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BACKGROUND

(Slep 1)
The population of adults aged 65 is expected to double between - A recent institutional analysis of the current institutional criteria
2010-2050, as will their demand for a variety of surgical — pertaining to geriatric perioperative risk stratification demonstrated
procedures. Older adult surgical patients often require a different mergency)-Yes i Groceed 1o surgery increased length of stay, a higher volume of unnecessary pre-
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evel of perioperative care than do younger patients due to operative imaging and laboratory tests, and increased time to
physiologic changes experienced with age, functional decline, and surgical intervention in the geriatric trauma population. Using this
polypharmacy. Older age remains a significant risk factor for @ ™ ‘ Evaluate and treat I analysis and current evidence-based recommendations from peer-
postoperative morbidity and mortality. In 2012, the ACS NSQIP ‘ - reviewed literature in these respective disciplines, a focused pre-
and the AGS published “Optimal Preoperative Assessment of the operative guideline for geriatric surgical patients was developed.
Geriatric Surgical Patient: A Best Practice Guidelines” based on
the recommendations of 14 medical centers, and representatives
of various surgical subspecialties, anesthesiologists, and
geriatricians. These guidelines represent a comprehensive
perioperative approach to the geriatric surgical patient addressing
the domains most likely to affect their risk for perioperative
morbidity and mortality: cognitive/behavioral disorders, cardiac

evaluation, pulmonary evaluation, functional/performance status,
frailty, nutritional status, medication management, patient

counseling, and preoperative testing. ‘ Proceed to \
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CONCLUSIONS

The creation of a standardized, evidence-based preoperative

A A RIS, guideline specific to geriatric surgical patients will decrease the

W dacision makrg OR . /7 | volume of unnecessary perioperative tests and efficiently and
safely risk stratify and medically optimize geriatric surgical patients
for timely operative intervention and recovery, thereby improving
outcomes and decreasing hospital length of stay.
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To implement best practice recommendations from the American
College of Surgeons (ACS) National Surgical Quality Improvement
Program (NSIP) and the American Geriatrics Society (AGS)
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A multidisciplinary preoperative task force to include
anesthesiologists, internal medicine physicians, surgeons, and
cardiologists, as well as key stakeholders from the fields of
pharmacy, nutrition, palliative care, care management, and nursing
will be formed as key consultants to follow and advise on best
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patients. Key physician members of this team will evaluate ACS ‘\(_ S Su rg ‘Cal

NSQIP and AGS best practice recommendations, adapting them

into a comprehensive and effective preoperative algorithm I

standardized to our large volume academic medical center. RISk Calcu Iator
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