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PURPOSE AND INTENT 
 
 
This guideline is intended for use by Public Health Nurses (PHN) and Registered Midwives (RM) and it 
is founded on the principles of collaboration.  Collaboration has been shown to improve health 
outcomes across all sectors of care, increase job satisfaction, and cut health care costs.  It is built on 
six competencies: inter-professional communication, client centered care, role clarification, team 
functioning, collaborative leadership and inter-professional conflict resolution. These competencies 
provide a framework that strengthens relationships between care providers while enhancing the 
quality of care and satisfaction of all involved.   
 
 
1.  Introduction 

 
Everyone wants to live a healthy and satisfying life.  Complex social and medical factors can interfere 
with this.  The more complex the needs, the less probable it is that one health care provider can meet 
them and the more important it is to facilitate a collaborative approach.  There are various agencies 
and professionals that can make up the perinatal team for a client. Principles used here can be 
extended to collaboration with any other health care provider or agency. 
 
 
2.  Background 
 
Midwives and Public Health Nurses have been collaborating to provide the best care for pregnant 
individuals and their families since midwifery was regulated in Manitoba.  Since that time, 
collaboration has evolved and there is a growing emphasis on it within the WRHA and a need to 
enhance team effectiveness.  Collaboration is a process that can be learned and evaluated with a 
standardized evidence informed framework.   This guideline is meant to give practical step by step 
guidelines to assist with day to day collaboration as well as to provide knowledge of the behind the 
scenes competencies which when mastered will provide success in any collaborative relationship.  
 
There is overlap in services offered by PHN’s and RM’s.  Collaboration is meant to be a cost effective 
tool that allows each participant to work to their full capacity.  It is not meant to be a duplication of 
services.  Ideally every pregnant person should have access to both PHN’s and RM’s, but that is not 
possible at this time due to a lack of resources.    As there are large gaps in the Winnipeg Regional 
Health Authority between those experiencing the best and the poorest health outcomes, a good way 
to know where to spend resources is to look through a health equity lens.  This approach is in keeping 
with both PHN’s and RM’s mandates and will ensure that those with the most unmet needs get the 
support they need to improve their health outcomes.  Inter-professional collaboration will result in 
increased prenatal referrals to midwifery and public health for disadvantaged populations and 
improved health outcomes.  
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3. Guiding Principles 
 
The CIHC National Inter-professional Competency Framework describes the competencies required 
for effective inter-professional collaboration2. The following six competency domains highlight the 
knowledge, skills, attitudes and values that together shape the judgments that are essential for inter-
professional collaborative practice.   
The competency framework can be used to guide successful collaboration between Public Health 
Nurses and Midwives. If an issue is arising or collaboration is not going well, chances are one of these 
competencies is lacking.  
 

A. Inter-professional Communication: 
PHNs and RMs communicate with each other in a collaborative, responsive and 
responsible manner.  

• Information is openly, willingly and respectfully shared according to PHIA to enable 
a holistic and client-centred family assessment of strengths and needs.  

• Frequency of communication may be less important than the appropriateness, 
timeliness and mode of communication. Communication can take place in person, 
over the phone, or via pagers or faxes and preferences should be discussed and 
planned at the onset of the RM/PHN relationship.  Clients have access to RM 24/7.  
Pagers should not be used for non-urgent calls. 
 

B. Client Centered Care:   
RMs and PHNs integrate and value the engagement of the client in planning for and delivering 
services. 

• Support the participation of clients as integral partners in care. 
• Share information with clients in a respectful manner and in such a way that it is 

understandable, encourages discussion, and enhances participation in decision-
making 

• Ensure that appropriate education and support is provided to clients and others 
involved with care or service 

• Listen respectfully to the expressed needs of all parties in shaping and delivering 
care or services. 

• Provide comprehensive advocacy and support to ensure clients remain engaged in 
their provision of care. 

 
C. Role Clarification:  
RMs and PHNs understand each other’s’ roles and use this knowledge appropriately 
to establish and meet client goals while decreasing duplication of services. 

