tak-
ing care of the community, that’s our 
No. 1 priority, and keeping our staff 
paid — but then are we going to get 
paid at the end of it?”

Relief from local and feder-
al sources has helped these FQHCs 
to an extent. With 350 employees 
across the organization, Commu-
nity of Hope has applied “for every-
thing that’s out there,” but hasn’t 
seen anything hit its bank account 
yet, McShane said. At 700 employ-
ees, Mary’s Center has not quali-
fied for any of the federal govern-
ment’s small business loans, but it 
did secure $1.5 million from the fed-
eral government to help cover about 
half of its April payroll. 

In some cases, furloughs and lay-
offs have been necessary at the hos-
pital system level. But for communi-
ty clinics, it’s been a last resort.

“If Mary’s Center is going to per-
form their public health duty, every 
single person is important,” Gomez 
said. “When you move the domino, 
… the whole piece just collapses.”

Medical 
staffers 

at Mary’s 
Center wear 

protective gear 
and remain close 

to the entrance of 
one of its D.C clinics to 

screen incoming patients for 
possible coronavirus symptoms.

WBJ PHOTO ILLUSTRATION; EMAN MOHAMMED / STAFF

George Washington University Hospital

Bridgepoint-Capitol Hill

$5,033,719

Sibley Memorial Hospital $3,516,378

MedStar Georgetown University Hospital $1,180,154

United Medical Center $3,684,971

Howard University Hospital $4,238,921

MedStar Washington Hospital Center $4,046,243

Children’s National Hospital $1,926,782

Psychiatric Institute of Washington $240,848

$457,611

Bridgepoint-National Harbor $674,374

Source: Office of the Deputy Mayor for Health and Human Services
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Prognosis
unknown

Hospitals have figured out how to care for patients 
in a Covid world — just not how to pay for it all
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COVID
THE

TEST
Hospitals are learning how to adapt to life with the 
coronavirus in the long term. But they’re bleeding 

money in the process. How long can that last?

BY SARA GILGORE  |  sgilgore@bizjournals.com

A LOST CAUSE
This indicates recorded and projected revenue losses experienced by hospitals.

SOURCE: “Analysis of the Financial Impact of Covid-19 on Hospitals 
in Washington, D.C.” prepared for the D.C. Hospital Association by 

Health Management Associates; Maryland Hospital Association; 
Virginia Hospital and Healthcare Association

VIRGINIA DISTRICTMARYLAND

 January through June  Projected for 2020

2020 
forecast 

is not 
available

$0

$1B

$369M
$559M

$946M

$3B

Greater Washington’s hospitals have come to a key realization in 
their scramble to man the clinical battlefield’s front lines against 

an unceasing pandemic: There’s no such thing as a post-Covid 
world. ¶ The virus is here to stay, at least in some capacity. ¶ Now 
six months in, what began as a novel enemy has become the new 
way of life for local hospitals, and they must refashion themselves 
to function in this environment. They know the coronavirus is a 

chronic condition, an enduring fixture like cancer or the seasonal 
flu with a steady stream of cases, and they’re better armed to take it 
on now than they were in the heat of war this past spring. ¶ But this 
condition also continues to threaten their financial sustainability like 

few others have. Elective surgeries returned to their menus in May, 
some as recently as August, but the full slate of patients has yet to 
follow. Hospitals are spending more on tests, equipment and even 

their footprints, reimagining existing spaces and expanding  
others with future emergency outbreaks in mind. And their 

fastest-growing form of care, telehealth, isn’t nearly as lucrative 
as the more traditional ones.
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BEHIND THE BUDGETS OF FOUR MAJOR HEALTH PROVIDERS 

INOVA HEALTH SYSTEM

ADVENTIST HEALTHCARE

FINANCIAL PICTURE

MEDSTAR HEALTH

VIRGINIA HOSPITAL CENTER

Operating revenue

Operating revenue Operating revenue

Operating revenue

Net patient service revenue

Net patient service revenue
Net patient service revenue

Net patient service revenueOperating income

Operating income
Operating income

Operating income

Operating expenses

Operating expenses Operating expenses

Operating expenses

While experiences certainly varied, it’s safe to say many hospitals took a hit in the first half of 2020 after the pandemic halted procedures and caused expenses to rise. Many 
saw drops in their net patient service revenue — a hospital’s revenue intake after expenses for their services. MedStar’s figures below are only for the first quarter.
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$1.9B
Up 3.8% from $1.83 billion for the 

first six months of 2019

$458.3M
Up 9% from $420.3 million for the 
first six months of 2019, but below 

the $462 million budgeted 

$267.3M
Up 2% from $260.8 million  

for the first half of 2019

$1.47B
Up 3.6% from the first quarter of 2019 

but $5.1 million below budget 

$1.7B
Down 3.4% from $1.76 billion in the 

first six months of 2019

$398M
Flat compared with $400.3 million 
for the first six months of 2019, but 
below the $441.9 million budgeted

