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Male Sexual and Reproductive Health – Health Policy and Legislative Update

Burden of Erectile Dysfunction

Erectile dysfunction (ED) is a common, burdensome,  
and costly urologic condition with increasing prevalence 
as men age. It is estimated that more than half of men 
between ages 40 and 70 experience partial or complete 
ED, and approximately 10% have severe or complete ED 
(Feldman et al., 1994; Goldstein, Goren, Li, Tang, et al., 
2019). Recent research has identified that there is a high 
prevalence of ED in young men (8% in men 20–30 years 
of age; Kessler et al., 2019).

Organic ED results from physical impairment caused 
by vascular, endocrine, or neurological damage from ill­
nesses such as cardiovascular disease, diabetes, vascular 
insufficiency, prostate cancer, Peyronie’s disease, and 
traumatic events such as pelvic or spinal cord trauma 
(Mushtaq et  al., 2018; Nguyen et  al., 2017; Potharaju 

et al., 2015; Raza et al., 2019). Most men with ED have 
at least one major cardiovascular or endocrine disease 
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Abstract
Erectile dysfunction (ED) is a common, burdensome, and costly urologic condition strongly related to all aspects 
of general health, from physical to mental. ED has profound consequences as it may interfere physical well-being, 
quality of life (QoL), self-esteem, relationships, self-worth, and productivity. It is therefore important to ensure that 
all types of effective ED treatments are consistently accessible to patients. While federal and state mandates ensure 
access to treatment for women’s breast health, female-factor infertility, and gender affirmation to ensure that these 
individuals do not experience a diminished QoL, there are no comparable mandates for men’s sexual and reproductive 
health. The burden of ED necessitates a call to action to improve the accessibility of ED treatments. The call to 
action steps include: (a) coverage for pharmacological, surgical, and other ED treatments should be viewed in the 
same way as coverage for other health issues, whether male or female and regardless of the stages of treatment, 
physical dysfunction, or physical changes; (b) American Urological Association (AUA) guidelines for the management 
of ED should be followed, including implementation of templates in electronic medical records (EMRs) to support 
adherence to the guidelines; and (c) coverage criteria should explicitly state that the criteria are intended to support 
gender equity for sexual and reproductive health care and should not be used to prevent men from receiving medically 
necessary ED treatments. This call to action offers a pathway to support every man who seeks treatment for ED as a 
medically necessary intervention by removing systemic health-care barriers.
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risk factor such as hypertension, hypercholesterolemia, 
or diabetes (Hackett, 2009). Many men with ED are 
prostate cancer survivors where more than 70% of men 
undergoing radical prostatectomy report some degree of 
ED 1 year following surgery (Haglind et al., 2015).

Due to the association of ED with comorbid con­
ditions, screening and treatment of ED may aid as a  
predictor and allow for earlier detection and treatment  
of undiagnosed comorbid diseases (Burnett et al., 2018). 
For example, in a study involving 147 patients with 
coexisting ED and coronary artery disease (CAD), 67% 
of patients reported that symptoms of ED were clinically 
evident before symptoms of CAD (Montorsi et  al., 
2003). The mean time interval between the onset of ED 
and CAD was 38.8 months (range 1–168; Montorsi et al., 
2003). Another study reported a prevalence of undiag­
nosed diabetes of 11.5% in men with ED compared with 
only 2.8% in men without ED (Skeldon et al., 2015).

Sexual dysfunction and ED are also related to infer­
tility and the relationship can be reciprocal (Berger 
et al., 2016). ED, evaluated with validated tools, has a 
prevalence of approximately one in six in infertile men 
(Lotti & Maggi, 2018) and can be the cause of infertility 
in some instances (Berger et al., 2016; Lotti & Maggi, 
2018). ED can lead to impaired fertility through natural 
conception when a severe problem is present, such as 
absent erection or insufficient erection for penetration 
(Lotti & Maggi, 2018). One study of men without 
comorbidities with primary or secondary infertility 
reported an association between ED and depressive 
symptoms independent of age, body mass index (BMI), 
and duration of marriage (Sahin et al., 2017). In addi­
tion, among infertile men, ED is an independent risk 
factor for a reduced frequency of sexual intercourse 
with an obvious negative effect on fertility (Perlis et al., 
2013). A significant association between ED and semen 
quality impairment was observed in a study after adjust­
ing for age, comorbidities, and psychological and pros­
tatitis-like symptoms (Lotti et al., 2016).

