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1.0 INTRODUCTION  
 
Ashford & St Peter’s NHS Foundation Trust is committed to the provision of high 
quality health care in all aspects of its service to patients, visitors, local community 
and members of staff. The Trust recognises that clinical consultations, examinations 
and investigations have the potential to cause some people distress. Sometimes 
consultations can cause people to feel vulnerable, for example where lights are 
required to be dimmed, there is close proximity, or where patients need to undress or 
be touched for intensive periods of time. Many patients find examinations, 
investigations, inspection or photography involving the rectum, genitalia or breasts 
particularly intrusive.  
The chaperone is a third party to a clinical examination, who aims to provide support 
and reassurance to the patient, witness the continuing consent to a procedure, and 
on occasion provide practical help to the clinician. They are able to discourage 
unfounded allegations of improper behaviour, by acting as a witness to the 
procedure.  
For most patients respect, explanation, consent and privacy take precedence over 
the need for a chaperone.  
The presence of a third party does not negate the need for adequate explanation and 
courtesy and cannot provide full assurance that the procedure or examination is 
conducted appropriately.  
This policy is therefore intended to offer safeguards to both patients and members of 
staff during consultation, examination, treatment and care.  
 
2.0 PURPOSE AND AIMS OF POLICY  
 
This policy provides guidance to staff both on the role of the chaperone and when the 
use of chaperones should be considered.  
 
Aims of policy  
 
The key aims of this policy are to establish procedures to :  

• Safeguard male and female patients through consultation, examination, 
treatment and care  

• Safeguard all healthcare professionals from unfounded accusations, by 
patients of improper conduct  

• Promote patients’ rights to give or withhold their consent to any intervention  

• Promote the safety, privacy and dignity of patients  
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3.0 POLICY SCOPE  
 
This policy applies to all healthcare professionals working within Ashford & St Peter’s 
NHS Foundation Trust, including Medical Staff, Nurses and Midwives, Health-care 
Assistants, Allied Health Professionals, Medical Students and Complementary 
Therapists working with individual patients.  
Healthcare professionals should ensure that the basic principles of respect, 
explanation, consent, privacy and dignity apply to all patients receiving such 
examinations, investigations and imaging. They must use the policy in conjunction 
with a range of good practice guidance from professional bodies, with particular 
reference to:  
 

• Consent Policy  
• Safeguarding Adults Policy  
• Safeguarding Children Policy  
• Mental Capacity Act 2005 Summary  
• Mental Capacity Policy  

 
4.0 DEFINITION OF TERMS  
 
Definition of terms  
 

Chaperone:  
There is no suitable common definition of a chaperone and the role of the 
chaperone may vary considerably depending on the needs of their patient, the 
healthcare professional and the requirements of the examination or procedure. 
The Ayling Report described the following roles of the chaperone: 
(Department of health 2004)  

• To provide physical and emotional comfort and reassurance to a patient 
during sensitive examinations or treatment.  

• To provide a safeguard for a patient against humiliation, pain or distress 
during an examination and to protect against verbal, physical, sexual or 
other abuse.  

• To identify unusual or unacceptable behaviour on the part of the health 
care professional.  

• To provide protection for the health care profession from potentially 
abusive patients.  

 
Consent:  
Consent is a patient’s agreement for a health professional to provide care or 
share information. Before a healthcare professional examines, treats or cares 
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for a patient, they must obtain their consent. Ashford & St Peter’s NHS 
Foundation Trust  

 
Intimate examinations:  
Many patients can find examinations, investigations or photography involving 
the breasts, genitalia or rectum particularly intrusive, and so these are 
collectively referred to as “intimate examinations”. They can cause both men 
and women distress, even where they are carried out by members of the same 
gender.  
In addition, examination of the chest or heart in women, which usually involves 
touching the breasts (e.g. lifting them up to hear the mitral valve), can also be 
considered to be an intimate examination requiring the presence of a 
chaperone.  
 

5.0 DUTIES AND RESPONSIBILITIES  
 

Chief Executive  
 
The Chief Executive is ultimately responsible for ensuring effective corporate 
governance within the Trust and therefore supports the Trust-wide 
implementation of this policy.  

 
Trust Managers:  
 
Managers are responsible for ensuring all members of staff understand how 
the Chaperone Policy applies to them and their patients. Managers are also 
responsible for ensuring that where necessary, local procedures are 
developed, to support the implementation of this policy. Managers should 
review the effectiveness of the implementation of this policy, and take 
appropriate remedial action when they become aware of any acts or 
omissions that contravene it.  

 
Healthcare professionals:  
 
It is the responsibility of the healthcare professional undertaking the procedure 
to determine if a chaperone is required and to take appropriate steps to obtain 
one, and ensure a suitable environment. All healthcare professionals must 
therefore demonstrate an appropriate understanding of the role of the 
chaperone and the procedures for reporting concerns.  
Healthcare professionals are also responsible for ensuring adequate and 
appropriate information about the process are documented in the patients 
notes.  
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Chaperone:  
 
Members of staff who act as a chaperone must understand their role and the 
requirements of this policy.  

 
Members of staff:  
 
The presence of a chaperone does not negate the need for adequate 
explanation and courtesy towards patients, or provide full assurance that the 
procedure or examination is conducted appropriately. Therefore all members 
of staff are expected to work in a manner that promotes the human rights of 
patients to fairness, respect, equality, dignity and autonomy.  
 
