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Abstract

Introduction: Many commercial insurers and Medicare have published coverage policies detailing the medical necessity and 
accessibility of erectile dysfunction (ED) treatment, including implantable penile prosthesis (IPP). Approximately 61% of 
adults aged 18–64 years in the United States (US) receive health benefits via employer-sponsored health plans (ESHP) and 
23% of employers reported medical benefit exclusion for sexual dysfunction treatment.
Objective: To obtain nationwide US estimates of the proportions of patients denied IPP treatment due to ESHP exclusions 
(overall and by state, healthcare insurer, and labor sector industry).
Methods: De-identified data from an industry IPP insurance benefit verification database from October 1, 2018 to December 
31, 2021 were analyzed to evaluate ESHP-related barriers to IPP access. 
Results: Among 2,638 patients with commercial insurance and employer data, 34.0% were denied IPP treatment due to ESHP 
benefit exclusions. ESHPs in Washington (60.7%), Louisiana (55.4%), Arizona (46.6%), Nebraska (45.5%), Ohio (43.3%), and 
Georgia (43.1%) had the highest exclusion rates, whereas Iowa (19.0%), Alabama (18.9%), Maryland (17.3%), Rhode Island 
(13.0%), and New York (7.1%) had the lowest exclusion rates. Patients with Aetna insurance had the greatest proportion 
of exclusions (62.4%), followed by Cigna (61.0%), employer-owned health plans (47.2%), other commercial plans (41.8%), 
Anthem (37.3%), Blue Cross Blue Shield (BCBS) state plans (24.1%), United Healthcare (15.4%), and Humana (0.0%). The 
exclusion rate was highest for employees of the leisure and hospitality industry (51.9%), followed by religious organizations 
(50.0%), health care (40.5%), construction, mining, or agriculture (39.1%), education (38.9%), retail and wholesale trade 
(36.9%), manufacturing (36.7%), utilities (36.2%), professional and business services (35.4%), transportation (32.6%), 
finance and insurance (29.1%), labor union organizations (26.9%), and finally public, state, and government administration 
(25.1%). 
Conclusions: Despite insurance carrier medical policies, 34.0% of men with an ESHP are denied access to IPP ED treatment 
due to their ESHP benefit exclusions. ESHP exclusion rates varied geographically, by insurer, and by labor sector industry.
  
Keywords: Penile; Erectile; Health; Exclusions; Dysfunction

Abbreviations: ED: Erectile Dysfunction; IPPs: 
Implantable Penile Prostheses; AUA: American Urological 

Association; ESHPs: Employer-Sponsored Health Benefit 
Plans.

https://medwinpublishers.com/OAJUN/
https://portal.issn.org/resource/ISSN/2578-4676#
https://medwinpublishers.com/
https://doi.org/10.23880/oajun-16000213


Open Access Journal of Urology & Nephrology
2

Hsieh TC, et al. Employer Health Plan Exclusions are a Barrier to Access of Penile Implants for 
Erectile Dysfunction. J Urol Nephrol 2022, 7(3): 000214.

Copyright© Hsieh TC, et al.

Introduction

Erectile dysfunction (ED) is a common and burdensome 
urologic condition with profound consequences [1-3]. 
Most men with ED have at least one major cardiovascular 
or endocrine disease risk factor such as hypertension, 
hypercholesterolemia, or diabetes [4]. Many men with ED 
are prostate cancer survivors as more than 70% of men 
undergoing radical prostatectomy report some degree of 
ED one year following surgery [5]. ED poses a considerable 
psychological burden on men as it interferes with their 
overall quality of life (QoL), including their well-being, self-
esteem, relationships, and self-worth [6]. Additionally, men 
with ED have significantly higher rates of absenteeism, 
presenteeism, overall work productivity impairment, and 
activity impairment compared to men without ED [6]. 

Treatment for ED is widely considered ‘medically 
necessary’ by healthcare insurers. In the United States (US), 
many commercial insurers and Medicare have published 
coverage policies providing criteria for medically necessary 
treatment of ED. The health plan coverage policies include 
many of the same treatment options as professional society 
guidelines for the treatment of ED [7-9], ranging from oral 
medications, external devices, surgically implanted devices, 
etc. The most commonly used first-line treatments for ED 
are oral phosphodiesterase-5 (PDE5) inhibitors; however; 
approximately one-third of patients do not respond to PDE5 
inhibitors and some patients are not able to take them due 
to medical conditions [10]. One-third of patients using PDE5 
inhibitors cease use after one prescription and one-half 
cease use by six months [11]. Implantable penile prostheses 
(IPPs) are an alternate, definitive treatment for patients with 
ED [12]. American Urological Association (AUA) guidelines 
state that “using the shared decision-making process as a 
cornerstone for care, all patients should be informed of all 
treatment modalities that are not contraindicated, regardless 
of invasiveness or irreversibility, as potential first-line 
treatments” [9]. 

