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Background. The concept of intimate care is not freely used in nursing education and practice. Nursing students provide basic nursing care that requires
physical and psychological closeness to diverse patients. During the execution of some basic nursing care, patients’ body parts that are considered
intimate, private and sexual, are exposed and touched. This encounter with a patient’s naked body may bring about feelings of anxiety, embarrassment
and discomfort for nursing students and patients.
Objective. To develop and describe a model for facilitating the teaching of intimate care to nursing students in South Africa.
Methods. The study was conducted at two nursing education institutions (NEIs) in Gauteng Province. A qualitative, theory-generating, research design
that is explorative, descriptive and contextual in nature was used to develop a model for facilitating the teaching of intimate care to nursing students. A
combination of stages of theory-generating approaches was used to identify and define the main concept. The structure and process of the model were
visually portrayed and described.
Results. The findings of this study demonstrate that intimate care is not facilitated in NEIs and nursing students are not well prepared and supported to provide
intimate care to diverse patients competently, confidently and comfortably. Facilitating the teaching of intimate care to nursing students was identified as the main
concept. Based on this, a model to facilitate the teaching of intimate care to nursing students was therefore proposed, described and visually illustrated.
Conclusion. The developed model will assist nurse educators in facilitating the teaching of intimate care in NEIs and in providing continuous support to
nursing students. It will empower students to implement intimate care competently, comfortably and confidently, enabling them to establish nurse-patient
intimate care relationships based on trust, respect and dignity.
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Intimate care comprises physical touch that involves inspection of, and
physical contact with body parts, which can cause embarrassment to the
patient and the nurse.[1] It is further described as task-orientated touch to
areas of the patient’s body that might create feelings of discomfort, anxiety
and fear or might be misinterpreted as having a sexual purpose.[2] Patients
seek physical or psychological care at healthcare institutions. Nurses provide
care that meets the needs of the patient, and these needs may require a
nurse to be physically and psychologically close to a patient. This closeness
could include exposure of private body parts, touching of the naked body
and sharing of intimate information with a total stranger. When providing
physical care, touch is necessary and an essential and intrinsic part of a
caring profession,[3] as it facilitates communication between the nurse and
the patient. The interactions between a nurse and a patient are classified as
intimate because they cross the patient’s physical and psychological private
zones.[4] During intimate care, a nurse and a patient need to establish a
relationship in a confined space, where a patient has to allow a stranger
to access his/her body’s most intimate parts and, in turn, the nurse has to
see and touch a body that is not theirs.[5] Touching the patient’s body may
initiate feelings of discomfort,[3] because the care involves parts of the body
that need to be touched.
There is reluctance in using the concept ‘intimate care’ in the nursing
profession. This is based on the assumption that establishing an intimate
care relationship with a patient is a violation of the personal and professional
ethical boundaries between nurse and patient.[6] However, in the execution

of their duties, nursing students are expected to touch areas of a patient’s
body that are considered private and emotionally sensitive. Many nurses are
young, inexperienced with regard to social maturity and responsibility, and
may struggle to take on the professional responsibility of providing intimate
care to diverse patients, who are strangers to them.[7] Professional intimate
care responsibility is entrusted to students, and they are expected to excel at
it. However, little is known about how nurses learn, rehearse and incorporate
appropriate touch strategies, and there is no model for the use of intimate
care/touch in a non-sexual context.[1,2] Nursing students also receive limited
instruction in this regard from nursing education institutions (NEIs).[8]
Young nurses are rudely awakened to the reality of intimate care work once
they are placed in the clinical area. At the onset of training, they do not
necessarily understand the degree to which nursing care includes intimate
care and the discomfort they may experience in such situations.[7]
To add to the complexity of this issue, South Africa (SA) is challenged
with increased gender-based violence against women and children.[9] Within
this context, men and women choose caring careers, such as nursing.
The patriarchal and socially constructed gender roles, which perceive
nursing as a female profession,[10] may make it even more difficult for male
nursing students to provide professional intimate care or touch. The touch
from a man is sexualised and, sometimes, viewed as suspicious.[1] These
perspectives are further strengthened by media reports of male paedophiles
and sexual offenders.[11] In an attempt to protect nurses, Mauritian nursing
uses a gender-segregation approach, where male and female patients
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and nurses are separated. This move was deemed relevant to deal with the
sexualisation of touch, which suggests the risk of sexual abuse and molestation
by the misuse of position and power. Male nurses were believed to make
sexualised advances towards female patients, and male patients were likely to
do the same towards female nurses.[12]
The Constitution of the Republic of South Africa is based on the values of
ubuntu (humaneness).[13] Chapter 2(10) pronounces that human dignity must
be respected and protected, and section 12(2) indicates that every person has
the right to bodily and psychological integrity.[14] NEIs are responsible for
preparing nursing students to provide intimate care, while ensuring that it is
done with respect and safeguarding of the dignity and integrity of the patient.
Many scholars[1,7] have focused on the experiences of male nurses when
providing intimate care and the strategies used to protect them. Little is
known about the experiences of female nursing students. Nurse educators
ought to create safe environments that simulate intimate care experiences
for male and female students. NEIs must create cultural congruent nursing
education, which encourages behaviour and decisions that are dignified and
appropriate with regard to cultural values, with meaningful, beneficial and
acceptable intimate care provision.[15]

