






















































































Scottish women in early midlife 
suggested alcohol �facilitates time 
out from responsibilities� while 
�excessive drinking reconnected 
some mothers with their younger, 
carefree selves� (Emslie et al, 2015). 
Boredom could be another reason, 
suggests Nuno. But of course, there 
could also be darker forces at play.

�If you�re seeing a mother who�s 
choosing to be intoxicated while 
caring for her child, you have to ask 
a number of questions,� says Adam. 
�It�s unlikely that drug and alcohol 
use is the only issue. I�d be looking 
at whether it�s masking mental 
health issues.�

� is is where the role of CPs is 
so crucial, he adds. Jess*, a health 
visitor based in Yorkshire, suggests 
that in a�  uent areas, drug and 
alcohol use is �more hidden�. �But 
the fact that [mothers are] hiding it 
means it is a problem,� she adds.

Jess reports that mothers were unlikely to disclose 
�anything bad�, suggesting the fear of having their children 
removed or of being arrested stops them from talking about 
even occasional recreational drug use.

Ruth, who is lecturer in public health research at Newcastle 
University, says: �It is essential that practitioners develop 
trusting and non-judgemental relationships with people 
and that any responses are proportionate,� she explains. 

Adam agrees that each case should be assessed on 
individual circumstances. �Practitioners will have to consider 
whether or not evidence of episodic drug use places a child�s 
care at risk,� he says. �Drug use per se would not place a child 
at risk. If there are other child protection issues it might be 
more of a risk.� 

But Michelle Moseley, lecturer in primary care and public 
health nursing at Cardiff University, says: �Parents under the 
in� uence supervising children, even the day after use, place 
the child at potential risk. SCPHNs therefore need to take an 
authoritative approach [Sidebotham, 2013] to their practice 
when assessing risk.� 

Adam suggests that their ability to take a tactful approach 
to their questions puts CPs in an ideal position to identify 
and support mothers who are using drugs as a way of coping. 
�� ey could ask: �� is looks like a really busy time for you, 
how do you cope?� or �How have you coped in the past with 
situations like this?�� he advises.

MOTHER�S LITTLE HELPER�
We should be reminded that drug use among parents is not 
a new phenomenon. � e Valium that doctors prescribed to 
housewives in the 1960s and 70s was known as �mother�s 
little helper�, indicating that the stresses were felt then 

too. But in addition, Adam stresses, it�s important that 
practitioners don�t � xate solely on mothers. �It�s not just 
Mum�s drug use, it�s Dad�s drug use,� he says. �I�d be much 
more worried if both parents were regularly under the 
in� uence.� Ruth agrees that both parents� drug use should 
be considered. Her review concluded that there was unclear 
evidence of whether maternal or paternal drug use was more 
impactful on children (McGovern, 2018).

While not all drug use leads to addiction, there is always 
going to be an increased risk, Nuno adds. �It�s like showing 
yourself to the enemy,� he says. And Ruth�s study concludes: 
�� e prevalence of adverse outcomes in children whose 
parents are non-dependent substance misusers highlights 
the need for practitioners to intervene with this population 
before a parent has developed 
substance dependency.�

Vigilance is certainly 
needed but ultimately, for 
practitioners, context is 
crucial. �You can be a fantastic 
parent and not use drugs, but 
using drugs does not preclude 
you being a good parent,� says 
Adam. �And you can be a poor 
parent and not use drugs.� 

Building good relationships 
with parents will also foster 
more honest conversations, 
it seems, and encourage 
mothers � and fathers 
� to con� de when they�re 
struggling to cope. 

Mother-of-one Sophie*, 32, tells 
her story:
My daughter is now 22 months and 

I�ve done cocaine a handful of times 

since she was born. I�d say I�ve taken 

it recreationally since university. 

Of course I stopped drinking and 

taking it while I was pregnant, and 

although I found that tough at first I 

started to feel so much healthier for 

not doing it. I vowed never to take 

cocaine�again.