PALS:  
 
The Trust’s PALS Officers offer a confidential service to enable concerns to be 
raised and addressed. PALS Officers therefore must be aware of the potential 
for abuse throughout any patient/healthcare professional interaction and report 
any breaches of the Chaperoning Policy.  
 

 
6.0 POLICY STATEMENT  
 
The option of having a chaperone should be made clear to the patient prior to any 
procedure. The choice of using a family member or staff member should be offered 
to the patient.  
Chaperone guidance is for the protection of both patients and staff and this guidance 
should always be followed. The key principles of communication and record keeping 
will ensure that the health professional/patient relationship is maintained and act as a 
safeguard against formal complaints or in extreme cases legal action.  
 
 
7.0 THE POLICY  
 

7.1 Background and guidelines  
 
Public inquiries such as the Harold Shipman inquiry Fifth Report Safeguarding 
Patients: Lessons from the Past – Proposals for the Future” (2004) and the 
Clifford Ayling inquiry, “Independent Investigation into how the NHS handled 
allegations about the conduct of Clifford Ayling” (2004), have made 
recommendations relevant to this policy.  
 
Ayling recommendations:  
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No family member or friend of a patient should be routinely expected to 
undertake any formal chaperoning role in normal circumstances. The 
presence of a chaperone during a clinical examination and treatment must be 
the clearly expressed choice of a patient (however the default position should 
be that all intimate examinations are chaperoned).  
 
Chaperoning should not be undertaken by any other than chaperoned trained  
staff. However, the patient must have the right to decline any chaperone 
offered if they wish 
 

• Beyond these immediate and practical points, there is a need for each 
NHS Trust to determine its chaperoning policy, make explicit to patients 
and resource it accordingly. It is recognised that for primary care, 
developing and resourcing a chaperoning policy will have to take into 
account issues such as one to one consultations in the patient’s home 
and the capacity of the individual practices to meet the requirements of 
the agreed policy.  

 
• Reported breaches of the chaperoning policy should be formally 

investigated through each Trust’s risk management and clinical 
governance arrangements and treated, if determined as deliberate, as 
a disciplinary matter.  

 
In addition various professional bodies have produced or reviewed good 
practice guidelines in order to protect both healthcare professionals and the 
patients in potential situations of abuse, and avoid inappropriate behaviour. 
These good practice guidelines include advice for healthcare professionals on 
obtaining consent, good communication, privacy and dignity and the use of 
chaperones. All healthcare professionals are expected to comply with the 
advice and good practice guidelines produced by their professional bodies. 
The Trust recognises that these are likely to develop over time. Policy 
referenced from:  
 

• General Medical Council guidance for doctors (December 2001) 
Appendix 1.  

 
• Nursing and Midwifery Council guidelines “Practitioner-Client 

Relationships and the Prevention of Abuse” (2002) Appendix 2.  
 

• Royal College of Nursing guidelines “Chaperoning: The Role of the 
Nurse and the Rights of patients” (2002) Appendix 3.  
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• Chartered Society of Physiotherapy guidelines “Guidance to Members 
and Chaperoning and Related issues” – ERUS Fact Sheet number 24, 
October 2003. This is also covered implicitly within the “Code of 
Professional Conduct of Physiotherapists (number 2 and number 16) 
and the “Standards of Proficiency for Physiotherapists” (number 1). 
Appendices 4, 5, 6 and 7.  

 
• NHSBSP Good practice to Breast Screening publication number 1, 

November 1998.  
 
Where there are existing professional guidelines in place for services to follow, 
such as in Breast Screening and Physiotherapy services, it is acceptable for 
Departments to develop and implement their own departmental Chaperone 
policy. These must incorporate the principles set out in this Trust wide 
Chaperone Policy wherever practical.  

 
7.2 Using a Chaperone  
 
All patients should be asked if they would like a chaperone during any intimate 
consultation or procedure. The choice of using a family member or a staff 
member should be made by the patient  
 
It is not always clear ahead of the consultation that an intimate examination or 
procedure is required. Patients may decline the offer of a chaperone for a 
number of reasons: because they trust the clinician, think it unnecessary, 
require privacy, or are too embarrassed. If the patient is offered and does not 
want a chaperone it is important to record that the offer was made and 
declined.  
 
If a chaperone is refused, the healthcare professional should decide whether it 
is appropriate to continue the examination. The patient should be informed of 
the consequences or possible alternatives and effects on or delays to 
treatment or diagnosis.  
 
Protecting the patient from vulnerability and embarrassment means that the 
chaperone would usually be of the same sex as the patient. Therefore the use 
of a male chaperone for the examination of a female patient or of a female 
chaperone when a male patient was being examined could be considered 
inappropriate unless requested by the patient.  
 
Adequate information and explanation as to why the examination or procedure 
is required should be provided to the patient and where necessary, easily 
understood literature and diagrams should support the verbal information. It is 
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important to record the details of the discussion in the Health Records. In 
addition, careful and sympathetic explanation of the examination technique to 
be used should be given throughout the procedure being carried out.  
 
It is unwise to assume that the patient understands why certain examinations 
are being conducted or why they are done in a certain manner. For example, 
patients need to be told why both breasts are examined when they may 
complain of a lump in only one, or why a vaginal examination maybe 
necessary if a women complains of abdominal pain or why the testes may be 
examined in a child with abdominal pain.  
 
