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Section 1: Hospital Public Interest Review Process 
 
Since 1984, Minnesota law has prohibited the construction of new hospitals or expansion of bed capacity of existing 
hospitals without specific authorization from the Legislature (Minnesota Statutes, 144.551).  As originally enacted, 
the law included a few specific exceptions to the moratorium on new hospital capacity; other exceptions have been 
added over time, and there are currently 23 exceptions to the moratorium that are listed in the statute. Many of 
these exceptions apply to specific facilities, but some define an exception that applies more broadly (for example, an 
exception that allows for the relocation of a hospital within five miles of its original site under some circumstances). 
 
In 2004, the Legislature established a new process for reviewing proposals for exceptions to the hospital moratorium 
(Minnesota Statutes, 144.552). This ‘‘public interest review’’ process requires that hospitals planning to seek an 
exception to the moratorium law submit a plan to the Minnesota Department of Health (MDH). Under the law, 
MDH is required to review each plan and issue a finding on whether the plan is in the public interest. Specific 
factors that MDH is required to consider in the review include: 

 
• Whether the new hospital or hospital beds are needed to provide timely access to care or access to new or 

improved services;  
• The financial impact of the new hospital or hospital beds on existing acute-care hospitals that have 

emergency departments in the region; 
• How the new hospital or hospital beds will affect the ability of existing hospitals in the region to maintain 

existing staff; 
• The extent to which the new hospital or hospital beds will provide services to nonpaying or low-income 

patients relative to the level of services provided to these groups by existing hospitals in the region; and 
• The views of affected parties. 

 
Finally, the law requires that the public interest review be completed within 90 days, but allows for a review time of 
up to six months in extenuating circumstances.  Authority to approve any exception to the hospital moratorium 
continues to rest with the Legislature. 
 
Section 2: Prairie St. John’s Proposed Specialty Psychiatric Hospital  
 
Prairie St. John’s, a private Catholic-affiliated health care organization, headquartered in Fargo, North Dakota, is 
seeking a legislative exception to the Minnesota hospital construction moratorium to build a specialty psychiatric 
hospital in Woodbury, Minnesota. As detailed in Table 1, the initial phase of the project would include inpatient 
beds for children, adolescents and adults with psychiatric disorders, and additional beds for adults with chemical 
dependency or co-occurring psychiatric and chemical dependency diagnoses. In addition, Prairie St. John’s plan 
seeks to add 48 more beds after five years, for a total inpatient capacity of 144 beds. 
 
According to information provided by Prairie St. John’s, after its first year of operation the hospital would be 
expected to operate at about 90 percent occupancy. It would have about 3,377 admissions, and a total of 31,537 
inpatient days (for an average length of stay of 9.3 days). Using these same assumptions of 90 percent occupancy 
and 9.3 days for the average length of stay, MDH calculated that when the hospital expands to its proposed 144 bed 
full capacity, it would have 5,086 admissions and 47,304 total inpatient days per year. 
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Table 1 
Proposed Beds by Type of Service 

 
 

Number of 
Beds 

Percent 
Distribution 

Psychiatric  
Children 14 14.6%
Adolescents 28 29.2%
Adults 21 21.9%

Chemical Dependency  
Adults 12 12.5%

Co-occurring Psychiatric/Chemical Dependency  
Adults 21 21.9%

Total, Phase 1 96 100.0%
  
Phase 2 Future Expansion 48 
  
Total, After Expansion 144 
  
Source: Prairie St. John's submission   

 
The proposed site for the new Woodbury hospital is a 20-acre plot bounded by Lake Road, Pouliot Parkway, 
Woodwinds Drive, and Century Avenue, with the main entrance from Woodwinds Drive. The proposed site is one 
block south of the HealthEast Woodwinds Hospital and is part of Woodbury’s Medical Development Zone. 
According to Prairie St. John’s, the cost to build the facility will be approximately $22 million. Prairie St. John’s 
intends to rely on private capital sources to finance construction of the hospital. 
 
Prairie St. John’s plan for operating the hospital does not include the ability to care for patients who are medically 
unstable. For example, patients whose needs would not be able to be met at the proposed hospital include patients 
with need for intravenous therapies, transfusions, or telemetry. The facility would be able to care for patients who 
are combative or violent, as long as they do not need a prison level of security. 
 
The hospital would not operate a general medical emergency department, but would staff a Needs Assessment 
department to admit patients to the hospital 24 hours a day, 7 days per week. The hospital would be required by 
federal law to provide emergency stabilizing treatment (within its limited capabilities) to patients regardless of their 
ability to pay. 
 
Under federal law, Prairie St. John’s Woodbury hospital would be considered an ‘‘Institution for Mental Disease’’ 
(IMD).1 Generally, federal law prohibits Medicaid reimbursement for care provided to individuals between the ages 
of 21 and 64 at IMDs. Prairie St. John’s application for public interest review initially assumed that the IMD 
exclusion would preclude them from accepting Medicaid patients between the ages of 21 and 64. However, the 
Minnesota Department of Human Services has clarified that the federal IMD exclusion only applies to Medicaid 
beneficiaries in Minnesota who are enrolled in the fee-for-service program (in other words, it does not apply to 
Medicaid beneficiaries who are enrolled in managed care plans). Furthermore, the state pays for IMD services to 
these Medicaid beneficiaries through a 100 percent state-funded ‘‘Program IM.’’ Given this clarification, Prairie St. 
John’s has committed to accepting patients from all payment sources at the proposed hospital. However, care for 
these fee-for-service Medicaid beneficiaries at Prairie St. John’s would cost the state twice as much as it would at 

                                                 
1 An institution for mental diseases is defined as “a hospital, nursing facility, or other institution of more than 16 beds, that is primarily 
engaged in providing diagnosis, treatment, or care of persons with mental diseases, including medical attention, nursing care and 
related services.” (42 U.S.C. 1396d(i)) 
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other hospitals that are not IMDs, due to the loss of federal Medicaid matching funds.  Minnesota loses federal 
matching funds for all of the care provided to individuals in Program IM, not just for mental health care. 

 
Section 3: Evaluation of Prairie St. John’s Proposal in Relation to 
Statutory Review Criteria 
 
This section of the public interest review evaluates the proposal to build a psychiatric hospital in Woodbury using 
each of the five factors specified by Minnesota Statutes, §144.552 . 
 
Factor 1: Whether the new hospital or hospital beds are needed to provide timely access to 
care or access to new or improved services 
 
The primary source of information that Prairie St. John’s has used to justify the need for additional inpatient mental 
health beds in Minnesota is a comparison of the number of inpatient mental health beds per 100,000 population in 
Minnesota (16.8) compared to the national average (28.2). The original source of this data is the American Hospital 
Association’s (AHA’s) annual survey, and these figures comparing Minnesota and U.S. inpatient mental health 
capacity have been cited by several recent reports and studies of hospital capacity and mental health care in 
Minnesota. 
 
Using the AHA survey data to compare Minnesota and national capacity for inpatient hospital services is 
problematic for several reasons. First, the survey is voluntary and a sizeable percentage of hospitals (about one third) 
do not participate. Second, for some hospitals that do participate in the survey the published data contain some 
significant differences from what they have reported to MDH about their capacity. Third, even if the data were 
complete and accurate it is not clear that Minnesota needs the same level of inpatient mental health capacity as the 
national average.  
 
MDH’s analysis of whether the new hospital is needed to provide timely access to inpatient psychiatric and chemical 
dependency services considers several issues: 
 
• Current inpatient capacity and utilization: What is current inpatient capacity for psychiatric and chemical 

dependency services in Minnesota and how does service availability vary by age group?  How have capacity and 
utilization of services changed over the past several years? What evidence is there of a shortage of capacity --- for 
example, do patients travel longer distances for psychiatric and chemical dependency care than they do for other 
services?  

