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Abstract

Purpose of Review: Although healthcare providers are increasingly interested in addressing
their female patient’s sexual wellbeing in a holistic fashion, most do not receive training in how to
conceptualize the complex interactions between mind, body and spirit that drive health and
wellness, let alone how to apply empirical data in any of these dimensions to their individual
patients. Here, we present a simple mind-body-spirit model, grounded in an integrative medicine
approach, to help translate research on sexual functioning and satisfaction into a shared decision-
making plan for the management and enhancement of women’s sexual wellness.

Recent Findings: In considering the dimensions of physical and behavioral health, spirituality

and sensuality, physicians can help women orient to the ways in which their sexual healthcare can
address their core values and connection to others, which in turn can improve sexual satisfaction.

The application of the model is outlined in a case study.

Summary: Too often female sexual wellbeing is not discussed in the medical setting and this
mind-body-spirit model is a tool that health care providers could use address this important aspect
of well-being.
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Introduction

“Wellness” is rapidly becoming a popular buzz word within the practice of medicine. Health
care providers are incorporating wellness into many aspects within their practice. However,
sexual wellbeing is an important dimension of wellness that is often overlooked by health
care providers. Research shows that providers frequently do not directly ask about sexual
health because of time constraints, their discomfort level with the topic and perceptions of
patient discomfort disclosing this information (1, 2). This is especially true for female
patients who are often not asked about sexual health nor sexual pleasure, let alone the ways
in which sexuality impacts their mental, physical and spiritual health.

To assist providers who may have had limited training in addressing sexuality in their
practice of medicine, several professional groups have created process of care documents for
identification (3) and treatment (4, 5) of common sexual dysfunctions such as low sexual
desire. However, even these expert documents do not often address dimensions of wellness
that are important to holistic health, such as spirituality and sensuality. Possibly, this reflects
attitudes that such factors are outside the scope of medical practice, despite strong evidence
that they are strongly predictive of women’s sexual behaviors (6, 7) and sexual desire and
fantasy (8, 9). Similarly, there is evidence that integrative health approaches that incorporate
multiple dimensions of care are associated with patient-perceived benefit, satisfaction and
value (10).

However, it is also possible that providers simply lack an organizing framework to
conceptualize the holistic dimensions of their patient’s sexual wellbeing. To help bridge this
gap, we present the mind-body-spirit model of female sexual wellbeing (Fig. 1), a simple
framework grounded in the principles of integrative medicine: emphasizing wellness and
healing of the whole person across biological, psychological and spiritual dimensions, and
considering these dimensions equally important as patients and providers as they engage in a
shared decision making process (11). The mind-body-spirit dimensions are thus represented
equally in the model, reflecting their fundamental relationship in balance.

Core and values positive and negative components in sexual wellbeing

Each domain — mind, body, and spirit — is presented with both positive and negative
components. While many other models of sexual functioning include positive and negative
factors (e.g., the Dual Control Model (12), the Sexual Tipping Point model (13)), these
generally refer to factors that increase excitation vs. inhibition of sexual response. In our
model, however, “positive” and “negative” refer consider how these factors may contribute
to the patient’s broader health and wellbeing — how that dimension contributes to or
interferes with the patient’s mental and physical health, and sexual and personal satisfaction,
by shaping how the patient lives in or out of alignment with their own core values. In other
words, a factor is considered positive if it makes it easier for the patient to express and
explore their sexual interests and experience pleasure in ways that match their core values.
Focusing on the patient’s core values as a foundation for their health and wellness has been
shown to improve care outcomes across a range of medical conditions, including chronic
pain, depression, substance use disorders, diabetes, obesity, and cancer (14, 15). In terms of
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sexual wellness, these core values are highly individualized and can include sexual pleasure,
novelty and fun; intimacy and connection to self, others, or a higher being; power and
empowerment; sense of identity and purpose in life; satisfaction from role fulfillment; or
something else entirely. Part of the work of the integrative team, then, is drawing these core
values out as the patient and provider consider treatment options.