For some patients, the level of embarrassment increases in proportion to the 
number of individuals present. Staff should be aware that intimate 
examinations might cause anxiety for both male and female patients and 
whether or not the examiner is of the same gender as the patient.  
 
In all cases where the presence of a chaperone may intrude in a confiding 
clinician-patient relationship their presence should be confined to the physical 
examination. One-to-one communication should take place after the 
examination.  
 
The patient should always have the opportunity to decline a particular person 
as chaperone if that person is not acceptable to them for any reason.  
 
A chaperone is present as a safeguard for all parti es (patient and 
practitioners) and is a witness to continuing conse nt of the procedure. If 
a patient has requested a chaperone and none is ava ilable at the time, 
the intimate examination must not be undertaken unt il a chaperone is 
available  
 
Patients undergoing examinations should be allowed the opportunity to limit 
the degree of nudity by, for example, uncovering only that part of the anatomy 
that requires investigation or imaging.  
 
Attention must be given to the environment ensuring  adequate privacy is 
afforded to maintain dignity.  
 
7.3 Exclusions to being a chaperone  
 
It may be inappropriate to expect a family member to be a chaperone. Where 
the patient has capacity, they should be consulted. Where a patient lacks 
capacity, the next of kin\carer should be consulted. Children and young 
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persons are not appropriate chaperones for a procedure or intimate 
examination.  
 
It is not appropriate to use a work experience person or student as a 
chaperone without the express consent of the patient.  
 
7.4 Role of the Chaperone  
 
There is no common definition of a chaperone and their role varies 
considerably depending on the needs of the patient, the healthcare 
professional and the examination or procedure being carried out. Broadly 
speaking their role can be considered in any or all of the following areas:  
 

• Provide emotional comfort and reassurance to patients  

• Assist in the examination, e.g., handing instruments during IUCD 
insertion  

• Assist with undressing\dressing patients  

• Act as a patient advocate\interpreter  

• Provide protection to healthcare professionals against unfounded 
allegations of improper behaviour  

 
• Identify unusual or unacceptable behaviour on the part of the health 

care professional  

• to protect the clinician against an attack (in very rare circumstances.)  

• Be able to answer any questions or provide information  
 
7.5 Consent to Examination  
 
Implicit in attending a consultation it is assumed that a patient is seeking 
treatment and therefore consenting to necessary examinations. However 
before proceeding with an examination, healthcare professionals should 
always seek to obtain nonverbal or verbal consent indicating that the patient 
understands the need for the examination and agrees to it being carried out. 
Consent should always be appropriate to the treatment or investigation being 
carried out.  
 
CONSENT IN SPECIAL CIRCUMSTANCES  
 
There may be special situations where written consent is required prior to 
intimate examinations or procedures. Examples include; where the individual 
concerned is a minor or have special educational needs; in the case of a 
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woman who is a victim of an alleged sexual attack and examination is required 
for the collection of forensic evidence.  
 
7.6 Issues Specific to Children  
 
Please refer to Appendix 4 
This appendix describes the requirement for chaperones for children and 
young people 0 – 18 years old attending Ashford and St Peter’s Hospitals 
NHS Foundation Trust (ASPH). This policy applies to all paediatric patients 
seen within all clinical areas of ASPH. Formal chaperones in outpatient areas 
will generally be trained HCA’s and nurses. On the paediatric wards and in 
A&E another doctor may also act as a formal chaperone if required. 
 
7.7 Issues Specific to Religion/Ethnicity or Cultur e  
 
The ethnic, religious and cultural background of some women can make 
intimate examinations particularly difficult, for example, some patients may 
have strong cultural or religious beliefs that restrict being touched by others  
It would be unwise to proceed with any examination if the healthcare 
professional is unsure that the patient understands due to a language barrier. 
In life saving situations every effort should be made to communicate with the 
patient by whatever means available before proceeding with the examination. 
With the aid of an interpreter, staff should identify who the patient would like 
as a chaperone. The use of children and or interpreter as a chaperone is 
inappropriate.  
 
7.8 Issues Specific to patients who are lacking Men tal Capacity  
(This includes patients with Learning Difficulties)   
 
For patients with issues related to diminished Mental Capacity ( this includes 
patients with Learning Difficulties ), a familiar individual such as a family 
member or carer may be the best Chaperone.  
 
Best practice would indicate a planned approach to investigative intervention 
and / or examination, for patients with a lack of mental capacity, in order to 
alleviate concerns and distress caused by a lack of understanding and 
comprehension.  
 
It is an expectation that reasonable adjustments are made in the case for 
patients with diminished mental capacity and / or Learning Difficulties. In the 
case of patients with Learning Difficulties (LD), liaison with the LD Hospital 
Nurse and / or community LD Team should be enacted in order to facilitate an 
improved and effectual patient experience.  
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Mental Capacity  
 
There is a basic assumption that every adult has the capacity to decide 
whether to consent to or refuse a proposed medical intervention, before 
proceeding with an examination it is vital that the patient’s informed consent is 
gained.  
 
This means that the patient must be:  
 

• Have capacity to make the decision.  