 
• If new beds are needed, is the proposed facility the best way to meet this need:  How does the mix of 

services that is proposed to be provided at the new hospital compare to the services that are needed by 
psychiatric and chemical dependency patients in Minnesota?  

 
• Are there alternatives to adding new beds to the system that would serve patients better:  Currently, many 

patients stay longer than needed in the hospital because of a lack of appropriate services that are needed once 
they leave the hospital. If inpatient mental health capacity is often full, is adding more beds the solution, or 
would enhancing other types of services free up inpatient capacity to serve additional patients? 
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Current inpatient capacity and utilization: To accurately determine the current capacity for inpatient 
behavioral health services, MDH collected information by telephone from every hospital in Minnesota that provides 
psychiatric or chemical dependency services in a specialized unit. 
 
Table 2 provides summary information on the numbers of psychiatric and chemical dependency beds in Minnesota 
by type of facility. There are currently 1,458 hospital beds in psychiatric units and 533 chemical dependency beds. 
About 74 percent of psychiatric beds and 25 percent of chemical dependency beds are in community hospitals, with 
the remainder in state operated facilities. About 6 percent of the beds in psychiatric units and 22 percent of chemical 
dependency beds are not currently being staffed for reasons described in more detail later in this section. Table 1 in 
Appendix 1 provides detailed information on the number of psychiatric and chemical dependency beds by hospital. 
 

Table 2 
Inpatient Capacity for Psychiatric and Chemical Dependency Care, 2008 

     
 Psychiatric Care Chemical Dependency 

 
Number of 

Beds 
Currently 
Staffed 

Number of 
Beds 

Currently 
Staffed 

Community Hospitals 1,086 1,042 132 132
State Operated Services:  

Anoka-Metro Regional Treatment Center 175 175 0 0
Community Behavioral Health Hospitals 160 122 0 0
Child and Adolescent Behavioral Health Services 37 26 0 0
Community Addiction Recovery Enterprise 401 283

Total 1,458 1,365 533 415
     

Percent Distribution:  
Community Hospitals 74.5% 76.3% 24.8% 31.8%
State Operated Services:  

Anoka-Metro Regional Treatment Center 12.0% 12.8% 0.0% 0.0%
Community Behavioral Health Hospitals 11.0% 8.9% 0.0% 0.0%
Child and Adolescent Behavioral Health Services 2.5% 1.9% 0.0% 0.0%
Community Addiction Recovery Enterprise 0.0% 0.0% 75.2% 68.2%

Total 100.0% 100.0% 100.0% 100.0%
 
Source: MDH, telephone survey of hospitals with a psychiatric or chemical dependency unit; Minnesota Department of 
Human Services 
 
The distribution of beds for psychiatry and chemical dependency care across Minnesota is shown in Figure 1 and 
Table 3. Existing capacity is concentrated in the Twin Cities area: for example, six Twin Cities hospitals operate 
over 50 percent of the total psychiatric beds. While the Twin Cities region accounts for just over half (51 percent) of 
all hospital beds in Minnesota, it accounts for about 61 percent of the psychiatric beds.  For several Twin Cities 
hospitals that operate psychiatric or chemical dependency units, these services represent a large share of their 
business. Several Twin Cities hospitals that operate dedicated psychiatric and/or chemical dependency units – St. 
Joseph’s Hospital, University of Minnesota Medical Center – Fairview, Regions Hospital, and Hennepin County 
Medical Center – reported that psychiatric and chemical dependency accounted for over 20 percent of total 
inpatient days in 2006.2  Notably, the state as a whole has 25.8 psychiatric beds per 100,000 population, and the 
Twin Cities metropolitan region has 29.4 beds per 100,000. These figures are very close to the national averages 
that Prairie St. John’s used from the AHA survey, but the large differences between this analysis and the AHA data 
also likely indicate that the AHA survey data are not a reliable source of information on either state or national 
capacity. 

                                                 
2 Data from MDH, Health Care Cost Information System. 
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Table 3 

Distribution of Psychiatric and Chemical Dependency Beds by Region 
       

 
Number of Staffed 

Beds Distribution of Beds 
Beds per 100,000 

Population 
 2004 2008 2004 2008 2004 2008 

Psychiatry       
Twin Cities Metro 817 837 53.4% 61.3% 29.5 29.4
Central 177 114 11.6% 8.4% 26.1 15.7
Northeast 111 107 7.3% 7.8% 34.4 33.7
Northwest 24 30 1.6% 2.2% 12.1 15.0
South Central 81 54 5.3% 4.0% 28.3 18.6
Southeast 107 117 7.0% 8.6% 22.3 23.8
Southwest 149 68 9.7% 5.0% 66.0 30.5
West Central 64 38 4.2% 2.8% 34.7 20.2
Total 1,530 1,365 100.0% 100.0% 29.7 25.8

  
Chemical Dependency  
Twin Cities Metro 145 139 31.3% 33.5% 5.2 4.9
Central 107 79 23.1% 19.0% 15.8 10.9
Northeast 40 40 8.6% 9.6% 12.4 12.6
Northwest 0 0 0.0% 0.0% 0.0 0.0
South Central 44 46 9.5% 11.1% 15.4 15.8
Southeast 0 0 0.0% 0.0% 0.0 0.0
Southwest 51 51 11.0% 12.3% 22.6 22.9
West Central 77 60 16.6% 14.5% 41.8 31.8
Total 464 415 100.0% 100.0% 9.0 7.9
  
Includes both community and state operated hospitals. 

 
Sources: MDH, 2004 and 2008 hospital surveys; Minnesota Department of Human Services; population estimates from 
the Minnesota State Demographic Center 
 
Several Twin Cities hospitals have recently added or are in the process of adding behavioral health beds. Regions 
Hospital added 16 psychiatric beds, Hennepin County Medical Center will add 12 beds and St. Joseph’s Hospital 
anticipates adding 4 beds to its psychiatric care unit and 4 to its chemical dependency unit in 2008 (these figures are 
included in Table 3). However, some hospitals report that they are not currently operating all of their psychiatric 
beds, for a variety of reasons including staffing shortages. 
 
Table 4 provides information on Minnesota’s current capacity for psychiatric and chemical dependency care by age 
group3 and region of the state. In total, there are currently 157 psychiatric beds for children and adolescents. Only 
three community hospitals (Abbott Northwestern, Mayo Clinic’s specialty psychiatric hospital, University of 
Minnesota Medical Center --- Fairview) provide dedicated psychiatric beds for children; in addition to these 
hospitals, three others (Miller-Dwan Medical Center, St. Cloud Hospital, and United Hospital) have dedicated 
units for adolescents. There are also currently two state-operated facilities for the psychiatric treatment of children 
and adolescents, in Brainerd and Willmar; the Minnesota Department of Human Services has recently announced 
that it will consolidate these services at one location (Willmar) with 26 beds. 
 

                                                 
3 It is difficult to group beds by age category with much precision, since hospitals use varying definitions of child, adolescent, and 
  adult. 
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Table 4 

Inpatient Capacity for Psychiatric and Chemical Dependency Care, by Age and Region 
 

  

Total 
Staffed 
Beds Child Adolescent 

Combined 
Child/ 

Adolescent Adult Geriatric 

Not 
Designated 

By Age 
Psychiatry          
Twin Cities 
Metro 837 15 52 24 690 56 0
Central 114 0 8 0 78 0 28
Northeast 107 0 16 0 59 0 32
Northwest 30 0 0 0 8 12 10
South Central 54 0 0 0 24 8 22
Southeast 117 0 0 16 59 14 28
Southwest 68 26 0 0 42 0 0
West Central 38 0 0 0 38 0 0

Total 1,365 41 76 40 998 90 120
                
Chemical Dependency  

           
Twin Cities 
Metro 139 0 27 0 112 0 0
Central 79 0 16 0 56 0 7
Northeast 40 0 0 0 40 0 0
Northwest 0 0 0 0 0 0 0
South Central 46 0 0 0 46 0 0
Southeast 0 0 0 0 0 0 0
Southwest 51 0 0 0 51 0 0
West Central 60 0 14 0 46 0 0

Total 415 0 57 0 351 0 7
        
Includes both community and state operated hospitals.  Includes capacity being added by hospitals in 2008 and planned  
consolidation of state-operated facilities. 

