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Disclaimer

These Standards are intended solely as qualification criteria
for GSV verification. They do not constitute a standard for
care and are not intended to replace the medical judgment
of the surgeon or healthcare professional in individual
circumstances.

In order for a hospital to be found compliant with the GSV
(Age-Friendly) Level Standards, the hospital must be able to
demonstrate compliance with the entire Standard as outlined
in the Definition and Requirements. The Documentation
section under each Standard is intended to provide summary
guidance on how compliance must be demonstrated but is
not intended to stand alone or supersede the Definition and
Requirements.

In addition to verifying compliance with the Standards as

written in this manual, the GSV may consider other factors
not stated herein when reviewing a hospital for verification
and reserves the right to withhold verification on this basis.
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Executive Summary

The American College of Surgeons Quality Improvement
Programs

The American College of Surgeons (ACS), established in

1913 on the principle of “doing what’s right for the patient,”
has spent over 100 years improving surgical care quality. Its
longest standing initiatives, in cancer and trauma, began in the
1920s and 1950s.

ACS programs follow a four-part framework used to evaluate
and improve the quality of care, consisting of (1) program-
specific standards, (2) necessary infrastructure, (3) data
collection and use, and (4) verification site visits to ensure
proper implementation of components one through three.
This model has been shown to improve both care and
outcomes across various specialties.

Over the past several years, ACS’ focus has expanded to
include pediatric patients and older adults. In 2018, the ACS
released the Children’s Surgery Verification (CSV) Quality
Improvement Program, followed closely in 2019 by the
Geriatric Surgery Verification (GSV) Quality Improvement
Program.



The Geriatric Surgery Verification
Program

Americans aged 65 years and older are the fastest-growing
population segment, expected to double from 48 million to
88 million by 2050. This aging group presents hospitals with
a unique clinical profile, marked by greater physiological
and social complexity, as well as a higher likelihood of
disproportionate surgical care. The surge in vulnerable older
adults poses significant healthcare challenges, which the
surgical community is actively addressing.

The ACS developed the GSV Program with the generous
support of The John A. Hartford Foundation to optimize
surgical care for older adult patients. Through a program
that is grounded in evidence-based standards, hospitals can
confidently address the most important aspects of care and
create plans to help patients achieve their care goals and
hospitals to use their limited resources more eftectively and
efficiently.

The GSV Program’s GSV (Age-Friendly) Level targets adults
aged 65 years and older undergoing inpatient surgery with six
standards tailored to address the five domains of The Centers
for Medicare & Medicaid Services (CMS) Age Friendly
Hospital Measure, effective January 2025. These standards
address key aspects of geriatric surgical care within the ACS
framework of quality improvement, focusing on eliciting
patient health care goals, responsible medication management,
frailty screening and intervention, social vulnerability, and
age-friendly care leadership through standardized protocols.

The GSV Program, supported by ACS’ successful history

in other specialties, aims to enhance care and outcomes

for older adults. Achievements of other programs include
improved clinical outcomes, increased patient satisfaction,
operationalization of evidence-based standards, strengthened
interdisciplinary care and communication, improved
implementation of protocolized care, and better results with
payment/incentive programs.
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Program Scope and Governance | 1

n Age-Friendly Care Leadership

Definition and Requirements

To prioritize age-friendly care, the hospital should appoint

a dedicated person as the Age-Friendly Surgery Director.
This individual can either act independently or lead an
interprofessional committee to oversee the quality of surgical
care for older adults. Whether a committee is needed,

rather than a single individual, will depend on factors such
as the facility’s size, complexity, and other site-specific
characteristics. Ideally, the person chosen should be a
physician, and preferably a surgeon, if available. The Age-
Friendly Surgery Director is responsible for ensuring that
the outcomes of their efforts (or the committee’s) to enhance
surgical care for older adults are consistently communicated
within the hospital’s overall quality management framework.

Age-Friendly Surgery Director / Interprofessional

Committee Responsibilities

- Ensure consistent adherence to and execution of the
standards processes established for improving the care
of the older adult patient (e.g., goals of care, performing
geriatric vulnerability screens, establishing management
plans for patients identified as vulnerable).

« Identify opportunities to provide education about
age-friendly care to staff.