• Have received sufficient information and  

• Not be acting under duress  
 
Where a person who lacks mental capacity to consent is currently detained 
and being treated under, Part 4 of the Mental Health Act 1983, nothing in the 
Mental Capacity Act authorises a person to:  
 
 - Give a patient medical (psychiatric) treatment for mental disorder  
    - Consent to a patient's being given medical (psychiatric) treatment for 
 mental disorder  
 
However if, at the time when it is proposed to treat the patient, their treatment 
is regulated by Part 4 of the Mental Health Act, and the patient subject to the 
Mental Health Act lacks capacity to consent to a procedure for a physical / 
medical disorder, then the Mental Capacity Act should be referred to, in 
respect to decisions being made for best interest reason.  
 
In cases where patients are subject to a section order under the Mental Health 
Act, the health care professional may where the section order allows carry out 
examination in the best interests of the patient. In life-saving situations the 
healthcare professional should use professional judgement and where 
possible discuss the situation with a member of the Mental Health Team.  
 
Under the MCA 2005 there is legal protection for people who care for or treat 
someone who lacks capacity but any action taken must be in a patient’s best 
interests and the least restrictive course of action.  
 
For further information regarding consent and the Mental Capacity Act please 
refer to Mental Capacity Policy    
 
In addition further advice should be sought from:  
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• A senior member of the mental healthcare team.  
• The Learning Disability Liaison Nurse.  

• Divisional clinical team leader  

• Deputy Directors of Nursing 

• Clinical Risk Officer  
 
Vulnerable adults  
 
A vulnerable Adult, who has full mental capacity, has the right to consent or 
refuse treatment and may make their own decision regarding the choice of 
chaperone.  
 
A vulnerable Adult is defined as:  
 
Any person over 18 years, Is or maybe in need of community care services to 
enable them to retain: Independence, Well-being, and Choice and to access 
their human right to live a life free from abuse and neglect.  

For the purpose of this guidance “community care services” is taken to include  

all care services provided in any setting or context.  
 
The people most likely to be assessed as vulnerable are those adults who:  

• Are elderly and very frail  
• Suffer from mental illness, including dementia  
• Have a physical or sensory disability  
• Have a learning disability  
• Suffer from a severe and incapacitating physical illness  

      
Harm is defined by the Dept of Health (May 2011) as;  

• Ill treatment (including sexual abuse, exploitation and forms of ill 
treatment  

           which are not physical);  
• The impairment of health (physical or mental) or development (physical  

           intellectual, emotional, social or behavioural.  
• Neglect  
• Unlawful conduct which adversely affects property, rights or interests 

(for example financial abuse) 
 
For further information please refer to the Safeguarding Adults policy : 
Safeguarding Adults Policy  
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A careful simple and sensitive explanation of the technique is vital. This 
patient group is a vulnerable one and issues may arise in initial physical 
examination, “touch” as part of therapy, verbal and other “boundary-breaking” 
in one to one “confidential” settings and indeed home visits.  
 
Suspected abuse  
 
In situations where abuse is suspected great care and sensitivity must be 
used to allay fears of repeat abuse. Healthcare professionals should refer to 
the nominated Safeguarding Adult Managers for advice and information about 
dealing with patients who are suspected of being victims of abuse.  
 
7.9 Gynaecological Consultations  
 
There are theoretical disadvantages of a chaperone being present during a  
gynaecological examination. Gynaecological consultations occasionally 
provide an opportunity for women to confide deeply sensitive information 
about sexual abuse, previous termination of pregnancy or domestic violence. 
The presence of a chaperone may intrude in a confiding doctor–patient 
relationship and may lower the detection of non-verbal signs of distress from 
the patient. This drawback is potentially offset by confining the presence of 
chaperones to the physical examination and allowing one-to-one 
communication for the consultation.  
 
While some patients may welcome the presence of a family member acting as  
chaperone, there are potential disadvantages. The presence of a family  
member may reduce the likelihood of disclosure of sensitive information and  
delay the development of self-confidence in young women. The presence of a  
dominant male partner may inhibit communication about past gynaecological  
or obstetric history, marital or sexual problems or domestic violence. An  
accompanying female relative may bring to the consultation her own agenda  
of prejudices and fears about gynaecological examinations.  
 
7.10 Prior to, during and following the examination /procedure  
 
Facilities should be available for patients to undress in a private, undisturbed 
area. There should be no undue delay prior to examination once the patient 
has removed any clothing.  
 
During an intimate examination  
 

• Offer reassurance  
• Be courteous  



 
Volume 1 
Patient 
Care 

Curren t version 
is held on the 

Intranet 

First Ratified 
December 2012 

Next review 
March 2020 Issue 3 Page 17 of 34 

 

• Keep discussion relevant  
• Avoid unnecessary personal comments  
• Encourage questions and discussion  
• Remain alert to verbal and non-verbal indications of distress from the 

patient  
 
Intimate examinations should take place in a closed room or well-screened 
bay that cannot be entered while the examination is in progress. Examination 
should not be interrupted by phone calls or messages.  
 
Where appropriate a choice of position for the examination should be offered 
for example left lateral, dorsal, recumbent and semi-recumbent positions for 
speculum and bimanual examinations. This may reduce the sense of 
vulnerability and powerlessness complained of by some patients.  
 
Any requests that the examination be discontinued should be respected.  
 
Once the patient is dressed following an examination or investigation the 
findings must be communicated to the patient. If appropriate this can be used 
as an educational opportunity for the patient. The professional must consider 
(asking the patient as necessary) if it is appropriate for the chaperone to 
remain at this stage.  
 
