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Madame Chair, and members of the Committee, my name is Mary Krinkie and I am the Vice President of 
Government Relations for the Minnesota Hospital Association. I am here today to express our concerns 
with HF 1173. 
 
Changes in health care services and care delivery are inevitable and going on in every community. This 
has been happening and it will continue to happen. 
 
There are three reasons services may change at a hospital or health system: 

• Patients, purchasers, and policymakers, all seek to reduce the cost of health care.  

• We cannot offer services where there is not a workforce. 

• Innovation and advances in care are ever changing, reducing the need for some services while 

increasing the need for other services in other care settings. 

 
Changes are inevitable as we work to make health care more affordable:  
Hospitals provide essential services – including an emergency room – to serve their communities. As 
hospitals and health systems work to contain health care costs, we have to look at which services are 
provided where, and – without compromising access to essential health services – we will look to create 
greater efficiency and reduce duplication of services. This is critically important to ultimately reducing 
costs to the consumer and society.  
 
Last week, the American Hospital Association released an economic analysis estimating that for 2021, 
hospital revenues will go down between $53 billion on the optimistic side to $122 billion with a more 
pessimistic outlook. Minnesota is usually about 2% of national numbers – which would put Minnesota 
hospital revenue falling by $1 billion to $2.4 billion.  
 
The analysis said that this is due to a combination of higher expenses for labor, technology, supplies, and 
drugs, at the same time patient volumes will be down. Governments don’t want to pay more, businesses 
purchasing insurance for their employees don’t want to pay more, and consumers are already 
shouldering more burden with high deductible health plans. These economics will drive change to find 
efficiencies and cost savings.  
 
Recruiting a health care workforce is increasingly challenging: 
Attracting and retaining the educated, talented workforce necessary for high-quality care is already a 
difficult challenge and it will become even more acute as our workforce ages, demand for services 
increases and the overall labor pool begins to shrink. A hospital or health system’s service offerings 
often reflect workforce availability. 
 



We have an obligation to our community to provide the best outcomes for our patients. For example, in 
recent years, several hospitals have had to make the difficult decision to stop providing labor and 
delivery services. There is currently a nationwide discussion about best practices for when a hospital 
should discontinue labor and delivery services for planned deliveries because of low volume. Hospitals 
and health systems consider how the staff mix, skill levels and number of procedures will impact their 
capabilities and how their patient populations will be best served. Hospitals may discontinue delivery 
services, but still provide prenatal and postnatal care, and prepare for emergency deliveries. 
  
Demand for inpatient care has been declining while the need for outpatient care is increasing: 

• As health care and technology advance, more treatment is provided through outpatient 

services, including ambulatory surgeries. These advances have led to better care for patients 

and lower costs. 

• The total number of inpatient admissions has declined by 12% since 2007. Over the same 

period, inpatient admissions for rural hospitals has declined by 27%. 

• Several years ago, for example, a knee replacement surgery was accompanied by a lengthy 

hospital stay. Now that surgery can often be performed on an outpatient basis. 

 
The bill calls for a nine-month delay if a hospital or health system can no longer provide inpatient mental 
health or inpatient substance use disorder treatment services. This could be due to many reasons, such 
as a lack of workforce. Hospitals need flexibility to try innovation and new care models. For example, 
one model of care for individuals who need mental health services is a partial hospitalization program 
where individuals are in treatment throughout the day at the hospital, but return to an offsite 
residential setting in the evenings. This can be good for the patient and good for reducing health care 
costs. 
 
Section 2 of the bill calling for a right of first refusal is also unworkable. The last thing a hospital board of 
directors wants to do is to close their local hospital. However, if this difficult decision is made and the 
hospital is now required to be offered for sale to the city or county, this would present significant 
challenges. How would the local unit of government operate this hospital? The original challenges faced 
by the hospital or health system will still exist. Also, the community may best be served by an alternative 
care model, such as providing clinic services instead of hospital services at that location. Albany, 
Minnesota, used to have a hospital that was struggling financially. Rather than entirely cease care, 
Catholic Health Initiatives sold the hospital to CentraCare which re-opened the facility as a clinic which 
has a lower cost structure. The people of Albany have access to local clinic services and know that great 
hospital care is not too far away. 
 
In closing, hospitals and health systems want to provide the right care at the right time in the right place 
and to do it in a way that ensures high quality care without increasing the overall cost of care. This 
means that changes will keep happening. 
 
 

 


