
A G E  F R I E N D L Y

he United States is in the midst of an unprecedented growth of the older adult popula-
tion. As life expectancy increases and baby boomers enter their seventh and eighth de-
cades, it is expected that 18 million people will turn 65 in the next ten years.1 Although 

a greater proportion of older adults is a reflection of the many health care advances seen over 
the last half century, the medical community is now faced with the challenge of how to best 
care for older patients.

NEW STANDARDS FOR
AGE-FRIENDLY SURGICAL CARE

T
Providing safe and high-quality geriatric care 

is a mission that has been embraced by surgeons, 
as adults 65 and older now account for more than 
40% of the surgical volume in the U.S. and are an-
ticipated to have growing operative needs.2, 3, 4 The 
American College of Surgeons, a professional or-
ganization dedicated to improving care of the sur-
gical patient, has responded to this need by devel-
oping the Geriatric Surgery Verifica-
tion Quality Improvement Program. 
This program was created through 
the collaborative efforts of the Amer-
ican College of Surgeons, The John 
A. Hartford Foundation, and nearly 
60 stakeholder organizations repre-
senting patients, caregivers, provid-
ers and payers. These groups worked 
together over four years to compile a 
set of expert-vetted and evidenced-
based standards of care, focused on 
what matters most to older adults.5, 6

The Geriatric Surgery Verification 
Program is centered on four main as-
pects of geriatric surgical care: goals and decision 
making; cognition and preventing postoperative 
delirium; maintaining function and mobility; and 
optimizing nutrition and hydration. These four 
areas pre-date but overlap extensively with the 
framework of the Age-Friendly Health Systems 
initiative, which the Catholic Health Association 
is currently promoting.7 The areas were chosen 
through in-depth discussions with stakeholder 
organizations and extensive literature review, 
which highlighted that respect for goals of care, 

preservation of physical and cognitive function 
and maintenance of independence are among 
the most important outcomes for older surgical 
patients.8, 9, 10 However, consideration of these 
outcomes is rarely prioritized in the preopera-
tive decision-making process and sometimes 
overlooked entirely during the surgical encoun-
ter. The Geriatric Surgery Verification Program 

strives to change this status quo and challenges all 
hospitals to transform the way that they provide 
surgical care to older adults.

The impact of the program can first be seen 
in the preoperative phase of care. Traditionally, 
when an older adult presents to the surgical clinic 
for evaluation, the surgeon asks about the pa-
tient’s physical symptoms, their medical history, 
allergies and medications. A physical exam is per-
formed, and a decision is made regarding the pa-
tient’s appropriateness for an operation. In a Ge-
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riatric Surgery Verification hospital, this model is 
revised to prioritize the patient’s perspective. The 
program requires that surgeons ask the patient 
about treatment and overall health goals, and to 
discuss the anticipated impact of the operation, 
not only on survival, but on symptoms, function, 
independence and quality of life. Thus, consider-
ing whether surgery is the right choice for the pa-
tient becomes less of a paternalistic verdict from 
the surgeon and more of a patient-centered de-
cision focused on the outcomes that older adults 
value. In addition to considering goals of care, 
older patients presenting to Geriatric 
Surgery Verification hospitals must 
be screened for high-risk geriatric-
specific vulnerabilities (for example, 
impaired cognition or mobility), and 
a plan must be made to address these 
issues when they are detected.

After surgery, the program con-
tinues to ensure that older patients 
receive care that is patient-centered 
and designed to address their unique 
vulnerabilities. This includes man-
dating early and efficient return of 
glasses, hearing aids and other senso-
ry devices immediately after surgery, 
providing protocols to avoid poten-
tially inappropriate medications and encourage 
multi-modal pain management, and standardiz-
ing postoperative care to focus on preventing de-
lirium, encouraging early mobility, and avoiding 
malnutrition and dehydration. Furthermore, the 
Geriatric Surgery Verification Program recog-
nizes that patients who are identified as high-risk 
on preoperative screening assessments are more 
likely to suffer adverse outcomes after surgery. 
Thus, the program requires that such patients re-
ceive postoperative care from an interdisciplin-
ary team, including a provider with geriatrics 
expertise. Importantly, this aspect of the Geriat-
ric Surgery Verification Program highlights that 
improving geriatric surgical care is not about 
avoiding operations on high-risk older adults 
all together, but rather to recognize high-risk 
patients earlier, to make sure the patient’s goals 
are aligned with the potential outcomes after sur-
gery, and to design interdisciplinary postopera-
tive care that works to prevent negative outcomes 
such as cognitive or functional decline and loss of 
independence.

When the older surgical patient is ready for 
discharge, Geriatric Surgery Verification hospi-
tals understand that the recovery journey is far 
from over. They focus on educating patients and 
caregivers on expectations after they leave the 
hospital. Additionally, for patients who are un-
able to return home after surgery, the transition 
to post-acute care facilities can be challenging 
with a lack of transparency and understanding 
of what happens to patients once they leave the 
hospital. The Geriatric Surgery Verification Pro-
gram asks hospitals to address these issues with 

protocols for two-way communication and track-
ing the quality of care provided at these facilities. 
The goal of improving transitions of care is to both 
expedite recovery and decrease unnecessary hos-
pital readmissions. Finally, as a quality initiative, 
the program requires the measurement and col-
lection of data on important geriatric outcomes, 
such as postoperative delirium and declines in 
physical and cognitive function, to help hospitals 
engage in continuous quality improvement on 
outcomes that matter most to older adults.

The development of the Geriatric Surgery Ver-
ification program emphasizes that with an aging 
population comes an opportunity to revolution-
ize the way we care for older adults and to make a 
meaningful impact on this vulnerable population. 
By joining the Geriatric Surgery Verification pro-
gram and implementing these evidence-based, 
patient-centered standards, more hospitals can 
join this transformation to improve the surgical 
experience for older adults and focus on out-
comes that matter to them.

To learn more about the Geriatric Surgery Ver-
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ification Program, visit www.facs.org/geriatrics 
or send us an email at geriatricsurgery@facs.org.
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