$242M
Down 4.8% from $254.25 million 

for the first half of 2019

$1.28B
Up 3% from the first quarter of 2019 

but $11.9 million below budget

$44.2M
2.3% of total operating revenue, 
a decrease from $113.8 million, or 

6.2% of total operating revenues, in 
the first six months of 2019

$3.5M
Down 70% from $11.5 million  

for the first six months of 2019 and 
below the $6.3 million budgeted

$10.7M
Up 37% from $7.8 million  
for the first half of 2019

$32.3M
Down 22% from $41.4 million in the 
first quarter of 2019 and below the 

budgeted $39.7 million

$1.9B
Up 8.1% from $1.7 billion  

for the first six months of 2019

$454.8M
Up 11% from $408.8 million  

for the first six months of 2019 and 
on par with the $455.8 budgeted

$256.6M
Up 1% from $253 million  
for the first half of 2019 

$1.44B
Up 4.3% from the first quarter of 2019 

and just a hair over the budget 

$94.5 million: CARES Act funding

$95 million: CARES Act funding

$156.1 million: CARES Act funding

$19.4 million: CARES Act funding

SOURCE: Consolidated financial statements, six months ended June 30, 2020

SOURCE: Financial report, six months ended June 30, 2020

SOURCE: Quarterly financial report, three months ended March 31, 2020

SOURCE: Unaudited quarterly disclosure, six months ended June 30, 2020
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Industry leaders have calculated 
that hospitals across D.C., Virginia 
and Maryland are projected to lose 
more than $4.5 billion in revenue 
over the course of 2020 as a result 
of the coronavirus’ spread — and 
that’s likely a conservative figure. It’s 
left providers unsure of their own 
financial health, with little remedy 
in sight.

“We recognize that we are in a 
Covid era, not a Covid crunch, at this 
point,” said Dr. Stephen Jones, pres-
ident and CEO of Inova Health Sys-
tem, forecasting a “semipermanent 
or permanent impact on our busi-
ness moving forward. I don’t think 
that we’re going to see levels of health 
care utilization return to their base-
line, let alone what would normally 
be a growth trajectory, for quite some 
time. I wouldn’t put a number on it, 
but I think it’s going to be in years.”

Jones and his colleagues are also 
bracing for a potential spike in cases 
in the face of the fall flu season and 
winter weather driving more peo-
ple indoors, where social distancing 
loses its efficacy. They’re better posi-
tioned to handle that influx today, 
but in the meantime, it still means 
cutting some costs and adjusting 
revenue models to recover from a 
stinging spring and staunch fur-
ther losses from what’s likely to be 
a challenging year ahead.

“The bigger issue that has my lon-
ger-term strategic concern from a 
financial standpoint is actually, now, 
in fiscal ’21 for us and looking out,” 
said Kenneth Samet, president and 
CEO of MedStar Health, pointing to 
the effects of the Covid pandemic. “It 
is and continues to be the single big-
gest financial crisis in the history of 
America’s hospitals.”

‘Learning to live with Covid’
Health systems across Greater Wash-
ington have learned to manage a big 
chunk of the problem: their Covid 
caseloads.

Coronavirus patient volumes have 
dropped substantially since April and 
May, largely leveling off. D.C., Mary-
land and Virginia counted 277,817 
positive cases as of press time, about 
40% of them in the region.

At MedStar Health, based in 
Columbia, there are about 250 
patients now — or about 10% of the 
system’s entire patient population — 
who have either tested positive for 
Covid or presented its symptoms 
across its nine hospitals, includ-
ing two in D.C. and one in Mont-
gomery County. At the pandemic’s 
height, the system counted 600 of 
these patients. Currently, the virus’ 
transmission rate across MedStar’s 
sites sits below 1%, Samet said. “We 
are learning to live with Covid. It’s 
not going away and it’s with us still 
in significant ways, but not like we 
were in the peak.”