7.11 Communication and Record Keeping  
 
Communication, documentation and environment  
 
1. The healthcare professional gains the patient’s consent according to 

the Trusts Consent to Examination or Treatment Policy 
ConsentPolicy.pdf by fully explaining the intended procedure to the 
patient. As part of this explanation, the healthcare professional must:  

 
• In the case of “intimate examinations”, explain to the patient why 

a chaperone is required, i.e. for purpose of support to the 
patient and the healthcare professional.  

 In the case of “non-intimate examinations” determine the patients’ 
needs as it is expected that, in the main, the use of a chaperone will 
not be appropriate and it is only in exceptional circumstances that you 
would expect a chaperone to be required, e.g. religious or cultural 
reasons which should be documented in the patients’ healthcare 
record. For further information refer to: Medical Records Policy  
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 2.  During the examination/procedure, the healthcare professional and the 
 chaperone must:  
 

• Be courteous  

• Offer reassurance  

• Keep discussion relevant  

• Avoid unnecessary personal comments  

• Encourage questions and discussion  

• Remain alert to verbal and non-verbal indications of distress 
from the patient.  

• Be aware of any health and safety considerations to protect 
themselves for example within the radiology department with 
regard to radiation risks.  

 
3.  The healthcare professional must ensure the patient’s healthcare 
 record is updated by recording the chaperone’s name as well as any 
 other appropriate details (for example if the patient chooses to decline a 
 chaperone).  
 
4.  Attention must be given to the environment ensuring adequate privacy 
 is afforded to maintain dignity. 
 

• The patient must be given complete privacy without any risk of 
interruption, to undress and dress before and after the 
examination/treatment. Assistance should be provided by the 
chaperone if requested by the patient. If a chaperone is not 
present, the healthcare professional should only assist the 
patient if requested to do so by them.  

 
• There should be no undue delay prior to examination, treatment 

once the patient has removed any clothing. The process should 
not be interrupted by phone calls or messages.  

 
• The chaperone must ensure that the patient’s body is not 

unnecessarily exposed and that use of blankets drapes, curtains, 
screens etc. are used to protect the modesty of the patient whilst 
ensuring the healthcare professional can perform the 
examination or treatment without hindrance.  

 
• Intimate examination should ideally take place in a closed room 

that cannot be entered while the examination is in progress. If 
this is not possible all efforts must be made to prevent any 
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interruption or breach of the patient‟s privacy and dignity 
throughout the procedure/examination and the “Do Not Enter” 
sign must be attached to the closed curtain.  

 
• Staff should be aware that darkened rooms for radiological, 

retinoscopy or other similar procedures whilst not considered 
“intimate examinations” may lead the patient to feel more 
vulnerable.  

 
7.12 Lone working  
 
Where a health care professional is working in a situation away from other 
colleague’s e.g. home visit, out of hours, the same principles for offering and 
using a chaperone apply. Health care professionals should note that they are 
at increased risk of their actions being misconstrued or misrepresented if they 
conduct intimate examinations where no other person is present. Where it is 
appropriate family members or friends may take on the role of informal 
chaperone. In cases where a formal chaperone is appropriate the health care 
professional should consider rescheduling the examination where possible. 
Clinical record keeping should be treated as paramount. Lone working 
practices should conform to the Trust’s Lone Working Policy  
 
7.13 The choice of a Chaperone  
 
There are many issues which influence the patient’s choice to have a 
chaperone, and therefore the arrangements for chaperoning patients. These 
include:  
 
Gender  
 
Often patients request a chaperone of a particular gender. This is because 
having members of the opposite gender present can cause embarrassment or 
distress, particularly during intimate examinations. However, staff must be 
aware that intimate examinations may cause anxiety for both male and female 
patients, whether the examiner is of the same gender as the patient or not.  
 
Religion and Culture  
 
The ethnic, religious and cultural background of some people can make some 
examinations particularly difficult. For example, Muslim and Hindu women 
have a strong cultural aversion to being touched by men other than their 
husband. It may be possible, particularly in these circumstances, for a trained 
female healthcare practitioner to perform the procedure.  
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Degree of nudity  
 
Patients undergoing examinations should be allowed the opportunity to limit 
the degree of nudity by, for example, uncovering only that part of the anatomy 
that requires investigation or imaging. There should be no undue delay prior to 
examination once the patient has removed any clothing.  
 
Friends and relatives  
 
Friends and relatives can provide valuable emotional support to patients but 
cannot adequately perform the chaperone function. This is because they 
would not necessarily be aware of the normal procedures involved in an 
examination, and may not recognise any deviation from the normal procedure. 
However it should never be assumed that it is acceptable to the patient for 
relatives to remain present, and the patient‟s choice must always be sought.  
 
Interpreters  
 
In circumstances when an interpreter is required, it should be assumed that it 
is acceptable to the patient that the interpreter acts as a chaperone. It should 
not be assumed that the interpreter is comfortable with the role of chaperone. 
The interpreter’s role is to explain the intended procedure, treatment or 
examination to the patient and help establish the patient‟s consent. The 
interpreter should be used to establish whether the patient wishes the 
interpreter to be used as a chaperone or if a trained chaperone should be 
present. The patient‟s choice should be respected and decision documented 
in the healthcare record, as well as the name of the interpreter/chaperone.  
 