Methods

This article forms part of a larger theory-generative study, using a qualitative
research design. The larger research project had two phases: an empirical
and a theory-generative phase. This paper presents the latter, which was
aimed at developing a model for facilitating the teaching of intimate care to
nursing students in SA.
It describes a model to facilitate the teaching of intimate care. The
three steps of model development, adapted from Chinn and Kramer,[16] as
well as from Walker and Avant,[17] are discussed. The first step is concept
clarification, which allows the researcher to identify, classify and define
the main concept. The second step is the construction of the relationship
statement to create the meaning of the model. The third step is the
description of the model structure and process.

Step 1: Concept clarification

A concept is a mental image of a phenomenon, an idea or a construct about
a thing or action. Concepts help in identifying the similarity of experiences

that are equivalent by categorising all the things that are alike.[17] The main
concepts in this study are identified, classified and defined to ensure clarity,
as set out below.
Identification of the main concepts
Structuring a model requires identification of concepts that will form
the basis of the model. A model emerges because of the conviction that
the existing knowledge and theories are not adequate to represent a
phenomenon.[16] For this study, the concepts were derived from the research
findings in the empirical phase.
The analysis of data in the empirical phase revealed that intimate care is
not considered a skill that needs to be taught to nursing students. This is
evident by its exclusion in the curriculum of NEIs in SA. Nursing students
are taught procedural principles of nursing care, but not intimate care or
touch. They do not know how and when to prepare a patient for touch.
Failure to teach intimate care to nursing students has led to experiences of
embarrassment, discomfort, anxiety and fear when executing intimate care
and have caused some patients to judge intimate care or touch as sexual or
inappropriate.[18] How intimate care or touch is experienced by the nurse or
patient is based on their culture, religion, age, gender and sexual orientation.[12]
Empirical data also show that nursing students in clinical placement are not
given adequate support when experiencing challenges in this regard. Lack of
preparation of and support for nursing students with regard to intimate care
may adversely affect them emotionally and professionally,[18] and patients
may not receive quality care. Therefore, there is an imperative for NEIs to
facilitate the teaching of intimate care.
Based on the findings of the empirical study, ‘facilitating the teaching of
intimate care’ was identified as the main concept used to develop a model.
Classification of the main concepts
The main concept was classified using the survey list in Dickoff et al.[19]
Table 1 displays the integration of the survey facts into the presented model.
Definition of the main concept
The main concept was defined using these three steps: the dictionary
definition, contextual (subject) definition and exemplary or model case.[16]
To clarify the main concept, i.e. facilitating the teaching of intimate care,

Table 1. Intimate care model classification[18]
Agent
Recipients
Procedure
Dynamic

Context
Terminus

Nurse educators
Nursing students
NEIs should acknowledge and accept that intimate care is a skill that needs to be taught and learnt by nursing students
Intimate care should be included in the nursing programme or curriculum and be taught to nursing students
NEIs’ willingness to integrate intimate care as a subject, a clinical objective and procedure in their curriculum
Competency of nurse educators in teaching and simulating intimate care skills
Age, culture, gender and sexual orientation of nursing students, nurse educators and patients
Orientation of professional nurses in clinical facilities in facilitating, supervising and supporting nursing students when providing
intimate care
At NEIs, where nursing students are enrolled in the R425 nursing programme, and at clinical facilities, where nursing students are
allocated to clinical exposure, practice and competencies
To improve nurse educators and nursing students’ competence in providing intimate care to patients of different cultures, ages,
genders and sexual orientations
This will be facilitated by teaching intimate care to nursing students at NEIs

NEIs = nursing education institutions.
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each of the four core words that comprise the concept was defined separately,
and their attributes were combined. After exploring the dictionary and
contextual definition of each word, a list of essential and related attributes
was identified.
The theoretical definition of the concepts in the model is defined in
Table 2.

