


 
Q If our hospital starts at the Commitment Level, how soon can we reapply for Verification Level?  

  

A 

 



  Q When does my hospital receive access to the GSV Implementation Course? 

  

A 
 
The GSV Implementation Course is a benefit of joining the GSV Program. Hospitals will receive access to the 
course once a contract has been signed and payment has been remitted, as the course is accessed through 
QPort.  

____________________________________________________________________ 

General Questions: Site Visit 
 

  Q Is there an additional fee for the site visit? 

  A  
No, the cost of the site visit is included in the annual participation fee.  !

____________________________________________________________________ 

  Q How is the site visit date determined? 

  
A



  Q Following application submission, do you have a sense of the timeline for site visits at this point? 

  

A 

 

Following submission of an application, a site visit typically occurs within 9 months. The "#$%&!'(!#)$!
*$+','-.#'/(!0+/-$&& document is available on the GSV Website under the Resources section. This document 
details the steps of the verification process, including approximate timelines for these major components. A 
big factor of application submission to the day of the site visit is the time it takes sites to complete the PRQ. 
For each standard, you will be required to provide detailed information demonstrating compliance. Hospitals 
typically have six months to complete the PRQ.  

____________________________________________________________________ 

General Questions: Chart Review 
 

  Q What is the chart review portion of the site visit? 

  

A 

 
The chart review portion of the site visit allows the site reviewers to evaluate the care of older adult surgical 
patients at your hospital through review of the medical record. The chart review ensures that GSV Standards 
requiring documentation in the medical record can be consistently demonstrated through a variety of charts. 
Charts will be reviewed in any specialties seeking GSV verification. Standards requiring demonstration 
through chart review can be identified in the 1%#'2.3!4$&/5+-$&!,/+!6$+'.#+'-!"5+7$+8 (identified under the 
“Medical Record” section for each appropriate standard). 

____________________________________________________________________ 

  Q For what reporting period should charts be made available for on-site review during the site visit? 

  

A 

 
Prior to the site visit, your hospital will complete the GSV Chart Review List using the data reporting 
timeframe determined by GSV staff, typically reflective of a 12-month period (for initial verification) or 36-
month period (for re-verification, based on the 3-year verification cycle). 
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____________________________________________________________________ 

  Q How can my hospital prepare for the chart review portion of the site visit? 

  

A 

 
You can prepare for the chart review portion of the site visit by familiarizing yourself with the GSV Chart 
Review list (available on the GSV Website under Resources).  After successful PRQ submission, you will 
prepare and submit a GSV Chart Review List based on the confirmed timeframe, as determined by GSV staff. 
GSV site reviewers will select approximately 30 charts from the completed list that your hospital will be 
responsible for preparing for a comprehensive chart review. As part of this preparation, you will also need to 
complete and submit the Chart Cover Sheets for those selected charts prior to the site visit. This PDF 
document will be sent to site reviewers prior to the site visit.  

____________________________________________________________________ 



  Q What is the purpose of the GSV Cover Sheet? 

  

A 

 



  
Q 

Are Geriatric Surgery Directors required to provide evidence of educational preparation via a required 
number of continuing education credits per year? 



Standard 2.2: Geriatric Surgery Coordinator  



Standard 2.3: Geriatric Surgery Quality Committee 

  
Q 



• Mortality 
• Rates of postoperative delirium 
• Any clinically relevant data (For example, if, on case review, your hospital discovers a high 

readmission rate for patients discharged with the new use of a mobility aid, they may choose to 
measure and track these data.) 

____________________________________________________________________ 

Standard 3.1: Geriatric-Friendly Patient Rooms 

  
Q 

How does my hospital determine which elements to include in patient rooms for patient reorientation?  
How do we know what the reviewer will look for, and where do we document this? 

  

A 

 
Rooms must include elements for patient reorientation including: a large clock or other display of date, day, 
and time; daily planned activity goals; any anticipated medical tests or procedures; names of care team. 
Additionally, there must be space for family and caregiver visitation. The site r



  



  
Q 

Are there any resources available regarding conversations about advance care planning and life-sustaining 
treatments? 

  
A 

 
Yes, there are several resources available in Module 3 of the GSV Implementation Course about advance care 
planning and life-sustaining treatments.  

____________________________________________________________________ 

Standard 5.3: Medical Proxy 

  Q What if my patient doesn’t have a medical proxy?  

  

A 
 
For patients without a medical proxy, there must be documentation of an effort to identify one. Educational 
materials must be provided to facilitate discussion between the patient and his or her surrogate about the 
patient’s overall health and treatment goals. 

____________________________________________________________________ 

Standard 5.4: Life-Sustaining Treatment Discussion for Patients with Planned ICU 
Admission  

  Q If my hospital utilizes MOLST/POLST forms, will this satisfy compliance? 

  A Yes.  

____________________________________________________________________ 

Standard 5.5: Reaffirm Surgical Decision Making 

  Q Does the surgeon have to meet with the patient in-person to reaffirm the patient’s initial surgical decision? 

  
A 

 
No, this conversation can be in-person visit, by phone, or a telehealth visit with surgical staff or a designated 
representative. 

____________________________________________________________________ 

  Q What is the expected timeframe for reaffirming surgical decision making for elective surgeries? 

  A The expected timeframe for reaffirming surgical decision making is any time before surgery takes place.  