7.14 When a Chaperone cannot be located  
 
If a chaperone cannot be located, the patient must be made aware that the 
examination/treatment cannot go ahead and this should be documented in the 
patient‟s healthcare record. Another alternative arrangement must be made 
for the examination/treatment to go ahead when an appropriate chaperone is 
available.  
 
7.15 Breach of the policy  
 
Reported breaches of the Trust’s Chaperone Policy should be formally 
investigated through the Trust’s Risk Management Policy „Incident Reporting 
Policy‟ and/or the Trust’s Complaints Procedure. If following investigation it is 
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deemed appropriate, disciplinary action may be taken according to the Trust’s 
Disciplinary Policy.  
 
 
 

 
8.0 POLICY DEVELOPMENT & CONSULTATION  
 
This policy was originally developed by the Quality and Risk Manager and revised by 
the Clinical Risk Officer on its review date. The policy was circulated for comments to 
the Risk Management Committee, Divisional Nurse Manager, Matron and comments 
incorporated as appropriate before ratification by the Risk Management Committee  
 
9.0 IMPLEMENTATION  
 
As the guidance is related to the clinical examination of a patient, the route of 
implementation was through the Divisional Nurse Managers and other relevant 
clinical managers via the Risk Management Committee. The policy was uploaded to 
the Trust intranet and an email sent to all acute users notifying them of a new 
version.  
 
10.0 MONITORING  
 
The guidance is not intended to measure achievement against a set target, rather to 
provide guidance on the role and use of chaperones. When an incident occurs 
relating to a chaperone problem, an incident report form must be completed.  
Non-compliance or effectiveness of the guidance can therefore be monitored by the 
Risk Management Department through the number of incident forms completed. 
Additional sources of monitoring can be obtained through patient survey comments, 
complaints and PALS enquiries.  
 
11.0 REVIEW  
 
This policy will be formally reviewed in Aug 2016, or earlier depending on the results 
of monitoring or on recommendations from approved bodies.  
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Appendix 1  

 
 

CHAPERONE POLICY 
 
 
All patients (male and female) are entitled 
to have a chaperone present when an 
intimate examination or procedure will take 
place.  
In appropriate circumstances, the 
chaperone may be a family member or 
friend or you may prefer a member of staff 
to be present.  
 
If you would like a chaperone, please ask.  
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Appendix  2 
 
 
 

STAFF CHECKLIST FOR CONSULTATIONS 
 
 
1. Establish the genuine need for an intimate examination and discuss with the 
patient.  
 
2. Explain why the examination is necessary and give the patient the opportunity to 
ask questions or raise concerns. Be courteous and offer reassurance.  
 
3. Offer a chaperone or invite the patient to have a family member or friend present.  
 
4. If the patient does not want a chaperone, record that the offer was made and 
declined in the patient notes.  
 
5. Obtain the patient consent before the examination and be prepared to discontinue 
at any stage if the patient so requests – remain alert to any verbal or non-verbal 
indications of distress.  
 
6. Allow patients privacy to undress and dress (i.e. behind curtains or screens) 
particularly if the chaperone is present in the room. Provide a sheet/blanket to 
maintain a patient‟s dignity during the examination.  
 
7. Explain what you are doing at each stage of the examination, the outcome when it 
is complete and what you propose to do next. Avoid unnecessary personal 
comments ensuring the discussion is relevant.  
 
8. If a chaperone has been present, record that fact along with the identity of the 
chaperone in the patient‟s notes.  
 
9. Record any other relevant issues or concerns immediately following the 
consultation.  
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Appendix 3 
 

Chaperoning Policy – Cascade Record 
 
 

Name (please print)  Job Title  Date Signature  
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Appendix 4 
 

Chaperoning Policy for Paediatrics 
 
Authors: Eileen White: Named Nurse for Safeguarding  Children and Young 
People, Dr Clare Hill, Consultant Paediatrician Nam ed Doctor for Safeguarding 
Children, Dr Paul Crawshaw, Divisional Director Wom en’s Health and 
Paediatrics and Rebecca Martin, Senior Sister, Chil dren’s Out Patient 
Department. 
 
 
1.0 Introduction 
 
This appendix describes the requirement for chaperones for children and young 
people 0 – 18 years old attending Ashford and St Peter’s Hospitals NHS Foundation 
Trust (ASPH). This policy applies to all paediatric patients seen within all clinical 
areas of ASPH. Formal chaperones in outpatient areas will generally be trained 
HCA’s and nurses. On the paediatric wards and in A&E another doctor may also act 
as a formal chaperone if required. 
 
2.0  Purpose 
 
The purpose of this appendix is to provide a framework for chaperoning children and 
young people by identifying the need for a formal or informal chaperone. 
 
3.0 Explanation of Terms Used 
 
Informal chaperone  – a parent/carer/trusted adult or legal guardian of the child 
 
Formal chaperone  - properly trained chaperone (Registered Nurse, Doctor or HCA 
with relevant competency) 
 
Intimate examinations  - can be embarrassing or distressing for patients and 
whenever you examine a patient you should be sensitive to what they may think of as 
intimate.  It will include any examinations, investigations or photography involving the 
breasts, genitalia or rectum. 
 