Central aspects of sexual wellbeing

Also included in our model are central and distal aspects. Central aspects operate as the
foundation for the rest of the dimension: they are core to how that dimension has an impact
on the patient’s sexual wellbeing. Because central aspects are not usually easily visible from
a surface survey of the patient’s presentation, they are rarely the immediate focus for
treatment in routine care. However, when care does tap into these central aspects, the
changes that are made tend to be the deepest and have the longest-lasting impact on the
patient’s overall sexual wellbeing. Below, we consider central aspects for mind, body and
spirit.

Central mental factors relating to women’s sexual wellbeing

Schema are mental frameworks we use to decide what to attend to, how to interpret and
organize information, and guide our emotional and behavioral responses to that information
(16, 17). Schema stem from our early life experiences and internalized attitudes and beliefs
(16, 17), but can be updated throughout the lifespan in response to major life events
(particularly trauma (18)) or in response to targeted psychotherapies such as cognitive-
behavioral therapy (19, 20). In a psychologically healthy and resilient person, schema are
useful heuristics that help guide our actions in ways that flexibly respond to the environment
and resolve challenges. However, when schema become inflexible or distorted, they can lead
to maladaptive patterns of thinking, feeling and acting — in other words, maladaptive schema
can be a significant contributing factor in causing or maintaining both mental and physical
illnesses (21).

Sexual self-schema, then, are the networks of beliefs and emotional biases that guide how
we feel about ourselves as sexual beings and how we relate to others sexually, which
unconsciously directs our sexual behaviors. Sexual self-schema can be broadly positive
(emphasizing intimacy, passion, open and direct communication of needs, pleasure and fun)
or broadly negative (emphasizing sexual shame or guilt, fear and avoidance, low body
esteem) (16, 17). Negative sexual self-schema have been shown to be a major contributing
factor to female sexual dysfunction (17). In turn, shifting one’s sexual self-schema in a
positive direction has been shown to improve sexual functioning. For example, in two
studies, when women with a history of childhood sexual abuse did five sessions of
expressive writing focusing on their sexual self-schema, there were lasting improvements in
sexual desire, arousal and orgasm function (19, 20). The guided prompts for this intervention
are listed here: https://bit.ly/3bTymhu: patients can be directed to use these prompts for their
own self-exploration of their sexual schema in between clinic visits.

Another central mental factor important for women’s sexual wellbeing is their type of sexual
desire response. Although sexual desire has traditionally been understood as a drive similar
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to hunger or thirst, which appears spontaneously (that is, without preemptive cues), more
recent research suggests that for many women (and indeed, some men), sexual desire is
experienced as responsive (22, 23). Responsive sexual desire tends to be triggered by
attention to sexual stimuli (such as spending time with an attractive partner), and may be
noticed well after physiological sexual arousal processes have begun (24). Moreover, unlike
a true drive — which grows in strength in proportion to the time since it was last sated, and is
quickly quenched when its object is achieved — responsive desire may ebb and flow in a non-
linear fashion, sometimes staying high despite high levels of sexual activity, and sometimes
quite low despite long periods of abstinence. In fact, there is some evidence that, for women,
sexual activity itself (and anticipation of sexual activity) may increase testosterone and other
hormones that may promote further sexual desire (25). In other words, engaging with the
target of sexual desire — that is, sexual activity — may increase responsive desire, not sate it.

