
October 19, 2023 

 

The Honorable Chiquita Brooks-LaSure, Administrator 

U.S. Department of Health and Human Services 

Centers for Medicare & Medicaid Services  

 

Dear Administrator Brooks-LaSure: 

 

The undersigned organizations write in support of the request from the American Delirium Society, that 

causally specified delirium (F05, F1x.x21, F1x.231) be designated as a major complication or comorbidity 

(MCC), which would make its complexity designation consistent with toxic (G92) and metabolic (G93.41) 

encephalopathy (TME).  Delirium, (currently specified as a complication or comorbidity (CC)) and 

encephalopathy are often used interchangeably and refer to a shared set of acute neurocognitive 

conditions that require additional resources to treat.  They both describe core symptoms of impairment 

of level of consciousness and cognitive change caused by a medical condition or substance.    

 

Delirium has well-validated diagnostic criteria that have allowed for the characterization of its complexity 

and numerous adverse outcomes, which are severe.  There is robust literature detailing the impact of 

delirium on patient and caregiver distress, care complexity and costs, readmissions, rates of functional 

decline, institutionalization, cognitive decline, subsequent dementia diagnosis, and mortality.1,2   

 

This change in status from complication or comorbidity to major complication or comorbidity is essential 

to recognizing the clinical importance of delirium and, crucially, the tremendous costs associated with it.3,4  

Placing delirium and encephalopathy on par with TME in terms of reimbursement is intended to facilitate 

systematic efforts to detect delirium as recommended across specialties and settings5,6 thereby enhancing 

awareness of delirium and its dire impact on patients, their families, care delivery, and healthcare 

systems.7  The ultimate goal of this change is to improve the clinical care and outcomes of cognitively 

vulnerable patients.  We urge CMS to adopt this change. 

 

Sincerely, 

American Psychiatric Association 

American Academy of Neurology 
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