Step 2: Construction of relationship statements of the model

Relationship statements structurally interrelate the concepts of the model.
These statements declare a relationship between two or more concepts.[16]
Provision of intimate care requires a nursing student to touch a patient,
and it also requires a patient to allow a nursing student, who is a stranger,
to touch parts of his/her body that are considered intimate, private and
sexual. This care takes place in a confined private space. Nursing students
are often not well prepared to provide such care. Therefore, facilitating
the teaching of intimate care allows nursing students to gain intimate care
knowledge and skills. The central concept suggests that nurse educators
need to prepare and support nursing students by facilitating the teaching
of intimate care for nurses to provide such care competently, confidently
and comfortably.

Step 3: Description of the model

The context, purpose and assumptions of the model are discussed.
Context of the model
SA is a diverse democratic country – students from different backgrounds
are recruited to the nurse training programme. Nursing students are trained
to provide care that is non-discriminatory and culturally sensitive,[28] and
maintains the dignity and integrity of a patient. Intimate care and touch
have a different meaning to different people, based on their sociocultural
construction of the human body and touch. Nursing educators need to
facilitate the process of teaching intimate care to nursing students to enable
them to be aware of their own cultural and religious values regarding caring
for a fragile body of a person who differs from them. Intimate care knowledge
and skills must include cultural, religious and ethical teaching regarding the
human body and nakedness, and humanistic simulation must be used as an
effective intimate care teaching strategy. Simulation can enable and encourage
nursing students to provide intimate care in a safe environment and expose
them to the simulated reality of a human body during intimate care. Nurse
educators also need to provide clinical support to nursing students when they
render intimate care to patients in a clinical facility.

Table 2. Theoretical definition of the concepts
Concept
Facilitating

Teaching

Intimate care

Competence

Confidence

Comfort

Therapeutic nurse-patient relationship

Definition
An interactive learning process, which is goal orientated and dynamic, and in which learners and educators
work together in an atmosphere of genuine mutual respect[20] Facilitation takes place in the classroom, clinical
laboratory and clinical facilities
A mental process that produces beneficial and purposeful student learning through the use of appropriate
procedures[20]
Teaching in nursing education is a task-orientated process, which focuses on skills and knowledge
It aims at producing a skilled, knowledgeable, useful and willing nurse[21]
Basic nursing care routines that involve procedures, such as provision or assistance with hygiene and urinary
and faecal elimination
Intimate care involves physical or psychological closeness between a nurse and a patient
The nurse comes into contact with a patient’s body and the patient must allow a nurse to touch his or her body
This type of care is viewed as an invasion of personal or private space, because the body parts that are exposed
and touched are considered to be private, sexual or intimate[18]
Feelings of discomfort, embarrassment, fear and anxiety may be experienced by the nurse and patient[18]
The nurse’s touch may be misinterpreted as inappropriate or sexual
This refers to the ability of a nurse to integrate cognitive, affective and psychomotor skills when delivering
nursing care[22]
Competency assists in professional and interpersonal decision-making for the practice role in the context of
the nursing profession[23]
It also includes having insight and awareness of one’s expertise and limitations[24]
This is a human quality demonstrated through an efficient act, appearance and performance, resulting in a
positive outcome
The process and outcome of the action are evaluated, subjectively and objectively, by the person and by others
who observe the behaviour[25]
Kolcaba[26] defines comfort in nursing as the satisfaction of basic human needs for relief, ease or transcendence
arising from a healthcare situation that is stressful
It means being in a state of physical or mental comfort, content and undisturbed
It also means being easy to associate with and deal with people
This is a planned, time-limited and goal-directed connection between a nurse and a patient
It protects the patient’s dignity, autonomy and privacy, allowing for the development of trust and respect[27]
In this model, a therapeutic nurse-patient intimate relationship will mean a mutual intimate relationship
established by a nurse and a patient, based on trust, respect and dignity
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The structure and process are described below.
The model for facilitating the teaching of
intimate care is the researchers’ recommended
framework for improving the provision of
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Step 4: therapeutic
nurse-patient intimate relationship

steps, i.e. step 1: intimate care conflict; step 2:
intimate care facilitation; step 3: intimate care
support; and step 4: therapeutic nurse-patient
intimate relationship. These steps are discussed
below.

