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CoC Update
 Monthly CLP and Accreditation Site Visit List

e Post-Town Hall Communications
e 2025 CoC Research Paper Competition
e Call for Nominations for the 2025 CLP Awards

* Upcoming Meetings:
* Quality and Safety Conference: July 17-20 in San Diego, CA
e State Chair Town Hall: July 30
* CLP Meeting: September 10

* ACS Clinical Congress 2025: October 4-7 in Chicago, IL
e CoC Fall Meetings: October 4 (tentative)
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The GSV Program
GOALS OF THE PROGRAM

As the fastest-growing segment
of the U.S. population, older

adults bring a complexity in . . _
physiological and social issues Systematically improve surgical care and
AC outcomes for older adults by promoting
S that challenge our current patient- and family-centered care

health-care system's
GEV perioperative care model. To
SRS 2L address this challenge, the ACS
developed the Geriatric Surgery
Verification (GSV) Program.

Encourage interdisciplinary input and
collaboration to facilitate
implementation of evidence-based practices

The program includes
evidence-based standards that
specifically address and

optimize the surgical care of
' Concisely address the most important aspects
patients. =) € ; o
of geriatric surgical care within the four-part
ACS framework for quality improvement



ACS 4-Part Quality
Model

ACS Quality Programs were
developed by applying the
ACS “4-part model” used

across surgery to achieve
high quality care.

M=
M=
M=

Standards

ACS sets the standards to
establish a baseline for
high-quality patient care

Rigorous Data

Collect and analyze
the right data to inform
improvement efforts

Right Infrastructure

Because quality programs
provide infrastructure to
support
the standards

©

Verification

Surgical peers verify that
processes and practices
are in place to meet
standards



Why Your Hospital Should Participate in GSV:

« The population in the United States is
expanding and aging.

* In the last decade, older adults reached
55.8 million people or 16.8% of the total
population.

 Older adults have substantially more
chronic conditions, require more care, have
increased complexities, and have higher
healthcare utilization.

 Older adults have worse outcomes - many
of which are likely preventable with better
care.




Fast Facts: Care for Older Adults

$164 B 40% $13,800

estimated annual cost of of inpatient surgery patients The average cost of a
delirium in the U.S. are older adults readmission for patients 65+

This is typically 5% higher than the
cost of the initial hospital visit.

(Barrett et al.)

5.2 Days

The average LOS for
patients 45-84 years of age

(Weiss et al.)




Overview Timeline

How do we attain high-quality care for older adults?

& @ (CM

» Work began in 2012 » Brainstorming sessions with GSV « The care of older adults became
Committee(s) a priority for the Department of
» The ACS received a grant in 2016 Health and Human Services
through the JAHF * How to make the program more
feasible for hospitals « CMS identified measure gaps

The GSV Program launched in 2019

+ Two attestation-based measures
Pandemic 2020 - elective surgeries were submitted by the ACS in
were stopped 2022

« CMS Age Friendly Hospital
Measure approved in August
2023



The CMS Age Friendly Hospital Me
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The Age Friendly Hospital Measure assesses hospital commitment to
improving care for patients 65 years or older receiving services in the
hospital, Operating Room, or Emergency Department.

ACS
GSV

Geriatric Surgery
Verification

Mandatory: Hospitals participating in CMS Inpatient Quality Reporting (IQR)
Program will have to comply with it.

Period: Hospitals must attest to the entire measure for the 2025 calendar year,
January 1, 2025 through December 31, 2025.

Submission of attestations will be on an annual basis, through CMS web
portal.

We recognized that Surgery is often one of the most difficult areas in the hospital to implement change, so
the GSV Team launched a new level of the program which directly aligns with this measure.

The new GSV Level will help your hospitals meet every requirement in the measure.



Hospitals Face Potential
Penalties for Noncompliance

« All hospitals that don't meet
participation requirements could face
significant financial penalties.

« Depending on the size of
your hospital, failure to
comply with the measure
could result in losing as
A@uch as $3 million.

© American College

Hospitals Face Potential
Penalties for Noncompliance

with CMS’s Pay-for-Reporting

Requirements

Hospitals participating in the Centers for Medicare
and Medicaid Services (CM5) Inpatient Quality
Reporting Program (IQR) will have to comply with the
new CMS Age Friendly Hospital Measure beginning
January 1, 2025,

The ACS Geriatric Surgery Verification (G5V) Program
can halp hospitals comply with this pay-for-reporting
rmieasure! as it partains to the care of their surgical
patients. The G5V Program helps hospital improve care,
usa critical resources more efficiently, and save money.

