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WRHA Public Health Nurses and Midwives Working Together

This document is a guide for collaborative care between WRHA midwives and public health nurses
(PHNs) to support pregnant individuals, new parents and their infants.

For teamwork and collaboration, we outline roles between midwives and public health nurses.
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1.0 Introduction

Midwives and PHNs share common values and goals including person-centred care, informed
choice, a trauma-informed approach and evidence-informed practice. We are mutually committed
to cultural safety and providing respectful care for all individuals.

A collaborative relationship between health professionals is essential for safe and quality care.
Collaboration is best achieved through a team approach with effective communication.

Midwives and PHNs inform families of the healthyparentingwinnipeg.ca website, Healthy Baby
programs and chest/breastfeeding support groups and services. Midwives and PHNs are
committed to the 10 steps of the Baby Friendly Initiative to support chest/breastfeeding.

Midwives and PHNs communicate through:
e Referral forms
e Faxing encounter notes or letters — midwives fax letters to Public Health Central Intake who
will forward the letter to the PHN team based on the client’s address. On the cover sheet, write:
“Please forward this letter to the correct Public Health Nurse based on their postal code.”
e Emails (use WRHA Outlook global contacts as needed) - PHN can contact midwives by email
e Phone calls to on-call number if urgent

We are committed to using gender-inclusive and culturally sensitive language in the care we
deliver. Our mutual goal is to embrace a strengths-based approach when assisting families.
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2.0 Roles

A Midwife is the primary care provider throughout pregnancy, labour, birth and
postpartum/newborn care until 6-8 weeks. In the postpartum period, midwives see families
several times in their home during the first week and at the clinic at 2 weeks, 4 weeks and 6 weeks
after the birth.

WRHA midwives work in practice groups. The midwifery clinics are at Access River East, Access
Winnipeg West, Downtown (755 Portage Ave), Mount Carmel Clinic and Ode’imin (formerly know
as the Birth Centre). There is also a Physician/ Midwife team at Kildonan Medical Centre.

A Public Health Nurse provides services and supports to pregnant and postpartum individuals
and infants through assessment and promoting optimal health outcomes. The PHN:

e Connects families to appropriate community resources

o Education for healthy pregnancies and breast/chest feeding

e Supports breast/chest feeding via phone and/or home visiting services
e Screens for Families First home visiting program

e Supports enrollment in Families First Program as appropriate

e Conducts assessment of the new parent and infant if indicated

e Provides information on injury prevention and health promotion

Note: Ifthe PHN identifies any abnormal clinical outcomes, the PHN follows their routine care
pathways (i.e. an infant or postpartum parent has abnormal vitals or risks of postpartum depression).
The PHN informs the midwife as soon as possible of their assessment and the care that they provided.

3.0 Prenatal Referrals

3.1 PHNreferral to Midwifery Services
The PHN may refer any pregnant individual at any gestation to midwifery services.
The PHN particularly offers a referral when the pregnant individual:

e Has no prenatal healthcare provider or inadequate prenatal care

e Experiences inequity according to the social determinants of health

e Accepts a midwife referral

e Has Manitoba health number or will receive one during the pregnancy (if the client has
moved to Manitoba from another province)

Note: If the PHN is unsure about medical risk factors and eligibility for midwifery care, the PHN is
encouraged to complete the midwifery referral. The midwife conducts the risk assessment and
consults with an obstetrician as needed.
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Process for PHNs to refer a pregnant individual to midwifery care (see Appendix)

The PHN offers to refer the pregnant individual to a midwife. If the individual agrees, the PHN
makes a referral with the individual or on their behalf.

1. Ifthe person lives in the R2ZW postal code, they may be referred directly to Mount Carmel Clinic
(MCC) midwifery services. The public health nurse calls 204-589-9412 to fill out a referral
form with the admin person.

2. Ifthe person experiences barriers to care and who lives outside of R2W, the PHN may call
0Ode’imin (formerly known as the Birth Centre) reception 204-594-0900 and request a “Rapid
Intake”. The rapid intake results in an appointment with a midwife within one (1) week. The
midwife conducts an in-person initial visit with the client and determines next steps for their
care. The rapid intake process is for people who have significant barriers with communication
and transportation. Ode’imin reception books the visit on the phone and can offer to support
the person with transportation resources.