Step 1: Intimate care conflict

Intimate care conflict is based on the diversity
of nursing students and patients receiving
nursing care. The participants in intimate care

Relationship based
on trust, respect and dignity

IC support

IC confidence

IC comfort

Step 3: IC support

IC competence

IC competence

Step 2: IC facilitation

Assumptions of the model
The assumptions are the basic givens or accepted
truths that are fundamental to theoretical
reasoning. They are structural components of a
theory that is taken for granted or thought to be
true without systematically generated empirical
evidence. They are assumed to be true within
the model, because they are reasonable.[16] The
assumptions of this model are:
• Nurse-patient interaction occurs during the
provision of basic nursing care to diverse
patients. Most basic nursing care procedures
are intimate, as they require physical closeness
and touching of a patient.
• Nursing students are not well prepared or trained
to provide intimate care to diverse patients
competently, comfortably and confidently.
During the implementation of intimate care, the
patient’s private space is invaded, either physically
or psychologically. This care can awaken feelings
of embarrassment, anxiety, fear and discomfort
for nursing students and patients alike. Patients
can sometimes misinterpret the nursing
students’ touch as sexual or inappropriate. NEIs
and clinical facilities do not provide sufficient
support to nursing students when they are faced
with intimate care conflicts.

intimate care to diverse patients competently,
confidently and comfortably. The model advo
cates for the facilitated teaching of intimate
care to nursing students. They will be more
empowered with intimate care knowledge and
skills, and will be supported when experiencing
difficulties in the execution or provision of
intimate care.
The structural presentation of this model is
displayed in Fig. 1. The model consists of four

IC adoption by NEIs

Nurse educator
facilitating IC

Nursing students
receiving IC facilitation

Development of IC
objective, clinical
guidelines and tools

IC simulation

IC simulation
and practice

Diversity
Step 1: IC conflict

Purpose of the model
Use of this model is specific to nursing education
and clinical practice. It seeks to facilitate the
teaching of intimate care to nursing students in
SA, thereby ensuring that the following objectives
are achieved:
• The facilitation of teaching of intimate care at
NEIs and ensuring that teaching of intimate care
is facilitated by using simulation as an effective
teaching method for intimate care provision.
• The adoption of the proposed model for
intimate care instruction as a framework for
nurse educators when teaching intimate care
knowledge and skills to nursing students. The
latter will be more empowered to provide
intimate care competently, comfortably and
confidently, regardless of gender, age, religion,
culture and sexual orientation.
• The model provides practical guidelines
to prepare nurse educators for their role as
facilitators of intimate care.

Culture
Religion
Sexual orientation
Gender
Age

Experiences

IC implementation

Embarrassment
Misinterpretation
Discomfort
Anxiety
Lack of support

Fig. 1. Model for facilitating the teaching of intimate care.[18] (IC = intimate care; NEI = nursing education
institution.)
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implementation are from diverse cultural and religious backgrounds, with
different gender, age and sexual orientations. Nursing students bring with
them sociocultural values and beliefs about touch and intimacy. For many,
such practices occur within the safety of family and intimate relationships.[29]
The nursing students’ background influences the beliefs and behaviours in
caring for diverse patients.[30] The intimate care conflict is assumed to be based
on nursing students often not being well prepared to provide intimate care
to diverse patients.[14] When providing intimate care, many nursing students
experience embarrassment and discomfort. There is also the possibility
that intimate care could be misinterpreted as inappropriate or sexual by the
patient. These experiences have led to intimate care conflict between nursing
students and patients.[18] During the execution of intimate care, nursing
students may transgress their internalised social and cultural taboos. This
contradiction may leave them feeling confused and vulnerable.[29] Lack of
intimate care knowledge, skills and support from NEIs and clinical facilities
may lead to intimate care conflict.