 
Source: MDH, telephone survey of hospitals with a psychiatric or chemical dependency unit; Minnesota Department of 
Human Services 
 
 
Prairie St. John’s proposal would expand the existing capacity for inpatient child and adolescent psychiatry by 27 
percent statewide and 46 percent in the Twin Cities, as shown in Table 5. For adults, the proposal represents about 
a 4 percent increase in statewide capacity for psychiatry and chemical dependency, and 6 percent in the Twin Cities. 
 
Utilization trends: Between 2001 and 2006, the number of inpatient days for psychiatric care at Minnesota hospitals 
(community hospitals and state operated facilities) declined by about 16 percent, even though the number of 
admissions increased by 4 percent (see Table 6). During the same period, the number of reported chemical 
dependency admissions declined by 20 percent, but the total number of patient days increased by 4 percent.  
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Table 5 

Proposed Increase in Inpatient Capacity, by Age Group 
      

 
Current Number  

of Beds  /1  Percent Increase 

 Twin Cities Statewide 
Proposed 
New Beds Twin Cities Statewide 

      
Children and Adolescents:     
   Psychiatric care 91 157 42 46.2% 26.8%
      
Adults:  
   Psychiatric care 746 1,088 21 2.8% 1.9%
   Chemical dependency 112 351 12 10.7% 3.4%
Combined 858 1,439 54* 6.3% 3.8%
      
Total  /2  
   Psychiatric care 837 1,365 63 7.5% 4.6%
   Chemical dependency 139 415 12 8.6% 2.9%
Combined 976 1,780 96* 9.8% 5.4%

      
/1 Number of staffed beds     
/2 Includes beds not designated by age.     

      
*Includes beds designated for co-occurring psychiatric chemical dependency.   
 Includes both community and state operated hospitals. 

 
Source: MDH, telephone survey of hospitals with a psychiatric or chemical dependency unit; Minnesota Department of 
Human Services; Prairie St. John’s submission. 
 

Table 6 
Trend in Utilization of Inpatient Psychiatric and Chemical Dependency Services at 

Minnesota Hospitals 

    
Utilization per 1,000 

population 
  2001 2006 

Percent Change, 
2001 to 2006 2001 2006 

Psychiatric Care*        
   Admissions 33,496 34,982 4.4% 6.7 6.7
   Patient Days 492,325 413,869 -15.9% 98.9 79.1
   Average Length of Stay 14.7 11.8 -19.5%    
         
Chemical Dependency Care        
   Admissions 8,163 6,504 -20.3% 1.6 1.2
   Patient Days 102,193 106,262 4.0% 20.5 20.3
   Average Length of Stay 12.5 16.3 30.5%    
        
Total Hospital Admissions       
   Admissions 577,211 616,091 6.7% 116.0 117.8
   Patient Days 2,824,272 2,803,952 -0.7% 567.4 536.0
   Average Length of Stay 4.9 4.6 -7.0%   
      
*Includes a small number of chemical dependency admissions at state facilities. 
 Includes both community and state operated hospitals. 

 
Sources: MDH, Health Care Cost Information System; Minnesota Department of Human Services; Minnesota State 
Demographic Center 
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Travel patterns: As shown in Table 7, Minnesota residents experienced about 35,000 hospitalizations for psychiatric 
care and nearly 10,000 hospitalizations for chemical dependency in 2006.  The numbers for psychiatric care and 
chemical dependency in Table 7 differ from Table 6, because Table 6 describes Minnesota hospitals (including 
treatment of patients from out of state), while Table 7 describes care for Minnesota residents (including care 
received out-of-state). 
 
Although psychiatric and chemical dependency care accounted for only about 7.2 percent of the total number of 
hospitalizations, together they accounted for about 13 percent of inpatient days at community hospitals and 20 
percent of all inpatient days (community hospitals and state operated facilities combined). About 93 percent of 
psychiatric admissions and 80 percent of chemical dependency admissions occurred at community hospitals; because 
lengths of stay at state operated facilities are much longer; however, community hospitals provided about 66 percent 
and 38 percent of total days of care for psychiatric and chemical dependency patients, respectively. 
 

Table 7 

Psychiatric and Chemical Dependency Hospitalizations of Minnesota Residents, 2006 
      

 
Number of 

Hospitalizations Percent 
Number of 

Patient Days Percent 

Average 
Length of 

Stay 
 (Number of  

Days) 

Community Hospitals        
Psychiatric Care 32,945 5.3% 267,594 11.1% 8.1
Chemical Dependency Care 7,837 1.3% 44,636 1.8% 5.7
Other Medical Care 579,412 93.4% 2,104,337 87.1% 3.6
Total 620,194 100.0% 2,416,567 100.0% 3.9

        
State Operated Services        

Psychiatric Care 2,445 55.2% 133,525 65.5% 57.5
Chemical Dependency Care 1,987 44.8% 70,306 34.5% 36.9
Total 4,432 100.0% 203,831 100.0% 48.2

        
All Facilities        

Psychiatric Care 35,390 5.7% 401,119 15.3% 11.5
Chemical Dependency 9,824 1.6% 114,942 4.4% 12.0
Other Medical Care 579,412 93.4% 2,104,337 80.3% 3.6
Total 624,626 100.7% 2,620,398 100.0% 4.2

 
Sources: MDH analysis of hospital discharge data (includes Minnesota residents hospitalized in neighboring states, 
except Wisconsin) and data from the Minnesota Department of Human Services. Psychiatric care for State Operated 
Services includes a small number of chemical dependency admissions. 
 
Most of the time, Minnesota residents receive hospital care in the same region of the state where they live. Residents 
of some parts of the state are more likely to travel outside their own region for care than others, as shown in Figure 
2. In general, Minnesotans are more likely to travel outside of their own region for psychiatric and chemical 
dependency hospital care than for other types of care. For example, Twin Cities residents are hospitalized in their 
own region about 90 percent of the time for psychiatric and chemical dependency care, compared to 97 percent of 
the time for other types of care.  
 
Twin Cities hospitals are also an important source of psychiatric and chemical dependency care to patients from 
across Minnesota and from other states. In 2006, about 11 percent of psychiatric admissions (nearly 2,000 total) at 
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Twin Cities facilities and 10 percent of chemical dependency admissions (560 total) were patients from outside of 
the Twin Cities region. 
 
The fact that patients travel outside of their own region more often for psychiatric and chemical dependency care 
than for other types of care could be viewed as one indicator of a shortage of capacity for psychiatric and chemical 
dependency care.4 However, it does not appear that the main reason why Twin Cities residents travel to receive 
psychiatric and chemical dependency care is insufficient capacity for these services in the Twin Cities: in 2006, the 
number of days of inpatient care at Twin Cities hospitals (all patients, regardless of where they live) exceeded the 
total number of days of inpatient care provided to Twin Cities residents (regardless of where these patients were 
hospitalized). This pattern is illustrated for all regions of the state in Figure 3. In this chart, a number higher than 1 
means that hospitals in the region provide more days of inpatient care than residents of the region receive; a number 
lower than 1 indicates that residents of the region use more care than the total number of days provided by hospitals 
in the region. In 2006, the number of days of care provided by Twin Cities hospitals exceeded the number of days 
provided to Twin Cities residents by three percent and six percent for psychiatric and chemical dependency care, 
respectively. The largest mismatches between needed care and care available in a region appear to be in the rural 
western half of the state (where residents commonly travel to urban areas in North and South Dakota for all care, 
not just mental health care). Patients who live in the Central region of the state travel to the Twin Cities about 30 
percent of the time to receive psychiatric care, 24 percent of the time for chemical dependency care, and 30 percent 
of the time for other types of care.  
 