But being the first in my friendship 

group to have a baby means they�ve 

continued their lifestyle as before. 

When I was finally ready for a night 

out a� er becoming a mum, I had 

such a great time enjoying a few 

drinks and feeling like me again. Then 

someone brought out a bit of coke 

and I was talked into taking a line 

or two. The next day I felt ashamed 

but at the same time I�d had such a 

brilliant night with my friends.

Although I�d never use it while my 

daughter is in my care, the comedown 

definitely affects my mood and 

energy, so I�m probably not the best 

mum I can be. This makes me feel 

really guilty, but I still end up giving to 

temptation the next time I�ve had a 

couple of drinks and the opportunity 

comes up. I know I should probably 

stop now I�m a parent, but it�s so 

tough at times. Is it wrong to look 

forward to a bit of an escape for a 

few hours? I know I�m still a good 

mum and this feels like something 

that�s just for me.

*Name has been changed

RESOURCES 
  The NSPCC on children 

living with parental 

substance misuse: 

bit.ly/NSPCC_
substance_misuse

  Best Beginnings has 

resources on drug users 

who are pregnant or 

who have children: 

bit.ly/BB_parents_drugs

 �IT�S SOMETHING JUST FOR ME�
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 ABRIDGED VERSION   

  The researchers, at Canterbury 

Christ Church University, offer 

an update to the review carried 

out by Botham (2013) on clinical 

supervision within child protection, 

but it focuses solely on perspectives 

of frontline nursing professionals, 

and also more explicitly 

differentiates between clinical 

and safeguarding supervision.
  It explores what factors 

contribute to effective 

safeguarding supervision, 

what frontline practitioners 

feel is helpful and unhelpful, 

and how the supervisory 

relationship assists or detracts 

from the process.
  Papers were selected 

from peer-review journals 

of frontline practitioners 

working in the community 

dating from 2000 onwards. 

Midwives, counsellors and 

psychotherapists were excluded.
  Searches were conducted from 

five databases, and additional 

sources – the Royal College of 

Nursing, Nursing Times and 

Nursing Standard.
  A systemised approach was 

used, collating the findings 

from 11 papers from 

January 2000 to January 

2019, brought together in 

a thematic synthesis.

RESEARCH 
SUMMARY

Safeguarding supervision within 
community nursing is a relatively 
new term, only appearing in a health 
context in the literature in the last 15 
years (Hall, 2007; Lister and Crisp, 
2005). It was not until 2014 that the 
Royal College of Nursing (RCN) included 
it in their position paper Safeguarding 
children and young people: every nurse’s 
responsibility. However, this review 
found that ‘clinical’ and ‘safeguarding’ 
in supervision terms were still being used 
interchangeably (RCN, 2014). 

Clinical supervision in nursing is well 
researched. Guidance from the Care 
Quality Commission (CQC) defi nes it as 
‘an accountable process which supports, 
assures and develops the knowledge 
skills and values of a group or team’ 
(CQC, 2013). Th is defi nition, taken from 
Skills for Care (2007), does not focus on 
any aspect of safeguarding supervision 
and has no mention of how frontline 
practitioners risk assess and protect 
children from harm. 

Safeguarding supervision has a very 
different focus to clinical supervision 
and is a multifactorial process. To date, 
there is still no universally accepted 
defi nition in practice for health 
professionals working with children for 
‘safeguarding supervision’. Smikle (2017) 
did however put forward the following 
defi nition: ‘Safeguarding supervision 
is a facilitative process that enables the 
supervisor and supervisee to refl ect 
on, scrutinise, challenge and evaluate 
the work undertaken. Th is includes 
assessing risk and protective factors 

for the child in question as well as the 
strengths and areas for development of 
the practitioner. Th e context should be 
an environment in which the supervisee 
receives appropriate emotional support.’