ED poses a considerable burden with profound psy­
chological consequences as it may interfere with a man’s 
overall quality of life (QoL), including but not limited to 
well-being, self-esteem, relationships, and self-worth—
not only personally but also in the workplace (Goldstein, 
Goren, Li, Maculaitis, et al., 2019). Sexuality is an inte­
gral part of an individual’s well-being and QoL. Not sur­
prisingly, men often report their QoL as being greatly 
impacted as a result of their ED. The Impotence 
Association (now the Sexual Dysfunction Association) 
reported that 62% of participants in their online survey 
felt that ED reduced their self-esteem; 29% said their 
relationships had been affected; and 21% reported that 
their relationship had ended as a direct consequence 
(The Impotence Association [now the Sexual Dysfunction 

Association], 1997). Men with ED have significantly 
lower Short-Form 36 (SF-36) Mental Component 
Summary scores (MCS; 46.7 vs. 51.2), Physical 
Component Summary scores (PCS; 48.3 vs. 53.0), and 
health state utilities (Short-Form 6 [SF-6D]: 0.693 vs. 
0.778; all p < .001) compared to men without ED 
(Goldstein, Goren, Li, Maculaitis, et  al., 2019). 
Workplace productivity impairment and absenteeism is 
prevalent in men with ED. Men with ED have signifi­
cantly higher rates of absenteeism, presenteeism, overall 
work productivity impairment, and activity impairment 
compared to men without ED (Goldstein, Goren, Li, 
Maculaitis, et  al., 2019). It is therefore important to 
ensure that all types of effective ED treatments are con­
sistently accessible to patients with documented medical 
necessity.

Treatment Options for ED

Specialty society consensus guidelines and position state­
ments created by the American Urological Association 
(AUA) and the Sexual Medicine Society of North 
America (SMSNA) outline treatment options for ED, 
which include oral medications, vacuum erection devices 
(VEDs), intraurethral suppositories, intracavernosal 
injections (ICIs), and a penile prostheses (PPs), as 
described in Table 1 (American Urological Association, 
2018; Burnett et  al., 2018; Sexual Medicine Society of 
North America [SMSNA], 2019). The opinion of the 
SMSNA is that ED is recognized as the most commonly 
treated problem within the realm of sexual dysfunction 
disorders (Sexual Medicine Society of North America 
[SMSNA], 2019). Appropriate treatment of ED may be 
informed by the cause of a man’s ED. Customary practice 
is to treat ED in a stepwise fashion, starting with pharma­
cological therapy options and then proceeding to surgical 
treatment. Several treatment guidelines worldwide, 
including the current 2019 AUA guideline for the man­
agement of ED, outline techniques for assessing the 
extent and severity of the ED problem, and options for 
how to best proceed with treatment options for ED that 
will optimize success and satisfaction for the patient and 
partner. The AUA guideline states that shared decision-
making is the cornerstone of the treatment and manage­
ment of ED (American Urological Association, 2018; 
Burnett et al., 2018). The patient and the clinician together 
determine the best course of therapy based on a discus­
sion of the risks, benefits, and desired outcome. The 
patient should be informed of all treatment options that 
are not contraindicated to determine the most appropriate 
treatment (American Urological Association, 2018; 
Burnett et al., 2018).

ED patients’ needs and expectations vary widely and 
the treatment approach should always be individualized 



Burnett et al.	 3

according to their preferences (Burnett et al., 2018). While 
the principles underlying the treatment of ED are the same 
for all men—restoring sexual function, improving overall 
physical health, and optimizing QoL and well-being for a 
man and his partner—every man who presents with ED is 
unique. Each man brings to the clinical encounter not only 
his symptoms, but his degree of distress, his associated 
health conditions, his partner’s concerns and issues of 
relationship quality, and his sociocultural, educational, 
and spiritual context (Burnett et al., 2018).

ED Treatment and Health Plan 
Coverage

Rising health-care costs pose significant concerns to 
health-care systems’ viability. Health-care payers cur­
rently employ several mechanisms to counter rising costs, 
such as excluding some treatments from coverage, impos­
ing significant limitations, or requiring higher copay­
ments through tiered pharmaceutical coverage structures 
(Fendrick, 2000; Klein & Sturm, 2002). Failure to clearly 
differentiate the value and clinical and economic benefits 
of new treatments or technologies may result in a denial 
of coverage. The economic evaluation of phosphodiester­
ase-5 inhibitors, particularly sildenafil, has been well 
described (Rezaee et al., 2019). However, to date, there is 
inadequate research to assess the cost-effectiveness of 
ICIs, intraurethral suppositories, PP surgery, VED, and 
other emerging therapies in men with ED (Rezaee et al., 
2019). Therefore, the net economic impact of adoption of 
these treatments is unclear.