Figure 2 
 

Percent of Minnesotans Receiving Hospital Care in Their Own Region 
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Source: MDH analysis of hospital discharge data and data from state operated facilities; includes travel to neighboring states except Wisconsin.

 
                                                 
4 This analysis of travel patterns is based on 2006 hospitalizations, and existing Twin Cities hospitals have recently added or plan to 
add at least 32 psychiatric beds in 2008, an increase of 4% to existing inpatient psychiatric capacity in the Twin Cities. In addition, the 
state operated system of behavioral health care was still transitioning to its new model of small community behavioral health hospitals 
in 2006 so these data do not reflect the current state operated system. 
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Figure 3 
 

Ratio of Inpatient Days in Region to Inpatient Days for Region Residents  
(Community Hospitals Only) 
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Source: MDH analysis of hospital discharge data (community hospitals only).

 
Among Twin Cities patients who leave the region for psychiatric care, most are admitted to facilities in neighboring 
regions: in 2006, 31 percent were hospitalized in Central Minnesota (618 total patients) and 22 percent (444 
patients) were treated in the Southeast region. About 150 psychiatric patients from the Twin Cities were 
hospitalized outside of Minnesota (0.8 percent), including a total of 107 in North Dakota in 2006. Chemical 
dependency patients from the Twin Cities who are hospitalized elsewhere were treated at facilities that were more 
scattered throughout Minnesota and neighboring states.  
 
Figure 4 illustrates travel patterns for psychiatric and chemical dependency hospital care compared to other types of 
care separately by age group. For all types of care, patients from the Twin Cities were far more likely to receive care 
within their own region than patients from Greater Minnesota. Children and adolescents living in Greater 
Minnesota were the most likely to travel outside their own region for psychiatric and chemical dependency care, 
because there is very little hospital capacity in Greater Minnesota for these services.  
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Figure 4 
 

Percent of Patients Hospitalized in Their Own Region, by Age Group 
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Source: MDH analysis of hospital discharge data, including surrounding states except Wisconsin. Does not include 
Minnesota state operated facilities. The number of children receiving chemical dependency treatment is too small to 
analyze.

 
If new beds are needed, is the proposed facility the best way to meet this need? One concern 
about the proposed hospital that was raised in comments submitted to MDH was about the fact that the hospital 
would only be able to serve patients who are medically stable. In other words, if a patient has conditions requiring 
medical care in addition to psychiatric or chemical dependency conditions, the patient would need to be treated at 
another hospital.  
 
MDH’s analysis of hospital discharge claims shows that it is common for patients with psychiatric and chemical 
dependency conditions to have other medical conditions as well. Of over 31,000 admissions for psychiatric care, 
over 80 percent had at least one non-mental health diagnosis listed. With the information available to MDH, it is 
not possible to know what portion of this 80 percent of psychiatric and chemical dependency patients would be 
ineligible to be treated at the proposed Prairie St. John’s Woodbury hospital, because it is unknown how many of 
these other medical conditions were severe enough to require hospitalization. 
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In response to the concerns raised about the proposed hospital’s ability to treat medically complex patients, Prairie 
St. John’s noted that other area hospitals providing psychiatric and chemical dependency treatment do not currently 
offer ‘‘medical-psychiatry’’ units where patients with medical conditions are treated on a psychiatric unit, and 
suggested that it would be unfair to hold Prairie St. John’s to a stricter standard than other facilities are currently 
meeting. While it is true that psychiatric patients with medical complications are usually treated on a medical unit 
rather than a psychiatric unit, they are usually transferred to a psychiatric unit once their medical condition has 
stabilized sufficiently; when this transfer takes place within a hospital (rather than between hospitals as would be 
necessary for Prairie St. John’s), continuity of care can be maintained more easily for the patient. 
 
Are there alternatives to adding new beds to the system that would serve patients better? In 
the process of reviewing this application, MDH received several comments that questioned whether the addition of 
new hospital capacity is the right solution to the problem of high occupancy rates at existing facilities, delays in 
patients’ ability to receive timely care, and patients’ having to travel long distances to receive inpatient psychiatric 
and chemical dependency care.  
 
Specifically, there is evidence that 1) many hospital stays may be prevented with more appropriate early 
intervention, and 2) many hospital stays are unnecessarily prolonged by the lack of appropriate services in the 
community for patients to be safely discharged. A 2007 study involving all of the Twin Cities hospitals with 
inpatient psychiatric units found that 40 to 50 patients per month are admitted to the hospital due to a lack of 
access to less intensive resources, while 240 to 250 patients per month have ‘‘non-acute’’ days in the hospital for 
other reasons such as a lack of intensive residential treatment beds; the total number of non-acute days was 
estimated at 2,000 to 2,100 days per month. In total, the study found that with adequate ‘‘intermediate resources’’ 
approximately 45,000 inpatient bed days could be freed up for other uses, serving up to 2,733 additional patients 
per year.5  
 
Notably, MDH’s analysis for this report indicates that 2,576 patients from the Twin Cities region traveled 
elsewhere to receive psychiatric and chemical dependency care in 2006 --- in other words, ensuring that adequate 
intermediate resources are available could, in theory, eliminate the need for Twin Cities patients to travel outside the 
region for inpatient mental health care. For practical purposes, however, it is unlikely that this potential will be fully 
realized in the short term, because it will take time to transform the mental health care delivery system in ways that 
better serve patients. 
  
In 2007, the Minnesota Legislature passed a comprehensive initiative aimed at transforming the state’s mental 
health care system in ways that improve the availability, quality, and accountability of mental health care within the 
state. This legislation was the result of years of collaborative work among multiple stakeholders on ways to improve 
the way that the mental health system serves Minnesotans, and progress toward implementing these reforms was the 
subject of a recent Minnesota Department of Human Services report to the Legislature.6  Investments in both child 
and adult crisis services were a significant part of this initiative. 
 
Factor 2: The financial impact of the new hospital or hospital beds on existing acute-care 
hospitals that have emergency departments in the region 
 
The financial impact that Prairie St. John’s proposed Woodbury hospital would have on existing hospitals depends 
on several factors. One factor that will play a role is the types of insurance that their patients have; since Prairie St. 
John’s will accept patients with all types of insurance, its policies about which payment sources to accept will not 
have an impact on existing hospitals that provide psychiatric and chemical dependency care. However, Prairie St. 
John’s would be ineligible to contract with the Minnesota Department of Human Services for extended psychiatric 
                                                 
5 HealthPartners, Allina Hospitals and Clinics, and HealthEast Care System, “Psychiatric Patient Flow Study,” March 2007. 
6 Minnesota Department of Human Services, “Mental Health Service Delivery and Finance Reform: Case Management Roles and 
  Functions of Counties and Health Plans,” February 2008. 
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hospitalizations as DHS does with other hospitals; the patients who need extended hospitalization are usually the 
most difficult psychiatric patients to treat and accounted for about 7 percent of inpatient hospital psychiatric days 
paid for by state public programs in 2006. 
 
Compared to patients who are hospitalized for other conditions, people who are hospitalized for psychiatric and 
chemical dependency conditions are much more likely to have insurance through Medicaid, as shown in Table 8; an 
estimated 25 percent of psychiatric admissions and 24 percent of chemical dependency admissions in 2006 were 
paid for by Medicaid, compared to 12 percent of hospital admissions for other conditions.  
 