« Collect and review quality data to drive improvement.
These data are stratified by sex, gender, race, age,
and ethnicity (see Standard #6).

+ Regularly report progress of quality and compliance efforts
up through the hospital’s reporting structure.

Interprofessional Committee Membership

Recommended core members:

+ Age-Friendly Surgery Director

+ Representatives from relevant surgical specialties

« Nonsurgical healthcare provider(s) with
geriatric expertise*

« Nursing representative(s)

« Case management representative(s)

*The role of the “nonsurgical healthcare provider with geriatric expertise,”
should be filled by a provider with geriatric expertise as demonstrated by
specific training, certification, or equivalent.

Additional suggested members:
« Executive administration

«+ Anesthesia

+ Emergency medicine

o Critical care

+ Hematology-oncology

« Nutrition

« Physical therapy

« Occupational therapy

« Palliative care

« Patient navigator

« Patient-family representative
o Pharmacy

« Hospital-level quality management

Documentation

Evidence Required in Pre-Review Questionnaire (PRQ)

« Name of the Age-Friendly Surgery Director

« Documentation of the committee charter, reporting
structure, and membership

Evidence in the Medical Record
« None

Resources

« Committee Charter Template

American College of Surgeons | 2025 Standards | Optimal Resources for Geriatric Surgery | 3


https://accreditation.facs.org/accreditationdocuments/Geriatrics/StandardResources/1GSVCharterTemplate.docx




ACS

ooooooooooooooooooooooo

SURGICAL

QUALITY

PARTNER

Geriatric Surgery
Verification

Patient Care: Expectations
and Protocols






Patient Care: Expectations and Protocols | 2

Treatment and Overall Health Goals

Definition and Requirements

Eliciting Patient Goals (i.e., What Matters Most)

The patient goals must be elicited during the surgical decision-

making process, and it must allow older adults the opportunity

to discuss what matters most to them with a member of the

surgical interdisciplinary team, including:

« Opverall health goals (not limited to the current condition
or treatment options)

«+ Treatment goals (specific to the current condition)

This discussion may be accomplished by an in-person visit,
telephone call, or a telehealth visit with surgical staff or a
designated representative. After discussion, a member of the
interdisciplinary team must document the treatment plan and
how it has been informed by shared discussion of the patient’s
goals. These goals are updated before major procedures and
upon significant changes in clinical status.

Code Status, Advance Directives, and Medical Proxy

« Code status and any existing advance directive
(e.g., Medical Orders for Life-Sustaining Treatment/
Portable Medical Orders) must be reviewed preoperatively
by a member of the interdisciplinary team. Patients
without a defined code status or advance care plan must
be offered educational resources and the opportunity to
establish these.

« All patients should have or strongly consider a healthcare
representative, surrogate, or proxy with name and contact
information clearly documented. Educational materials
must be provided to facilitate discussion between the
patient and their surrogate about the patient’s overall
health and treatment goals. For those patients without
a proxy, there must be documentation of an effort to
identify one.

Documentation

Evidence Required in PRQ

« Process, protocol, or policy for attaining patient goals, code
status, advance directives, and identifying a health care
representative, surrogate, or proxy for patients without
one (Note: this should include how your team updates
the relevant items prior to major procedures and upon
significant changes in clinical status.)

« Educational materials that are provided to patients to
facilitate discussion between the patient and their surrogate
about what matters most to the patient regarding overall
health goals and goals for treatment

Evidence in the Medical Record

« What matters most to the patient regarding their overall
health and treatment goals

« Code status and any existing advance directive or
documentation of unsuccessful attempts to establish these
should be present and easily available to the healthcare
team

« Patient’s healthcare representative, surrogate, or proxy
with name and contact information or documentation
of an unsuccessful attempt to establish a healthcare
representative, surrogate, or proxy

Resources

« Two potential questions to consider when discussing goals
with patients and/or their family/caregiver:
“What matters to you, and what do you want to
achieve from this surgery?”
“What are three things you would like to be able to
do after surgery?”

o H&P Template
« GSV Patient Checklist

American College of Surgeons | 2025 Standards | Optimal Resources for Geriatric Surgery | 7
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Geriatric Vulnerability Screens