More recently, Little et al (2018) put 
forward an alternative defi nition: ‘A 
process by which safeguarding nurse 
specialists work with caseholding 
health visitors and school nurses who 
are responsible for the healthcare of 
children who have been the focus of a 
safeguarding review.’

Th is review will assess to what extent 
these defi nitions are refl ected in the 
perspectives of frontline professionals 
within their practice and experience of 
safeguarding supervision. 

NURSING SUPERVISION
Nurses are often the fi rst or only point 
of contact for families (Hackett, 2013). 
Th erefore, it is imperative that nurses are 
adequately equipped to recognise and act 
on any safeguarding issues and refer on 
to social care.

Th e Laming inquiry (2003) into the 
death of Victoria Climbié suggests that 
a lack of supervision within the social 
work profession was a contributing 
factor in her death.

Th e RCN (2014) issued guidance on 
safeguarding supervision: ‘Regular 
high-quality safeguarding supervision 
is an essential element of effective 
arrangements to safeguard children.’ 
It also suggests that to be effective, 
safeguarding supervision should be 
regular, on a monthly to six-weekly basis. 
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SAFEGUARDING SUPERVISION: 
ON THE FRONT LINE

Ann Guindi, Alex Hassett  and Margie 
Callanan explored the factors that 
contribute to effective safeguarding 
supervision in community nursing.
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FINDINGS AND DISCUSSION 
Overall, the papers in this review were not robust enough 
to draw any defi nite conclusions. However, in general there 
were factors deemed both helpful and unhelpful in the 
supervision process, and relationship factors considered to 
be of importance (see Th ematic synthesis, below). 

Little et al (2018) carried out interviews with 25 community 
practitioners and safeguarding nurse specialists. Th eir fi ndings 
suggested that safeguarding supervision helped develop 
practice by improving practitioners’ refl ective skills and 
giving greater clarity. Similarly, Smikle (2017) supported 
this fi nding. However, Hackett (2013), and Lister and Crisp 
(2005) disagreed, suggesting that more clarity was required, 
which was echoed by White in results from 11 school health 
practitioners (2008). Confusion was particularly evident 
within school nursing (Hackett, 2013). Hall (2007) brought out 
the perceived lack of clarity between clinical and safeguarding 
supervision in practitioners. Th ere was also confusion 
around models of supervision highlighted by Wallbank and 
Wonnacott (2015). Hall (2007) raised the question about a 
national standard for child protection supervision back in 
2007, but to date there is still no national standard. Instead, 
each trust adopts its own model without any evidence to 
suggest whether it helps to protect children better.   

Warren (2018) suggests that being held 
to account was thought to add to quality 
outcomes, along with leadership skills 
deemed necessary for this to take place. 
A lack of leadership was fi rst suggested 
by Laming (2003) within social workers. 
It raises the question as to whether good 
leadership equates to quality supervision. 
Rooke (2015) suggests that more support for 
practitioners leads to quality outcomes for 
children. But Botham (2013) suggests that 
being an experienced practitioner is integral 
to effective safeguarding supervision.

Warren (2018) puts forward the idea 
that an effective supervisor is dependent 
on whether the practitioner has 
knowledge and expertise in the fi eld, 
and links this to training and 
leadership skills. Smikle (2017) looked 
at 12 safeguarding supervisors who 
received fi ve-day training from the 
NSPCC, and suggested that training is 
of value and associates it with positive 
outcomes for children and families. Th is 
is supported by the RCN guidance (2014) 
stating that ‘all practitioners delivering 
safeguarding supervision should have 
undergone the NSPCC child protection 
supervision course or equivalent’. 
Specialist training may assist in helping 
practitioners to safeguard children or they 
may simply learn by having gone through 

the lived experience, as suggested by Hackett (2013).
Wonnacott (2016) states that ‘engaging in experience is not 

suffi  cient. Without refl ecting on the experience, it may be lost 
or misunderstood’. Th is suggests that supervisors should be 
applying a refl ective model in safeguarding supervision. To 
date there is no model of safeguarding supervision advocated 
for practitioners despite calls for such (White, 2008; Hall, 
2007). Little et al (2018) suggest a child-centred approach 
should be used as this allows the voice of the child to be heard. 

