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Schematic Integrated Care Pathway Model for National Falls
& Bone health Implementation Project (AFFINITY)

Stage of Care —
1. Prevention
2. Case Finding/AT RISK
3. Interventions

Community Setting

 Hospital Setting

INTERVENTIONS

( Level 2 Multi-factorial Falls Risk
Assessment if not already done &
Level 3 Multi-factorial falls
Interventions)

Ambulatory Day Care that is
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