Definition and Requirements

Patients must be screened for the following high-risk

characteristics using validated instruments to identify

potential areas of vulnerability (ideally upon admission,

before major procedures, and/or upon significant changes in

clinical status):

« Impaired cognition (i.e., brain health) and delirium risk

« Impaired functional status and impaired mobility

« Malnutrition and difficulty swallowing

« Palliative care needs (if appropriate resources are available)

« Social Determinants of Health (SDOH), (i.e., social
isolation, economic insecurity, limited access to healthcare,
caregiver stress, and elder abuse)

A positive screen in any category will designate the patient
as “high-risk”

In elective settings, the screening should be conducted prior
to the operation to allow for time to address identified positive
screens.

In non-elective settings, the screening should be conducted
prior to the operation*, if possible. If not possible, screening
should be done within the first 48 hours following surgery, or
as soon as is clinically appropriate.

*Often, the clinical situation will not allow for the completion of some or all
preoperative vulnerability screens (e.g., the patient cannot perform a mobility
screen because they are immobilized due to a hip fracture). In these situations,
information should be gathered from the patient, their family, or caregiver as
appropriate.

8 | © American College of Surgeons | facs.org/gsv

Documentation

Evidence Required in PRQ

« Process, protocol, or policy for conducting vulnerability
screens

« Screening tools implemented to flag patients as high-risk in
the categories above

Evidence in the Medical Record
« Results of geriatric vulnerability screens should be easily
accessible for all members of the healthcare team.

Resources

« Examples of Validated Screening Tools



https://accreditation.facs.org/accreditationdocuments/Geriatrics/StandardResources/3ValidatedScreeningTools.pdf
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n Management Plan for Patients with Positive Geriatric

Vulnerability Screens

Definition and Requirements

For all patients with positive geriatric vulnerability screens
(from Standard #3), there should be a documented
management plan directed at positive findings. The
management plan should consider all phases of the episode
of care (e.g., pre-, intra-, postoperative, postdischarge).

The management plans may be guided by established
protocols and/or an evaluation by a healthcare provider
with training appropriate for the individual patient’s

needs. These plans should be started preoperatively when
possible, or on admission as indicated. They should also be
included in discharge instructions and communicated to
postdischarge facilities.

In elective settings, management plans for positive screens
should be implemented preoperatively if indicated and
time allows.

In non-elective and emergency department (ED) settings,
management plans for positive screens must be addressed
within the 48-hour postoperative window, or as soon as is
clinically appropriate. In the ED, there should be protocols

in place to reduce the risk of ED delirium by reducing length

of ED stay with a goal of transferring a targeted percentage

of older patients out of the ED within 8 hours of arrival and/

or within 3 hours of the decision to admit.

Documentation

Evidence Required in PRQ

«+ Upload the process, protocol, or policy for establishing
management plans for geriatric vulnerabilities identified
during screening, including components related to ED
boarding.

Evidence in the Medical Record

+ Focused management plans directed at positive geriatric
vulnerability screens should be easily accessible for all
members of the health care team.

Resources

« Examples of Management Plans for Patients with Positive
Geriatric Vulnerability Screens
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H Age-Friendly Postoperative Protocol

Definition and Requirements

In conjunction with routine postoperative care (e.g., proactive
nutritional support and early mobilization), specific attention
should be paid to standardizing care pathways to ensure age-
friendly postoperative care:

Delirium: Prevention, Recognition, and Treatment
Prevention: Primary delirium prevention should focus on
non-pharmacologic interventions.
« Design patient rooms to accommodate the needs of
the older adult:
— There must be space for family and caregiver visitation.
If rooms cannot accommodate visiting family members
and caregivers, communal visiting areas must be
established.
— Rooms must include directed elements for patient
reorientation (e.g., large clock or other display of
date, day, and time; daily planned activity goals; any
anticipated medical tests or procedures; names of
care team).
« Engage with patient at bedside and provide cognitive
stimulation.
« Encourage family to be present and bring familiar items
from home.
« Identify and collect personal sensory equipment
(e.g., glasses, hearing aids, dentures, or any other devices
essential to routine function) preoperatively from
patients with a plan to return these items immediately
postoperatively and also ensure routine daily use.
« Ensure ambulation or nonambulatory mobilization by
postoperative day one and routine mobilization thereafter.
+ Minimize nighttime disruptions and encourage regular
sleep pattern.
« [Initiate fall prevention, including daily evaluation of need
for tethering devices.
« Conduct daily pressure ulcer risk assessment and initiate
prevention measures.