3. For the person who does not experience barriers to care:

a. The pregnant individual or PHN calls the all the intake line 204-947-2422 (ext. 307)

b. For information about WRHA midwifery services see: Midwifery | Winnipeg Regional
Health Authority (wrha.mb.ca)

c. The PHN can complete a Midwifery Services Referral Form and fax (204-594-0707) to
central midwifery intake Midwifery-Services-Referral-Form.pdf (odeimin.com)

d. The PHN indicates on the referral form that the referral is from a public health nurse;
midwives prioritize healthcare provider referrals

e. Ittakes up to two weeks for a regular referral to be processed

4. Ifa PHN team is working in the same facility there may be an internal process for booking an
appointment with a midwife.

3.2 Midwifery prenatal referral to Public Health

The midwife offers a prenatal referral to public health nursing services to pregnant individuals who
experience inequity in the social determinants of health.

If the pregnant individual agrees, the midwife completes the Manitoba Public Health Nurse Prenatal
Referral form in Accuro and faxes it to Public Health Central intake. In the “additional information”
section, please include a description of indications for the referral. NOTE: PHN do not have access
to Accuro. Manitoba Public Health Nurse Prenatal Referral (gov.mb.ca)

Note: If a prenatal referral to Public Health is done, the Postpartum Referral must be sent to central
intake within 48 hours after the birth.

PHN’s role for prenatal referrals to public health. The PHN:

o Contacts the individual 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

Final October 30, 2023.


https://wrha.mb.ca/midwifery/
https://wrha.mb.ca/midwifery/
https://odeimin.com/wp-content/uploads/2021/05/Midwifery-Services-Referral-Form.pdf
https://www.gov.mb.ca/health/publichealth/phnursingstandards/docs/Prenatal_Care_Referral_Form_tk102_ACCESS.pdf

Winnipeg Regional - Office régional de la
, Health Authority santé de Winnipeg
Caring for Health A l'écoute de notre santé

o http://www.wrha.mb.ca/extranet/publichealth /files/MBPHNStandards PrePostEa

rlyYears.pdf
o Provincial Public Health Nursing Standards | Health | Province of Manitoba

(gov.mb.ca)
e Assesses the individual’s readiness, preference, needs, existing resources and goals to
determine the type, frequency and duration of services
e After contact, the PHN communicates with the midwife to give an update on care plans and
collaborate if necessary based on the needs of the client
e Ongoing communication between the client, the PHN and the midwife may be minimal
unless concerns or complexities arise

4.0 Postpartum Care

4.1. Midwifery routine postpartum care

The midwife:

e Conducts day 1 visit at hospital or home including newborn metabolic screening, jaundice
screening, pulse oximetry screening

e Conducts two additional visits in the first week

e s available 24-7 for urgent client concerns

e Assesses infant weight gain

e C(Creates feeding plans and increases the number of home visits as needed

e Assesses the dyad in the clinic at 2-3 weeks and again at 6 weeks postpartum

e Prescribes family planning methods as chosen by the client

e Discharges the family from midwifery care at 6-8 weeks postpartum

e Confirms the on-going primary care provider at midwifery discharge for infant and birthing
parent

The midwife:
e Recommends a Postpartum Referral form (PPRF) in the immediate postpartum for all new
parents inclusive of all place of birth options and social determinants of health
o Fills out the PPRF as soon as possible if there was a public health nurse Prenatal Referral
o Shares the benefits of public health nursing
o Breastfeeding groups and lactation specialists
o PHN knowledge of community resources and ongoing support for infant care and
infant feeding
o Possible access to the Families First Home Visitor program
e Reviews the PPRF if a hospital birth and adds notes for the PHN from midwifery
o Faxes the PPRF to public health central intake within 48 hours when the birth is outside of
the hospital
o Considers including a note on inequities in social determinants of health if applicable
e Includes the preferred contact information for the midwife
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At discharge from midwifery care, if the client has experienced complexities in the postpartum,
the midwife writes a discharge letter to the PHN summarizing the issues and faxes it to Public
Health Central Intake.

