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FOCUS 
Perilous Times: The Serious Financial Stress 

on Virginia Hospitals 
By Jay Andrews 

I 
magine you run a business. Any business – the 

particular type isn’t critical to this exercise. As a 

business owner, your goals are pretty basic. You 

want to provide a service that attracts customers 

willing to spend their hard-earned money with you. 

And you want to have enough success to keep the 

lights on and the doors open. In that scenario, how 

would you react if your business were humming 

along and if the government told you that a signifi-

cant portion of the customers you served would have 

their bills paid at an ever-increasing discount from 

the actual costs incurred by your business? What if 

the government also required you, by law, to provide 

services to customers regardless of whether they 

have the means to pay for it? On its face, this sounds 

like a recipe for financial disaster. Stunning as it 

sounds, this is the reality facing Virginia hospitals and 

health systems. Medicaid and Medicare, respective-

ly, pay hospitals roughly 66 percent and 90 percent 

of the actual cost of care. On top of that, the federal 

Emergency Medical Treatment & Labor Act 

(EMTALA) of 1986 requires Medicare-participating 

hospitals to screen and stabilize patients who visit 

emergency rooms regardless of their ability to pay. 

Charity care, along with unpaid bills, cost Virginia 

hospitals hundreds of millions each year. Compound-

ing these issues is the fact that Affordable Care Act 

reductions to Medicare payments, as well as other 

cuts, inflict more pain on hospital finances.  

We all need hospitals. They are major employers 

which provide good-paying jobs, positively contrib-

ute to our economy, and are open year-round. Few 

people wake up on any given day thinking they, or 

someone they love, are going to need a hospital that 

day. Yet when that time comes, even in moments of 

crisis, most folks would acknowledge they are thank-

ful for the presence of a local hospital. That’s why 

policy solutions are needed to secure hospitals’ sta-

bility for the good of the Virginia economy, the public 

health, and the people of the Commonwealth.  

Indeed, Virginia’s hospitals and health systems are a 

lifeline for the patients they treat, and the communi-

ties they serve. Hospitals and health systems directly 

employ more than 115,000 people with a combined 

payroll of nearly $8 billion. According to the Virginia 

Labor Market Index, direct and indirect health care -

related jobs account for almost 950,000 of all Virgin-

ia jobs (or approximately 23 percent of the work-

force) and an estimated $36 billion to the state econ-

omy. This employment and economic impact is par-
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ticularly pronounced in rural Virgin-

ia, where the local hospital is a top 

employer in practically every rural 

locality.  

At the same time, Virginia’s health 

systems are in the midst of an un-

precedented transition. The meta-

morphosis is organizational and 

operational. It covers everything 

from the health care delivery mod-

el, to major investments for health 

information technology, clinical 

integration models to improve care 

coordination, protocol changes to 

achieve better health outcomes, 

and work to enhance value for 

those we serve. Early indicators 

from this process are positive as 

data show historic lows in overall 

health care costs, and improve-

ment in other quality metrics. Un-

fortunately, this forward momen-

tum is imperiled by political inertia 

producing status quo policies – 

namely a failure to find a pragmatic 

path forward on enabling more Vir-

ginians to access affordable health 

care and pay for health services 

rendered. 

After years of federal health policy 

reform debates, the Patient Protec-

tion and Affordable Care Act 

(PPACA) approved in 2010 brought 

sweeping changes to our nation’s 

health care system. That, along 

with other health care-related 

funding reductions driven by state 

and federal budget challenges, and 

associated state policy impasses, 

have conspired to inflict financial 

pain on Virginia’s hospitals and 

health systems. Congressionally 

implemented cuts to the federal 

Medicare and Medicaid programs 

are part of the complex ACA for-

mula to help pay for expanded 

health care access and associated 

costs. The downside of that is how 

those decisions have resulted in 

substantial reductions in reim-

bursements for health care ser-

vices. ACA-related cuts to Virginia’s 

Medicare providers will grow to 

more than $675 million by federal 

fiscal year (FFY) 2021. Combined 

with sequestration and other man-

dated reductions, the cuts for ser-

vices rendered will grow to $1 bil-

lion per year. 