• PHN’s are able to share the role of RM’s to their clients, and RM’s will be able to 
share the role of PHNs to their clients.   

• As scope and roles change within perspective professions it is important to have 
program wide meetings to keep informed and updated.  

• As midwives’ scope precludes prescribing many medications and performing 
operative deliveries it may not be appropriate to refer a client who is in need of a 
caesarean or has complex medical needs. 

• Each team member takes responsibility and accountability for their role and the 
tasks they provide. 
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D. Team Functioning:  
RMs and PHNs work as a team to provide client centered care. The RMs and PHNs relationship, 
respects ethical values and every member’s participation in the collaborative decision making 
process. The collaborative nature of the PHN/RM working relationship provides enhanced 
professional satisfaction.   

• Dedicated time for team development activities is facilitated.  This could be 
accommodated by shared education days. 

• Shared space to work/socialize together is provided.  At facilities where PHN’s and 
RM’s share the building they can participate in team meetings to review client case 
care. 

• Care is organized according to the goals of the client. 
• Clear role statements for all team members assist to minimize duplication of 

service. 
 

E. Collaborative Leadership:  
RMs and PHNs understand and apply leadership principles that support collaborative practice.   

• Each individual is accountable for one’s owns actions, responsibilities and role as 
well as facilitating the care needed by the client.  The RM and PHN work 
collaboratively to determine who will provide case management while at the same 
time value the role of each team player.  

• Clear team goals are linked to better team performance 
• Organizational support of teams and sufficient training result in improved 

satisfaction and effectiveness.  Opportunities for shared learning/workshops 
facilitate collaborative practice. 

 
F. Inter-professional Conflict Resolution:  
RMs and PHNs actively engage self and others, including the client in positively and constructively 
addressing disagreements as they arise.  Team members address conflict in 
a constructive manner. 

• Establish a safe environment to express diverse opinions and understand strategies 
to deal with conflict. 

• Identify potential conflicts across professional roles, providing an opportunity for 
continuous quality improvement. 
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4.  Components 
 
4.1 Prenatal Referrals 
 
4.1.1 Prenatal Referrals from PHN to RM: 
 
PHN role: 
 
The PHN reviews all prenatal referrals and makes initial contact with the client via the telephone or 
home visit.  The PHN assesses client readiness, preference, needs, existing resources and goals to 
determine the type, frequency and duration of services.  
 
If the client is experiencing barriers to accessing services from a primary health care provider or is 
socially complex, a referral to midwifery services can be offered.  See Appendix One for an example of 
how to introduce midwifery care to the client. 
 
If the client accepts the prenatal referral to RM care, the PHN will support the client to complete the 
intake form ensuring that the referral source, contact and any information related to special needs 
are provided.  The completed form is to be faxed to the Midwifery central intake line at 204-594-
0907. The PHN will have access to a paper version of the midwifery intake form and can fill this out 
with the client as necessary (for example, the client does not have access to a phone or would benefit 
from assistance completing the intake process. See Appendix Three.   
 
If it is deemed necessary to expedite the referral process, for example if the client has had no 
prenatal care and is close to her delivery date, in addition to faxing the referral form, the PHN can 
contact the midwifery practice closest to the client and speak directly with the midwife at the office 
to see if there is a spot available.  PHNs are to call the office numbers (Appendix 6) as opposed to 
pager numbers, as on call RM’s may be in the middle of a delivery or sleeping after a long night of 
working.  
 
The RM will return the call during weekday office hours as soon as possible.  If accepting care, the RM 
will complete the task assigned to the intake form, contact the client for an initial interview in which 
the client and the RM will decide if the client is appropriate for RM care.  If the client is accepted in to 
midwifery care, the RM will inform the PHN and discuss a care plan.  If the referral is not accepted, 
the PHN will receive a call from the Birth Centre Assistant (BCA) within three weeks.  The PHN will 
then need to facilitate access to an alternate care provider.   
There can be a three week or more turn around period from referral to acceptance into midwifery 
care. PHNs will use clinical judgement to determine whether or not the client also needs a referral to 
an alternate HCP before knowing if the client will be accepted into midwifery care. 
 