Some research suggests that women are more likely to experience responsive desire;
however, common perceptions of “healthy” desire are modeled on spontaneous desire (22).
This means that many women many feel dysfunctional because their desire does not match
the story they are told about how their desire is “supposed” to operate; indeed, a high
proportion of women who report responsive desire are classified as “sexually dysfunctional”
by clinical instruments that presuppose a linear, spontaneous model (27). In our clinical
experience, the patient’s style of desire — spontaneous or responsive — can be either a
positive or negative factor, depending on the needs of the patient and their partner(s). Careful
questioning about how a patient experiences their desire (or lack thereof) can go a long way
towards helping the match patients to more appropriate interventions for their sexual
wellbeing. For example, for a woman who experiences predominantly responsive sexual
desire, increasing attention to sexual cues may have a greater impact than for a woman who
experiences spontaneous desire. In some cases, simple education as to the different styles of
sexual desire, with reassurance that they are all healthy and normal ways to experience one’s
sexuality, can be a powerful intervention in and of itself.

As described above, sexual desire may be unlike other basic drives. In the case of a true
drive, the behaviors associated with that drive are reinforced by relief of the urgency
associated with that drive: the reward for eating when you are hungry is that you no longer
feel hungry. But in the case of sexual desire, the associated behaviors (i.e., initiation or
receptivity to initiation of sexual activity) are reinforced by the rewarding qualities of the act
itself (26), including orgasm (28) as well as intimacy and pleasure (29, 30). Put simply: if
the sex a woman is having is not very fun, it is not surprising that she would not be very
motivated to seek it out.

Considering pleasure becomes particularly salient when considering the two culprits of low
desire: low excitation and high inhibition. As noted above, several theoretic models of
women’s sexual function posit that desire and arousal emerge as a function of competing
forces of excitation and inhibition (12, 13). This idea can be described to patients as having
either no gas in the tank (low excitation or interest) or a sticky brake pad (high inhibition):
either alone can slow you down, and their combination will grind you to a halt. Women
experiencing low desire may receive much advice on lowering their inhibitions (e.g., “try a
glass of wine to get you in the mood”) but considerably less attention to increasing their
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pleasure. However, much research has demonstrated that when sex lacks pleasure and
reward, female sexual desire quickly withers (31), suggesting that interventions that address
only inhibitory factors will likely fail. Thus, the mind-body-spirit approach places pleasure
at the center of conversations about desire: what aspects of sex are rewarding for the patient,
and how can we build on those?

Central physical factors relating to women’s sexual wellbeing

First and foremost, an integrative clinician must consider the patient’s health habits and self-
care practices. Preventative health behaviors such as maintaining a healthy diet, engaging in
regular physical activity, keeping a regular sleep schedule, avoiding excessive consumption
of alcohol and other drugs, managing stress, quitting smoking, and completing preventative
screenings — all of these are foundational to sexual wellbeing, as they are to basic health. It
is easy to forget how central these behaviors are when the patient presents with a
complicated health history — and yet, much research shows that any other intervention we
apply will have at best a limited impact if the patient is not engaging in these basic health
practices (32). For women, we would another item on this list — scheduling time for self-care
—and reinforcing this as a basic health habit akin to diet and exercise. Girls and women are
often socialized to consider the needs of others before their own (33). Learning the habit of
scheduling time to engage in the above-mentioned preventative health habits, as well as
pleasure-oriented leisure activities, can be framed as building a skill that will translate into
learning to advocate for one’s sexual needs and desires.