Context is critically important in 

processing what that means. At 

present, 74 percent of patients at 

Virginia’s rural hospitals and 60 

percent at urban hospitals receive 

health coverage through Medicare 

or Medicaid, which is a joint feder-

al-state program in which the state 

sets reimbursement rates. Given 

that authority, it is not surprising 

then that states have looked to 

Medicaid reimbursement cuts in 

lean times as a way to generate 

budget flexibility. That is certainly 

true in Virginia where state-

approved Medicaid reimbursement 

rates have declined from a high of 

79 percent of costs in 2002 to 66 

percent of costs this year.  

Meanwhile, hospitals consistently 

spend more each year on providing 

care to people unable to pay medi-

cal bills. On average, 6 percent of 

patients do not pay their hospital 

charges. Last year, Virginia hospi-

tals provided $627 million in free 

or discounted care, up 57 percent 

since 2008.   

As a result of all this, many Virginia 

hospitals face a challenging finan-

cial future that leaves little margin 

for error. That is not hyperbole. A 

financial forecast model developed 

in late 2014 projects that all Virgin-

ia hospital operating margins will 

decline. The challenge is even more 

acute for Virginia’s rural hospitals – 

their operating margins are fore-

cast to reach zero percent by 2022. 

The financial forecasting model will 

be updated in the coming months. 

Even so, the conclusion from the 

current modeling is inescapable: 

existing state and federal health 

policies are a root cause for hospi-

tals’ financial concerns. And it’s not 

just hospitals which are threatened 

by that situation. Allowing those 

conditions to persist unabated will 

also have traumatic repercussions 

for Virginians, the communities 

they call home, and the state econ-

omy. 

 

P 
resident Barack Obama on 

March 23, 2010 signed in-

to law the Patient Protec-

tion and Affordable Care Act 

(PPACA). The sweeping federal 

statute codified voluminous chang-

 VHHA’S FOCUS — AUGUST 2015          2 



es affecting our nation’s health 

care system. Days later, on March 

30, 2010, the President signed the 

Health Care Education Reconcilia-

tion Act. It modified several PPACA 

provisions, among other changes. 

While PPACA became politically 

polarizing, its philosophical goals 

of improving health care access for 

the uninsured and driving down 

health care costs are laudable. 

How successful this legislation has 

been in achieving those goals re-

mains debatable. However, it is 

undeniable that Affordable Care 

Act (ACA) changes are having pro-

found impacts on the financial sta-

tus of Virginia’s hospitals and 

health systems, as detailed in the 

narrative below illustrating how a 

confluence of factors are creating a 

perfect storm throughout the 

Commonwealth’s health care sec-

tor.   

Reductions to Hospital  

Reimbursements 

To pay for health insurance cover-

age expansion, the 2010 health 

care reform legislation includes 

provisions to reduce Medicare 

spending and increase taxes. Initial 

estimates by the Congressional 

Budget Office project Medicare 

spending net reductions of $390 

billion between FFY 2010 and 

2019.  Beyond those reductions, 

Congress has taken other actions 

deepening Medicare cuts to pro-

viders. 

ACA cuts can be separated into 

three categories: market basket 

adjustments to base rates, quality 

based payment adjustments, and 

reductions to Disproportionate 

Share Payments (DSH). Due to the 

anticipated increase in people ex-

pected to receive insurance 

through the Health Benefit Ex-

change or Medicaid expansion, 

Congress instituted a series of pay-

ment cuts to hospitals based on 

the assumption proceeds from ad-

ditional coverage would offset pay-

ment reductions. The result of that 

formulary change is a sharp in-

crease in cuts to Virginia hospitals. 

To wit, cuts of roughly $20 million 

in FFY 2011 will climb above $675 

million in FFY 2021 (See Chart 1) 

Market Basket Update  

Reductions 

Health care providers traditionally 

receive a market basket update – 

essentially a payment adjustment 

based on inflation. In the past, 

those adjustments could increase 

or decrease payments depending 

on contemporary conditions. The 

effects of ACA require mandatory 

reductions in comparison to nor-

mal market basket increases. The 

reductions shown only take into 

account Medicare fee-for-service 

revenues. They are limited to hos-

pital services such as inpatient 

acute care, outpatient hospital, 

inpatient rehabilitation (hospital 

based and free-standing), inpatient 

psychiatric (hospital based and 

free-standing) skilled nursing facili-

ty (hospital based), home health 

(hospital based), and long-term 

care hospital (free-standing). In 

varying degrees, the ACA market 

basket cuts affect revenues for 

each of those care settings. 