Depending on the size of your hospital, failure to
comply with the measure could result in losing as
rmuch as $3 million.

The ACS has compiled thres examples to illustrate the
potential penalties.?

These examples of Medicars Total Payment Amounts,
with and without QR requirernents met, were created
utilizing the hospital inpatient Medicare revenues
included in the publicly available CMS 2022 claims data
set as a proxy for current payment levels. The examples
assume the same service levels in the subsequent year.

2 &ll maasurasin tha cument CMS Hosplal Pay-for-Parformanca Program inktally
start i tha IR program, =0 an Haration of Mz Maasurs Could B4 oM pariermanc
measura Intha Tuture. AL thissiage hospiials have 1o ibast akbar yes™ or no” b
avold panaties

3 For fiscal year {F) 2025, a hospHalthat mal ks qualiy and meaningful usa reporting
raquirsments would gat & 25% updato. Htha hospHal doasnt mosk tha qualky
reporing raguiramais, that drops down bo & 2.05%. 50, In eszancs, tha hospial ot
-0u85% {or anound 25% of thalr update),

SURGICAL

Hospital A — 800-bed hospital

Total Previous Year

Meadicare Revenue: $383970,642
Full 2.9% Update: $395105,791 (+$11135,149)
Reduced 2.05% $391,842.040
Update: (+%7,871398)

A loss of approximately $3, 264,000 by not mesting
their hospital IQR requirements

Hospital B —186-bed hospital

Total Previous Year

Medicare Revenue: $23824.476

Full 2.9% Update: $24,515,386 (+3690,910)
Reduced 2.05% $24.312,878

Update: (+3488.402)

A loss of approximately $202,500 by not mesting
their hospital IQR requirements

Hespital € — 25-bed hospital

Total Previous Year

Madicare Revenue: 42 686 037

Full 2.9% Update: $2, 763,992 (+377.895)
Reduced 2.05% $2,741,100

Update: (+£55,064)

A loss of approximately $22,830 by not mesting
thair hospital IJR requirements

ACS!



CMS Age Friendly Hospital Measure

5 Domains
1. Eliciting Patient Healthcare Goals

2. Responsible Medication
Management

AMERICAN COLLEGE OF SURGEONS

ACS \§ ACS
SURGICAL \ GSV
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Misasure on Auguat 1 X124, haasd on work by tBe ACS* and deaipred o improve the

3. Frailty Screening and Intervention B

care and cutcomes for cider adult patients

4. Social Vulnerability e
5. Age-Friendly Care Leadership S
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/GSV Levels of Participation

With the growing population of older
adults aged 65 and above, hospitals
across the United States can work
towards improving the care and
surgical outcomes for this population

Through ACS GSV, hospitals can
achieve this:

ACS QUALITY PROGRAMS

New GSV Level*

* 6 Standards
* Patients 65+

* Helps attest to new CMS
Age Friendly Hospital

Measure

*The majority of hospitals
will be able to achieve this
level with minimal
resources required.

Focused Excellence
Level

* 30 GSV Program
standards in one or
more surgical specialties

* Must reach between 25
and 49 percent of the
hospital’s total
population of eligible
surgical patients aged 75
years or older.

Comprehensive
Excellence Level

* 30 GSV Program
standards in one or
more surgical specialties

* Must reach 50 percent
or more of the hospital's
total population of
eligible surgical patients
aged 75 years or older.




Four Major Components of the GSV Program

DATA AND QUALITY O Q STRUCTURE
IMPROVEMENT

PROCESSES AND
EDUCATION PROTOCOLS

(including screening)



GSV Comprehensive and Focused Levels

OE@@®®

Institutional
Administrative
Commitment

Program Scope
and Governance

Facilities and
Equipment Resources

Personnel and
Services Resources

Patient Care;
Expectations and
Protocols

&) @ (o)

Data Surveillance e cortic
an d SySte ms otle I:_Surgery_x.?[ificaltion

Quality
Improvement

Optimal Resources for

Geriatric Surgery

Professional and
Community Outreach

Research

facs.org/geriatrics

30 Required Standards
(2 additional optional)




GSV (Age-Friendly) Level

IO

The new GSV Level is designed to engage hospitals to
begin the journey to improve surgical care for older

adults and requires little to no additional resources to
purchase or hire

Applicable to a majority of patients 65+ undergoing
inpatient surgery

Focused on postoperative delirium prevention and
treatment, this level is specifically designed to help
hospitals comply with the CMS Age Friendly Hospital
Measure