Step 2: Intimate care facilitation

• NEIs adopting the intimate care concept: NEIs should acknowledge and
adopt intimate care as a knowledge and skill that needs to be taught to nursing
students. Intimate care should be included in the nursing curriculum – in
theory and practice. Intimate care objectives/outcomes, procedural steps/
strategies and assessment tools should be developed and included in the
nursing students’ clinical procedure manual and clinical outcomes.
• Nurse educators facilitating the teaching of intimate care: in the study
by O’Lynn and Kraustcheid,[8] they show that intimate care instruction
empowered male nursing students to feel more comfortable and maintain
dignity, comfort and respect regarding the patient. Simulation is a strategy
that can be used to facilitate the teaching of intimate care. Crossan
and Mathew[7] indicate that a humanistic form of simulation is needed
to facilitate intimate care teaching. Mainey et al.[14] used Mask-Ed
simulation to facilitate intimate care education. This simulation approach
is considered a humanistic form of simulation, as the educator becomes
immersed in the teaching session by wearing a silicone mask and body
parts, and is thus able to engage with students through the character
of a patient. The students experienced both the physical and emotional
aspects of providing safe intimate care, they developed confidence and felt
more comfortable about providing such care.[4,14]
• Nurse educators delivering intimate care knowledge, skills and guid
ance to nursing students: nurse educators need to be intimate care
competent, comfortable and confident. Nurse educators are trained in
humanistic simulation of intimate care, such as using Mask-Ed simulation.
The discussion of sociocultural and ethical issues related to intimate care
and touch needs to be included. The training will assist them in dealing
with their personal issues and experiences of intimate care.
• Nursing students receiving facilitated teaching in intimate care:
nursing students are the recipients of intimate care knowledge, skills
and guidance. They can discuss their diverse sociocultural, religious or
other convictions in a safe environment. They participate in a humanistic
simulation activity, where they experience the reality of intimate care.
This simulation allows them to discover that the patient is at the centre of
intimate care and is treated with respect and dignity.

Step 3: Intimate care support

Currently, when nursing students interact with strangers and their bodies
during the execution of intimate care, they are often given very little or
no support in this regard during their educational preparation.[7] The
third step assumes that the second step was implemented, i.e. that nursing
students have received intimate care teaching, which was facilitated through
discussion and humanistic simulation. They demonstrate that they have
acquired the knowledge and skills required for the provision of intimate
care and can be trusted to provide such care. Nursing students are now more
competent, comfortable and confident in providing intimate care to patients
of different genders, ages, cultures, religions and sexual orientation.

Step 4: Therapeutic nurse-patient intimate relationships

Mainey et al.[14] define intimate care as the nurse-patient interaction, where
the nurse enters the person’s private zone, providing task-orientated care.
The fourth step is based on the assumption that, if nursing students are
knowledgeable, skilled and supported in the provision of intimate care,
they will be better able to establish therapeutic nurse-patient intimate care
relationships. Intimate care conflicts are reduced, and nursing students
can negotiate and establish an intimate therapeutic relationship based on
trust, respect and dignity. Moreover, patients are more likely to accept the
provision of intimate care, without misinterpreting it as inappropriate or
sexual. Both nurse and patient enter a trustful, respectful and dignified
relationship.

Ethical approval

The paper forms part of a larger theory generative qualitative study
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Study limitations

This paper presents the steps used to develop a model for facilitating the
teaching of intimate care. The model has not yet been implemented or
operationalised at NEIs in SA. The researchers have presented the model
to various stakeholders in NEIs in the public and private sectors. They
are in the process of implementing and evaluating the model for clarity,
consistency, simplicity, generality and accessibility.

Conclusion and recommendations

This article comprises a comprehensive description of a model for facilitating
the teaching of intimate care, using the three steps of model development
as supported by Chinn and Kramer[16] and Dickoff et al.[19] A graphic
representation of the model enhanced the structural clarity of the concepts
within the model. The purpose of developing this model was to empower
nursing students with intimate care knowledge and skills.
The model must be operationalised in nursing education, practice and
research. Further research studies should be conducted to evaluate the
effectiveness and feasibility of the model. It is envisaged that the developed
model will empower nursing students to provide intimate care competently,
comfortably and confidently. They will be able to establish nurse-patient
intimate care relationships based on trust, respect and dignity. Research
should also be done to understand the patients’ experiences of intimate care.
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This will give a voice to the patients and add value to developing acceptable
intimate care strategies in an African context.
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