Gaithersburg-based Adventist 
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The pandemic has created 
ripple effects for patients 
entirely untouched by the 
virus itself.

Many have otherwise put 
off unrelated acute care 
or routine services since 
health systems paused 
elective surgeries and outpatient 
procedures in mid-March. Many 
hospitals resumed those non-urgent 
services starting in May, but that 
didn’t immediately restore typical 
patient volumes.

That hobbled a crucial revenue 
generator. But it also increased 
health systems’ costs when 
patients did come in, because their 
conditions had worsened after not 
getting the care they needed. 

Back in April, nearly one-third of 
adults had delayed routine care, 
according to a survey from the 
American College of Emergency 
Physicians. And nearly half of 
Americans reported having a family 
member who put off care, with 
one in 10 who said their conditions 
worsened, per a May 27 Kaiser 
Family Foundation survey. With 
that, ER visits dropped by 38% in 
March and April, per a report in the 
Journal of the American College of 
Cardiology. The country’s hospitals 
stand to lose about $161.4 billion in 
revenue from March to June, from 
canceled surgeries and outpatient 
treatments, and reduced ER 
services, according to the American 
Hospital Association. 

It’s been a double whammy of 
sorts for local hospitals.

“Unfortunately, kind of a big irony 
is that some people still have a 
fear for their safety [about] Covid 
in a health care setting, when 
realistically, it’s one of the safest 
places you could be,” said Dr. 

Stephen Jones, president 
and CEO of Inova Health 
System, which operates a 
handful of hospitals across 
Northern Virginia. “If you 
want to be afraid, go to 
a big event with people 
without masks, and that’s a 

place to be afraid.”
While patient safety was a top 

concern for all, some wonder if 
shutting down elective services early 
in the pandemic sent the wrong 
message to patients that health care 
settings weren’t safe. That resulted 
in many patients who weathered 
their conditions at home, from 
strokes to cardiac issues, and now 
have weaker clinical conditions and 
much higher acuity.

“We knew that too many people 
were afraid to come into America’s 
hospitals during the peak of Covid, 
and we canceled so many things 
because of being where we were,” 
Samet said. “It was a mistake by the 
field, across the country.” 

That’s translating to empty beds 
and physician offices, contributing 
to the low overall patient volumes 
and hospital coffers. In some, it’s 
manifesting in “an increased demand 
for higher-level inpatient care due 
to delays in seeking treatment,” said 
Chuck Coder, chief financial officer 
of Novant Health UVA Health System. 

In short, it’s not good for anyone’s 
health.

“We are all trying to get the 
message out in the strongest way 
possible that coming into your 
physicians’ offices, coming to 
ambulatory setting, coming to 
a hospital for care is completely 
safe to do,” Samet said. “And it 
is important to do, because the 
alternative to getting care is really 
bad for your personal clinical health.”

RISING COSTS

COVID’S SIDE EFFECT: A WARINESS OF CARE

Bob Atlas, president and CEO of the 
Maryland Hospital Association.

At Inova, surgeries have resumed 
to more than 90% of the Falls 
Church-based system’s budgeted 
volumes, but it’s not enough to cov-
er the previous shortfalls. It’s “not 
anywhere close to going to have us 
even for the year,” Jones said.

Howard University Hospital’s 
elective procedures were down 
to 20% of pre-Covid levels at the 
peak of the pandemic and still sit 
below 70% today. Novant Health 
UVA Health System, which operates 
health facilities in Manassas, Hay-
market and Culpeper, Virginia, is 
likewise inching back toward early 
2020 levels, but “we are still lagging 
behind expectations and the pri-
or year,” said Chuck Coder, its chief 
financial officer. For MedStar, Samet 
said, surgical, ambulatory and out-
patient activities account for about 
45% of total system revenue — and 
that was completely lost from mid-
March to May.

“So if that much revenue goes 
away, you can’t just absorb that,” 
Samet said. “You have to think about: 
How do we do business different? 
How do we do clinical process differ-
ent? How are we more efficient and 
effective? I don’t have the answers 
to all of the things that will be, but 
what I am saying is that innovative, 
creative, thoughtful business trans-
formation will be required of the big 
health systems and hospitals.”

Those kinds of budget hits threat-
en the sustainability of an industry 
whose margins already often hover 
between a sparse 1% and 4% in good 
times, said Jacqueline Bowens, pres-
ident and CEO of the D.C. Hospital 
Association. 