 

Table 8 
Hospital Admissions by Payer and Patient's Region of Residence, 2006 

 

 Private / 
Commercial Medicaid Other Public 

Non Medicaid Other All 
Payers 

Psychiatric Admissions                 
Twin Cities Metro 7,782 41.9% 4,390 23.6% 4,883 26.3% 1,510 8.1% 18,565
Greater Minnesota 5,334 37.1% 3,892 27.1% 3,696 25.7% 1,458 10.1% 14,380
Outside of Minnesota 626 37.0% 401 23.7% 389 23.0% 277 16.4% 1,693
All Locations 13,742 39.7% 8,683 25.1% 8,968 25.9% 3,245 9.4% 34,638

                 

Chemical Dependency                 
Twin Cities Metro 2,648 49.5% 1,205 22.5% 1,013 18.9% 484 9.0% 5,350
Greater Minnesota 982 39.5% 688 27.7% 551 22.2% 266 10.7% 2,487
Outside of Minnesota 120 38.1% 66 21.0% 64 20.3% 65 20.6% 315
All Locations 3,750 46.0% 1,959 24.0% 1,628 20.0% 815 10.0% 8,152

                 

Other Services                 
Twin Cities Metro 147,074 49.7% 39,599 13.4% 89,114 30.1% 19,882 6.7% 295,669
Greater Minnesota 127,290 44.9% 28,710 10.1% 104,515 36.8% 23,228 8.2% 283,743
Outside of Minnesota 18,799 47.1% 3,985 10.0% 14,125 35.4% 3,020 7.6% 39,929
All Locations 293,163 47.3% 72,294 11.7% 207,754 33.5% 46,130 7.4% 619,341

 
Source: MDH analysis of hospital discharge data (community hospitals only) 
 
The fact that the proposed hospital would be unable to treat medically complex patients is an additional factor that 
means it would attract a patient population that is less complicated than average; the average level of complexity of 
patients at existing hospitals would likely increase as a result. Because hospitals are typically paid a flat fee per 
admission based on a patient’s diagnosis, an increase in the average level of the medical complexity of patients served 
by other hospitals would have a negative financial impact on these hospitals. 
 
Factor 3: How the new hospital or hospital beds will affect the ability of existing hospitals in 
the region to maintain existing staff 
 
Prairie St. John’s estimates that staffing the first phase of the proposed hospital will require 71 full-time equivalent 
(FTE) employees.  When the hospital expands to its full proposed capacity of 144 beds, a total of 106 FTEs will be 
required. Table 9 shows the numbers of each type of professional that Prairie St. John’s estimated would be needed 
to staff the proposed hospital. 
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Table 9 
   

Proposed Hospital Staffing Needs 
(Full-Time Equivalents) 

   
 Phase 1 Phase 2 
 (96 beds) (144 beds) 
   
Registered nurses (RNs) 24 36 
Advanced practice RNs 2 3 
Licensed practical nurses 8 12 
Social workers 12 18 
Activity therapists 8 12 
Psychiatrists 6 9 
Psychologists 5 7 
Pharmacists 3 4 
Pharmacy technicians 2 3 
Physician assistants 1 2 
Total 71 106 

 
     Source: Prairie St. John’s submission 

 
While it is impossible to predict the specific workforce shifts that may occur from existing hospitals in the area, 
several factors are likely to play a role. For example, some people living in the Woodbury area who are currently 
employed at other hospitals may find it an attractive opportunity to work closer to home; on the other hand, 
employees who are currently union members may not find the potential loss of seniority by moving to a new 
employer worth the tradeoff.  
 
Overall, there are significant mental health workforce shortages in Minnesota. Of Minnesota’s 87 counties, 70 are 
designated Mental Health Professional Shortage Areas. Results from a 2007 survey of Greater Minnesota health care 
employers show that the vacancy rate for psychiatrists (16.8%) was higher than any other physician specialty; 
respondents to this survey reported that it takes nearly 20 months to fill psychiatry vacancies.7 Minnesota also has 
fewer psychiatrists per capita than the national average: there were an estimated 9.5 practicing psychiatrists per 
100,000 population in Minnesota in 2005 (compared to 12.1 nationally), and 6.1 child psychiatrists per 100,000 
children (compared to 8.0 nationally).8  As noted earlier, however, the usefulness of these types of comparisons is 
limited, because the need for services is not necessarily the same in Minnesota as in other states or nationally.  
 
Although the Twin Cities metropolitan area is not designated a mental health workforce shortage area, construction 
of the proposed Prairie St. John’s hospital in Woodbury would create additional competition for existing workforce 
resources in the Twin Cities and other parts of the state as well. In addition to creating potential difficulties for 
existing hospitals to serve their mental health and chemical dependency patients, more intense competition for staff 
would likely drive up wages at all hospitals, contributing to rising health care costs. 
 
In previous reviews of proposals to construct new hospitals, MDH has concluded that because the additional 
capacity in the proposed new facility was small relative to the total capacity at existing facilities, the proposed new 
facility would not likely have a large negative impact on existing hospitals’ ability to maintain their workforce.  If 
viewed in the context of the hospital system as a whole, the proposed addition of 144 beds to the over 5,700 staffed 
hospital beds in the Twin Cities metropolitan region represents an increase of only 2.5 percent to the existing 

                                                 
7 Minnesota Department of Health, Office of Rural Health and Primary Care, “Greater Minnesota Health Professional Demand Survey 
  2007,” December 2007. 
8 2006 Area Resource File, data from American Medical Association Physician Masterfile. Although this is widely considered the best  
  source of comparative data on physician workforce, it suffers from some of the same limitations as the American Hospital  
  Association survey discussed earlier. 
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system. Given the highly specialized staffing needs of a psychiatric hospital, however, in this case it is probably more 
appropriate to view the proposal in the context of its size relative to the existing mental health and chemical 
dependency capacity of existing hospitals. At a proposed capacity of 144 beds, Prairie St. John’s would be the third 
largest hospital provider of behavioral health services in Minnesota, behind the University of Minnesota Medical 
Center - Fairview (217 beds) and Anoka-Metro Regional Treatment Center (175 beds). Because the addition of 
these beds would increase the current number of Twin Cities psychiatric and chemical dependency beds by about 
15 percent, its impact on the ability of existing hospitals in the region to maintain their behavioral health workforces 
would likely be significant.  
 
In conducting its review of this proposal, MDH received several comments from existing hospitals expressing 
concern that the proposal would have a negative impact on their ability to recruit and maintain staff. Some noted 
that there is a particularly severe shortage of child and adolescent psychiatrists, as well as a trend toward a preference 
for practicing in outpatient instead of inpatient settings that is also making it difficult for hospitals to recruit and 
maintain adequate staff. 
 

Factor 4: The extent to which the new hospital or hospital beds will provide services to 
nonpaying or low-income patients relative to the level of services provided to these groups by 
existing hospitals in the region 
 
Prairie St. John’s currently operates a specialty psychiatric hospital in Fargo, North Dakota. In its application for 
public interest review, Prairie St. John’s stated that it would commit to providing the same level of uncompensated 
care at the proposed Woodbury hospital that it provides in Fargo. 
 
Like many hospitals, Prairie St. John’s charity care policy establishes a sliding scale for free or discounted care. 
Uninsured patients with family income below federal poverty guidelines ($21,200 for a family of four in 2008) are 
eligible to receive free care. Discounts are provided on a sliding scale for patients with incomes up to 400 percent of 
federal poverty guidelines. Prairie St. John’s also discounts charges by 25 percent for all self-pay patients, regardless 
of income. 
 
When reporting on charity care, bad debt, and total uncompensated care, MDH typically uses a measure that 
adjusts charges to approximate hospitals’ actual cost of providing care, in order to provide estimates that are the 
most meaningful and comparable across hospitals. In 2006, Minnesota hospitals provided a total of about $208 
million in uncompensated care, or 2.0 percent of their operating expenses. In the Twin Cities metropolitan area, 
total hospital uncompensated care in 2006 was $128 million, representing 2.2 percent of operating expenses. As 
shown in Table 10, charity care represented 1.0 percent of operating expenses at Twin Cities hospitals in 2006, 
while bad debt accounted for 1.1 percent of expenses.  
 