Hospitals that are found compliant in all 6 Standards are
awarded verification status

AMERICAN COLLEGE OF SURGEONS

Optimal Resources
for Geriatric Surgery

2025 STANDARDS | GSV
(AGE-FRIENDLY) LEVEL

Effective January 2025

SURGICAL

QUALITY
PARTNER

facs.org/gsv




Overview (Age-Friendly) Standards ACS
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#1 - Age-Friendly Care #2 - Treatment and Overall
Leadership Health Goals
« Hospitals must identify a designated « Helping care teams understand what
point person and/or committee to matters most to patients and their
ensure that age-friendly care issues are caregivers, and creating the structures to
prioritized and addressed across care facilitate these critical conversations is
teams foundational to delivering optimal care.
*  Ensures adherence to standards - Shared decision-making with patients
- ldentifies opportunities for hinges upon high-quality communications
education and empowers patients to full participate
« Reviews data to drive quality in their care.

improvement.



Overview (Age-Friendly) Standards Acs
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#3 - Geriatric Vulnerability Screens #4 - Management Plan for
Positive Screens

- Patients that have positive vulnerability
screens need to have documented

« Patients must be screened for high-risk
characteristics that could significantly

impact their ability to recover well from . »
surgery or to achieve their healthcare goals. management plans in place to address positive

« The areas of potential vulnerability include: findir)gs. The management plan.should
- Impaired cognition and delirium risk consider all phases of each episode of care

Impaired functional status and/or mobility (e.g., pre, intra, postoperative, post-discharge).

Malnutrition and swallowing . in disch : , d
Palliative care needs Communicate in disc arge INstructions ana to

Social Determinants of Health (including social post-discharge facilities

isolation, economic insecurity, limited access to
healthcare, caregiver stress, and elder abuse)



Overview (Age-Friendly) Standards Acs
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#5 - Age-Friendly-Specific
Postoperative Protocol

* In addition to high-quality, routine
postoperative care, hospital care teams should
ensure processes are in place to address age-
friendly geriatric items such as:

Delirium: prevention, recognition, and
treatment

Responsible medication management
Opioid-sparing, multimodality pain management
Delirium precautions

. Mobility and function

. Nutrition and hydration

PARTNER

N

#6 - Data Review

« The rigorous use of data is essential to
continuous quality improvement and
delivery of optimal care.

« The hospital must collect and review data
guarterly on all patients included in the
scope of the GSV Program.



Resources to Help You

Beers Medications Commonly Examples of Screening Tools &

Postoperative Protocol Used in Surgical Care and Safer Management Plans

Alternative Medications

AMERICAN COLLEGE OF SURGEONS s

asv.

AGE-FRIENDLY PERIOPERATIVE ERP*

ACY
“This protocol is intended to provide a framework to be added to your hospital's current ERP which .. . . SURGICAL
likely alraady focuses on goal directed fluid nausean arly 3 Beers Medications Commonly Used in Surgical QUALITY ; Gsv
sarly oral nutrition, and multimodal pain control. Care and Safer Alternative Medications PARTNER Serarc Surgery

PREOPERATIVE — Examples of Validated Screening Tools
+  Screen patient for deliium risk [Honetlociers [ezntral)
*  Incorporate dalifium prevention strategies into praoperative convarsation with patient and family in « guan anzben
addition to typically discussed geriatric risks (falls, aspiration, decubitus ulcers) *  ACS NSQIP®/AGS Optimal P ;sessment
Overarching *  Edmonton Frail Scale
= Introduce and axplain delirium —— — Edmonton Frail Scale
e et oF phyece demendence L= .
o Instruct family to engage with patient, bring familiar home items to hospital sedating Screens Sinai Abbreviated Geriatric Evaluation

Association of Integrated Care Coordination with Postsurgical Qutcomes in High-Risk Older Adult
Review admission medications for potentially inappropriate medications

Optimize comorbidities

*  MiniCog
®  Mini Mental Status Exam (MMSE]