Despite health insurance medical benefit coverage, 
published medical coverage policies, and professional 
society guidelines [7-9], there are a disparity in medical 
and reimbursement coverage for ED treatment in the US 
[13]. A report published in 2011 by the US Government 
Accountability Office showed that, in employer-sponsored 
health benefit plans (ESHPs) from 2010 or 2011, 23% of 
employers reported a medical benefit exclusion for sexual 
dysfunction treatment [14]. Another study evaluating 
trends in health plan insurance coverage of inflatable penile 
prostheses (IPPs) among patients at the University of Miami 
between 2016-2017 found that a significant proportion of 
men with commercial health plan coverage seeking IPPs 
were unable to obtain the device due to exclusion in their 

ESHP benefit [15]. The objective of the current study was to 
expand upon this research by analyzing an IPP manufacturer 
health plan medical benefit verification database to obtain 
nationwide US estimates of the proportions of patients 
denied treatment due to ESHP exclusions. The exclusion 
rates were evaluated overall, and they were analyzed by 
state, healthcare insurer, and labor sector industry to assess 
whether there were any trends in ESHP IPP exclusions.

Methods

Data Source and Patient Population

From October 1, 2018 to December 31, 2021, de-
identified data from an industry insurance benefit verification 
database were analyzed to evaluate ESHPs-related barriers 
to access for IPP ED treatment. In order to be included in 
the analysis, each verification record was required to have 
information regarding the health insurance type, the health 
plan’s name, the presence of information regarding coverage 
for IPP, and ESHP data regarding benefit exclusion. Cases 
with commercial insurance coverage and data regarding the 
patient’s employer were the focus of the analyses in order to 
evaluate ESHP exclusions.

Outcomes Evaluated

Data extracted from the insurance benefit verification 
database included the closed date of the benefit verification, 
the type of insurance (i.e., government, commercial, military, 
Worker’s Compensation or ‘other’), the coverage status (i.e., 
access available – verified/approved, no access due to non-
covered service, or no access due to ESHP exclusion), the 
state, the insurance carrier, and the employer. 

Data Analyses

Descriptive statistics were performed to describe all 
variables in the dataset for patients who received IPP benefit 
verification. Means, medians, and standard deviations were 
presented for all continuous outcome variables and counts 
or proportions were presented for categorical variables. Data 
management and statistical analyses were conducted using 
Microsoft® Excel® (Redmond, WA, USA). The proportions of 
patients with ESHP benefit exclusion were presented overall, 
geographically (by US state), by healthcare insurer, and by 
labor industry sector. Data regarding the patients’ employers 
was categorized into labor industry sector using US Bureau 
of Labor Statistics labor sector categories.

Results

Among the 8,623 IPP benefit verification cases from 
October 2018 to December 2021, 76.6% had commercial 
insurance, 19.0% had Medicare, 3.0% had Medicaid, 1.4% had 
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military insurance, and 0.1% had Worker’s Compensation. 
An overall analysis of IPP coverage showed that, across the 
four years, 78.6% of patients with commercial insurance, 
100% with Medicare, 54.9% with Medicaid, 100% with 
military insurance, and 100% with Worker’s Compensation 
had access to IPP treatment (Figure 1). The proportion 
of patients with commercial insurance with access to 
IPP declined slightly from 2018 and 2019 (79.9% and 

81.1%, respectively) to 2020 and 2021 (78.2% and 76.8%, 
respectively). The proportion of patients with Medicaid with 
IPP coverage increased from 2018 and 2019 (47.4% and 
38.2%, respectively) to 2020 and 2021 (58.9% and 65.3%, 
respectively). The proportion of patients with Medicare, 
military insurance, and Worker’s compensation with IPP 
coverage remained at 100% over the four years (Figure 1).

Figure 1: Proportions of patients with access to IPPs by year and by payer.
BCBS, Blue Cross Blue Shield; IPP, inflatable penile prosthesis.

 
Of 6,598 cases with commercial insurance, 2,638 had 

data on the patients’ employers. Overall coverage among 
patients with employer data was lower compared to all 
patients with commercial insurance (66.0% vs. 78.6%).

Figure 2: Proportions of patients denied access to IPPs by state.
AL, Alabama; AR, Arkansas; AZ, Arizona; CO, Colorado; ESHP, employer-sponsored health plan; FL, Florida; GA, Georgia; IA, 
Iowa; IL, Illinois; IN, Indiana; IPP, inflatable penile prosthesis; Louisiana; MD, Maryland; MN, Minnesota; MO, Missouri; NC, 
North Carolina; NE, Nebraska; NJ, New Jersey; NY, New York; OH, Ohio; PA, Pennsylvania; RI, Rhode Island; SC, South Carolina; 
TX, Texas; UT, Utah; VA, Virginia; WA, Washington; WI, Wisconsin.
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Among commercial cases with employer data, patients 
with Aetna insurance had the greatest proportion of 
exclusions (62.4%), followed by Cigna (61.0%), employer-
owned health plans (47.2%), other commercial plans 
(41.8%), Anthem (37.3%), Blue Cross Blue Shield (BCBS) 
state plans (24.1%), United Healthcare (15.4%), and Humana 
(0.0%) (Figure 3).