Table 10 
Cost of Charity Care, Bad Debt and Total Uncompensated Care, 2006 

   

 Charity Care Bad Debt 

Total 
Uncompensated 

Care 
      
Millions of dollars:      
   Minnesota hospitals $91.2 $116.5 $207.6
   Twin Cities hospitals $60.6 $67.5 $128.1
   Prairie St. John's, Fargo $0.2 $1.6 $1.8
      
As % of operating expenses:    
   Minnesota hospitals 0.9% 1.1% 2.0%
   Twin Cities hospitals 1.0% 1.1% 2.2%
   Prairie St. John's, Fargo 0.7% 6.2% 6.9%
Charges adjusted by cost-to-charge ratio 

 
Source: Prairie St. John’s submission and MDH, Health Care Cost Information System 
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Compared to averages for Twin Cities and Minnesota hospitals, Prairie St. John’s Fargo hospital reports a relatively 
high level of uncompensated care. In 2006, Prairie St. John’s cost of providing uncompensated care was 6.9 percent 
of its operating expenses. Among Minnesota hospitals, only Hennepin County Medical Center reports a higher level 
of uncompensated care as a share of operating expenses. Compared to Minnesota hospitals, however, a large share of 
Prairie St. John’s uncompensated care was bad debt --- nearly 90 percent, compared to about 56 percent for 
Minnesota hospitals in 2006. One reason for this difference may be that Prairie St. John’s accounts for its self-pay 
discounts as bad debt, while Minnesota hospitals report these discounts separately and do not count them as 
uncompensated care. In addition, Prairie St. John’s is in the process of re-stating its charity care and bad debt for 
2006, since the split between these two categories was not accounted for consistently with earlier years (in 2004 and 
2005, bad debt represented 70 percent and 62 percent of total uncompensated care, respectively).  
 
All current Minnesota hospitals have signed an agreement with the Attorney General that standardizes debt 
collection practices and establishes discounts for uninsured patients with family incomes less than $125,000 per year 
based on the discount that the hospital provides to its largest private payer. If the Legislature chooses to grant an 
exception to the hospital construction moratorium to Prairie St. John’s, it may wish to consider whether there 
should be an expectation that Prairie St. John’s adopt similar policies. Although it is affiliated with the Catholic 
Health Association, Prairie St. John’s is a for-profit entity that does not have explicit obligations to provide 
community benefit like nearly all current Minnesota hospitals. 
 
As noted earlier in this report, the proposed Prairie St. John’s Woodbury hospital would accept patients from all 
payer sources; however, because the Prairie St. John’s Woodbury hospital would be classified as an IMD, the state 
would lose federal matching funds on all services (not just inpatient psychiatric or chemical dependency services) 
provided to Medicaid fee-for-service enrollees between the ages of 21 and 64. Although Prairie St. John’s has 
committed to accepting patients from public programs, because of the loss of federal matching payments the cost to 
the state will be about twice as high when these Medicaid enrollees receive services at Prairie St. John’s compared to 
other hospitals that are not IMDs. 
 
The proposed hospital would be subject to the same federal requirement to provide emergency stabilizing treatment 
to patients regardless of their ability to pay that applies to other Minnesota hospitals,9 although the fact that the 
proposed hospital would have only limited ability to provide treatment for medical conditions will likely have an 
impact on the number of cases subject to this requirement. For example, ambulances or law enforcement officials 
may be less likely to bring patients in crisis to a site with limited medical capabilities when other options are 
available. In addition, some of the comments that MDH received about this proposal expressed concern about the 
accessibility of the hospital location for people who must rely on public transportation. 
 
Factor 5: The views of affected parties 
 
In conducting the public interest review of Prairie St. John’s proposal, MDH solicited the views of affected parties 
through a process that included a letter to all hospital administrators in the Twin Cities and all administrators of 
Minnesota hospitals that offer psychiatric and chemical dependency care, a notice in the State Register, and a public 
meeting held in Woodbury on January 22, 2008. MDH received numerous written comments on the proposal; 
copies of the comments submitted to MDH are included in Appendix 2 of this report. 
 
Several themes emerged from the public comments on the proposal: 
 
• Many people shared personal stories of difficulty getting timely and appropriate mental health care, including 

long waits in emergency rooms, having to travel long distances to be admitted to a hospital, and other 

                                                 
9 This requirement is referred to as EMTALA, which includes the Emergency Medical Treatment and Labor Act (42 U.S.C. 1395dd) 
and associated regulations. 
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frustrating experiences with the mental health care system. In particular, people noted that it can be much more 
frustrating to find appropriate care for mental health conditions than for other types of medical conditions. 

 
• Comments from rural hospitals reinforced the evidence that patients sometimes travel long distances to receive 

care. Rural hospital executives noted that they frequently receive patients from the Twin Cities area and get 
many calls seeking open beds for patients from the Twin Cities. 

 
• As noted elsewhere in this report, hospitals that currently provide psychiatric and chemical dependency services 

expressed concerns that the proposed facility would have a negative financial impact on them and contribute to 
workforce shortages, perhaps jeopardizing their ability to maintain their current level of services.  
 

o Some comments expressed concern about the proposed hospital’s participation in Medicaid and its 
obligation to accept all patients regardless of funding source. 

 
• Several comments emphasized the need for an integrated approach to mental health care, with attention to 

ensuring that appropriate services are available to reduce the need for hospitalization. Some expressed concern 
about the proposed hospital’s ability to care for medically unstable patients. 

 
• Transporting patients to distant facilities places a strain on the budgets of law enforcement and emergency 

medical services and diverts resources that are needed elsewhere. 
 
• Finally, MDH received comments that Prairie St. John’s is a good corporate and community citizen, and that 

the proposal would have a positive economic impact on the City of Woodbury. 
 
Section 4: Discussion and Finding 
 
Minnesota’s mental health system has undergone significant change over the past several years, with coordinated and 
comprehensive efforts to make the system more patient-centered, more integrated, and better able to provide 
patients with the right level of care at the right time and in the right setting. The 2007 Legislature passed a major 
mental health initiative aimed at improving the availability, quality, and accountability of mental health care within 
Minnesota. If successful, many of the efforts currently under way will reduce the number of hospitalizations. 
 
Based on the stories shared by individuals, the data analysis conducted by MDH for this review, and other available 
information, it is clear that the mental health care system in Minnesota does not always serve patients well. Patients 
do sometimes have to travel long distances to receive care, they do experience long waits in emergency rooms due to 
the lack of available beds, and they do not always have access to appropriate intermediate levels of care that could 
prevent hospitalization and/or  the need for an unnecessarily long and expensive hospital stay. The biggest challenge 
in making a finding about whether an exception to the hospital construction moratorium should be granted is 
deciding whether the addition of new beds in a specialty hospital is a good solution to these problems. 
 