Hackett (2013) and Hall (2007) say there should be 
additional training as there is a need among frontline nurses. It 
is possible that perceived lack of training may be contributing 
to the anxiety of practitioners in dealing with child protection 
cases, especially when families of concern do not meet the 
threshold for take up by social care (Rooke, 2015). 

Frontline practitioners are left holding on to high-risk 
cases without the support of social care when they do not 
reach the threshold for take-up (Rooke, 2015). Th is is where 
safeguarding supervision is crucial in safeguarding children 
and in supporting practitioners to be safe and effective in 
order to reduce the stress and burnout associated with this 
type of work (Wallbank and Wonnacott, 2015). Davis and 
Cockayne (2005) suggest that practitioners value the informal 
emotional support that they get from their peers, as this 

RESEARCH

46 

COMMUNITY PRACTITIONER  |  NOVEMBER 2019

THEMATIC SYNTHESIS
THEMES SUB-THEMES

Factors that contribute to effective 

supervision 

(Helpful)

Experienced practitioner/ability to lead

Governance

Challenged on practice

Critical reflection training

Training

Regularity 

Model/mode

Challenges to effective supervision

(Unhelpful)

Lack of resources – time/staff

Confusion in terminology, role, and 

models

Lack of training/CPD  

Organisational culture

The supervisory relationship Support/containment

Openness/honesty/trust

Feeling safe/safe environment
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provides the timely support that is 
required in-between more formal 
supervision of cases, which is affi  rmed 
by Rooke (2015). 

Despite the words of Laming 
(2009) that ‘regular, high-quality 
supervision is critical’, there is 
currently no national guidance on 
how regular safeguarding supervision 
should be carried out. Jarrett and 
Barlow (2014) suggest that fortnightly 
supervision is more benefi cial 
to practitioners. Although peer 
support can help with addressing 
the emotional needs of frontline 
practitioners, it is questionable 
whether peers would challenge 
one another on their practice, and 
it is this that is required to protect 
children. Practitioners also want to 
be challenged (Hall, 2007) but need to 
be supported to do this (Rooke, 2015).  

CONCLUSIONS
While their methodological limitations must be noted, all 
the papers suggest there may be some factors that contribute 
to effective supervision, and how the supervision process 
helps in reducing anxiety, stress and burnout (Rooke 2015; 
Wallbank and Wonnacott, 2015; Hall, 2007). HVs, school and 
family nurses recognised some factors that supported them 
in the supervision process such as challenge, refl ection and 
emotional support – factors mentioned in Smikle’s (2017) 
defi nition of safeguarding supervision. 

Family nurses valued receiving supervision from a 
supervisor of a different professional background and having it 

on a more regular fortnightly basis (Jarrett and Barlow, 2014). 
Th e relationship between the supervisee and the supervisor 
was important, and the provision of a safe place to refl ect on 
practice issues was crucial to positive outcomes for children 
and families (Wallbank and Wonnacott, 2015).

Practitioners were also able to identify the barriers which 
prevented them from accessing this in practice such as lack of 
resources, time and staffi  ng issues. Other barriers highlighted 
include a lack of training and a perceived lack of confi dence.  

 Ann Guindi is a PhD student; Professor Alex Hassett  is 

 a principal lecturer and senior consultant, Salomons 

 Centre for Applied Psychology; and Professor Margie 

 Callanan is programme director of clinical psychology 

 doctorate, and director of the Salomons Institute, all 

 at Canterbury Christ Church University. 