Quality Based Payment  

Reforms 

The ACA-mandated Quality Based 

Payment Reforms (QBPR) Initiative 

essentially is three different pro-

grams. The Value Based Payment 

Program is a revenue neutral inpa-

tient program that rewards or pe-

nalizes hospitals based on their 

performance on certain quality 

metrics, as compared to the other 

hospitals in the nation. The Read-

mission Reduction Program reduc-

es payments to hospitals with 

higher-than-expected, 30-day risk-

adjusted readmission rates. That is 

evaluated by every discharge un-

der the Inpatient Prospective Pay-

ment System (IPPS). Readmission 

penalties began in FFY 2013 with a 

one percent penalty that has since 

increased to a three percent penal-

ty for FFY 2015 and beyond. The 

Hospital Acquired Condition (HAC) 

program automatically applies a 

payment penalty of one percent of 

total Medicare inpatient payments 

to hospitals in the bottom quartile 

for incidence of HACs, regardless 

of whether a hospital improves its 

ranking.  
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 DSH Cuts 

The final category of ACA payment 

reductions are cuts to Dispropor-

tionate Share Hospital (DSH) fund-

ing. Medicare DSH payment cuts 

began in FFY 2014, while Medicaid 

DSH cuts have been delayed until 

FFY 2017. DSH payments are 

made to hospitals which serve a 

higher percentage of uninsured 

patients, and higher percentages 

of Medicare and Medicaid pa-

tients. These DSH cuts were legis-

lated under the belief that as 

more uninsured peopled obtained 

health care coverage, hospitals 

would incur fewer losses from un-

compensated care and bad debt. 

That foreseen trade-off was un-

dercut when the United States 

Supreme Court in a 2012 ruling 

made Medicaid expansion an op-

tion for state rather than compul-

sory. That leaves states like Virgin-

ia which have not yet expanded 

Medicaid, or found an alternate 

path forward on enhanced cover-

age access, reeling from harmful 

DSH cuts which have not been off-

set. That burdens hospitals with a 

significant gap in funding for un-

compensated care and bad debt.   

Since the 2010 legislation, Con-

gress and The Centers for Medi-

caid and Medicaid Services (CMS) 

have instituted additional cuts 

which negatively impact hospital 

finances. One significant action is 

the sequestration which took 

effect April 1, 2013. Sequestration 

reduces Medicare reimburse-

ments to hospitals, physicians and 

other health care providers by 

two percent. That equates to a 

roughly $90 million reduction in 

annual payments to Virginia hos-

pitals. Initially, the sequestration 

cuts were supposed to last 

through September 2013. Federal 

spending and budget actions have 

since extended the scheduled du-

ration of sequestration through 

September 2024. 

Still other legislation has impacted 

hospital reimbursements. Those 

measures include the 2012 Middle 

Class Tax Relief and Job Creation 

Act, which lowered bad debt reim-

bursable amounts to 65 percent of 

costs; the American Taxpayer Re-

lief Act (ATRA) of 2012, which au-

thorized a retrospective coding 

adjustment cut of at least 9.3 per-

cent on inpatient hospitals over a 

four-year period spanning FFY 

2014-2017; and the Medicare and 

CHIP Reauthorization ACT 

(MACRA) of 2015. That act ex-

tended through FFY 2017 pro-

grams such as the Children’s 

Health Insurance Program, the 

Medicare Dependent Hospital 

Program, and the Medicare Low 

Volume Hospital Program. It also 

repealed the Sustainable Growth 

Rate (SGR) formula, preventing a 

21 percent pay cut to physicians 

that was to go into effect April 1, 

2015. Moreover, hospitals will in-

cur additional market basket caps 

and coding reductions which fur-

ther erode hospital payments to 

pay for those programs. (See 

Charts 2 & 3) 

Costs vs. Payments 

Further exacerbating the effect of 

cuts to Medicare and Medicaid 

are program reimbursements 

rates which fail to cover the actual 

cost of providing care. The prob-

lem is particularly pronounced in 

the Medicaid program. Medicaid 

is a joint federal-state funded pro-

gram which provides coverage for 

certain low-income adults and 

children, pregnant mothers, and 

elderly and disabled adults. Medi-

cal inflation, as measured by the 

Virginia Department of Medical 

Assistance Services (DMAS), in-

creases on average 2.5 percent 

annually. Yet reimbursement ad-

justments are not keeping pace. 