MDH has based its finding in this review on the following conclusions: 
 
• Although the addition of some inpatient bed capacity could relieve congestion at existing hospitals, available 

evidence does not indicate that there is insufficient capacity in the Twin Cities: 
 

o While Twin Cities residents travel outside the region more often for psychiatric and chemical 
dependency care than they do for other types of care, most (90 percent) are treated at local hospitals;  
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o Existing Twin Cities hospitals have recently added or will be adding 32 psychiatric beds and 4 chemical 
dependency beds in 2008, increasing capacity by 4 percent and 3 percent for inpatient psychiatry and 
chemical dependency, respectively; 

 
o Twin Cities hospitals currently provide more days of inpatient psychiatric and chemical dependency care 

to patients from other regions than the number of days of care in other regions provided to Twin Cities 
residents. This fact suggests that if there is a shortage of capacity, it may be best addressed by adding 
capacity elsewhere. In particular, Twin Cities hospitals care for significant numbers of psychiatric 
patients from Central Minnesota (representing nearly 5 percent of their psychiatric admissions); 

 
o Strategies to increase the availability of intermediate resources are believed to have substantial potential 

to free up inpatient capacity for patients who need this level of care. If successful, these strategies would 
represent a more patient-centered, less expensive solution to the problem of crowding in hospital mental 
health units; 

 
● The scale of the proposed project is large relative to any documented need for additional inpatient mental health 

beds in the Twin Cities. Information submitted by Prairie St. John’s shows an estimated 3,400 admissions per 
year at the proposed new hospital after its first year of operation, growing to 5,100 admissions per year after the 
proposed expansion to 144 beds. 

 
o Data for 2006 show that about 2,600 patients from the Twin Cities traveled to other parts of Minnesota 

or out of state to receive psychiatric or chemical dependency hospital care. 
 

o Additional capacity (32 psychiatric beds and 4 chemical dependency beds) is already being added by 
existing Twin Cities hospitals in 2008.  These new beds could serve an estimated 1,400 additional 
patients from the Twin Cities.10  Assuming that current travel patterns are similar to what they were in 
2006, this would reduce the number of Twin Cities patients who travel outside the region to receive care 
from 2,600 to about 1,200. 

 
o Even if current strategies to increase the availability of crisis services and other intermediate resources fail 

to reduce the need for hospitalization, Prairie St. John’s proposal seeks legislative approval to add 
capacity in an amount that is as much as three to four times the level of documented need for services in 
the Twin Cities.11  

 
• The inability of the proposed hospital to accept medically complex patients is a concern in terms of its likely 

negative impact on existing hospitals and its potential impact on continuity of care for patients with medical 
conditions; 

 
• Compared to adding capacity at an existing full-service hospital, building a specialty psychiatric hospital would 

have a negative fiscal impact on the state budget; and 
 
• To a significant degree, the current lack of availability of timely and appropriate mental health care appears to be 

driven by workforce shortages, particularly a shortage of psychiatrists. This is a challenge that is being 
experienced nationally, not just in Minnesota. The size of the proposed hospital relative to the existing inpatient 

                                                 
10 Assuming 90 percent occupancy, as Prairie St. John’s assumes, average lengths of stay for psychiatric and chemical dependency 
   care as shown in Table 7 for community hospitals, and 90 percent of additional admissions being patients from the Twin Cities. 
11 This is the difference between the 3,400 to 5,100 patients that would be served annually at the proposed hospital and the 1,200  
    patients that are estimated to travel to other regions after new capacity is added at existing Twin Cities hospitals. 
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mental health capacity in the Twin Cities is sufficiently large that it would likely have a negative effect on 
existing hospitals’ ability to maintain their staff. 

 
Finding: For the reasons listed above, MDH finds that Prairie St. John’s proposal to build a specialty psychiatric 
hospital in Woodbury is not in the public interest. 
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Appendix 1: Detailed Tables 
 
 
Appendix Table 1: Minnesota Inpatient Bed Capacity for Psychiatric Care and Chemical Dependency Services, 
 2008 
 
Appendix Table 2:  Utilization of Psychiatric Services, 2006 
 
Appendix Table 3:  Percent of Hospital Admissions - Patient Region by Provider Region for Psychiatric Care, 
 Chemical Dependency and Other Medical Services (2006) 
 
Appendix Table 4:  Hospitalization Destination for Minnesota Patients that Travel --- Psychiatric Care, Chemical 
 Dependency and Other Services (2006) 
 
Appendix Table 5: Percent of Hospital Patient Days - Patient Region by Provider Region for Psychiatric Care,  
 Chemical Dependency and Other Medical Services (2006)
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Appendix Table 1: Minnesota Inpatient Bed Capacity for Psychiatric Care and Chemical 

Dependency Services, 2008 
 

Community Hospitals 

      
Psychiatric Inpatient 

Care 
Chemical 

Dependency Care 

Hospital Name  Hospital 
City Region Currently 

Staffed Capacity Currently 
Staffed Capacity 

Abbott Northwestern Hospital Minneapolis 
Twin Cities 
Metro 93 93     

Fairview Southdale Hospital Edina 
Twin Cities 
Metro 18 18     

Hennepin County Medical 
Center Minneapolis 

Twin Cities 
Metro 102 102     

Mercy Hospital Coon Rapids 
Twin Cities 
Metro 32 32     

North Memorial Medical 
Center Robbinsdale 

Twin Cities 
Metro 26 26     

Regina Medical Center Hastings 
Twin Cities 
Metro 10 10     

St. Joseph's Hospital St. Paul 
Twin Cities 
Metro 40 40 32 32

Regions Hospital St. Paul 
Twin Cities 
Metro 96 96     

United Hospital St. Paul 
Twin Cities 
Metro 60 60     

Unity Hospital Fridley 
Twin Cities 
Metro 15 15 24 24

University of Minnesota 
Medical Center - Fairview Minneapolis 

Twin Cities 
Metro 170 170 47 47

Cambridge Medical Center Cambridge Central 14 14 12 12
St. Cloud Hospital St. Cloud Central 34 34     
St. Joseph's Medical Center Brainerd Central 22 22 7 7
Fairview University Medical 
Center - Mesabi Hibbing Northeast 32 32     
Miller-Dwan Medical Center Duluth Northeast 53 53     
St. Luke's Hospital Duluth Northeast 22 22     
North Country Health Services Bemidji Northwest 12 12     

Northwest Medical Center 
Thief River 
Falls Northwest 10 10     

Hutchinson Area Health Care Hutchinson South Central 12 12     
Immanuel St. Joseph's - Mayo 
Health System Mankato South Central 8 15     
Meeker County Memorial 
Hospital Litchfield South Central 8 8     
New Ulm Medical Center New Ulm South Central 10 10 10 10
Winona Community Memorial 
Hospital Winona Southeast 8 8     
Owatonna Hospital Owatonna Southeast 10 10     
Austin Medical Center - Mayo 
Health System Austin Southeast 12 12     
Mayo Psychiatry and 
Psychology Treatment Center Rochester Southeast 71 108     
Rice Memorial Hospital Willmar Southwest 8 8     
Avera Marshall Regional Marshall Southwest 10 10     
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Medical Center 
Worthington Regional Hospital Worthington Southwest 10 10     
Lake Region Healthcare 
Corporation Fergus Falls West Central 14 14     
Total, Community Hospitals     1,042 1,086 132 132

STATE OPERATED FACILITIES 
Anoka Metro State Operated 
Hospital Anoka Metro 175 175     
Community Behavioral Health 
Hospitals             

Annandale Annandale Central 12 16     
Wadena Wadena Central 6 16     
Baxter Baxter Central 16 16     
Cold Spring Cold Spring Central 10 16     
Bemidji Bemidji Northwest 8 16     
St. Peter St. Peter South Central 16 16     
Rochester Rochester Southeast 16 16     
Willmar Willmar Southwest 14 16     
Alexandria Alexandria West Central 12 16     
Fergus Falls Fergus Falls West Central 12 16     

Children & Adolescent 
Behavioral Health Services             

Willmar Willmar Southwest 26 37     
Community Addiction 
Recovery Enterprise             

Anoka Anoka 
Twin Cities 
Metro     36 45

Brainerd Brainerd Central     60 96
Carlton Carlton Northeast     40 40
St. Peter St. Peter South Central     36 38
Willmar Willmar Southwest     51 92
Fergus Falls Fergus Falls West Central     60 90

Total, State Operated 
Services Facilities     323 372 283 401
          
Total Psychiatric Beds     1,365 1,458 415 533
       
Includes beds that will become operational in early 2008 

 
Source: MDH, telephone survey of hospitals with a psychiatric or chemical dependency unit; Minnesota Department of 
Human Services 
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Appendix Table 2: Utilization of Psychiatric Services, 2006 

