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ALC RM&R stands for Alternate 

Level of Care Resource Matching 

and Referral and is a program 

that began as a way to help 

streamline the complex patient 

referral system across Ontario.  

 

Once fully implemented, it will 

benefit patients, health service 

providers and health planners. 

Through increased collaboration, 

standardized referrals and a 

shared commitment to project 

success, ALC RM&R will result 

in more efficient, equitable and 

client-centred care. Supported 

by the Ministry of Health and 

Long-Term Care, this initiative 

is considered a priority for all 

14 Local Health Integration 

Networks.  

 

The in-scope care pathways 

have been defined as Acute  

to Rehab, Acute to Complex 

Continuing Care, Acute to 

Long-Term Care and Acute to 

CCAC in-home services. ALC 

RM&R supports the Ministry 

of Health and Long-Term Care 

ER/ALC Strategy, the Senior’s 

Care Strategy, the Excellent 

Care for All Strategy, and the 

Ontario eHealth Strategy. 

 

 
 
 
 

Since our last project bulletin, there have been many important  

project accomplishments! As all three clusters completed their work-

flows and minimum data sets (MDSs), the Provincial Delivery Lead 

(PDL) amalgamated the work and presented the findings in April 

2012 at a well-attended Subject Matter Expert (SME) meeting with 

representation from across the province. At this meeting, SMEs, 

grouped by pathway, came to consensus on the MDS for each in-scope 

care pathway. They also reviewed any differences in workflows 

across the three clusters and provided feedback on Key Performance 

Indicators (KPIs) for the next step of the project. A Provincial  

Standards document was presented to the LHIN CEOs in April  

2012, resulting in a provincially-approved minimum data set for  

each of the four pathways.  

We would like to thank all those who participated in the various 

working groups for their time, expertise, and spirit of collaboration. 



 

 

 

 

Step 5 of the ALC RM&R project will require a much broader level of stakeholder engagement – we look 

forward to our project champions involving their HSPs in the refinement, testing and implementation of 

standardized forms across all four pathways. Communication will be a key success factor! We encourage 

you to continue to share your ALC RM&R news with not only your team members but also providers in 

your LHINs and Clusters. One of the first steps we will need to complete now that funding for 2012-13 

has been received is the procurement of cluster delivery teams (CDTs). These teams will be engaged to 

assist each cluster with completing the deliverables for Step 5 of the project. 

 

Once engaged, the CDTs will begin the work of refining each of the draft standardized forms – The 

agreed upon pathway's by all clusters are as follows: 

 

Cluster 1:   Acute to Home Care 

Cluster 2:   Acute to Long Term Care (this Cluster has already had significant development in 

   the LTC pathway in existing RM&R solutions) 

Cluster 3:   Acute to Rehab/CCC (this Cluster has free-standing Rehab and CCC facilities) 

Step 5 Activities: 

 

 

 

 

 

 

 
 

 

 

 

 

The ALC RM&R Team is committed to    

keeping all stakeholders updated on project 

progress and is excited to make further      

advancements on the RM&R Business     

Transformation Initiative project that will 

truly transform the referral process and care 

transitions for patients across Ontario.     

Your work on this project supports quality  

patient care – right care, right place, right 

time. 