GMC Guidance  – “This is likely to include examinations of breasts, genitalia and 
rectum, but could also include any examination where it is necessary to touch or 
even be close to the patient.” 
 
4.0 Policy   
 
It is mandatory for all children and young people under 16 years of age attending 
ASPH to be seen or examined with a chaperone present.  In the case of children, it 
may be appropriate for the chaperone’s role to be fulfilled by a parent / legal guardian 
who would be considered informal chaperones.  
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However, for any intimate examination a formal chap erone must always be 
offered.   
 
Children < 2 years  
Infants under 2 years of age, both male and female, can have hips, femoral arteries, 
external genitalia, anus and perineal area physically examined and/or visually 
inspected with an informal or formal chaperone present.  
 
Children >2 years – 16 years 
In the case of children before their 16th birthday, any intimate examination should be 
explained to both the parents/ carers and the child before it is carried out.  
 
For children under the legal age of consent (16 years), they and their parents or 
guardians must receive an appropriate explanation of the examination in order to 
obtain their co-operation and consent. There is a legal requirement to obtain consent 
from their legal guardian. However, consideration should also be given to, the 
Children Act (1989 and 2004) and the Gillick competence.  The examining clinician 
may also take into account ‘the ascertainable wishes and feelings of the child 
concerned considered in light of their age and understanding’. 
 
Children 16-18 years 
Children over 16 years can consent to clinical examination or treatment themselves, 
without the decision about a chaperone being referred to their parents or guardians. 
However it is good practice to involve the parents in this decision, if the young person 
agrees. 
 
Young people being prepared for ‘transition’ to adult services between the ages of 
16-18, who are deemed to be Gillick Competent, may be seen without their parents/ 
carers at their request. For any intimate examination, they should be examined in the 
presence of a formal chaperone.  
 
5.0 Presence of Chaperones 
 
A formal chaperone must be present during intimate examinations , (with the 
exception of children under 2 years as above).  
 
You should record any discussion about chaperones and the outcome in the patient’s 
medical record. If a chaperone is present, you should record that fact, make a note of 
their identity and they should sign the child’s medical record.  If the patient does not 
want a chaperone, you should record that the offer was made. 
 
If a chaperone is refused an examination cannot be carried out reasons for this 
should be clearly documented in the medical record.   
 
If either you or the patient does not want the examination to go ahead without a 
chaperone present, or if either of you is uncomfortable with the choice of chaperone, 
you may offer to delay the examination to a later date when a suitable chaperone will 
be available, as long as the delay would not adversely affect the patient’s health. 
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If you don’t want to go ahead without a chaperone present but the patient has said no 
to having one, you must explain clearly why you want a chaperone present. 
Ultimately the patient’s clinical needs must take precedence. You may wish to 
consider referring the patient to a colleague who would be willing to examine them 
without a chaperone, as long as a delay would not adversely affect the patient’s 
health. 
 
Issues Specific to Chaperoning Children  
In the case of children, an informal chaperone should be a parent or carer or 
alternatively someone already known and trusted by the child.  
 
The healthcare professional should be aware however that very occasionally there 
may be issues around coercion/grooming/abuse involving a “trusted adult‟.  
 
GMC guidance (2007) also states that practitioners should avoid giving the 
impression that children cannot access services without a parent. They advise 
practitioners to think carefully about the effect an informal chaperone can have, as 
their presence may deter young people from being frank and from asking “for help‟.  
 
Healthcare professionals must:  
 

• Explain information to the child in age appropriate language and gain 
appropriate consent. 

 
• Give the child privacy to dress and undress and maintain their dignity. 

 
• Record in the health record where parents, carers, other trusted adults or a 

member of staff have acted as a chaperone.  
 

• Ensure a formal chaperone is offered for any intimate examination for children 
over the age of 2 years. 

 
• Record in health records where the offer of chaperone has been declined and 

the reasons for not proceeding with an intimate examination. 
 

• Ensure an appropriate formal chaperone is always present during 
examinations for child safeguarding procedures. 

 
• Ensure an appropriate chaperone is present for children who are not 

accompanied by an individual with parental responsibility, or where this 
individual (parent/carer) requires support/guidance whilst accompanying the 
child or young person.  
 
 

Further information about confidentiality, data protection and consent can be found in  
 
Working Together to Safeguard Children (Department of Health 2015).  
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Healthcare professionals should refer to the Trust’ s Safeguarding Children 
Policy or seek advice from the Divisional Nurse Man ager, Children’s Services. 
 
Safeguarding Children Policy   
 
Ref: Intimate examinations and Chaperones GMC March  2013 
 
http://www.gmc-
uk.org/Maintaining_boundaries_Intimate_examinations _and_chaperones.pdf   
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Use of a Chaperone Flowchart: Paediatrics 
(inpatient/outpatient) 

 
 

 
 
 
  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Does the examination warrant a 
formal/informal chaperone? All 

intimate examinations warrant 
a formal chaperone. 

Ask for a formal chaperone  to 
be present and explain the 

reason and examination clearly 
to the parent, child and 

chaperone with language that 
the child understands. 

Continue with clinical 
examination and clearly 
document in the patient’s 

records. 

Formal Informal 

Offer the child 
reassurance during the 

examination. 

If a formal chaperone is refused 
for intimate examinations then 
examination cannot take place. 

Unless, not performing an 
examination would adversely 
affect the child’s health. This 

should be clearly documented in 
the medical records. 