To view references and the full version of this paper, What are the perspectives of front line nursing 

practitioners towards safeguarding supervision?, go to bit.ly/CP_research_guindi
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SAFEGUARDING 
SUPERVISION SHOULD:
  Be viewed as a stand-alone 

form of supervision to avoid any 

confusion in terminology with 

clinical supervision.  
  Be child-focused and be able to 

assess risk through challenge and 

critical reflection. 
  Include children of concern, 

not just those on a child 

protection plan.
  Enable the practitioner to feel 

safe and offer the support needed 

to ensure quality outcomes for 

the child.

FURTHER RESEARCH IS 
NEEDED TO EXPLORE: 
  The application of model, mode 

and regularity of supervision to 

see if any of these factors provide 

bett er outcomes for children 

and families. 
  Whether safeguarding supervisors 

benefit from having specific 

safeguarding supervision skills 

training prior to taking up 

their role. 
  If leadership skills training has 

an impact on providing bett er 

outcomes in protecting children 

from harm.
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ince the inception 
of the NHS in 
1948, race equality 
had never been 
mandated and 

built into contracts – until 2015, 
when the Workforce Race Equality 
Standard (WRES) was introduced 
into the NHS standard contract. 

It was a bold and courageous 
move. Much energy and effort was 
made for the initiative to become 
a reality. 

Th e standard made clear that 
all protected characteristics were 
important, but that for many years 
no focused attention had been 
paid to improving race equality 
in the NHS. As an organisation 
with 18% of the workforce from 
black and minority ethnic (BME) 
backgrounds (NHS, 2015), it was 
important that we looked more 
closely at this complex and highly 
sensitive issue.

I often hear questions about 
WRES: Is it fair? Is it the right 
thing to do? Yes and yes. 

It is fair and right that all 

members of staff, regardless 
of background, are treated 
equitably. It is also right that 
we do something positive about 
the inequities in our system in 
order for patients to ultimately 
receive high-quality care. 

CLOSING THE 
INEQUALITY GAP
WRES is designed to enable BME 
employees to receive equal access 
to career opportunities and fair 
treatment in the workplace. Th at 
might be through job appointments, 
career progression, or avoiding 
bullying and harassment.

Th e fi rst WRES data return in 
2016 showed clearly that BME staff 
had a poorer experience at work 
than their white counterparts 
(NHS Equality and Diversity 
Council, 2016). Th e challenge, 
then, was to close the gap on 
those experiences. 

Th e change we are seeking in 
workforce race equality is backed 
up by moral, legal, fi nancial and, 
most importantly, quality-of-care 

Yvonne Coghill, 
director of 
Workforce 
Race Equality 
Standard 
Implementation 
at NHS England, 
on the progress 
being made 
against race 
discrimination.

S

THE CASE FOR
RACE EQUALITYRACE EQUALITY

For those who weren’t able to 
att end conference, Yvonne 
has summarised her speech.
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reasons. We must never forget that behind all our 
efforts, sacrifi ces and ambitions, the patients 
and service users are our ultimate priority. We have 
the evidence to show that a happy, well-respected, 
well-motivated workforce delivers high-quality 
care, a safer service and one which patients fi nd 
more satisfying. 

Th e root of the initiative lies in the NHS constitution, 
which states as one of its fi rst principles that the NHS 
is for all people, regardless of background.

So after four years, where are we now with race 
equality in the NHS?

GREEN SHOOTS OF HOPE
Well, in the last few years, we have 
started seeing what could be referred 
to as ‘green shoots of hope’. Since 
WRES started reporting, the number 
of BME colleagues in the NHS has 
continued to grow, from around 18% 
to almost 20% as of March 2018 (NHS 
Digital, 2018).