Referrals to RM’s can be made at any point in the pregnancy.  PHN referrals to midwifery should only 
be made for disadvantaged clients and the client should be made aware that the referral does not 
guarantee an acceptance into midwifery care as RM’s have a limited capacity. 
 
The RM’s Role: 
 
All RM’s will receive the referral via a task from the BCA or a telephone call from the PHN if the PHN 
would like to expedite the process. The RM’s caseload will be reviewed to determine availability.  
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Every effort will be made to accommodate the client.  The client will be contacted within two weeks 
to arrange an initial prenatal visit if accepted into care.  RM’s are experts in low risk obstetrics and 
the decision to accept a client into RM care can only be made after an initial interview between the 
client and the RM to determine she is appropriate for RM care. If the caseload is full for the RM, the 
client will receive a letter declining care within three weeks.  The BCA will also inform the PHN.  The 
PHN will continue to work with the client to ensure access to a primary provider.   
 
If the client is accepted into RM care the RM will contact the PHN via the contact number on the 
intake from.  Together, the PHN, RM and client will make a plan for collaborative care.  The plan will 
be client centred and will include preferred communication methods and plans for separate or 
combined care visits.  
 
The RM will arrange ongoing prenatal care and check in frequently with the client to get updates on 
how things are going and encourage contact with the PHN.  Ongoing communication between the 
client, the PHN and the RM may be minimal unless concerns or complexities arise.    
 
4.1.2 Prenatal Referrals from RM to PHN: 
 
RM’s role: 
 
The RM explores the needs and preferences of clients during initial contact.  PHN services are offered 
to disadvantaged clients only.  The RM will use the risk factors as outlined on the Families First 
Screening Form (Appendix Eight) to determine which families to refer to PHN services.  Families with 
3 or more risk factors should be offered a referral to Public Health. The RM notes the risk 
factors/health inequities identified on the prenatal referral to the PHN.  See Appendix Two for 
example of potential invite to PHN services. 
 
 
The Prenatal Referral Form (Appendix Four) is to be completed with any details shared about how the 
PHN will best serve the client’s needs.  The referral form will have the RM’s contact information and 
will be faxed to Public Health central intake.  Referrals can be made at any point in the pregnancy and 
can be declined by the client at any time. 
 
 
PHN’s Role: 
 
The PHN receives and reviews the prenatal referral.  The PHN contacts the RM to discuss the referral, 
client needs and collaborative care.  The PHN makes initial contact with the client via the telephone 
or home visit within two weeks of receipt of the prenatal referral as per the Provincial Public Health 
Nursing Standards: Prenatal, Postpartum and Early Childhood 
http://www.wrha.mb.ca/extranet/publichealth/files/MBPHNStandards_PrePostEarlyYears.pdf 
The PHN assesses client readiness, preference, needs, existing resources and goals to determine the 
type, frequency and duration of services.  The PHN will then contact the RM to update on care plans 
and collaborate as necessary based on the needs of the client. Ongoing communication between the 
client, the PHN and the RM may be minimal unless concerns or complexities arise.    
 
 
 

http://www.wrha.mb.ca/extranet/publichealth/files/MBPHNStandards_PrePostEarlyYears.pdf
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4.2 Postpartum Referrals: 
 
PHN’s Role: 
 
The PHN receives Postpartum Referral Forms (PPRFs)  from midwives via Central Intake within 48 
hours of birth regardless of place of birth.   Any special needs the client may have will be noted by the 
midwife (or nurse in the case of hospital births) on the postpartum referral form. 
   
The PHN receives the postpartum referral form as advisement of birth.  The PHN will contact the 
family within 7 days of maternal discharge or home birth and provides care as per their scope of 
practice.  The PHN will complete the FFS and Parent Survey process as applicable, identifies client 
strengths and risks and determines the need and timing of public health nursing follow-up. Continuity 
of care will be maintained whenever possible so that the PHN providing prenatal services also 
provides services during the postpartum period. The PHN will follow the client as per her scope of 
care.  PHNs providing weekends services should forward the PPRF to the appropriate CA office for 
follow-up.   
 