[2rcbictc

s0dar Impaired Cognition

in patients with Crci <60

sk of pul

INTRAOPERATIVE

c i crom cantion +  Montreal Cognitive Assessment (MOCA)
o Minimize opioids
" Siemetic [ Antinauses .
b Use of multimodal pain 5
_g control including regional Delirium Risk
° anesthesia when appropriate =
o
= . . 4 i . i \
o POSTOPERATIVE e Impaired Functional .+ Lawton's in SHBEICAL N GSV
= Status 5 QUALITY —
o+ Routine scresning for delirlam sumare . . - PARTNER Geriatic Surpery
e poean) < " Positive Geriatric Vulnerability Verincation
+  Medication Management: +  Timed Upand
= Routine medication revisw for ¢ exhaustiveand i e « Preveningrz| Screen Management Plan
= Ensure patisnt has appropriate bowel regimen mm’__:nw ; *  Five Times Sit
+  Nenpharmacologic delirium prevention: *  Functional Ga
o S(nﬂz!nncamg\tmrsm cngznguzmn.mﬂnenl patient e Positive Screen |Management Plan
= Caregivers to bring familiar home items *  ACS Strong for
o Use of Age Friendly rooms (Le. lafge clock, whiteboard with large writing) Malnutrition «  Mini Nutrition| Age 2 85 years * Formal evaluation by a health care provider with geriatric expertise
=  Ensure access and use of Sensory items (i.e. glasses, hearing aids) &7 Mkt ) Increased delirium risk - implementation of delirium prevention bundle after surgery Formal
= Early removal of tubes/lines/drains Impaired Cognition evaluation bya health provider with geriatric expertis
o Offerdeliium toolkit** =g Sk never evaluated previously)
= igghitris nerezsed ke and death n indrduals i = dhetasy s . i i " o i i
= Minimize nighttime cisruptions N = z swallowing Ability s tase g + Increased delirium risk -> implementation of delirium prevention bundie patient/caregiver
+  Nonpharmacologic care: oAby dem T etates . ﬁ education about delirium recognition, prevention, and treatment.
= Fall prevention during early mobilization ladder scan isa threat 1o elf or others | el " +  Encourage patient to bring a sleep hygiene kit to bring to hospital fe.g. ear plugs, eye mask,
= Ensur i i i incenti * TheToronto 8 irium Risl night light, sound machine, etc }
o ‘2 pReUmania pravention: aspiration precautions and frequent use of incentive
irinalysis, WBC, CT o Revi list of Beers ith high ic burden;
Palliative Care «  Utility of the * with PCP potentially ications that can
IF DELIRIUM SCREEN IS POSITIVE.... Conditions worsen delirium risk
«  Supportive &
e Earlyengagementof physical therapy (PT). therapy (OT) after surgery Referral
= b e deli [+ Loperamide orimodium e e Impaired Functional social work to discuss potential placement options after surgery Discuss with patient who
ontinue above agement and nor delirium prevention protocols o Status caregiver will be to help him/her after surgery
= Evaluation and reatment of underlying causa inical judgement for R . . "
” o Discusstip: and caregiver on for y(e.2.removin
+ It concam for acuta hyparactiva dalirium and thraat of safety to patient and/or staff THEN traat with AC / Impaired Mobility e e s et ot e i
pharmacologics +++* Mox Dose [reseee stmuanes 3 Y " et * Patient educ arly ambulation after surgery
. 2l therapy trength training
3mg/24h o Earlyengagement of physical therapy (PT}/ occupational therapy (OT) after surgery
T s Zodiazeping inmal mpravement in slgep latency and . . i {e.g Ensure, Boost, etc.) and high
14-26h (IV) yneme = Malnutrition protein foods
olanzapine 2.5-5mg PO, ODT or IM_| 21-52h q1zh 20mg/2ah o Preoperative referral tonutrition to evaluate for nutritional supplements prior to surgery
et Fave suficent renal Ceara - Acesaminaphen o Implementation of aspiration precaution protocols after surgery
tiapi 12.5-25mg PO 612h 12h S0mg/24h e e oot e o e e DEiCAyS B . i prior to diet
quetiapine .5-25mg - q mg, ure. higt P e —)
risperidone 0.25-0.5mg 3-22h g4h prn 2mg/24h
PO/ODT/solution
Ziprasidone 5-10mgIM, 20mg PO | 2-h (IM) q12 20mg/24h
7-10h (PO)
Medications should be administered as a one-time dose with repeat patient assessment before
additional doses are administered. Onset of clinical effect may be delayed — avoid scheduling Futeniorsa larproparide ar oiaki ere older adulc patients, which can
* gfyouride or Diasets/Glynase/Prestabs/ tin prolenged hypogiycemia
repeatdoses. i pamids can cause SIADH.
* glyburide/metformin or Gl ance