In addition to these health habits, there are physical factors that span across different
medical conditions that appear to have particular relevance for women’s sexual wellbeing.
Inflammation, particularly chronic inflammation, can significantly contribute to women’s
lower sexual desire and arousal, both directly (by influencing neural activity related to
sexual motivation and reward processing) and indirectly (e.g., contributing to disturbances of
genital blood flow that restrict sexual arousal (34)). Both hyper- and hypogonadism can
contribute to female sexual dysfunction and should be considered as potential contributing
factors; however, while treatments that target estrogenic and/or androgenic systems have
shown positive effects on sexual functioning these populations (35, 36), caution is warranted
for applying these treatments to eugonadal women (37). Anhedonia, or the loss of desire or
pleasure, commonly co-occurs across a range of psychiatric disorders such as psychosis,
mood and anxiety disorders, and is a strong predictor of distressing low desire in women
(38). Similarly, autonomic dysregulation (that is, over-activation of the “fight or flight”
aspect of the stress system) occurs in a variety of psychiatric conditions such as anxiety and
post-traumatic stress. It is hypothesized that autonomic dysregulation during the menopausal
transition may also contribute to hot flashes and night sweats (39). As autonomic activity is
important for facilitating female sexual arousal (40), it is likely that autonomic dysregulation
may partially explain the higher incidence of sexual dysfunction in these populations. In the
context of anxiety disorders, autonomic dysregulation can also contribute significantly to
pain, including sexual pain. Epidemiological studies confirm anxiety disorders to be risk
factors for low sexual desire and arousal, orgasmic difficulties and sexual pain (41).
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To that end, sexual pain is a significant, and often overlooked factor that has significant
impacts on all aspects of sexual wellbeing (42). When a woman is in menopause, pain with
intercourse can be caused by genitourinary syndrome of menopause (GSM). GSM causes
bothersome symptoms of genitourinary syndrome of menopause include pain with insertion,
itching, burning and vaginal dryness (43). Many health care professionals treat GSM with a
low dose topical vaginal estrogen such as creams, tablets or rings. However, as noted above,
recent research has shown mixed effects of estrogen treatments on sexual wellbeing. For
example, one well-controlled randomized clinical trial showed that vaginal estrogens have
similar efficacy to either a vaginal moisturizer or placebo in improving painful intercourse
(44). In other words, patients may be encouraged to consider an over-the-counter moisturizer
or lubricant as first line treatment for genitourinary syndrome of menopause, as this may
have similar efficacy to a vaginal estrogen. Another treatment possibility to manage vaginal
dryness and pain with intercourse that is gaining popularity is vaginal rejuvenation using
energy-based devices like radiofrequency and laser therapy. A few studies of fractional CO2
laser treatments suggest efficacy in managing GSM symptoms up to one year following
treatment (45); however, these studies have generally been small and not placebo-controlled,
leading the FDA to warn that safety and effectiveness of laser treatments not been
established (46).

Finally, many medications have sexual side effects, including hormonal contraceptives,
antidepressants and antipsychaotics, cancer treatments such as tamoxifen, cholesterol and
blood pressure medications, and anti-inflammatory medications (34, 47-51); these side
effects should also be considered a target for possible intervention.

Central spiritual factors relating to women’s sexual wellbeing

Spiritual health is a dimension that may be novel for health care providers; however, an
integrative and culturally competent approach to medicine encompasses a holistic view of
the whole person including spirituality. Spirituality is defined as a search for meaning,
purpose, and transcendence and a connection to the significant or sacred (52). This could
include connection to oneself, others and/ora higher being. In particular, cultivating
connection to one’s own moment-to-moment experience — that is, improving one’s
mindfulness — has proven to be a powerful tool for promoting sexual wellness in a variety of
populations including survivors of sexual assault and cancer survivors (53). Even brief
mindfulness-based interventions can have a significant positive effect on sexual desire,
subjective arousal, lubrication, orgasm, sexual satisfaction, and sexual distress among
women with sexual problems (54). Mindfulness, or the skill of cultivating a moment to
moment awareness by purposefully paying attention to the present experience with a non-
judgmental attitude (55), may be incorporated into an explicitly religious or spiritual
practice, or may be cultivated on its own. On the other hand, distraction or inattention during
sexual activity has been shown to reduce sexual interest and pleasure (56). Similarly, having
a sense of purpose can aid not only in coping with stress, it can contribute to sexual
satisfaction. One study found that a greater sense of purpose in life was significantly
associated with greater enjoyment of sexually intimate activities in midlife women (57). As
part of the discussion about a patient’s sexual health, inclusion of sense of purpose in
general broadens the conversation.
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Patients define spirituality differently. For some, spirituality and religion overlap and for
others there is no intersection. Here again we must emphasize the importance of considering
religion as both potentially positive and negative: although there may be a perception that
religion can only inhibit sexual satisfaction, much research suggests religion can have a
range of effects on sexuality. For example, one study of newly married, heterosexual couples
found that greater sanctification of marital sexuality early in the marriage predicted more
frequent sexual intercourse, sexual satisfaction, and marital satisfaction one year later (58).
The best approach, then, encourages patients to consider their own religious ideals, and how
these manifest in both positive and negative ways: in how their religion instructs them to act
in intimate relationships, what kinds of sexual behaviors and sexual partnerships are in line
with their ethical principles, and how they feel about their ownership of their own body and
physical pleasure. Through this lens, the health care provider can include encourage patients
to have increased body awareness, sense of purpose in their lives and in their relationships,
and attunement with their religious or moral principles, each of which can augment sexual
satisfaction and pleasure.