If the midwife believes that a family could benefit from PHN support earlier in the postpartum period, 
for example a disadvantaged client who declined a prenatal referral to public health, she will contact 
the Public Health office where the client lives to connect with the assigned PHN directly.  She will also 
note the reason for priority contact on the PPRF.  Upon receiving the PPRF for a disadvantaged client, 
the PHN will contact the RM (if not already contacted) via the contact number on the referral and 
collaborate to make appropriate plans for the client.  Collaboration can take many forms whereby 
each provider may see the client individually or together based on the needs of the client and the 
interest of not duplicating care.  
Ongoing communication between the client, the PHN and the RM may be minimal unless concerns or 
complexities arise.   
 
 
RM role: 
 
The RM will offer all clients a postpartum referral to public health regardless of place of birth 
(Appendix five – Postpartum Referral Form).The PPRF is faxed to public health central intake within 
48 hours of birth if the birth takes place outside of the hospital.  Any special needs of the client will be 
written under “Additional Discharge Notes” as well as the preferred contact information for the RM.  
The Postpartum Referral form is to be used by midwives to refer families to Public Health throughout 
the six weeks postpartum.  If the client is not referred to public health immediately postpartum, the 
midwife is to indicate on the PPRF the reason for the delayed referral.   
 
If the midwife believes that a family could benefit from PHN support prior to 7 days after home birth 
or discharge from hospital, for example a disadvantaged client who declined a prenatal referral to 
public health, she will contact the Public Health office where the client lives to connect with the 
assigned PHN directly (Appendix Seven - Public Health Community Office contact information).   The 
reason for early contact should also be noted on the PPRF.  The plan for collaborative care will be 
determined by the PHN and Midwife based on the needs of the client and the interest of not 
duplicating care.    
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The midwife provides primary care to the mother/newborn until they are discharged from midwifery 
care at approximately six weeks postpartum.  The RM is available to the family by pager 24 hrs/day.  
RMs visit the client at least three times in the first week after delivery.  As in the prenatal period, 
postpartum care plans will be made on a case by case basis and ongoing communication between the 
client, the PHN and the RM may be minimal unless concerns or complexities arise.   At six weeks post-
partum, RMs discharge clients.  As there will be increased collaboration, the current standard 
discharge letter from the midwife to the PHN will be discontinued.  Midwives will work with the PHN 
to appropriately transition care at discharge for disadvantaged clients. 
 
4.3 Ongoing Collaboration: 
 
Effective inter-professional collaboration will result in better access to perinatal services for 
disadvantaged populations, better utilization of limited resources and improved outcomes for clients.  
It will also result in improved working relationships and enhanced professional satisfaction.   
 
Prenatal referrals for disadvantaged clients will increase for both public health and midwifery 
programs.   
A referral to a PHN does not replace the care of the RM, and the RM’s care does not replace the care 
of the PHN.   The approach to inter-professional collaboration will be different based on the needs of 
the client.  
As a client’s needs become more increasingly complex, so too does the need for inter-professional 
collaboration and regular inter-professional communication.    
 
Each HCP will practice client centered care and in that process learn the needs and goals of the client.  
This information will be openly and willingly shared across providers according to the client’s wishes 
and PHIA.  There is overlap in roles between PHNs and RMs.  Each HCP needs to know their own and 
each other’s scope of practice and clarify their roles.  Increased knowledge of roles and 
communication can decrease unnecessary duplication of services.  For example, because the midwife 
provides comprehensive care during the first week postpartum, PHN services are not generally 
needed nor provided until 7 days after discharge from hospital or home birth.    
 