Complicating matters further is 

the fact that state budget strug-

gles in recent years have resulted 

in little-to-no funding increases for 

hospitals. That outcome erodes 

hospitals’ ability to cover Medi-

caid patients’ care costs. Medicaid 

inpatient payment rates of 66 

cents on the dollar mean hospitals 

average a financial loss on each 

Medicaid patient treated. (See 

Chart 4) 
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Even though Medicare reimburses 
at a rate slightly higher rate than 
Medicaid – about 90 percent of 
costs – hospitals still confront the 
same growing challenge of reim-
bursements that don’t cover the 
actual cost of care. VHHA’s annual 
report on hospital-provided com-
munity benefits shows the financial 
shortfall from treating Medicaid 
and Medicare patients is balloon-
ing. (See Chart 5) 

Hospital Payer Mix 

Funding cuts and reimbursement 

inadequacy result in hospitals’ pay-

er mix playing a large role in finan-

cial condition and stability. Under 

current conditions, a hospital’s pa-

tient ratio – between Medicaid and 

Medicare participants and those 

with private insurance – can signifi-

cantly impact its ability to offset 

mounting losses over time from 

cuts and reimbursement shortfalls. 

That is a serious concern for many 

rural hospitals which often have 

high proportions of Medicaid and 

Medicare patients. Virginia’s 29 

health systems operate 107 com-

munity, psychiatric, rehabilitation 

and specialty hospitals.  The mix of 

Virginia hospitals classified as rural 

and urban are about even – 49 per-

cent are classified as rural, 51 per-

cent are classified as urban.   

Reviewing the overall payer mix, 

based on hospital admissions, pro-

vides insight into the financial diffi-

culty rural hospitals face due to the 

amount of Medicaid, Medicare and 

uninsured patients they serve. Con-

sider this: 74 percent of the pa-

tients Virginia hospitals treated in 

2013 were reimbursed below cost. 

So as payments deteriorate in the 

coming years, it will be very diffi-

cult for Virginia’s rural hospitals, 

and even some urban hospitals, to 

stay afloat financially.  (See Charts 

6 & 7) 

Charity Care and Bad Debt 

In addition to the aforementioned 

issues, other areas of growing con-

cern for hospitals are the amount 

of financial assistance (charity care) 

they provide, and annual increases 

in the amount of bad patient debt 

they write off.  Financial assistance 

is the single largest category of 

community benefit provided by 

hospitals and health systems.  Last 

year, Virginia hospitals and health 

systems provided $627 million in 

free or discounted care to patients 

unable to pay for their care. That 

figure grew nearly five percent 

from the previous year. Since 2008, 

there has been a whopping 57 per-

cent increase in that category. This 

challenge reflects the fact that 

roughly one million Virginians are 

uninsured. At a minimum, Virginia 

hospitals offer free care to people 

whose incomes are at or below 100 

percent of the federal poverty lev-

el. Many Virginia hospitals are even 

more charitable – providing free 

care to patients whose incomes are 

at 200 percent of the poverty level 

or more. (See Chart 8) 

Meanwhile, rising health insurance 

costs have left many employers 

unable to continue offering their 

employees low deductible health 

plans with low co-payments. Con-

currently, the public and private 

insurance marketplace has experi-

enced prolific growth in high de-

ductible health plans. One example 

of that: Most of those newly in-

sured enrolled under the ACA 

Health Benefit Exchanges as of Jan-

uary 2013 had high-deductible 

health plans (HDHPs) requiring 

families to pay significant up-front 

deductibles before insurance cov-

erage activates. Underscoring 

those trends are results from the 

annual census of U.S. health insur-

ance companies conducted by 

America’s Health Insurance Plans. 

The results show that enrollment in 

health savings account (HSA) high 

deductible health plans (HDHP) 

was 17.4 million in January 2014 – 

a sharp uptick from one million en-

rollees in 2005.  In Virginia, 

221,740 (4.4  percent) of commer-

cial enrollment was with an HSA/

HDHP as of January 2014. The an-

nual growth rate in participation is 

about 15 percent since 2011. The 

increase in HSA/HDPH has driven 

growth in the amount of bad debt 

expense hospitals incur. (See Chart 

9) 
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What this Means for Virginia 

Hospitals 

A recent Reuters article summed 

up the challenges facing hospitals 

and health systems today: 

“Moody’s Investors Service  

reported hospital revenue 

growth and operating margins 

are at all-time lows.  Fitch Rat-

ings wrote that the Affordable 

Care Act has accelerated the 

transition of patients out of 

the hospital and into clinics by 

tightening reimbursements 

and emphasizing technology.” 