Distal aspects of sexual wellbeing

The distal aspects radiate outwards from the central aspects: they are the patient’s surface-
level concerns and assets in each dimension. Because distal aspects are more readily
apparent to both the patient and the provider, they are experienced as more urgent to address,
and thus more likely to be the target of intervention in routine clinical care. Targeting distal
aspects is not necessarily bad, but patients (and their providers) should be aware that
focusing all efforts solely on managing these issues will provide more limited benefits than
targeting the central aspects noted above.

Distal mental, physical, and spiritual factors relating to women'’s sexual wellbeing

In terms of mental factors, automatic thoughts — surface-level, instantaneous and habitual
images or words that are manifestations of core beliefs — may be either positive or negative
in their effect on sexual wellbeing. Automatic thoughts are associated with changes in mood
and guide our actions in response to internal or external triggers: for example, the thought
“my partner thinks | am sexy” will cause a very different set of feelings and behaviors than
“my body is so disgusting”. Patients may be encouraged to pinpoint when their mood
suddenly changes in response to sexual cues to figure out what ran through their head
immediately beforehand, noting any patterns and challenging distorted or unproductive
thoughts. This process, called cognitive restructuring, is foundational to cognitive-behavioral
therapy (CBT). Patients may be encouraged to work with a therapist trained in CBT
techniques, or to use one of the many online CBT self-help resources, such as https://
moodgym.com.au/, which is a free program that has been extensively studied and shown to
improve symptoms of depression, anxiety and general psychological distress (59). Several
online CBT interventions specifically oriented to female sexual dysfunctions have been
tested with very promising results (60, 61).

In terms of physical factors, there are a great many medical conditions that are known to
impact sexual functioning, such as metabolic syndrome and cardiovascular disease, cancer,
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GSM, chronic pelvic pain, polycystic ovarian syndrome, and psychiatric conditions such as
depression and anxiety (62). We list these factors as “distal” not because they are
unimportant, but because addressing their impact on sexuality will have a more limited
effect without addressing the central factors described above. Often, the specific symptoms
of these conditions act as a trigger or catalyst for sexual dysfunction but are not themselves
the root cause; careful questioning can reveal Aowthat symptom causing distress, which can
inform treatment. For example, chronic pelvic pain may trigger catastrophizing and worries
about partner’s reactions to having to change sexual patterns (30, 63) — the most effective
interventions, then, might include discussions with the patient’s partner about sexual
communication and flexibility.

Finally, patients may lack awareness of the spiritual dimension of their health. Although
many patients welcome the discussion with their health care providers about what
spirituality means to them, and how it may guide their care decisions, others may be initially
reluctant or need guidance on how to consider spirituality as it connects to their sexual
healthcare. Encouraging meaningful rituals that promote sexual pleasure and satisfaction,
and that create a sense of connection to one’s sexuality, can be a gentle introduction to
spiritual health for such patients. A ritual is a symbolic activity that is performed before,
during, or after a meaningful event in order to achieve some desired outcome (64). Rituals
can focus our attention as well. Cultures throughout the world build connections through
rituals. Enacting a ritual from one’s religion, or creating one for oneself, encourages us to go
deeper and tap into our connection to ourselves, our partners, and/or a higher being. An
intimacy ritual might involve connecting by engaging one’s senses with music,
aromatherapy, massage or grounded attention to the sight of one’s partner. Practitioners who
are aware of the ways in which positive spiritual coping strategies serve as facilitators to
health care may encourage patients to take a more active role in their overall health and
wellness and frame messages to increase patient adherence to health promoting behaviors
(65).