Note to PHN: When there is a homebirth or Ode’imin birth, a discharge weight and the LATCHR
score is not documented on the PPRF due to discharge at 3-6 hours of age.

4.2 Public Health Nurse routine postpartum care
The PHN:

o Receives PPRF via Central Intake after discharge from hospital or within 48 hours from out-of-
hospital birth

o Contacts the family within 7 days of receiving the PPRF ensuring not to overlap services with
midwifery care

e (Contacts the midwife if complexities arise on the phone call

e Together, with the family, determines the need and timing of public health nursing visit

e Provides services to the family in accordance with the Public Health Nursing Care Pathways
(Postpartum and Newborn)

e Completes the Families First Screen and assessment as applicable, identifying the family’s
strengths and risks (see appendix)

e Maintains continuity of care whenever possible so that the PHN who has provided prenatal
services also provides services during the postpartum period

Family First Home Visitor

Public Health Nurses share a variety of community resources with families. They consider a referral
to the Families First home visiting service when there are 3+ risk factors on the Families First
Screening Tool and 3+ variances within the Nursing Care Pathways. Enrollment in the Families First
home visiting service is voluntary and families may choose to participate in the program for up to 3
years. The PHN completes the FFHV form. If the midwife is aware of people who may benefit from
FFHV, they may communicate this to the PHN.

e Families First | Child and Youth Programs | Province of Manitoba (gov.mb.ca)

e brochure.pdf (gov.mb.ca)

e Screening form guidelines: Guidelines for the Completion of the Families First Screening
Process.pdf

o Copy of the screening form: Microsoft PowerPoint - Chartier - Families First Screening in
Manitoba (Nov 16) (gov.mb.ca)

During the home visits, Families First Home Visitors (FFHV) strive to: facilitate parent-child
attachment; cultivate the growth of nurturing parent-child relationships; promote healthy
childhood growth and development and support families to build strong family foundations and
community connections. PHNs remain involved with the family as a case manager for the duration
of the families is receiving home visiting services. See the appendix for more information.
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5.0 Special circumstances

5.1 Midwifery client with complex needs

Individuals with complex needs may need the support of both the midwife and PHN visiting. A plan
for collaborative care is determined by the PHN and midwife based on the needs of the individual
and in the interest of not duplicating care.

The midwife may find the assigned PHN by faxing Public Health Central Intake through Accuro.

The PHN may find the midwife by their name listed on the Postpartum Referral and the midwifery
contact list that is distributed to all teams by the Public Health Clinical Nurse Specialist.

Midwives work with the PHN to appropriately transition clients out of midwifery care. The midwife
may send a discharge letter to the PHN to communicate discharge from midwifery care and request
for ongoing support from PHN. Examples include if the new parent has ongoing mental health
concerns, infant feeding issues or does not have a confirmed primary care provider.

5.2 Collaboration in Care of Antenatal Home Care Program Clients

Antenatal Home Care Program (AHCP) cares for clients who are experiencing specific high-risk
hypertensive conditions and preterm premature rupture of membranes and threatened preterm
labour. AHCP nurses seek to work collaboratively with midwives and general program public
health nurses for shared clients. To learn more about the Antenatal Home Care Program, including
who may be eligible for program follow up and to access referral forms, see the Guidelines for
Healthcare Providers at antental-home-care-referral-guidelines-e.pdf (wrha.mb.ca)

The program case coordinator is available daily by phone at 204-792-5463 to discuss a potential
referral and answer questions.

5.3 Home Phototherapy

Midwives and Public Health Nurses follow the WRHA Home Phototherapy guideline (2022): home-
phototherapy-clinical-practice-guidelines.pdf (wrha.mb.ca)

If the midwife refers the infant to Children’s ER for hyperbilirubinemia, the midwife requests that if
the Home Phototherapy referral is needed and sent to the PHN, the ER nurse should include the
names of the pediatrician and the midwife.