 

Hospital Name City Admissions Patient 
Days 

Average 
Length of 

Stay (days) 

Twin Cities Metro Region         
Abbott Northwestern Hospital Minneapolis 3,062 23,103 7.5
Anoka-Metro Regional Treatment Center Anoka 675 65,624 97.2
Fairview Southdale Hospital Edina 922 5,566 6.0
Hennepin County Medical Center Minneapolis 1,778 29,133 16.4
Mercy Hospital Coon Rapids 1,016 9,813 9.7
North Memorial Medical Center Robbinsdale 1,261 8,521 6.8
Regina Medical Center Hastings 222 2,576 11.6
Regions Hospital St. Paul 2,481 28,515 11.5
St. Joseph's Hospital St. Paul 1,211 10,770 8.9
United Hospital St. Paul 1,899 17,417 9.2
University of Minnesota Medical  
Center - Fairview Minneapolis 4,153 39,599 9.5
Total 18,680 240,637 17.7

       
Central Region       

Brainerd Regional Treatment Center Brainerd 465 23,673 50.9
CABHS-Brainerd Brainerd 295 9,865 33.4
Cambridge Medical Center Cambridge 697 4,443 6.4
St. Cloud Hospital St. Cloud 1,251 7,418 5.9
St. Joseph's Medical Center Brainerd 717 4,985 7.0
Total 3,425 50,384 20.7

       
Northeast Region       

Eveleth Eveleth 70 3,279 46.8
Fairview University Medical Center - Mesabi Hibbing 1,027 8,037 7.8
Miller-Dwan Medical Center Duluth 2,592 15,880 6.1
St. Luke's Hospital Duluth 985 5,459 5.5
Total 4,674 32,655 16.6

       
Northwest Region       

North Country Health Services Bemidji 244 2,531 10.4

Northwest Medical Center 
Thief River 
Falls 435 2,747 6.3

Total 679 5,278 8.3
       
South Central Region       

CBHH-St. Peter St. Peter 28 403 14.4
Hutchinson Area Health Care Hutchinson 675 3,743 5.5
Immanuel St. Joseph's - Mayo Health System Mankato 635 3,024 4.8
Meeker County Memorial Hospital Litchfield 158 1,825 11.6
New Ulm Medical Center New Ulm 341 2,513 7.4
St. Peter Regional Treatment Center St. Peter 185 7,007 37.9
Total 2,022 18,515 13.6
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Southeast Region       
Austin Medical Center - Mayo Health System Austin 371 2,740 7.4
Mayo Psychiatry and Psychology Treatment Rochester 2,741 22,690 8.3
Owatonna Hospital Owatonna 352 2,483 7.1
Winona Community Memorial Hospital Winona 453 2,053 4.5
Total 3,917 29,966 6.8

       
Southwest Region       

CABHS-Willmar Willmar 184 9,015 49.0
Rice Memorial Hospital Willmar 212 1,676 7.9
Willmar Regional Treatement Center Willmar 497 18,686 37.6
Worthington Regional Hospital Worthington 299 1,715 5.7
Total 1,192 31,092 25.1

       
West Central Region       

Lake Region Healthcare Corporation Fergus Falls 295 2,379 8.1
Fergus Falls Regional Treatment Center Fergus Falls 38 1,894 49.8
CBHH-Alexandria Alexandria 60 1,069   
Total 393 5,342 29.0

       
TOTAL  34,982 413,869 11.8
     
CBHH is Community Behavioral Health Hospital 
CABHS is Children and Adolescent Behavioral Health Services 

 
Sources: MDH, Health Care Cost Information System; Minnesota Department of Human Services 
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Appendix Table 4: Hospitalization Destination for Minnesota Patients that Travel –  

Mental Health, Chemical Dependency and Other Services (2006) 
 

Greater Minnesota Patients Twin Cities Metro Patients 
HOSPITAL REGION Hospitalized in 

Adjoining Region 
Hospitalized in  

Non Adjoining Region 
Hospitalized in 

Adjoining Region 
Hospitalized in Non 
Adjoining Region 

Psychiatric Care               
Twin Cities Metro 1,229 34.8% 135 13.2% n/a 
Central 195 5.5% 19 1.9% 511 37.9% 

n/a 

Northeast 344 9.7% 34 3.3% 232 52.3%
Northwest 72 2.0% n/a 

n/a 
** 

South Central 251 7.1% 11 1.1% 392 29.1% 
Southeast 208 5.9% 113 11.1% 444 33.0% 

n/a 

Southwest 64 1.8% 18 1.8% 53 11.9%
West Central 36 1.0% 0 0.0% 7 1.6%
North Dakota 663 18.8% 613 60.0% 107 24.1%
South Dakota 466 13.2% 52 5.1% 16 3.6%
Iowa ** 0 0.0% n/a 
Other State / Location n/a 27 2.6%

n/a 

26 5.9%
All Regions 3,529 100.0% 1,022 100.0% 1,347 100.0% 444 99.3%
                  
Chemical Dependency               
Twin Cities Metro 317 47.1% 44 23.0% n/a 
Central 44 6.5% ** 122 68.9% 

n/a 

Northeast 30 4.5% ** n/a 10 18.9%
Northwest 12 1.8% n/a ** 
South Central 11 1.6% n/a 17 9.6% 
Southeast ** 8 4.2% 38 21.5% 

n/a 

Southwest 8 1.2% ** ** 
West Central ** n/a ** 
North Dakota 205 30.5% 124 64.9% 26 49.1%
South Dakota 29 4.3% n/a ** 
Iowa ** ** ** 
Other State / Location 0 0.0% 6 3.1%

n/a 

8 15.1%
All Regions 673 97.5% 191 95.3% 177 100.0% 53 83.0%
                  
Other Services               
Twin Cities Metro 32,098 53.2% 6,364 33.8% n/a 
Central 4,481 7.4% 49 0.3% 3,334 50.6% 

n/a 

Northeast 1,978 3.3% 107 0.6% 436 5.5%
Northwest 2,368 3.9% 37 0.2%

n/a 
88 1.1%

South Central 1,782 3.0% 27 0.1% 188 2.9% 
Southeast 3,948 6.5% 3,261 17.3% 3,073 46.6% 

n/a 

Southwest 517 0.9% 30 0.2% 79 1.0%
West Central 1,065 1.8% 15 0.1% 131 1.6%
North Dakota 6,728 11.1% 8,260 43.8% 118 1.5%
South Dakota 4,995 8.3% 292 1.6% 74 0.9%
Iowa 397 0.7% 57 0.3% 97 1.2%
Other State / Location n/a 339 1.8%

n/a 

1,355 17.0%
All Regions 60,357 100.0% 18,838 100.0% 6,595 100.0% 7,950 29.9%
 
**Data suppressed because of small cell size       
 
Source: MDH analysis of hospital discharge data 
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Appendix 2: Public Comments on the Proposal 
 
 

Health Care Provider Organization Comments 
 
Douglas County Hospital 
East Metro Adult Crisis Stabilization Program 
Fairview Health Services 
HealthEast Care System 
Hennepin County Medical Center 
Hutchinson Area Health Care 
Mental Health America of North Dakota 
Minnesota Chapter, American College of Emergency Physicians 
Minnesota Medical Association 
Monticello-Big Lake Community Hospital 
Regions Hospital 
Rice Memorial Hospital 
Riverwood HealthCare Center 
Worthington Regional Hospital 

 
 

Other Comments 
 
Charlene Myklebust, Psy. D. 
City of Fargo 
City of Woodbury 
Deborah Simmons 
Diane Preston 
Donna-Gail Wilcock 
Eleanor Daly 
Judith and Todd Johnson 
Mary Hertaus 
Minnesota Pipe Trades Association 
Todd Johnson, RN 
























































