The mind-body-spirit model encourages patients to find their best self in terms of sexual
wellness, and provides a framework for shared decision making that incorporates holistic
dimensions of health. Below, we present a case study in which each dimension is assessed
and considered as a target for intervention.

The mind-body-spirit model in action: A case study

AW is a 56 year old female who has a history of metabolic syndrome and anxiety. She
presented to her primary care physician for a routine checkup. At her last physician visit 6
months ago, she was told that she has pre-diabetes. She has been worried about whether her
fasting glucose has increased into the range of diabetes since she was not able to institute all
of the recommended healthy lifestyle changes; however, at present her pre-diabetes is being
treated with lifestyle changes as she does not take any medication.

Her exercise history is variable, consisting mainly of cycling classes or walking. Some
weeks she exercises 2 days a week, some weeks not at all. She eats a plant-based diet with
minimal red meat, but she snacks often on sugary foods. She is a former smoker and drinks
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socially on the weekends. Reinforcing her positive efforts towards healthy diet and exercise,
praising her for quitting smoking, identifying her triggers for emotional eating of sugary
foods, and helping her troubleshoot barriers to exercising were all interventions for
addressing these central physical aspects of sexual wellness.

AW stated her mother had breast cancer at age 49, and her father has type 2 diabetes
diagnosed in his 50’s. She has been married to her husband for 25 years and they have a son
in college. She went into menopause at age 45 and she has minimal hot flashes.

Previously, she had taken a benzodiazepine as needed for situational anxiety. Now, she
practices deep breathing when she starts to feel anxious, and has not used medication for
anxiety for over 10 years. However, she says that she has a hard time falling asleep as her
mind is often racing, noting that work is more stressful lately as her department is short
staffed and she has been working longer hours. Her anxiety was assessed in detail, as it
likely to be a central mental aspect of her sexual wellness, and thus a key target for
intervention.

When asked about her sex life, she says that the issue that concerns her the most is that she
has very low desire: sex is so painful that it “feels like pieces of glass” in her vagina during
intercourse, leading to low interest in sex. She is able to achieve an orgasm with partnered
sex but it takes longer than she would like. She also says that she worries about her teenage
son when he is out with his friends, leading to ruminating thoughts about his safety instead
of focusing on intimacy. In addition, she states that she has been uncomfortable with the
changes in her body as she has gained weight since entering menopause. Her husband tells
her that she is attractive but she doesn’t feel as attractive as she once was. She says that she
wishes there was a pill to help with her sex life. When asked about what gives her life a
sense of purpose and a connection, she says that sexuality is a part of her life that is missing.

One of the key steps in helping AW was to address her pain with intercourse. As had been
initially suspected, anxiety was a central factor. AW was given some brief education on how
anxiety can impact a women’s ability to focus in on pleasure and body awareness. A
discussion on mediation was also helpful, with specific focus on how mindfulness can help
her with anxiety as well as with sexuality. This discussion included the connection between
anxiety and pain with intercourse. During the discussion on mindfulness, AW was also
encouraged to use mindfulness to explore sexually satisfying behaviors and add creativity to
her sexual experience. AW was reinforced for her efforts at positive coping with anxiety in
her use of deep breathing exercises, offered tools for managing her anxious automatic
thoughts, and recommended to a therapist to further expand her coping toolbox. The
conversation included adding sexual variety with sex aids like vibrators, which have been
shown to significantly improve women’s sexual function (66).