The most responsible provider for the infant on home phototherapy is the pediatrician.

The midwife collaborates with the assigned PHN as needed for updates on the therapy and both the
midwife / PHN will work together to determine the plan for feeding support / ongoing infant
assessment.

The provider who collects at TSB will assess the feeding at the same visit.
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The midwife can communicate with the PHN for ongoing care planning. When the midwife becomes
aware that the infant is put on the home phototherapy protocol, the midwife faxes a note to the
PHN with the mother’s information to Public Health Central Intake to collaborate with the PHN.

5.4 Feeding Plans

e Midwives document feeding plans in ACCURO and on paper charts that are in the home

e PHNs document feeding plans on paper feeding plan form that is left in the home

e MWs and PHNs may review all feeding plans made by each other to increase consistency

e In most cases, the midwives provide continuity of care with breastfeeding support and
feeding plans to their clients

e Ifatany time the PHN identifies a feeding issue within the first 6 weeks of age, they support
the family with the immediate concern and contact the midwife for follow-up care

5.5 MW Referral to PHN breastfeeding group or lactation specialist

If infant feeding is challenging or the family is seeking additional support, midwives may
collaborate with PHN lactation specialists and refer parents to the public health breastfeeding
groups.

If midwives request PHN to follow up on a newborn with feeding difficulties, the midwife provides a
written assessment to the PHN with a request for lactation support. The midwife faxes this note to
Public Central Intake.

5.6 Clients who live outside of WRHA
For out of region midwifery clients:

e PHN throughout Manitoba follows the provincial standard care pathways

o PHNs do not have the capacity to follow specific visit days and unless there is an urgent
need

o Ifthereis an urgent need, send a letter to Public Health Central intake and request that the
assigned PHN call the midwife on-call

e Midwifery clients who live outside out of WRHA will connect with a PHN but not on the
same schedule as the midwifery routine visit schedule
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Appendix 1: Speaker Notes for MWs and PHNs when making referrals

For PHNs: Topics to include when offering a referral to midwifery services

Midwifery services are available to all pregnant people. Midwives:
e Provide primary care for pregnancy, birth and for 6 weeks after birth for you and your baby
e Are primary care providers in pregnancy and birth in hospital, at a birth center and home
e Consult and collaborate with other health care professionals if you or your baby need
specialized care or additional services
If you'd like a referral, I can help you with a request for midwifery services.
If there is availability in the midwife’s caseload, you will be contacted for an initial prenatal visit
within two weeks and you will meet with the midwife.
If there is no availability the midwifery office will let me know, and [ will help you find another
option.

For Midwives: Topics to include when offering Prenatal Referrals to Public Health
Public health nurses:
e Offer family centered services that are respectful of people’s lives and circumstances.
e Support health in all aspects.
e Assist you in improving your health during pregnancy, preparing for the birth; and if you
plan to, help you get ready for breastfeeding and parenting.
o Share resources in your neighborhood, including housing, financing and other community
programs like Healthy Baby and Families First
e Ifyou accept the referral, you can expect a phone call from the PHN within the next two
weeks.

For Midwives: Topics to include when offering Public Health Postpartum Referrals
Postpartum referrals are offered to all families with newborns. The referral form has information
about your pregnancy, labor and delivery, your baby and current family situation.
The public health nurse:
e Provides information about caring for yourself and your baby and will answer any
questions you have about parenting, infant care and feeding.
e Connects you to resources that are of interest to you
o The PHN is familiar with resources in your neighborhood, including housing,
financing and other community programs
e 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.
e Ifyou accept the referral, you can expect a phone call from the PHN within 7 days after the
birth or discharge from hospital
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Appendix 2: Postpartum Referral Form in Accuro for out of hospital births

Note: At out-of-hospital births, the family is discharged from Ode’imin or the midwives leave the
homebirth at 3-6 hours postpartum. For this reason, there is no discharge weight or LATCHR score.