Recognition
+ Recognize delirium by screening daily, or each shift, with

validated tool (e.g., confusion assessment method [CAM]).

10 | © American College of Surgeons | facs.org/gsv

Treatment

« Emphasize non-pharmacologic treatment options.

« Identify precipitating factors (e.g., inappropriate
medication, infection, hypoxemia, other complications
among others). (For full list of precipitating factors for
delirium, see Resources.)

« Pharmacologic management of postoperative delirium
should be reserved for when patients are at risk for harm to
self or others. (Note: dosing of these medications may be
different in older adults.) For list of suggested medications
and dosing, see Resources.

The above issues may be addressed through pathways,
bundles, order sets, protocols, or a combination thereof.

Responsible Medication Management

« Review and reconcile medications to identify potentially
inappropriate medications for older adults as defined by
standard evidence-based guidelines, criteria, or protocol
(e.g., Beers Criteria) upon admission, at discharge, and
during any major change in condition.

« Review existing templated order sets to identify
potentially inappropriate medications (e.g.,
diphenhydramine) and consider discontinuation, and/or
dose adjustments as indicated.

+ Educate providers regarding surgically relevant
medications that may be inappropriate, along with
alternatives available within institutional formulary.

« Titrate medications for the increased sensitivity and altered
physiology that accompanies aging.

Opioid-Sparing, Multimodal Pain Management

+ Consider opioid-sparing, multimodal pain management
consistent with standard evidence-based protocols for
older adult postoperative patients.

+ Provide standardized multimodal pain control regimen
order sets.

Nutrition and Hydration

« Provide adequate postoperative nutrition and hydration,
preferably by enteral route.

« Initiate a bowel regimen, especially for those requiring
opioid pain medications.

« Promote aspiration precautions (e.g., screen for
swallowing dysfunction, elevated head-of-bed, position

upright post-prandially).
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Documentation

Evidence Required in PRQ

Process, protocol, or policy in place to address delirium,
nutrition, and hydration postoperatively

Process, protocol, or policy in place that ensures avoidance
of potentially inappropriate medications as defined by the
AGS Beers Criteria, particularly those commonly used in
the perioperative period (e.g., antiemetics, analgesics, and
antihistamines)

Education materials given to providers regarding
potentially inappropriate medications

Process, protocol, or policy in place outlining opioid-
sparing, multimodal pain management strategies employed
in the postoperative setting

Process, protocol, or policy in place demonstrating that
surgical inpatients are guaranteed the safe storage and
prompt return of personal equipment during and after
surgery, respectively

Evidence in the Medical Record

Documentation of delirium screening and subsequent
management plans for patients with postoperative delirium
screens

Evidence of avoiding inappropriate medications and
justification of use of high-risk medications when
appropriate

Evidence of multimodal pain management

Resources

Postoperative Protocol

Beers Medications Commonly Used in Surgical Care
and Safer Alternative Medications

Beers Medications Pocketcard

American College of Surgeons | 2025 Standards | Optimal Resources for Geriatric Surgery | 1
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n Data Review

Data Surveillance and Systems | 3

Definition and Requirements

The institution should collect and review data for all patients
included within the scope of the GSV Program. Data must
be reviewed at least quarterly to identify, trend, and address
issues specific to geriatric surgical care. Metrics to review
include, but are not limited to:
« Data required by regulatory bodies such as the Centers for
Medicare & Medicaid Services and The Joint Commission:
— Inpatient falls
— Healthcare-acquired infections (e.g., catheter-associated
urinary tract infection, central line-associated blood
stream infection, ventilator-associated pneumonia,
Clostridium difficile infection)
— Pressure injury
— Restraint use
— Unplanned readmissions, including those from
post-acute care facilities
— Mortality
« Additional data points to consider collecting:
— Rates of postoperative delirium
— Rates of unplanned discharge to non-home setting
— Data identified by the Age-Friendly Care Leadership*

These data should be stratified by demographic and/or social
factors (e.g., sex, gender, race, age, ethnicity) and be used to
drive quality improvement cycles.