Additionally, AW was oriented to the different types of lubricants and moisturizers including
water based, silicone based and oil based, in addition to the benefits of a glycerin-free
option. She was invited to explore these options with samples in the office that she could feel
on her fingers to help her make her decision. She shared that she was concerned about using
vaginal estrogen due to her mother’s history of breast cancer. Accordingly, AW was given
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information about the minimal systemic estrogen absorption during low dose vaginal
estrogen therapy, and told that during vaginal therapies, estradiol levels remain in the
postmenopausal range (67). Despite hearing that information, she still did not feel
comfortable with vaginal estrogen, so we discussed additional non-hormonal options if she
found that OTC lubricants and moisturizers were not sufficient to relieve her pain with
intercourse, like hyaluronic vaginal gel. Hyaluronic acid vaginal gel, used every 3 days, has
been associated with improvement in symptoms of vaginal dryness comparable to that seen
with estriol cream without a change in pH (67). AW was glad that she had good non-
hormonal options. We also discussed energy-based vaginal rejuvenation therapies, weighing
the benefits vs the harm of these treatments. Following the guidance of the North American
Menopause Society (68), AW was informed that energy-based treatments use FDA-approved
devices, but have not yet received FDA approval for management of GSM, sexual function,
incontinence, or pelvic laxity. We discussed how short-term data are promising, but that
more robust, sham-controlled, and longer-term data are needed. In addition, given her
history of significant pain with intercourse, AW was also referred to a pelvic floor physical
therapist.

Finally, we discussed the intersection of spirituality and sexual well-being. For AW, a core
value was feeling connected to her partner. We discussed incorporating rituals into their
intimacy to augment a sense of meaning and give her motivation. AW was invited to start a
yoga practice to help with the mind — body connection. She was open to this as she had
already has seen the benefits of deep breathing for her anxiety. Studies have shown that a
yoga practice reduces negative affect, increases positive affect, increase subjective feeling of
energy and increases positive self-esteem (69). For AW, yoga could also be a way to strive
for self-confidence and body acceptance, as low body esteem was a key driver of her
negative sexual self-schema (which in turn was a central mental aspect of her presentation).
Then we discussed the connection between yoga and sexuality. A small study of women
found that yoga can produce improvement sexual desire, arousal, lubrication, orgasm,
satisfaction, and pain (70).

At each step of the visit, the objective was to listen to the patient and offer management
options that align with her viewpoint and individual needs in each dimension, and encourage
her to share fully in the decision making. In the end, AW left the appointment with a
treatment plan that addressed the mental, physical, and spiritual dimensions of her sexuality,
and created a road map for her journey to wellness.

In this article, we have presented a model for clinical assessment and management of
women’s sexual wellbeing. Interdisciplinary, biopsychosocial approaches to clinical
management of sexual functioning improve patient outcomes relative to treatment-as-usual
(4, 71, 72), particularly for cases that include sexual pain (73). In addition to improved
symptom reduction, patient-oriented approaches such as the one presented here may also
reduce attrition and improve patient engagement with care (73), especially among women
like AW whose concerns about medication side effects benefit from discussion about where
medication fits into a multimodal approach to sexual wellbeing (74). However, to date the
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mind-body-spirit model has not been empirically tested against traditional therapies
(psychological or pharmaceutical). Not only do we need randomized comparison trials to
establish incremental efficacy above and beyond other treatment approaches, but also cost
effectiveness trials assessing the benefits of such a resource-intensive approach. One
promising possibility is the application of the mind-body-spirit approach to the growing
telehealth offerings for sexual and reproductive health (75-77), serving as a shared
framework linking treatments across modalities. Given the high clinical demand for
integrative and holistic approaches to sexual wellbeing (77), such trials are clearly needed.
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Figure 1.
The mind-body-spirit model of sexual wellbeing
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