Th e gap between BME colleagues 
and their white counterparts being 
appointed from shortlisting is reducing, 
and the numbers at the most senior 
posts in the NHS are slowly climbing, 
with an added 44 very senior manager roles fi lled 
by BME colleagues in 2018 (NHS Equality and 
Diversity Council, 2018). Th e number of NHS trusts 
with more than three BME board members is also 
increasing year on year – from 16 in 2016 to 29 in 
2018 (NHS Equality and Diversity Council, 2018). 
Every year we continue to see more BME nurses 
moving into Band 6 and higher posts, and we hope 
to see more in the coming years.

Th is is all good news but there is more to be done. 
Th e cultural indicators related to perceptions of 

bullying and harassment and discrimination among 
BME staff are not moving as quickly as we would like. 
Changing deep-rooted cultures takes time: it requires 
patience and determination, and as my colleague 
Habib Naqvi would say: ‘More Mo Farah than Usain 
Bolt... A marathon, not a sprint.’

DO MORE THAN TICK BOXES
I believe the NHS is the best organisation in the 
world, delivering high-quality care to millions of 
people every day.

To thrive, it must be a forward, outward-looking 
organisation, one that attracts and retains staff from 
all backgrounds. Th e WRES is not a tick-box exercise. 
It is designed to enhance an organisation’s ability 
to attract and retain top talent, deliver high-quality 
patient care, improve patient satisfaction and 
patient safety. It aims to have a productive and 

For references, visit bit.ly/CP_features

RESOURCES
  NHS England and NHS Improvement’s 

A fair experience for all: closing the 

ethnicity gap in rates of disciplinary 

action across the NHS workforce: 

bit.ly/NHS_ethnicity_gap
  WRES’s data report for NHS trusts: 

bit.ly/WRES_data_analysis
  WRES leadership strategy, A model 

employer: increasing black and 

minority ethnic representation at 

senior levels across the NHS: 

bit.ly/WRES_leadership_strategy

What are your ideas for reaching race 

equality in the NHS? What experiences 

have you had of race inequality? Join in 

the conversation on Twitt er @CommPrac 

using the hashtag #NHSRaceEquality

TIME TO REFLECT

positive workforce.  
Th e NHS Long-term plan published earlier this year 

set an ambitious national goal: that NHS leadership 
should be as diverse as the rest of the workforce 
within 10 years. 

To this end, we developed the model employer 
policy. Th is was designed to ensure equity within 
our workforce by 2028. Th is work is reinforced by 
the newly developed NHS People Plan with its aim 
of making the NHS the best place to work. 

Th e Long-term plan, the People Plan and WRES are 
inextricably linked and will ultimately improve staff 
experience in our NHS. 

From my perspective, I believe we need to continue 
talking about race until we fi nally achieve equity in 
our NHS.   

 Yvonne Coghill, CBE, is the director of WRES 

 at NHS England. She has twice been voted 

 by NHS colleagues as one of the top 50 most 

 inspirational women, one of the top 50 most 

 inspirational nurse leaders and one of the 

 top 50 BME pioneers. 

THE NUMBER OF NHS 

TRUSTS WITH MORE 

THAN THREE BME 

BOARD MEMBERS IS 

INCREASING YEAR ON 

YEAR – FROM 16 IN 2016 

TO 29 IN 2018
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PERINATAL MENTAL HEALTH – MIDWIFERY 
AND HEALTH PROFESSIONAL CONFERENCE

Th is comprehensive programme brings fantastic networking 
opportunities with expert guest speakers examining topics 
essential in understanding mental health in the perinatal 
period. Sessions include puerperal psychosis, intrusive 
thoughts vs. self-harm and suicide, recognising PMH, 
therapy and pharmacology, the effects of PMH on baby’s 
development, fathers and family mental health, infant feeding, 
developing the role of a specialist PMH midwife and life inside 
an MBU. Breakfast, lunch and refreshments will be provided, 
accommodation and free parking available.