____________________________________________________________________ 

Standard 5.6: Geriatric Vulnerability Screens 



  
Q 

Are the vulnerability screens to be performed on all patients 75+ undergoing inpatient surgical admission 
with expected stay of 2+ days?  
 

  A Yes, any patient in the GSV Program should have the vulnerability screens performed. 

____________________________________________________________________ 

  Q Are there specific vulnerability screens that need to be utilized to meet the requirements of the standard? 

  

A 

 
No, it is at your hospital’s discretion to select tools that fit best within your individual workflow and can be 
standardized across surgical specialties involved in the implementation of the GSV Program. You might start by 
looking at what screening tools are already utilized at your hospital, or by the majority of surgical specialties. 
Several examples of screening tools can be found in Module 4 of the GSV Implementation Course. We also 
encourage you to listen to the @=$(#',8'(7!A'7)B4'&C!0.#'$(#&!.(=!D==+$&&'(7!*53($+.>'3'#'$&!webinar available on 
the GSV Website. 

____________________________________________________________________ 

  Q Does my hospital have to use the same screening tools preoperatively and postoperatively?  

  

A 

 

While the program does not require the same screens to be done for Standards 5.6 and 5.16, it does require 
that patients are screened for impaired cognition, delirium risk, impaired functional status, impaired mobility, 
and malnutrition at discharge. Any identified deficits must be accompanied by plans to address them in the 
discharge documentation.  
 

____________________________________________________________________ 

  Q What are some e



• Nutrition: 10 lbs. weight loss in past six months / Albumin / Changes in swallowing over past 6 
months, MUST, FRAIL (non-elective setting)   



  
Q 

What are the specialties that must participate in interdisciplinary collaboration and provide input on 
elective, high-risk patients? 

  

A 

 
• Surgery 
• Anesthesia 
• Nursing 
• Case management, care transitions, or social work 
• Health care provider with geriatric expertise 

____________________________________________________________________ 

  
Q 

What are some examples the GSV Program can provide to obtain interdisciplinary input or setup meetings 
at my hospital?  

  

A 

 
Some examples to obtain interdisciplinary input or setup meetings at your hospital include:  

• Teleconference: join meetings by phone or 



____________________________________________________________________ 

Standard 5.10: Return of Personal Sensory Equipment 

  
Q 

There is a system-wide policy for return of personal belongings at my hospital.  Is that sufficient to meet 
the requirements of the 



____________________________________________________________________ 

  Q Is there a best practice to identify and flag for potentially inappropriate medications? 

  

A 
 
Best practices include pharmacy personnel review of patients’ medication orders daily and embedded 
decision support tools within the EMR that provide alerts when a potentially inappropriate medication is 
prescribed.   

____________________________________________________________________ 

  Q Does the GSV Program provide any resources for Beers Medication?  

  
A 

 
Yes, you can download and print the Beers Medication Pocketcard available in Module 6 of the GSV 
Implementation Course. 

____________________________________________________________________ 

Standard 5.13: Standardized Postoperative Care 



  
Q 

Does the GSV Program provide any templates for how the interdisciplinary rounding can be documented 
for inpatients?  

  

A 

 
Yes, in Module 5 of the GSV Implementation Course, there are two interdisciplinary rounding note templates 
that your hospital can use:  

• Interdisciplinary Care for High-Risk Patients - Team Rounding Note Template 
• Interdisciplinary Care for High-Risk Patients - Individual Note Template 

____________________________________________________________________ 

Standard 5.15: Revisiting Goals of Care for ICU Patients 

  Q When should goals of care for ICU Patients be revisited?  

  

A 
 
For both planned and unplanned ICU admissions, in which patients require prolonged intensive care, the GSV 



• Nutrition: nutritional needs in comparison to baseline 

____________________________________________________________________ 

Standard 5.17: Discharge Documentation and Hand-Off Communication 



Yes, regulatory data collection for Standard 6.1 includes the hospital-wide data being collected for CMS. 
However, your hospital should be able to separate and identify GSV eligible patients for the review of data to 
meet the standard. 

____________________________________________________________________ 

  Q How often does my hospital need to review hospital data?  

  
A 

 
The GSV Program requires that hospitals review data quarterly to identify, trend, and address issues specific 
to geriatric surgical care. 



significant impact on morbidity, mortality, and functional recovery. Delirium is distinct from dementia, which 



  

A 

 
The annual QI/PI project must be informed by data collected and reviewed by the GSQC. This standard 
requires the implementation of a QI/PI project that is focused on an area of geriatric surgical care, as studies 
have shown that institutional QI projects can improve outcomes. Examples from hospitals in the program 
include:  

• Under-Recognition of Delirium in Frail Elders: Data informing project: delirium was substantially 
underreported and underdiagnosed by staff and providers. Unrecognized delirium can greatly 
compound risks of delirium, including increased risk of complications and mortality in frail elders. In 
response to delirium complications findings, the team participated in a Delirium Steering Committee 
serving to develop education plans geared toward providers and the treatment teams, as well as 
implement proactive measures to decrease delirium.  

• 







• Peer-reviewed manuscripts, such as case reports, commentaries, cohort and case-controlled studies, 
and clinical trials 

• Ongoing scholarly research that has not yet been presented or published 

____________________________________________________________________ 

 