Collaborative leadership needs to take place to ensure that client’s needs are being met.  A joint care 
plan is made with each provider taking responsibility for their roles and their standards of practice.  
Regular check-ins between providers and the client are recommended to verify progress and evaluate 
the plan of care.    Where feasible, team members can meet in person ie the PHN can attend the 
prenatal visit at the clinic or in the home.  Alternatively communication may take place via the 
telephone or in writing.  Because PHNs and Midwives do not share a collaborative health record, all 
plans and communication are documented accordingly.   
 
When  communication is collaborative, responsive and  respectful,  the client is the kept at the center 
of care, and plans are clearly communicated with ongoing updates and evaluations made, 
relationships of trust will be established, good team functioning will take place and the chances of 
inter-professional conflict arising will be decreased.  When conflict does arise, a focus on respectful 
communication and a balancing of competing values and priorities are used to help resolve the 
conflict. 
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Appendix One:  Introducing Midwifery Services to Public Health Nurse Clients  
 
Midwifery services are available to all pregnant people. Midwives provide primary care for 
pregnancy, birth and for 6 weeks after birth for you and your baby.  Midwives offer woman centered, 
trauma informed and culturally safe care that is based on informed choice and continuity of care.  
They are experts in low risk birth and view pregnancy as a healthy state and childbirth as a normal 
process.  
 
They work with you and your family to identify your own unique physical, social and emotional 
needs.  A midwife can provide care for your birth in hospital, at home or at the birth center, and can 
provide care whether or not you plan to parent . They consult and collaborate with other health care 
professionals if you or your baby need specialized care or additional services.  Public Health Nurses 
and Midwives work as a team, with midwives available to you for the first six weeks after birth while 
Public Health Nurses may continue their work with families beyond this time frame.   
 
If you'd like a referral I can help you with a request for midwifery services OR (if not disadvantaged) I 
can give you the number for the intake line (204- 947-2422 ex 307).   If there is availability in the 
midwife’s caseload she will contact you for an initial prenatal visit within two weeks and you will 
meet and decide together if midwifery care is appropriate for you.  If there is no availability you will 
receive a letter in the mail declining services within 3 weeks. 
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Appendix Two:   Introducing Public Health Services to Midwifery Clients  
 
Prenatal Referrals:  PHN referrals are offered to all pregnant people who are disadvantaged by social 
and economic circumstances and/or underserviced by mainstream health services. 
 
PHN’s work in the community and offer family centered services that are respectful of people’s lives 
and circumstances. PHNs can support you to improve your health in all aspects.   They focus on what 
you see as your strengths in your health practices and in your relationships, to assist in improving 
your health during pregnancy, preparing for the birth; and if you plan to, help you get ready for 
breastfeeding and parenting.  They are familiar with resources in your neighborhood, including 
housing, financing and other community programs like Healthy Baby and Families First and can work 
with you to connect to those resources.  
If you accept the referral you can expect a phone call from the PHN within the next two weeks. The 
PHN will work together with you and I to make a health plan according to your preferences and 
needs.  
 
Postpartum Referrals: Postpartum referrals are offered to all families with newborns.   
 
PHN’s work in the community and offer family centered services that are respectful of people’s lives 
and circumstances.  As part of the follow-up plan of care for you and your baby, we offer all families 
a referral to Public Health. The referral form has information about your pregnancy, labor and 
delivery, and you and your baby, your discharge plans and current family situation.  The public health 
nurse will provide you with information about caring for yourself and your baby and will answer any 
questions you have about parenting, infant care and feeding.   They are familiar with resources in 
your neighborhood, including housing, financing and other community programs.  They will work with 
you to connect to resources that are of interest to you. Public Health Nurses and Midwives work as a 
team, with midwives available to you for the first six weeks after birth while Public Health Nurses may 
continue their work with families beyond this time frame.   
  