For some, the budget crunch 
led to major cuts. Inova originally 
opened 2020 beefing up its staff to 
support increasing patient volumes, 
“then in a matter of about two days, 
it changed substantially,” Jones said. 
In April, the system cut 427 nonclin-
ical staff positions to reduce costs, 
though it’s since found new roles 
for a small portion of those individ-
uals, he added.

Federal funding from the $2.2 tril-
lion CARES Act, which allocated $175 
billion for health care relief, certain-
ly helped. D.C. health systems have 
received a combined $205 million so 
far, in addition to $35 million in city 
grants, totaling $240 million in feder-
al and local relief payments, accord-
ing to a District report. But it remains 
an immediate, short-term fix that “in 
no way has filled the gap of losses that 
hospitals have suffered as a result of 
the pandemic,” Bowens said. 

“Obviously, it would’ve been far 
worse for some of our hospitals,” she 
said. “I certainly believe that with-
out that bridge, some of our hospi-
tals may not have been in a place to 
be able to continue to provide care.”

HealthCare — which 
owns hospitals in 
Shady Grove, White 
Oak and Fort Wash-
ington — served 
one of the region’s 
hardest hit areas in 

Montgomery and Prince George’s 
counties. But it’s also seen a gradu-
al decline in coronavirus cases since 
July, from about 200 patients daily 
to closer to 30 to 40, said Adventist 
President and CEO Terry Forde. The 
200-bed Howard University Hospi-
tal in D.C., now also under Adven-
tist’s management, has devoted 18 
beds to Covid patients, but fewer 
than five have been in use for the 
past two months.

Those drops have allowed local 
health systems to return to perform-
ing the elective surgeries and ser-

vices they put on hold in March — or 
as Inova Health’s Jones describes it, 
restart their “financial engine.” Inova 
saw its surgical volume plunge 75% 
by April, though it’s since returned 
to about 95% status.

“In health care, we recognize that 
we do a lot of things that you lose 
money on and a lot of things that 
you make money on,” Jones said. 
“In an aggregate, hopefully you end 
up making enough to be able to pay 
the bills.”

But that financial engine has tak-
en longer to rev up than many hos-
pital leaders had hoped. Patients 
simply aren’t seeking care at the 
same rates, and each hospital’s own 
safety protocols have led to slower 
turnaround times, which “has also 
impacted the ability to capture the 
previous levels of revenue,” said 

Samet

Jones
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REGION’S TO-DO LIST
The region’s health systems have 
joined the national Wear A Mask 

campaign to stress its importance. 
“You look at a party in a college 

or a neighborhood that has a big 
barbecue, and suddenly, they let their 
guard down, and really bad things can 
happen. But fortunately, we appear as 
a society unlikely to have that happen 
in a very large way,” said Inova Health 
System CEO Dr. Stephen Jones. “But 

it’s going to be up to us.” 
Hospital leaders say people must do 

these things below to prevent a surge.

Mentality shift
The hospital systems are hardly 
standing still. Given the danger of 
an infectious disease and need for 
physical distancing, they are chang-
ing the way they think, operate and 
plan, most visibly when it comes to 
their real estate.

That’s been crucial not only for 
patient care, but also from a finan-
cial standpoint. “We want to keep 
the revenue flowing naturally and 
not having these spikes and valleys 
that we’ve experienced through 
this,” said Adventist Chief Financial 
Officer James Lee.

The changes, of course, carry 
their own costs. Local health sys-
tems have already each invested tens 
of millions of dollars on their coro-
navirus response — as much as $23 
million for Adventist, for instance. 

The system is building more 
capacity at its 180-bed Adventist 
HealthCare White Oak Medical Cen-
ter by adding an eighth floor to its 
tower for acute-care beds that could 
pivot to another intensive care unit 
for Covid patients if needed. It’s also 
partnering with the state of Mary-
land to provide overflow beds at its 
former Takoma Park facility. How-
ard similarly carved out a sepa-
rate Covid-19 wing in its existing 
hospital. 

This past spring, Jones said, Ino-
va had to “take some windows out 
and cut some holes in walls” on an 
emergency basis to give hundreds 
of rooms systemwide negative pres-
sure capability, which helps prevent 
contagions from spreading. Now, the 
system — which estimates it’s spent 
a total $40 million in response to 
the pandemic — is incorporating 
that strategy into the design of two 
forthcoming facilities in the event of 
future outbreaks: a brand new hos-
pital in Springfield and a potential 
replacement for its existing Inova 
Alexandria Hospital. “We’ll have a 
plan for that so if we need to con-
vert hundreds [of rooms] imme-
diately, we’ll be able to do it pretty 
seamlessly,” Jones said.