A I'écoute de notre santé

If the PHN needs to contact a midwife directly, there is a contact list circulated to all offices, email
(find contact through global address book) or call Ode’imin reception at 204-594-0900
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Appendix 3: Family First Visitor and Screening Form Example

Families First offers home visiting support to families with children from pregnancy to school entry.
Public Health Nurses when visiting with families complete a Public Health Nurse (PHN) assessment
based on the Provincial Public Health Nursing Care Pathways for prenatal and postpartum families
and the Provincial Families First Screening Tool. Public Health Nurses share a variety of community
resources with families. They consider a referral to the Families First home visiting service when
there are 3+ risk factors on the Families First Screening Tool and 3+ variances within the Nursing
Care Pathways. Enrollment in the Families First home visiting service is voluntary and families may
choose to participate in the program for up to 3 years. Regular weekly home visits with a Families
First Home Visitor builds trust and rapport. As the children grow and parenting learning needs
change service frequency decreases.

During the home visits, Families First Home Visitors (FFHV) strive to: facilitate parent-child
attachment in the prenatal and postnatal period; cultivate the growth of nurturing parent-child
relationships; promote healthy childhood growth and development and support families to build
strong family foundations and community connections. FFHVs use a parent-led and family-centered
approach to supporting families and embed tailoring that is specific to each family’s unique
circumstances. Families First Home Visitors are skilled in building secure attachment relationships
between parent and child. They assist families to reach their goals. The approved curricula used by
the FFHVs include Great Kids Inc.™ (GKI) curricula and Towards Flourishing (TF) curriculum. PHNs
remain involved with the family as a case manager for the duration of the families is receiving home
visiting services. FFHVs share their observations and intervention with the PHN case managers and
support families to make their own self-referrals. PHN case managers are responsible for ongoing
assessment and care planning. They act as an advocate on the family's journey of health and
wellness.
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1. Congenital anomaly or acquired disabllity. Include:. .. .. ..............ciiieniaaaaaana., OYes Omo

Major (probability of permanent disabllity) e.g., Down's syndrome, carebral palsy, FASD
Modarate (correction may be possible) e.g., cleft palate, loss of limb