*These are data identified as affecting older adult patients and can be used to
improve geriatric care at the local level.

Documentation

Evidence Required in PRQ

« Data dashboard or other documentation of data collection
« Evidence of data review

« Evidence of data-driven quality improvement efforts

Evidence in the Medical Record
« None

Resources

« ACS Quality Framework
o ACS NSQIP Geriatric Variables

American College of Surgeons | 2025 Standards | Optimal Resources for Geriatric Surgery | 15
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Appendix: Rationales and References

n Age-Friendly Care Leadership

Rationale

Strong clinical leadership, a necessity for the success of any
health care quality improvement initiative,"? is an essential
element of all ACS quality programs. Clinical leaders help
establish a clear and meaningful vision, align and motivate the
team, advocate for the program with hospital leadership, and
drive the initiative forward. To underscore the importance of
leadership in quality improvement, the Centers for Medicare
and Medicaid Services (CMS) has identified “Age-friendly
care leadership” as one of the five domains in the 2024 Age
Friendly Hospital Measure for the Inpatient Quality Reporting
program.’ The ACS quality program leaders oversee the
implementation of the program’s processes, help overcome
barriers and navigate challenges, and review outcomes data

to target continuous quality improvement efforts. Experience
gained from ACS quality programs shows that organized,
structured approaches to surgical care led by “surgeon
champions” results in better, data driven outcomes.** In a
national evaluation of trauma outcomes, adjusted mortality
rates were lower for patients treated at hospitals with a formal
trauma program compared to hospitals without.® In the post
COVID era of limited resources, staffing challenges, and many
competing priorities, having a designated Geriatric Surgery
Quality program with a strong clinical leader is more critical
than ever before.

References

1. McSherry R, Pearce P. What are the effective ways to translate clinical leadership
into health care quality improvement? Journal of Healthcare Leadership. 2016:8
11-17.
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n Treatment and Overall Health Goals

Rationale

Shared decision-making with older adults contemplating
surgery is important to ensure that the surgical care provided
is concordant with the patient’s goals.! First, it is critical that
we understand ‘what matters most’ to an older adult in the
context of their overall health as well as the treatment for

this surgical problem. An example of an overall health goal
stated by the patient may be “I want to be able to play with
my grandchildren” An example of a treatment goal stated by
the patient may be “I want to live as long as possible” Patient
goals relative to the surgical condition can be categorized
broadly into: 1) prolonging life, 2) maintaining function or
independence, 3) relieving symptoms (e.g., pain), 4) curing

a condition (e.g., cancer), and 5) establishing a diagnosis.?
These treatment goals may have tradeoffs such that prolonging
life may ultimately limit a patient’s independence. Second, we
must evaluate the older adult’s care preferences in the context
of surgery with regards to code status and advance care
planning (e.g., advance directive, medical proxy). Previous
research has not only demonstrated low rates of advance care
planning prior to elective surgery® but also disparities in goals
of care discussion and advance care planning.*® Research
shows most patients would not want life-sustaining treatments
(e.g., ventilation) for an indefinite period of time and would
also not want treatments to sustain life in the setting of
permanent physical or cognitive disability or daily severe
pain.® Preoperative discussions with older adults that include
goals of care and ensure we understand their preferences for
code status, advance care planning, and medical proxy will
ensure that we provide patient-centered and goal concordant
care to older adults undergoing surgery.