That planning includes not just 
clinical spaces, but also what remote 
working could mean for a system’s 
own office space, Samet said. “You 
will see permanent changes to the 
administrative, the nonclinical real 
estate footprints for organizations 
like MedStar, and we are absolutely 
trying to understand that now.”

Beyond the wings and walls, hos-
pitals must also keep a steady inven-
tory of personal protective equip-
ment, cleaners, testing kits and 
medications such as Remdesivir, 
now federally authorized for emer-
gency use for the most ill Covid-19 
patients to speed their recovery. “We 
use it on a lot of our patients,” Jones 
said, “and that’s an expensive medi-
cation, over $2,400 per patient.”

That’s on top of new time-in-

tensive processes 
that bear their own 
additional expense, 
upward of 20% to 
40% more than 
non-Covid patients 
are costing, hospital 

officials said. “We clean differently, 
we wash our hands differently, we 
wear our face coverings differently, 
we manage our patients differently, 
we are testing every single patient,” 
said Howard University Hospital 
CEO Anita Jenkins. “It is costing us 
more every single day.” 

Perhaps the most drastic, and 
permanent, shift has little to do with 
square footage. Systems are embrac-
ing more widespread use of telemedi-
cine as a safe, convenient way to con-
sult with patients while conserving 
coveted PPE and supplies. They’re 
investing in more computers and 
hardware, while training doctors and 
staff as virtual visit counts skyrocket. 

Take MedStar Health. Its norm 
was about 20 video calls a day before 
coronavirus. At its peak, that leapt 
to 4,500 daily, quickly totaling more 
than 300,000 telemedicine visits 
since the outbreak began. Today, 
at 2,000-plus a day, the video calls 
represent about 20% of all physician 
visits across the system, Samet said.

But that offers its own complex-
ities, namely in reimbursement: 
Insurers traditionally don’t reim-
burse video or phone visits at the 
same rates as in-person appoint-
ments — a gap that the Maryland 
Hospital Association is lobbying 
to change permanently after the 
pandemic. 

Other restrictions have been tem-
porarily loosened amid the crisis, 
which the industry is now advo-
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cating be made permanent — from 
the types of technology permitted 
for video calls to the way physicians 
get paid for it.

“They need resources, they need 
capital to make these fundamen-
tal changes, they need proper pay-
ment to enable them to perform the 
services with fair reimbursement,” 
Atlas said of the hospitals. “You can’t 
deliver a service on an online basis if 
people won’t pay for it.”

And there’s another issue. Tele-
medicine has expanded access to 
care, but primarily for those with the 
means, computers and internet to 
tap into it.  Advocates such as DCHA’s 
Bowens are pushing for more equita-
ble access to the technology required 
for such online visits to ensure, she 
said, “that this gap that we have 
doesn’t become a mountain.”

Ultimately, Covid-19 is forcing 
changes within these systems and 
speeding them up for others already 
headed down those paths. But the 
key, health leaders say, is learning 
how to get to sustainability, even 
after a vaccine is introduced to the 
market. “What we can’t manage 
through as a regional business area 
are peaks and valleys, open and shut 
— we can’t live through that and we 
don’t want to do that again,” Samet 
said. “But we have to protect the 
health of the community, so that 
means we have to live with Covid in 
a smart and thoughtful way.”

As they work through what that 
could mean, their next fiscal years, 
set to begin in June for many, will be 
a pivotal test.

“Nobody is resting easy,” Atlas 
said. “I hate to call it a ‘normal’ 
because it’s not an acceptable ‘nor-
mal.’”  

WEAR A MASK
To protect yourself from both 

contracting the virus and spreading it 
to others

WASH YOUR HANDS:
For at least 20 seconds. Soap and 

water. Sanitizer. Do it often.

GET CARE:
If you need medical attention, even 

for routine or preventative care, get it. 
Don’t wait. That will keep individuals 
— and hospital systems — healthy.

KEEP YOUR DISTANCE:
Stay at least six feet apart. Don’t 

gather in large groups.

Jenkins

A telesitter device monitors Inova patients in rooms and 
ships data to nursing stations to cut in-and-out traffic.

Inova Health System built new negative pressure rooms 
to help accommodate Covid-19 patients.
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