Location: Stevenage, Hertf ordshire

Date: Monday 16 December 2019

E: charlott e.britt in@perinatalproud.co.uk

W: perinatalproud.co.uk

BEREAVEMENT CARE – MIDWIFERY AND HEALTH 
PROFESSIONAL CONFERENCE

Whether in the early stages or at term, pregnancy loss 
requires heartfelt care and compassion. Understanding the 
fundamental aspects such as biomedical science, genetic 
testing, postmortems and medical termination enables carers 
to better explain and signpost such services. Networking 
opportunities with bereavement support charities will be 
available. Expert guest speakers will discuss implementing 
the NCBP and developing the bereavement service for future 
pregnancies. Breakfast, lunch and refreshments will be 
provided, accommodation and free parking available.

Location: Stevenage, Hertf ordshire

Date: Monday 10 February 2020

E: charlott e.britt in@perinatalproud.co.uk

W: perinatalproud.co.uk

TO ADVERTISE, CONTACT: +44 (0)20 7880 6231  | advertising@communitypractitioner.co.uk

TOUCH-LEARN INTERNATIONAL  BABY MASSAGE 
TEACHER TRAINING COURSE

A comprehensive baby massage teacher course for health 
professionals and parenting practitioners with long-
established company Touch-Learn. Th is highly acclaimed 
fi ve-day programme is accredited by the Royal College of 
Midwives, the University of Wolverhampton and Independent 
Professional Th erapists International. 
   Th e curriculum includes simple massage techniques, 
underpinned by research and practical knowledge to 
enable practitioners to feel confi dent in supporting parents 
sensitively, safely and professionally in a variety of settings. 
Experienced trainers with professional/HE teaching 
qualifi cations. Touch-Learn teachers are provided with free 
handouts to support classes.

Location: Scheduled and in-house courses across the UK. 

Call for dates.

T: 01889 566222   M: 07814 624681

E: anita@touchlearn.co.uk

W: touchlearn.co.uk

COURSES

Specialist Community Public 
Nurse School Nursing
(Health Visitor with relevant experience will be considered)
Permanent Contract, 37.5 hours per week, 
Salary Scale: £48,889 - £52,077 per annum, current driving licence essential

FAMILY NURSING AND HOME CARE IS A REGISTERED CHARITY AND IS THE MAIN 
PROVIDER OF COMMUNITY NURSING IN THE ISLAND.

WE ARE OFFERING AN EXCITING OPPORTUNITY FOR A SPECIALIST COMMUNITY 
PUBLIC HEALTH NURSE TO JOIN OUR SCHOOL NURSE TEAM IN JERSEY. 

The team have key responsibilities in responding to the needs of vulnerable children, 
promoting healthy lifestyles, leading immunisation programmes in schools and 
supporting children with mental and physical health needs. The post holder will also be 
required to deputise for the Team Lead.

We are looking for an experienced Specialist Community Public Health Nurse who has 
a high level of skills in these areas, who will invest in Jersey’s children, young people and 
families to stay healthy, be safe, achieve, contribute and enjoy life.

Car owner/driver or suitable alternative transport to enable you to undertake the job is 
essential. The vehicle will need to be insured for business use.

We offer continued professional development opportunities, annual personal 
development reviews, refl ective and restorative supervision, relocation assistance and 38 
days paid leave (inclusive of Bank Holidays).

If you are ready for an exciting new challenge and would like to live and work on a 
beautiful Island please contact Jo Davies, School Nurse Team Lead, Tel. 01534 443630 
for an informal discussion.  
For an application pack, please contact HR Department, Family Nursing & Home 
Care, Le Bas Centre, St Saviour’s Road, St Helier, Jersey JE2 4RP, Tel 01534 443604 / 
443626, or e-mail HR@fnhc.org.je 
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RUNNY EGGS 
SAFE FOR ALL
AS LONG AS THEY ARE BRITISH LION MARK

 

British Lion eggs are approved by the Foods Standards Agency to be served runny, 
or even raw, to pregnant women, young children and elderly people.
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