Targeted Procedure: Geriatric Surgery -
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QUALITY

These variables are collected by ALL Adult NSQIP | Available Hospitals participating in NSQIP can
participants for cases with patients 2 65 years of | choose elect to target Geriatric Surgery:
age at the time of surgery:
1.
1. Home Origin Status — Support 2.
2. Fall History 3.
3. History of Dementia or Cognitive 4.
Impairment >.
4. Postoperative Delirium 6.
5. Functional Health Status on Discharge 7.
6. Home Discharge — Services S
10.
11.

ACS

Acs’ NSQIP

PARTNER

Surrogate Signed Consent vt
Preoperative Use of Mobility Aid

Preoperative Pressure Sore

Preoperative Treatment Goals Discussion

New DNR Order During Hospitalization

New Postop Pressure Sore

Postop Use of Mobility Aid

Fall Risk on Discharge

Place of Residence at 30 Days Postop

Functional Health Status at 30 Days Postop
Perceptions of Physical Function at 30 Days Postop



Overview of the Verification Process

Apply online; complete Virtual site visit to review standards A reportis provided
participation agreement compliance and conduct interviews to the hospital with
with program staff site visit findings

Preparation

for Site Visit slite ReEm

Application

Hospital completes Pre-Review Site visit findings are
Questionnaire (PRQ) to evaluate reviewed by GSV Program
compliance with standards clinical peer reviewers

Site visit date is scheduled

AMERICAN COLLEGE
AC $<F SURGEONS © American College of Surgeons. Content cannot be reproduced or repurposed without written permission of the American College of Surgeons.



Implementing
the GSV Program
will satisfy

Standard 7.4

AMERICAN COLLEGE
OF SURGEONS

CIancer Program Goal

Definition and Requirements

Annual goal setting provides direction for the strategic
planning of cancer program activities. Each calendar year,
the cancer program establishes, and documents in the cancer
committee minutes, one cancer program goal appropriate
and relevant to the cancer program and its patient
population.

It is recommended the goal-setting tool known as SMART
(Specific, Measurable, Achievable, Realistic, and Timely)
be used when establishing the goal. Goals must be directed
toward the scope, coordination, practices, processes, and
provision of services for cancer care at the program.

The cancer committee must document substantive status
updates on goal progress at two subsequent meetings after
the goal’s establishment in the same calendar year. For
example, the status update may include any progress made,
road blocks encountered, or a description of any necessary
next steps.

Goals should last approximately one year. If additional time
is needed, a goal may be extended for a second year (for a
total of two years). However, a new goal must be established
at the beginning of each calendar year even if a previous goal
is still in progress. If the goal will extend into the second year,
then a status update must be provided at the last meeting of
the first calendar year. Additionally, there must be at least
one additional status update documented in the cancer
committee minutes during the second year. By the end of
the second year, the cancer program must document in the
cancer committee minutes that the goal is either completed
or retired.

A poal established under this standard cannot duplicate
requirements or be an improvement on requirements from
another standard or be a program or initiative submitted to
meet requirements of another standard.

Measure of Compliance

Each calendar year, the cancer program fulfills all of the
compliance criteria:

1. One cancer program goal is established and
documented in the cancer committee minutes.

2. At least two substantive status updates on goal progress
are documented in the cancer committee minutes in the
same calendar year as its establishment.

3. For any goal extended into a second year, at least one
status update is documented in the minutes during the
second year to indicate whether the goal was completed
or retired.

Documentation

Submitted with Pre-Review Questionnaire
« Cancer Program Goal Template
« Cancer committee minutes documenting the
establishment and status updates of the cancer program
goal
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Value of GSV for Cancer Patients and Participating

Hospitals

[+

Holistic Long-Term Plan
of Care

@

Reduce complications
and readmissions

=
"

Interdisciplinary
Care

Deasignation as a
G5V Partner

WHY THIS MATTERS

Cider adults often hawve multiple
chronic conditions that can
complicate cancer treatmeant.
They may face mobility issues,
cognitive decling, or frailty. Age-
frizndly protocols evaluate and
address these concemns to ensure

patients can safely undergo and
recover from treatment tailored to

the patient's owerall health.