Those trends are apparent when 

examining hospital margins. Even 

before ACA and other cuts signifi-

cantly escalate, the effect on inpa-

tient hospital margins is measura-

ble.  Based on filed cost report da-

ta, Virginia inpatient Medicare 

margins have decreased from a 

loss of around seven percent in 

2010 to negative margins exceed-

ing 10 percent in 2013. (See Chart 

10)  

Virginia Health Information data 

illustrate the scope of those im-

pacts on rural hospitals – 17 of Vir-

ginia’s 37 rural hospitals (46%) had 

a negative operating margin in 

2013. Of all hospitals reporting da-

ta, 31 out of 88 hospitals had a 

negative operating margin (35.2%). 

Virginia hospitals and health sys-

tems have looked to consolidation 

as a means to combat the trends 

and the realities of higher cost, 

newer technology investment, 

lower reimbursements and grow-

ing regulatory burdens. Since 

2008, one hospital in Virginia has 

closed and 19 hospitals have been 

acquired by, or merged into, other 

health systems. Under current 

conditions, continued mergers and 

acquisitions are likely in the com-

ing years as hospitals seek ways to 

shore up financial stability. In addi-

tion, financial pressures physicians 

face due to electronic medical rec-

ord requirements and other regu-

latory compliance issues have re-

sulted in increases in the number 

of physicians affiliated with hospi-

tals and health systems.  Surveys 

indicate more than half of Virginia 

physicians now are employed by a 

hospital or health system. 

Impact on Virginia’s Economy 

Addressing current health care 

sector challenges is important to 

ensure continued access to high 

quality, cost-effective health care 

services. What should not be over-

looked, though, is the critical im-

portance of hospitals to the eco-

nomic prosperity of the Common-

wealth and communities they 

serve. Virginia’s hospitals tend to 

be among the largest employers 

wherever they are located. That is 

especially true in rural areas. In-

deed, health care is among the five 

largest employers in 82 percent of 

rural counties.  In some places, 

health care employment is eco-

nomically indispensable. Alleghany 

County is an example of that. 

Health care accounts for 47 per-

cent of all jobs in that locality. 

Virginia hospitals account for 

115,000 direct jobs which gener-

ate close to $8 billion in payroll 

and benefits. Hospital expendi-

tures in the state top $17 billion. 

Health care and social assistance 

jobs in Virginia represent about 

500,000 positions, equating to 

11.4 percent of all Virginia jobs. 

The estimated effect of hospital 

expenditures on total state eco-

nomic output neared $36 billion in 

2013. The entire state budget that 

year was $42 billion. Virginia Labor 

Market Index data shows that 

state health care-related jobs dur-

ing the third quarter of 2014 ac-

counted for roughly 950,000 of the 

nearly 4 million jobs in the state. In 

other words, health care jobs rep-

resent 23 percent of the total state 

workforce . 

Another important point to recog-

nize is the positive impact the 

presence of stable, high quality 

health care options can have on 

corporate decisions about reloca-

tion and expansion. Corporate 

leaders are far less likely to com-

mit significant business invest-

ments in communities which lack 

access to top-flight medical care.  

(See Chart 11)  
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H 
ospitals and health systems in Virginia 

continue to work creatively to reduce 

cost, increase quality and provide access 

to care.  In many cases, smaller hospitals and rural 

hospitals are merging with larger systems in re-

sponse to government-induced economic pressures 

so they have access to the capital necessary to sus-

tain programs and maintain critical infrastructure. 

Yet even some hospitals associated with large 

health systems face scarce options which force 

them to make workforce cuts or scale back to main-

tain operational stability. Those tough decisions can 

have grave economic consequences for the commu-

nities where hospitals are located, the Virginians 

whose livelihoods are linked to the health care 

economy, and the people who take for granted that 

hospitals will always be available and accessible in 

their time of need. At this point, many hospitals 

have exhausted several alternatives to avoid cutting 

available services and staff hours. For instance, five 

Virginia hospitals since 2010 have closed obstetric 

services, resulting in access issues for pregnant 

women in those communities.    

 

 

 

 

 

Leaders in Washington and the Virginia General As-

sembly have the authority to help hospitals, or leave 

them unaided and languishing.  