Treatment for ED is widely considered “medically 
necessary” by health-care insurers. Nearly all commer­
cial insurers (e.g., Blue Cross Blue Shield, Aetna, 
Anthem, Cigna, HCSC) and Medicare have published 
coverage policies detailing when ED treatment (whether 
medical, pharmacological, or other) is medically neces­
sary. Health insurance plan coverage is provided in 
most cases for ED of organic etiology and covers a 
spectrum of ED treatments included in Table 1. 

Supplemental Table S1 summarizes some of the current 
ED treatment coverage policies of several commercial 
health insurance plans and Medicare, including their 
characteristics, coverage, definition of medical neces­
sity, codes, and so on.

Approximately two-thirds of Americans (67.5%) 
have commercial or private health insurance coverage, 
of which 55.7% are insured under an employer-based 
health plan, accounting for 320,775,014 lives (US 
Census Bureau, 2017). A sampling of commercial or 
private health insurance coverage policies state that ED 
treatments are “medically necessary.” Medically neces­
sary treatments may include pharmacological treat­
ments, external PPs, surgically implanted PPs, or other 
appropriate treatments. The health plan coverage poli­
cies include many of the same treatment options as the 
AUA treatment guidelines for the treatment of ED, 
ranging from oral medications, external devices, surgi­
cally implanted devices, and so on.

The disparity in reimbursement coverage for ED 
treatment, despite health insurance plan coverage and 
published coverage policies and professional society 
guidelines, is that many employer-sponsored health 
plans actually do not include coverage benefits for ED 
treatment. Employers often have specific medical ben­
efit exclusion language written within the employer’s 
summary of plan benefits for ED treatment options, and 
evidence shows that this situation has existed for a num­
ber of years. A number of government mandates address 
specific health plan coverage exclusions. For example, 
the U.S. Government Accountability Office (GAO) pub­
lished a report in 2011 to demonstrate compliance of the 
Mental Health Parity and Addiction Equality Act of 
2008 (MHPAEA; U.S. Government Accountability 
Office [GAO], 2011). While the focus of the report was 
to ensure employer-sponsored health plans were in com­
pliance with the mandate, the report also provides direct 
insight to the fact that employers excluded access to 
medically necessary ED treatment options. In employer-
sponsored health benefit plans from 2010 or 2011, 23% 

Table 1.  ED Treatment Options.

Treatment Description

Oral medications Orally administered phosphodiesterase type 5 inhibitors (PDE5i) are taken to 
increase the flow of blood to the penis to induce an erection.

Vacuum erection device A vacuum device draws blood into the penis, a constriction band around the base 
of the penis keeps the blood inside the penis to produce an erection.

Intraurethral suppositories Delivery of medication as a small pellet using an applicator (suppository) into the 
meatus of the urethra to induce an erection.

Intracavernosal injections Delivery of medication by injection directly into the penis to produce an erection.
Penile prosthesis Surgically implanted device within the penis. Two types of penile prosthetics are 

currently available; an inflatable or malleable (non-inflatable)

Sources: American Urological Association (2018); Burnett et al. (2018); Sexual Medicine Society of North America (SMSNA) (2019).
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of employers reported a medical benefit exclusion for 
sexual dysfunction treatment. One example of the sex­
ual dysfunction treatment exclusion within the report 
stated, “any service, supplies, medications, or drugs for 
the treatment of male or female sexual dysfunction such 
as, but not limited to, treatment of erectile dysfunction 
(including penile implants), anorgasmia, and premature 
ejaculation” (U.S. Government Accountability Office 
[GAO], 2011).