References
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Geriatric Vulnerability Screens

Rationale

Geriatric-specific factors increase risk in older adult surgical
patients but are often overlooked in standard preoperative
workup.'? Preoperative screening can identify modifiable
vulnerabilities that may influence surgical outcomes

and inform surgical decision-making. The physiologic

state of “frailty” reflects decreased physiologic reserve

and, while definitions vary, its major components often
include comorbidities, cognitive impairment, functional
impairment, mobility limitations, malnutrition, and social
vulnerabilities.* When present, frailty consistently increases
the risk for poor postoperative outcomes. By screening for the
major components of frailty (cognition, function/mobility,
malnutrition, social determinants of health), hospitals can
establish an accurate baseline for their patients, improve risk
prediction and identify targets to reduce risk and improve
outcomes. For example, 30% of postoperative delirium
occurrences are preventable.’ By identifying preoperative
cognitive impairment, hospitals can concentrate resources
for increased delirium prevention efforts on the highest risk
patients. Increased prevention, recognition, and treatment
of this important geriatric syndrome will improve patient-
centered outcomes.
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Management Plan for Patients with
Positive Geriatric Vulnerability Screens

Rationale

Deficits identified on geriatric vulnerability screens should
be used to develop personalized perioperative management
plans for older adults undergoing surgery, with the goal of
minimizing potential postoperative complications (e.g.,
postoperative delirium, functional decline, and others).!

A key word here is personalized: a patient who only screens
positive for the palliative care assessment may only require
preoperative referral to palliative care, while a 90-year-old
patient with impaired cognition, mobility, and nutrition could
benefit from formal evaluation by a healthcare provider with
geriatric expertise or individual evaluations by neurology,
physical therapy, and dietary experts, for example.>

All identified vulnerabilities should be addressed with a
management plan that spans the perioperative phases of care.
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H Age-Friendly Postoperative Protocol

Rationale

1.

Standardized postoperative care pathways are necessary to
provide optimal age-friendly postoperative inpatient care.

Learning from the prior enhanced recovery experience, 2

standardizing care processes to include checklist-based care,
templated order sets, and routine care protocols are vital

components to ensure consistent delivery of age-friendly 3,

postoperative care to older adults.! The first key component of
an age-friendly postoperative protocol is delirium recognition,
prevention, and management, and it is a cornerstone of any

age-friendly inpatient care program. Necessary components 4.

of delirium programs include screening for delirium

with a validated tool, engaging with patients for cognitive
stimulation, mobilizing patients for early and routine
ambulation, enhancing overnight sleep quality, choosing
medications to avoid promoting delirium, returning personal
sensory aids, and designing rooms to accommodate older
adults.?* Second, routine function and mobility preservation
efforts are also an important part of the inpatient care plan
for older adults.! Often the physical and occupational therapy
teams participate in the preservation of physical function

and avoidance of deconditioning, however routine protocols
for mobilization should include nursing and other frontline
team members as well."” Third, responsible medication
management to identify and avoid prescription of potentially
inappropriate medications for older adults is also part of
age-friendly inpatient care. Educating surgical team providers
regarding commonly used medications in the postoperative
period which may be inappropriate for older adults and
involving pharmacy team members to review postoperative
medication use in older adults are commonly used strategies
to optimize postoperative medication use in older adults.*
Fourth, opioid-sparing multimodal pain management
pathways should be available to surgical providers as part

of templated postoperative order sets.’ Finally, proactive
nutrition and hydration support with attention to both bowel
regimens and swallowing dysfunction are important for older
adults in whom malnutrition and dehydration can negatively
impact their postoperative recovery.?
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n Data Review

Rationale

The ability to collect, analyze, and interpret data is a critical
component of high-quality healthcare. For any institution that
is interested in addressing areas of weakness and improving
patient outcomes, the first step must be to accurately
characterize performance through robust and reliable data
measurement.' There are different strategies for obtaining
such data. Billing claims often serve as a source of information
on medical utilization and healthcare outcomes.? Some
institutions participate in programs, such as the ACS NSQIP,
which use trained clinical data abstractors to gather data

from the medical record.’* More recently, the use of artificial
intelligence has emerged as a new method for data review.
Forms of artificial intelligence, such as machine learning,
simulate human intelligence and understanding but with

the processing power of a computer to allow for analysis of
substantial amounts of data. These methods are all valid ways
for institutions to develop a means for fair data collection.
Reviewing institution-specific data to accurately identify

a need for change is essential for hospitals to effectively
engage in continuous quality improvement. Furthermore,

as healthcare financing models transition from quantity to
quality of care, data measurement remains a major player

in value-based reimbursements. For these reasons, the GSV
program requires that institutions have a process in place

that allows for accurate clinical data collection relevant to the
surgical care of older adults.
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