Among the 2,638 cases with employer data, 26 states 
had data for 20 or more patients seeking IPP coverage. 
Geographically, ESHPs in Washington (60.7%), Louisiana 
(55.4%), Arizona (46.6%), Nebraska (45.5%), Ohio (43.3%), 
and Georgia (43.1%) had the highest exclusion rates, 
whereas Iowa (19.0%), Alabama (18.9%), Maryland (17.3%), 
Rhode Island (13.0%), and New York (7.1%) had the lowest 
exclusion rates (Figure 2).

Figure 3: Proportions of patients denied access to IPPs by insurer.
 BCBS, Blue Cross Blue Shield; IPP, inflatable penile prosthesis.

Employees of leisure and hospitality had the highest 
exclusion rate (51.9%), followed by religious organizations 
(50.0%), health care (40.5%), construction, mining, or 
agriculture (39.1%), education (38.9%), retail and wholesale 
trade (36.9%), manufacturing (36.7%), utilities (36.2%), 

professional and business services (35.4%), transportation 
(32.6%), finance and insurance (29.1%), labor union 
organizations (26.9%), and finally public, state, and 
government administration (25.1%) (Figure 4).

Figure 4: Proportions of patients denied access to IPPs by labor sector industry.
ESHP, employer-sponsored health plan; IPP, inflatable penile prosthesis.

Discussion

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 [16]. Despite 
health insurance medical plan coverage, published medical 
coverage policies, and professional society guidelines, many 
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ESHPs actually do not include medical coverage benefits for 
ED treatment. Employers often have specific medical benefit 
exclusion language written within the employer’s summary 
of plan benefits for ED treatment options [13].

This study found that 34.0% of patients with ESHPs 
were denied IPP treatment due to ESHP benefit exclusions. 
ESHP exclusion rates varied geographically, and were highest 
for Washington, Louisiana, Arizona, Nebraska, and Ohio. 
Exclusion rates were highest among patients with Aetna 
insurance, followed by Cigna, employer-owned health plans, 
other commercial plans, and Anthem. The labor industries 
with the highest exclusion rates were leisure and hospitality, 
religious organizations, healthcare, construction, mining, or 
agriculture, and education.

There are notable implications of excluded ED treatments 
by ESHPs. ESHP exclusions create confusion and frustration 
for clinicians and patients because they usurp the clinicians’ 
determination of medical necessity and the medical policies 
developed and published by the health insurance companies 
that administer their benefits.13 A recent study showed that 
only 23% of employed men who have been diagnosed with 
ED actually receive treatment paid for by their ESHP [17]. 
Although patients may be able to pay for lower cost generic 
pharmacological ED therapies out-of-pocket, advanced ED 
treatments such as intracavernosal injections, intraurethral 
suppositories, vacuum erection devices, and penile 
prosthesis surgery may not be as accessible to them. Over the 
past 10 years, ED treatment with PDE5Is remained constant, 
whereas use of other treatments, including IPP, has declined 
[17]. Consequently, some patients are more disadvantaged 
than others based on variations in medical coverage. 

In addition to the burden placed on clinicians and 
patients, these exclusions for ED have implications for the 
employers. Research on employer benefits and employee 
engagement showed that 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 [18]. Health and wellness 
benefits were reported to be more important to employees 
than job role, colleagues, or organizational culture when it 
came to loyalty, recruitment, and retention.18 Evidence has 
also demonstrated that a healthy and engaged workforce 
correlates with outstanding company financial performance 
[19-21]. Worker’s health, productivity, and retention are 
increasingly important for employers’ competitive advantage 
in the marketplace [19-21], particularly since the emergence 
of COVID-19. Enabling access to medically necessary health 
benefits such as ED treatment could benefit employers 
through increased productivity, decreased absenteeism and 
presentism rates, loyalty, and retention [6,19-21]. Employees 
with ED have been shown to have an incremental 282.7 

hours/year of work impairment compared to employees 
without ED, resulting in annual incremental costs of $7,270 
per employee [22]. 

Conclusions

ED constitutes a large but often hidden burden on 
society given its high prevalence and impact on QoL and 
productivity. Despite insurance carrier medical policies, 
many US men with ESHPs do not have access to ED treatment 
due to the employers’ benefit design excluding ED or sexual 
dysfunction benefits. This study found that 34.0% of patients 
with ESHPs were denied IPP treatment due to ESHP benefit 
exclusions. ESHP exclusion rates varied geographically, by 
insurer, and by labor sector industry. Enabling access to 
medically necessary health benefits such as ED treatment 
could benefit employers through increased productivity, 
decreased absenteeism and presentism rates, loyalty, and 
retention. 
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