Studies published in 2018–2019 have confirmed that 
this practice has continued. Several studies and reports 
exist on the topic of employer-sponsored health plan 
benefit exclusions; however, none describes the basis for 
the overall barrier resulting from an employer’s health 
plan benefit exclusions for ED treatment. A study evalu­
ating trends in health plan insurance coverage of inflat­
able penile prostheses (IPPs) among patients at the 
University of Miami between 2016 and 2017 reported 
that among men seeking IPP with commercial health 
plan, 48.0% were unable to obtain the device due to  
an exclusion in their employer-sponsored health plan 
benefit (Masterson et al., 2019). Regardless of meeting 
“medical necessity,” the appeal process to request cover­
age is a long and difficult process for a patient or pro­
vider because, in an employer-sponsored health plan, the 
member’s benefit plan actually determines coverage, not 
the health plan itself. Some employer-sponsored health 
plans exclude coverage for services or supplies that a 
health plan considers medically necessary. If there is a 
discrepancy between the health plan’s coverage policy 
and a member’s plan of benefits, the member’s benefits 
plan will govern. A sample analysis of ED management 
and IPP coverage obtained from a database that focuses 
on health plan medical benefit verification prior to treat­
ment concluded that of men whose providers determined 
ED treatment with a PP was medically necessary, 18% 
had an employer-sponsored health plan benefit exclusion 
(Mazur et al., 2018).

Implications of Employer Exclusion 
of ED Treatment

There are notable implications of excluded ED treat­
ments by employer-sponsored health plans excluding 
medical benefits for medical injections, external devices, 
and implantable devices that are medically necessary 
that are covered under a health plans medical policy and 
are the nuance in this situation. Prescription drug ther­
apy, whether it is excluded or not, is a pharmacy benefit 
and not addressed under a medical plan policy. The 
employer-sponsored health plan policy exclusions create 
confusion and frustration for clinicians because they 
usurp the clinicians’ determination of medical necessity 
under the health plans medical policy. Although patients 

may be able to pay for lower cost generic pharmacologi­
cal ED therapies out-of-pocket, advanced ED treatments 
such as ICIs, intraurethral suppositories, PP surgery, and 
VEDs may not be as accessible to them. AUA Treatment 
Guidelines American Urological Association (2018) 
state:

All men should be informed of all treatment options that are 
not medically contraindicated to determine the appropriate 
treatment. Although many men may choose to begin with 
the least invasive option, the Panel notes that it is valid for 
men to begin with any type of treatment, regardless of 
invasiveness or reversibility.

These inconsistencies make it difficult for health-care 
providers to implement ED treatment guidelines appro­
priately and to provide medically necessary treatment for 
patients with ED. Consequently, some patients are more 
disadvantaged than others based on variations in clini­
cians’ advocacy along with coverage variation. The net 
effect is that some patients cannot access required treat­
ments and clinicians cannot ensure patient access to rec­
ommended evidence-based care due to reimbursement 
and out-of-pocket costs.

In addition to the burden placed on clinicians when 
implementing management for patients with ED, these 
exclusions for ED have implications for employee satis­
faction and retention. According to recent research on 
employer benefits and employee engagement, 61% of 
employees reported that health was a bigger concern than 
wealth or career, whereas only 14% of employers cited 
health and well-being as a talent-management priority 
(Mercer Marsh, 2018). Health and wellness benefits were 
reported to be more important to employees than job role, 
colleagues, or organizational culture when it came to loy­
alty, recruitment, and retention (Mercer Marsh, 2018). 
Evidence has reported that a healthy and engaged work­
force correlates with exceptional company financial  
performance (Fabius et  al., 2013; Goetzel et  al., 2016; 
Grossmeier et  al., 2016). Allowing access to medically 
necessary health benefits such as ED treatment could 
benefit employers through increased productivity, loy­
alty, and retention as well as decreased absenteeism and 
presentism rates (Fabius et al., 2013; Goetzel et al., 2016; 
Goldstein, Goren, Li, Maculaitis, et al., 2019; Grossmeier 
et al., 2016).

Policy Interventions for Enabling 
Access to ED Treatment

Policy interventions could help in alleviating the confu­
sion and bring parity between health plan coverage in a 
medical policy and employer-sponsored health plan cov­
erage enabling medically necessary nonsurgical and 
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surgical ED therapies of patients and employees with ED 
access to treatments. Another instance illustrative of the 
need for benefits parity and policy intervention is the 
case of contraceptive coverage. Employers were once 
reluctant to cover contraception, arguing that the role of 
health insurance was to treat illness and provide a safety 
net between health disasters and destitution, thus exclud­
ing pregnancy since it was not an illness or a disaster 
(“Contraceptive equity bills continue to gain,” 2000). 
Contraceptive equity laws, which started to be intro­
duced in the United States in 2014, prevent insurers from 
using medical management techniques like cost-sharing, 
prior authorization, prescription requirements, gender 
restrictions, or quantity limitations to erect access barri­
ers to contraceptives.