If you accept the referral, you can expect a phone call from the PHN within 7 days of discharge from 
hospital/home birth.   
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Appendix 3:                  WRHA Midwifery Referral / Intake Form 
 
 

Date:   

Name on health card:   Name you regularly go by:   

1. Do you have any language needs or preferences? Yes No French Other:   

2. What is the best phone number to reach you at? Can we leave a message at that phone #? Yes No 
Home:   Work:   Cell:  

3. Can you receive calls from a blocked number at this number? Yes No Not Answered 

4. When was the first day of your last menstrual period?   

5. Estimated due date:   

6. How many pregnancies have you had including this one?   Unsure 

7. How many births?   Unsure 

8. Have you had a C-Section? Yes No Not Answered If yes, how many?   Unsure 

9. Have you ever received Midwifery care in Manitoba? Yes No If yes, with who or where:   

10. Have you received prenatal care for this pregnancy? Yes No Not Answered 

11. Have you ever been diagnosed with high blood pressure? Yes No Not Answered 

12. Have you ever been diagnosed with diabetes? Yes No Not Answered 

13. Would you describe yourself as belonging to one of these groups: Aboriginal, low-income, newcomer, teen, 
single or socially isolated? Yes No Not Answered 

14. Where would you prefer to give birth? Home Birth Centre Hospital Undecided 

15. Which Midwifery clinics would you be able to go to for your appointments? (Select all that apply) 
WHC/Birth Centre Mount Carmel Clinic Access Winnipeg West 
Access River East Access Downtown All 

16. Referral Type: Service Provider Self-Referral 
Service Provider Name:   
Phone Number:   Position/Title:   

 
Comments: 

 
Instructions for Use: 
Community EMR Users: Please complete form and task Midwifery Services - Clinical Assistant.  
Non-Community EMR Users: Fax completed form to 204-594-0907. 
Alternatively, give to client to refer self through fax or by calling the Midwifery Services Centralized intake like at 204-947-2422 
ext. 307. 

Please note referral does not mean acceptance into the program and clients or referring provider will hear from the 
program within 3 weeks of submission. 
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Appendix Four:  Prenatal Referral to Public Health 
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Appendix Five: Postpartum Referral to Public Health 
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Appendix Six: Midwifery Practice Group Office Numbers 
 
Access Downtown:     204-940-3843 
Access River East:    204-938-5054 
Access Winnipeg West:  204-940-8724 
Mount Carmel Clinic:  204-9589-9412 
Birth Centre:    204-594-0900 
 
Midwifery Central Intake: (phone) 204- 947-2422 ex 307 
Midwifery Central Intake: (fax)  204-594-0907 
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Appendix Seven: Public Health Community Area Contact Information  
 
PUBLIC HEALTH TEAM MANAGERS  & ADMIN SECRETARIES 
 
Community Area Team Manager Public Health Admin Secretary 
Assiniboine South Kim Witges 

204-390-2186 
Barb Huisman 
204-940-2397 

Downtown East 
 

Randall Klaprat 
204-806-6086 

Trudy Kullman 
204-940-8711 

Downtown West Randall Klaprat 
204-806-6086 

Marisa Joseph-Munroe 
204-940-6673 

Fort Garry Lynne Jamault-Crocker 
204-791-7325 

Terri Favel 
204-940-2313 

Inkster Nancy Heinrichs 
204-226-7705 

Shashi Sharma 
204-938-5908 

Point Douglas Craig Ross 
204-781-1076 

Maureen Richard 
204-940-2542 

River East Richard Sapacz 
204-612-9221 

Doris Woyke 
204-938-5204 

River Heights Lynne Jamault-Crocker 
204-791-7325 

Sheryl Harron 
204-938-5144 

Seven Oaks Emmanuel Ozokwelu 
204-803-6257 

Janet Brenner 
204-938-5607 

St. Boniface Joel Lafond 
204-771-2655 

Emanuelle Arbez 
204-940-2032 

St. James Kim Witges 
204-390-2186 

Barb Huisman 
204-940-2397 

St. Vital Brandy Pantel 
204-299-9686 

Genevieve Lambert 
204-940-1692 

Transcona Donna Jacobs 
204-794-5601 

Shaylyn Kubin 
204-938-5460 
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Appendix Eight:  Families First Screening Form 
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