WHY THIS MATTERS
Age-friendly care emphasizes
what matters most to the patient,
including theirtreatment goals,
independence, and quality of life.
This approach is wital for older
patients, who may pricritize
comfort and daily functioning ower
aggressive treatments. Hospitals
using age-friendly protocols

see better outcomes, fewer

readmissions, and higher patient
satisfaction scoras.

WHY THIS MATTERS

Clder cancer patients may require
support from multiple spacialists
and caregivers. Age-friendly
protocols enhance communication

among healthcare providers and
include caregivers in dacision-

making, ensuring coordinated care.

WHY THIS MATTERS

In a competitive healthcara
markst, G5V verification positions
the hospital as a leader in genatric
cara. Displayad with your cancer
designations, this shows that you
hawe the expertise and resourcas
to address the unique challenges
and needs associated with aging
and cancer treatment. This
distinction helps attract patients,
partnerships, and refarrals,
particularly in regions with a high
older adult population.
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Geriatric Surgery Resources:

For all Levels

Implementation
Materials

There are a variety of resources
available that will help your hospital
embark on the verification journey,
such as:

* Gap Analysis
* Implementation Course

* Q&A Calls with Geriatric Experts
» GSV Hospitals' Best Practices

ACS/

Site Visit Materials

The GSV staff team is available to
support you every step of the way as
you prepare for your site visit:

» Site Visit Guidelines

+ Site Visit Agenda

» Steps in the GSV Verification
process

» Access to the Pre-Review
Questionnaire (PRQ)

—

Video Podcast Series:
GSV Insight

GSV Insight is an educational
series consisting of short
videos that focus on how
specific standards are
implemented in participating
GSV hospitals. Guest speakers
discuss topics such as
implementation strategies, the
resources and skills needed to
do so, barriers that were
encountered and tips for
overcoming them.

ACS

SURGICAL

QUALITY

PARTNER

ACS
GSV

Geriatric Surgery
Verification

GSV FAQs

If you have questions during
the enrollment process or
about standards
implementation, access the
FAQ documents available:

* General Questions

« Standard Specific

e Chart Review and Site Visit
* Reverification



https://www.facs.org/media/25eiiits/gsv_site_visit_virtual_guidelines.pdf
https://www.facs.org/media/l0dfsmqx/gsv_site_visit_agenda.pdf
https://www.facs.org/media/03qfqfhq/gsv-verification-steps_v2.pdf
https://www.facs.org/media/03qfqfhq/gsv-verification-steps_v2.pdf
https://www.facs.org/media/u5zesd4d/gsv-faq_general-questions.pdf
https://www.facs.org/media/fjxn5iva/gsv-faq_standard-specific.pdf
https://www.facs.org/media/o5cogwor/gsv-faq_chart-review-and-site-visit.pdf
https://www.facs.org/media/qk4f4g4a/gsv-reverification-faq.pdf
https://www.facs.org/quality-programs/accreditation-and-verification/geriatric-surgery-verification/resources/gsv-videos/
https://www.facs.org/media/a4dhyb3m/gsv-gap-analysis.pdf
https://www.facs.org/quality-programs/accreditation-and-verification/geriatric-surgery-verification/implementation-course/

How ACS Can Help Hospitals? onere,

QUALITY

PARTNER

Enroll Today! Questions?

Kat Christensen Sarah Valek RN MSN MBA
Manager, Geriatric Surgery Manager, Clinical Quality
Verification Program Resources

geriatricsurgery@facs.org



Thank you!

Contact information:
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GSV

Geriatric Surgery

« Kataryna Christensen: kchristensen@facs.org Verification
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A comprehensive risk assessment platform to
empower individuals to take proactive steps in
reducing their cancer risk as part of the American
Cancer Society’s collective goal of ending cancer
for everyone.



Why do we need a Cancer Risk §, American conee
Assessment Tool? { Society

1in2 menand 1in 3 women will face cancer in their lifetime, with many waiting until they have
symptoms to visit a doctor.

* At least 40% of adult cancer diagnoses in the U.S. - about 811,000 in 2025 - are linked to potentially
modifiable risk factors including excess weight, alcohol and tobacco use.

* 5-10% of all cancers are tied to genetic mutations. 75% of eligible patients with breast or ovarian
cancer have never discussed genetic testing with a health care provider.