Health-Care Coverage Equality for 
Men’s Health

Another important consideration is health-care coverage 
parity and health-care equality for men’s sexual and 
reproductive health. Although shortfalls in women’s 
reproductive health have been addressed, medically nec­
essary men’s sexual and reproductive health coverage 
has lagged. Disparities and inequality in health care have 
led to changes in federal and/or state mandates such as 
Women’s Health and Cancer Rights, Reproductive 
Rights, and Transgender Rights. It is well known that 
QoL has become one of the important parameters in the 
evaluation of treatment and assessment of medical con­
ditions. Federal and state mandates ensure access to 
effective treatment for women’s breast health, female-
factor infertility, and gender affirmation to ensure these 
individuals do not experience a diminished QoL. 
However, to our knowledge, there are no comparable 
Federal and state mandates that address men’s sexual 
and reproductive health inequalities, including sexual 
dysfunctions such as ED.

The Women’s Health and Cancer Rights Act 
(WHCRA) mandates that insurers offer breast recon­
struction after a mastectomy in a manner determined by 
the physician and the patient. The WHCRA requires 
access to and coverage for all stages of reconstruction of 
the breast on which the mastectomy was performed, sur­
gery and reconstruction of the other breast to produce a 
symmetrical appearance, prostheses, and treatment of 
physical complications of the mastectomy, including 
lymphedema. A common misconception is that the 
WHCRA is limited to breast cancer but despite the title, 
“nothing in the law limits entitlement of benefits to can­
cer patients.”

Historically, male sexual and reproductive health has 
not received the same attention as female reproductive 
health for various reasons. A study by Le et  al. (2017) 

investigated the degree of transparency surrounding poli­
cies of 84 popular U.S. health insurance plans regarding 
ED and hypogonadism, using breast reconstruction fol­
lowing mastectomy as a control (Le et  al., 2017). The 
authors identified publicly available policies for advanced 
ED treatment (i.e., ICIs, intraurethral suppositories, PP 
surgery, and VEDs) in only 39% of the plans examined, 
while breast reconstruction policies were publicly avail­
able for 94% of the plans. Men’s health is increasingly 
being recognized as a unique and important aspect of 
public health (Bhasin, 2016). Transformative changes in 
societal attitudes toward men’s sexual health, body 
image, and gender identity, and in the economics of 
reproductive health-care services offer extraordinary 
opportunities for translational science that is patient-
focused, mechanism-based, and integrated with health 
care (Bhasin, 2016).

Gender affirmation surgery and transgender equity 
considerations have led to new distinct policies that con­
nect with treatment options. LGBT individuals are pro­
tected by Federal non-discrimination laws prohibiting 
doctors, hospitals, and insurance companies to discrimi­
nate against people based on gender. Additional protec­
tion exists in State laws (nearly half of the U.S. states) 
that prohibit employers from having exclusions or limita­
tions in the coverage in health benefits and requires the 
removal of all transgender exclusions from insurers. 
Approximately half (52%) of the LGBT population lives 
in states that prohibit transgender exclusions in health 
insurance service coverage (Movement Advancement 
Project [MAP]). The U.S gender reassignment surgery 
market was valued at 97.23 million US$ in 2017 and pro­
jected to exceed 968 million by 2024. Of these gender 
reassignment surgeries, over 30% are female-to-male 
transition (Global Market Insights, 2018); however, the 
proportion of female-to-male transitions that proceed 
with genital surgery may be small. In the instance where 
a PP is used to create a penis in a female-to-male gender 
affirmation surgery, health-care benefit coverage under 
some state laws would be protected from exclusion within 
an employer-sponsored health plan.

Considerations for coverage for sexual and reproduc­
tive health are supported in current state mandates 
addressing female-factor infertility and reproductive 
rights requiring health plans by law to offer coverage in 
16 states; however, it is unclear within the law if male 
infertility is addressed adequately (National Conference 
of State Legislators, 2019). The distribution of infertility 
due to male factor ranges from 20% to 70% globally 
(Agarwal et al., 2015). Male-factor infertility is the result 
of a disease (an interruption, cessation, or disorder of 
body functions, systems, or organs) of the male reproduc­
tive tract, which prevents the conception of a child 
(American Society for Reproductive Medicine [ASRM], 
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2020). ED and premature ejaculation are the most com­
mon sexual dysfunctions (Hatzimouratidis, 2007; 
McCabe et  al., 2016; Mialon et  al., 2012; Papaharitou 
et  al., 2006) and may contribute to infertility in some 
instances.