B. DEVELOPMENTAL RISK FACTORS

2. Low birth weight (less than 2500 grams atbirth). .. .. ... ...ovei it irs conirrirariinns O No
3. High birth weight (greater than 4000 grams atbith), ... ... .. e ‘ O No
4. Prematurity - an infant born at less than 37 weeks gestation O No
Complications of pregnancy
5. Infections that can be transmitted in utero and may damage the fetus (e.g., rubella, HIV) . ... .. O y- O Mo
6. Alcohol use by pregnant person during pregnancy. If "yes”, complete sectionD. .. ........... O No
7. Drug use by pregnant person during pregnancy (If yes, type of use: O Cannabis OOlhora'ugs)Ovu O No
Cornpllcmiom of labour and delivery
Difficult vaginal birth (forceps or vacuum) or @mergency Caesarsan ... ...............o.oius OYs ONo
9, Infant trauma or #inese (e.g., convulsions, respiratory distress syndrome) . ... .............. QYes OMo
10. Family history of a disability not detectable at birth that could affect development (e.g., deafness,
mentally disabladicheliannan) - oot s o e S S e L S R e s e SRS e S CYes OMNo
1" MUItDIS DIrths (0., IWINS, WIDIRSY .. . 0 i v v iiansmves vt di s oot aedmgmey. s iassyanenss OYes OMNo
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13. Diabetes diagnosed before pregnancy OR earty in pregnancy (type 2) . ... ........oiiuieaanan. OvYes ONo
14 Diabetes diagnosed In 3rd trimester of pregnancy (Gestational Diabetes). . . ................ .. OYes O™
C. FAMII.Y RISK FACTORS
5. Pregnant parson's age at birth of fist child islessthan 1Byears. . .. ... Oves O No
18 Pregnant person's highest level of education completed is lessthangrade 12. ... ........... ... OYes ONo
17 On social assistancefincome support or financial difficulties . . ... ... ... .. e OvYes ONo
18. Snglaparent MY, . «. i covantenvarenrinr s it iaastasessnnrants O¥Yes O No
19. First prenatal visit occurred atlafter 28 weeks gestation . . .........oioii il Oves Omo
Mental iliness or disability in pregnant person and biological father OR parenting partner
20. Depression (including postpartum) , ., . . . Pregnantperson , .. ........ooeivvirannennns OYes Omo
21. Biological father of baby/Parenting partner ..... OYes OMo
22 Anxiety Disorder . ...........oiviiinnias Pregnantperson..........oo.ieevnaanaanns OvYes O Ne
23 Biological father of baby/Parenting partner . . .. .. Oves O No
24. Schizophrenia or bipolar affective disorder . . . Pregnantperson. ...............cccoiieinnn Yea No
25 Biclogical !ather of baby/Parenting partner . . . .. Yes No
26, Mentally disabledichallenged parent . ... ....... Pregnant Person. . ... ...vvieeencacaancnans OYes O™
27. Biological father of baby/Parenting partner . . . ., OYess ONo
28, Antisocial type behaviowrs. . . ................ Prainant Persin . o ;o Ul s sk e e s s ek OYes O
29, Biological father of baby/Parenting partner . . . .. QOYes ONo
30. Current substancesbuse . . .................. Prognant e . i« i i ssdsedsasvavaas QY OMNo
31, Biolcgical father of baby/Parenting partner . ... OYes ONo
32, separation between baby and pregnant person (5 days or more with litle or no contact). . Oves O Mo
33. Assessad lack of bonding (8.g., minimal eye contact, touching) . . ... i Qves QNo
34, Social isolation (leck of social support and/or isclation related to culture, language or geogaphy) .Oves Omo
35. o Y R R L AP D B & U8 e A AR RSOl DS M OYes QO
38.  Current or history of violence between parenting panners .................................. Oy OMNo
37 Harsh andfor inappropriate discipline practices (including other chiddren). . ... .. ................ Oves OMo
38. ExiﬂingﬂouihChidandFanilyS«vm........“,..........A.l......................OY-s ONo
39, Pregnant person’s own history of child abusemeglect . . .. ........oovviiiiiiiiiir corinrins OYes ONo
40. Biological father /parenting partner's own history of child abuse/neglect. . . ....... ... P AY P QYes O

D. ALCOHOL USE DURING PREGNANCY(WNWW'MMD&; (See for d i jans}
In this section, chack the option that Is most descriptive of alcohol use before knaw thay were pregnant;

Frequancy How affen did the pregnant person cansuma alcahoal? O Less than ancaimo () 1-4 daysimo O 2-3 daysiwk O > 3 darywiwk
Usual Amount  How much alcohol would they consume in ane sitting? O 1 orkess O 210 3 drinks O 4 or more dricks

Binge Did they ever drink 4 or more drinks in one sitling? O Yes O No
How often did binge drinking occur? O Less than caca amonth O 14 day ©Q 2-3day kO >3 caysiwesk
Once the preg person di d thair preg didhow ONo O Yes, mouced use O Yos, incrossed use O Yes, stopped sllogether

much or how often they consumed alcobol change ? Select ore respanse.
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Referrals to WRHA Midwifery Services

PREGNANT PERSON?
Refer to a midwife

Lives in R2ZW

Refer to Mount
Carmel Midwifery

Call 204-589-9412

PHN asks to book an
appointment

If the person needs,
there is a drop-in
prenatal clinic on

Monday 1-4pm

Intake is done
at first visit

Experiences

barriers to care
(does not live in R2W)

Refer to Ode’imin
Rapid Intake

Call 204-594-0900

PHN asks for Rapid
Intake appointment

Reception books
appointment

Intake is done
at first visit

All Pregnant
Individuals

Refer to Midwifery
Central Intake

Call 204-947-2422
(ext. 307)

PHN or individual
leaves a message

Within 3 days,

an intake staff calls to
complete an intake
(please say PHN
referral)

Within 2 weeks a
midwife calls client to
book an appointment

*If the PHN team and midwifery practice works in the same facility, there may be internal
processes for intakes. PHN and midwifery teams can determine this process.
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