 Empower and ensure everyone has access to tailored information and resources to reduce their risk
of cancer

O Cases

m Deaths

40 50 60 70 80 90 100

Percent

Star J et al. Cancer Epidemiol Biomarkers Prev 1 July 2023; 32 (7): 879-888.
Christopher P. Childers et al.. JCO 35, 3800-3806(2017).




American

Assessment Look and Feel & Cancer Sl

1 Society

Desktop Mobile

American
Cancet Cancer fe9 Listen ) .
‘EL Society MY = 30% ) Health History (¢ Listen

Take the first Step. Have any of your first-degree

Taking steps to improve your health and lower your cancer risk is empowering. relatives had cancer?
The following assessment takes about 5-10 minutes to complete. When you're What s a first degree relative?

finished answering the questions, you'll get personalized tips to help you on your
journey. Your path to better health begins here!

Unsure/Unknown
Please note that this assessment is optimized for individuals 18 years or older.
If you are between 15 and 18, click here for more information about cancer in Yes
Young Adults.
If you are under 15, click here for more information about childhood cancers. No

C' StartOver

About ACS CancerRisk360 ‘ Privacy Policy ‘ Health Privacy Policy | Legal Terms




Assessment Makeup | American
Dynamic set of questions & content to identify areas of risk ‘

cancer)
Risk360/

Society’

Health Screening

The Basics . .
History History

« Age « Genetic mutations « Tobacco use « Breast Cancer Screening
« Sex  Hereditary cancer + Alcohol consumption  Cervical Cancer Screening
» Race & ethnicity syndromes + Diet « Colorectal Cancer
« Zip code « Family history of cancer « UV exposure Screening
+ Personal medical * Sleep * Lung Cancer
« Physical activity » Screening
« Environmental  Prostate Cancer Screening

Personalized Action Plan, Information & Resources

34
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What ACS | Knowing your

cancer risk can

CancerRisk360™ is NOT: help you prevent it.
. - Check your risk.
° Not G rlsk quculqtor i Take the ACS CancerRisk360™ assessme 7
« Not a medical device
» Not a replacement for a visit
with a doctor or other
healthcare professional

Not a research tool/project

SCAN TO TAKE
ASSESSMEN

American
2 Cancer
i Society

Learn more at cancer.orgfcancerrisk



Utilization: 2025 Year to Date Totals

*As of 4/1/2025

22,359 Assessments completed
60,780 Visitors to web app

72%  Average completion rate

4.29 Average rating (utors)




What are people saying about ACS CancerRisk360™?

“This is the
best thing that

“Knowledge is our “Thank you for

best defense against the ability to do
cancer. Thanks for this for free. Will
giving me this share the survey
opportunity to with others to
evaluate my current take as well.”
health care
situation.”

has happened
tomeinalong
time.”

“Thank you for this
assessment! Itis
actually the first time

anyone has taken the “] learned a whole lot from
time to care about the test about cancer and
thelfs::)‘rml),lﬁ‘:g how it works and what |
P | need to do. I'm going to get
out of this bed and start
exercising and getting up
everyday | promise myself
this.

Take the

ssssssssss
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“A participant in our session on
ACS resources told me that she
actually completed it a few
weeks ago and found out she
should be screened for lung
cancer. She is a previous
smoker and never has had a
physician recommend the
screening! She has it scheduled
for next week!”




American Canéer
< Cancer Risk?@

ACS CancerRisk360™: A simple tool to check your cancer risk. ? Society

How it works:

1. Go to acscancerrisk360.cancer.org

2. Take the test in about 5 mins. No prep
or studying needed.

3. Get a personalized action plan.

4. Improve your whole health.

SCAN TO TAKE ASSESMENT

You can save your results by downloading, printing,
or sending it to yourself.

Don’t forget to encourage your friends and family to take
the assessment too!


https://acscancerrisk360.cancer.org/

(A:mericcm Canéer
< Cancer A D
? society(.. Risk360

Questions




American
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For questions, feedback
and collaboration:

Molly.Black@cancer.org
980.308.0311
828.33/.5136

Molly Black
Director, Early Detection



mailto:Molly.Black@cancer.org

C Commission on Cancer
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Open Forum



C Commission on Cancer
0 American College of Surgeons
Thank you!

Questions?
Melissa Leeb: mleeb@facs.org

facs.org/quality-programs/cancer-programs/ ﬂ ACS Cancer Programs g @AmColSurgCancer


mailto:mleeb@facs.org
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