The Equal Employment Opportunity Commission 
(EEOC) mandates that employers who provide health 
benefits must do so without regard to the race, color, 
sex, national origin, or religion of the insured. The 
employer cannot provide different coverage to men and 
women. Where both men and women are, or could be, 
affected by the same condition (e.g., infertility) or 
helped by the same treatment (e.g., PP), the employer 
will be liable for sexual discrimination if it provides 
different coverage to employees based on gender. 
Without federal or state protections or enforcements, 
the differences between laws and health-care coverage 
related to men’s sexual and reproductive health are 
vague and often not transparent representing marked 
disparities within the U.S. health care (Table 2).

Call to Action to Improve 
Consistency and Accessibility of ED 
Treatment

The burden of ED necessitates a call to action to improve 
the consistency and accessibility of all types of ED treat­
ments. This call to action outlines steps that can be taken 
to remove some of the obstacles faced by men who, 
depending on the cause and severity of their ED, want to 
take steps to address their health condition. The call to 
action steps include: (a) coverage for medical, surgical, 
and other ED treatments should be viewed in the same 
way as coverage for other health issues, whether male or 
female and regardless of the stages of treatment, physical 
dysfunction, or physical changes; (b) AUA guidelines for 
the management of ED should be followed including the 
implementation of templates in electronic medical 
records (EMRs) to support adherence to the guidelines; 
and (c) coverage criteria should explicitly state that the 
criteria are intended to support gender equity for sexual 
and reproductive health care and should not be used to 
prevent men from receiving medically necessary ED 
treatment (Figure 1).

ED is a recognized medical condition that is strongly 
related to all aspects of general health, from physical to 
mental health. Men with ED have suffered a physical 
impairment caused by vascular-, endocrine-, or neuro­
logical-related damage from illnesses such as hyperten­
sion, hypercholesterolemia, diabetes, prostate cancer, 
and Peyronie’s disease, and from traumatic events such 
as pelvic or spinal cord trauma (Chung et  al., 2013; 

Hackett, 2009; Haglind et  al., 2015; Nguyen et  al., 
2017). ED poses a considerable burden with profound 
consequences as it may interfere with a man’s physical 
well-being, QoL, self-esteem, relationships, self-worth, 
and productivity (Goldstein, Goren, Li, Maculaitis, 
et al., 2019).

The AUA guideline states that shared decision-mak­
ing is the cornerstone of the treatment and management 
of ED (American Urological Association, 2018). Once 
it is determined that the cause of the ED is chronic and 
organic in nature, the patient and the clinician together 
determine the best course of therapy based on a discus­
sion of the risks, benefits, and desired outcome. The 
patient is informed of all treatment options that are not 
contraindicated to determine the most appropriate treat­
ment. Implementation of templates in EMRs can be 
used to support adherence to the AUA guidelines.

While federal and state mandates ensure access to 
effective treatment for women’s breast health, female-
factor infertility, and gender affirmation to ensure these 
individuals do not experience a diminished QoL, there 
are no comparable mandates for men’s sexual and repro­
ductive health. Employer-sponsored insurers with a ben­
efit exclusion for ED treatment undercut the determination 
of medically necessary treatment made by licensed med­
ical professionals and the medical policies developed 
and published by the health insurance companies that 
administer their benefits. The exclusions for ED treat­
ment ultimately negatively affect employers as they have 
implications for employee satisfaction and retention 
(Fabius et  al., 2013; Goetzel et  al., 2016; Goldstein, 
Goren, Li, Maculaitis, et  al., 2019; Grossmeier et  al., 
2016). Policy wording that facilitates health-care provid­
ers’ implementation of treatment guidelines supports 
gender equity for reproductive health care by enabling 
access to medically necessary ED treatment. The AUA 
guidelines provide a recognized structure for creating a 
cohesive policy for ED treatment.

Conclusions

With this call to action, we offer a pathway to support 
every man who seeks treatment for ED as a medically 
necessary intervention by removing systemic health-care 
barriers. ED constitutes a large but often hidden burden 
on society given its high prevalence and impact on QoL. 
In addition to the medical need, men’s ability to express 
the male gender has profound effects on their feelings of 
worth to themselves, their partners, and in other areas of 
their lives. It is therefore important to make sure that all 
types of effective ED treatments are consistently acces­
sible to patients with documented medical necessity.
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