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requirements and adherence to clinical standards, procedures, guidelines and policies as 
established by the NTHSSA. 

Under the direction of the Minister of Health and Social Services, the NTHSSA is established to 
move toward one integrated delivery system as part of the government's transformation 
strategy. 

Stanton Territorial Hospital (STH) is a referral centre for the approximately 43,000 residents 
of the North West Territories and approximately 6000 residents of the Kitikmeot Region, 
Nunavut. All patients receiving in-patient care require assistance with transitional care 
planning and support back into the community. 

The Transitional Care Planner works is part of a Transitional Care Planning team consisting of 
a Clinical Social Worker & Team Leader, 2 Transitional Care Planners and 1 Clinical Social 
Worker. The incumbent is part of the health care team, working alongside all Practitioners 

and Allied Health care providers to address the unique needs of clients and their families. The 
incumbent collaborates with Community Partners and all Government Departments to 
establish an individualized plan of care for each client, ensuring they receive the support they 
need in order to attain their best level of health and wellness possible in the context of their 
environment. 

RESPONSIBILITIES 

1. Provides Assessment and transitional care planning needs to clients with complex

case management and/ or discharge planning needs.

Main Activities: 
• Reviews and triages referrals from members of the multi-disciplinary team.
• Assesses patient and family needs in conjunction with the multi-disciplinary team.
• Works with high risk clients who are dealing with multiple complex social issues

(homelessness, poverty, corrections, mental health, F ASD, addictions, etc.)
• Facilitates patient/family planning meetings to support the development and

implementation of plans and processes to meet the patient needs.
• Ensures NWT /NU communities are updated on a regular basis with the status of

referred individuals.
• Assesses the client's medical, functional, spiritual, cultural and psychosocial needs to

facilitate their transition through the continuum of care.
• Ensures the appropriate referral and handover of case management to community

agencies.
• Provides ongoing follow up to evaluate the effectiveness of client interventions, and to

take such steps as necessary to improve effectiveness.
• Reviews complex issues/cases and safety concerns, requiring clinical guidance and

support, with the Clinical Social Worker & Team Leader.
• Ensures effective coordination of transitional care planning needs for all patients

referred.
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