Virginia hospitals and health systems are steadfastly 

committed to providing the highest quality and val-

ue of care and services, and to ensuring that Virgini-

ans have access to that care. To do that, Virginia’s 

hospitals and health systems require policy action to 

alleviate the significant financial pressures, and ex-

panding regulatory requirements, they face. Health 

care providers today function in an environment 

whose harsh conditions should be mitigated for the 

good of all Virginians. With all that is at stake, it is 

imperative for elected officials, policy makers, 

health care professionals and the public to come 

together over the pressing issues confronting the 

Commonwealth’s community hospitals and health 

systems in a spirit of compromise that promotes ap-

proval of real policy solutions to the problems at 

hand. 
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Announcements and Reminders 
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VHHA, the Virginia Nurses Foundation (VNF), and the 
Medical Society of Virginia (MSV) are partnering on a 
new learning initiative to help prepare future leaders in a 
collaborative environment. The result of that collabora-
tive approach is SYNC – a new program addressing the 
need for an interprofessional approach to health care 
leadership in the Commonwealth. The diverse perspec-

tives of the partnering organizations are combining to produce a program designed to address the chang-
ing landscape of modern health care and the implications of that for strategic leadership. The program’s 
interprofessional approach will engage teams of physicians, nurses, pharmacists, social workers, and oth-
ers to help them better meet the needs of patients and communities. The first SYNC class will consist of 
four learning sessions starting this fall and continuing into next year. Those sessions will be held in Rich-
mond, with each running from a given Friday at noon through the corresponding Saturday at 1 p.m. Pro-
gram faculty will be experts from the Commonwealth and beyond. Teams of up to five health care profes-
sionals can be nominated to participate by health system or practice leaders. Tuition is $5,000 per team. 
Scheduled session dates are Oct. 16-17, Dec. 4-5, Jan. 22-23, and March 11-12. Hospital and health sys-
tem leaders are encouraged to nominate teams from their organizations to participate in this beneficial 
program. Further details are forthcoming.  

HosPAC is VHHA’s political action committee. The mission of HosPAC is to provide or-
ganized and effective political action, and to support state candidates who will work 
to improve quality health care through policies supported by Virginia’s hospital and 
health systems. As elected officials in Virginia and Washington make critical decisions 
affecting Virginia’s hospitals and health systems, HosPAC supports candidates for 
office whose actions show consideration for Virginia health care providers and the 

communities they serve. To learn more about HosPAC or to contribute, visit www.vhha.com/hospac.  

VoterVOICE is an important tool from VHHA which streamlines the process of connecting constituents 

to their legislators when the need arises for real-time citizen advocacy. Through that system, VHHA gov-
ernment affairs staff can directly communicate with hospital employees, supporters and oth-
ers. VoterVOICE subscribers receive rapid e-mail notice on important issues affecting hospitals, health sys-
tems and providers. Transmitting information that way enables recipients to take prompt action when 
necessary simply by forwarding the e-mail they receive to local legislators. VoterVOICE removes any 
guesswork from the process for senders. While the entire process takes mere seconds for message recipi-
ents, hearing from citizens through VoterVOICE has tremendous impact on legislators’ decision-
making. Steady constituent feedback on a particular issue is meaningful to legislators. It lets them know 
constituents are paying close attention to how they vote. People who previously registered for VHHA’s 
VoterVOICE system are encouraged to log in and check that your contact information is up-to-date. Sign 
up is simple and does not obligate subscribers to take any further action. Sending e-mails received to leg-
islators is voluntary. Visit https://votervoice.net/VHHA/Home to sign up. Robust VoterVOICE participating 
helps educate legislators on the issues important to Virginia hospitals and health systems, and help VHHA 
achieve policy outcomes that benefit providers, patients, and the Commonwealth.  

http://www.vhha.com/hospac
https://votervoice.net/VHHA/Home


Chart 1 estimates the combined cost of ACA reductions to Virginia’s hospitals. 

Chart 2 illustrates the additional funding cuts Virginia hospitals will incur due to legislative and regulatory (CMS) actions that are 

not related to the ACA.    

Chart 3 shows how ACA, sequestration, congressional legislative cuts, and regulatory cuts enacted by CMS financially harm  

hospitals. 
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Chart 4 

Chart 5 

Chart 6 
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Chart 7 

Chart 8 

Chart 9 
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Chart 10 

Chart 11 
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