The doctor and chaperone 
should sign and document in 

the child’s records the 
examination that took place 

and those present. 
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Appendix 5 
 

 
ASHFORD AND ST. PETER’S HOSPITALS NHS FOUNDATION TR UST 

 
Equality Impact Assessment Summary 

 
Name:  Diane Lashbrook 
Policy/Service:   Chaperoning Guidelines for Clinical Staff 
 
Background  

• Description of the aims of the policy 
• Context in which the policy operates 
• Who was involved in the Equality Impact Assessment 
 
2. PURPOSE 

The aim of this policy is to ensure that at all times, the identity of each patient is known with a 
high degree of certainty and that all inpatients wear Identity bands that identify them and 
match them to their care. Patients in our care should be able to have confidence that 
procedures and guidance are in place to ensure that they are correctly identified. National 
guidance from the National Patient Safety Agency provides the framework for this local 
guidance to ensure that inpatients are correctly identified thus reducing the risk of incorrect 
treatments and documentation.  
 
Methodology  

• A brief account of how the likely effects of the policy was assessed (to include race 
and ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 

• The data sources and any other information used 
• The consultation that was carried out (who, why and how?) 
  

The policy is unlikely to have a direct effect on a patient’s ethnic origin, disability, gender, 
culture, religion or belief, sexual orientation or age.  
 The use of identity bands is an accepted way of correctly identifying patients and all patients 
should be informed of the rationale for their use on admission. Patients should be particularly 
advised that the use of identity bands reduces risk and helps to improve safety across the 
spectrum of care 
 
Key Findings  

• Describe the results of the assessment 
• Identify if there is adverse or a potentially adverse impacts for any equalities groups 
 

N/A 
 
Conclusion  

• Provide a summary of the overall conclusions 
 

There is no effect on ethnic origin, disability, gender, culture, religion or belief, sexual 
orientation, age 
 
Recommendations  

• State recommended changes to the proposed policy as a result of the impact 
assessment 
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• Where it has not been possible to amend the policy, provide the detail of any actions 
that have been identified 

• Describe the plans for reviewing the assessment 
 

Gender reassignment considered and discussed. Included reference to GIRES Code of 
Conduct. 
 
 
Guidance on Equalities Groups 
 
Race and Ethnic origin  - the policy makes 
reference to the use of an interpreter for 
patients who do not speak English. 

Religion or belief  -The policy makes 
reference to Gender specific conditions 

Disability - (learning disabilities, physical 
disability, sensory impairment and mental 
health problems) – The policy makes 
reference to consideration to those with 
disabilities. 

Sexual orientation including lesbian, gay 
and bisexual people  - Due regard has been 
given to those staff having undergone gender 
reassignment. \please see GIRES Code of 
Conduct 
 

Gender  (The policy makes reference to 
ender specific conditions) 

Age  (consider any barriers to accessing 
services or employment, identify and remove 
or justify terms which could be ageist, for 
example, using titles of senior or junior) 

Culture (The policy makes reference to 
allowances and considerations for cultural 
and religious beliefs) 
 

Social class (consider ability to access 
services and information, for example, is 
information provided in plain English?) 
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APPENDIX 6 

 
 

PROFORMA FOR RATIFICATION OF POLICIES PROCEDURES an d GUIDELINES BY 
RATIFYING COMMITTEE 
 
Policy/Guidelines Name: Chaperoning Guidelines for Clinical Staff 
Name of Person completing form: Diane Lashbrook 
Date: August 2013 
 

Author(s) (Principle contact) Diane Lashbrook  

Name of author or sponsor to attend 
ratifying committee when 
policy/guideline is discussed 

Diane Lashbrook  

Date of final draft  

Has this policy/guideline been 
thoroughly proof-read to check for errors 
in spelling, typing, grammar and 
consistency? 
(delete as necessary) 

   

By whom:  
Is this a new or revised policy/guideline? 
(delete as necessary)  

Describe the development process used 
to generate this policy/guideline.  
Who was involved, which groups met, 
how often etc.? 

 

Who is the policy/guideline primarily for? All staff within the health care team 
Is this policy/guideline relevant across 
the Trust or in limited areas? Trust wide 

How will the information be 
disseminated and how will you ensure 
that relevant staff are aware of this 
policy/guideline? 

 

Describe the process by which 
adherence to this policy/guideline will be 
monitored. 
(This needs to be explicit and 
documented for example audit, survey, 
questionnaire) 

 

Is there a NICE or other national 
guideline relevant to this topic? If so, 
which one and how does it relate to this 
policy/guideline? 

No 

Has the policy been checked against 
minimum requirements for NHS LA 
Standards (if applicable) 

Yes  

What (other) information sources have 
been used to produce this  
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policy/guideline? 
Has the policy/guideline been impact 
assessed with regard to disability, race, 
gender, age, religion, sexual orientation? 

Yes (Appendix 4) 

Other than the authors, which other 
groups or individuals have been given a 
draft for comment?(e.g. staff, unions, 
human  resources, finance dept., 
external stakeholders and service users) 

 

Which groups or individuals submitted 
written or verbal comments on earlier 
drafts? 

 

Who considered those comments and to 
what extent have they been incorporated 
into the final draft? 

 

Have financial implications been 
considered?  

Proposed review date Aug 2016 
 
 

 


