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PLANS IN SCOPE 
Aspirus Health Plan   
 
BACKGROUND & PURPOSE: 
Implantable surgical mesh is a medical device used to reinforce weakened or damaged tissue 
during surgical procedures. Mesh has been utilized for decades in hernia repair and abdominal 
wall reconstruction, and its use has been evaluated in randomized controlled trials, systematic 
reviews, and evidence‑based national and international clinical guidelines. 
 
The purpose of this policy is to: 

• Define when implantable mesh is considered medically appropriate 
• Distinguish evidence‑supported indications from those considered experimental or 

investigational
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• Clarify that coding or billing designations do not establish medical necessity or 
coverage 

This policy is structured as a framework medical policy. It does not endorse specific products, 
manufacturers, or surgical techniques and delegates procedural and technical decision‑making 
to evidence‑based clinical guidelines and provider judgment. 
 
COVERAGE INDICATIONS: 
Medically Necessary Use 
Implantable mesh may be considered medically necessary when all of the following conditions 
are met: 

• The mesh is used as part of a hernia repair or abdominal wall reconstruction 
• The underlying surgical procedure is otherwise medically necessary 
• The use of mesh is consistent with: 

o Evidence‑based national or international specialty society guidelines (e.g., 
HerniaSurge, SAGES, European Hernia Society, Americas Hernia Society) 

o Accepted standards of surgical practice for the specific hernia type and clinical 
scenario 

This policy does not mandate or restrict the use of a specific mesh material, fixation method, or 
surgical approach for covered indications. 
 
Experimental/Investigational Use 
Implantable mesh is considered experimental and investigational when used for indications for 
which there is insufficient evidence of safety and effectiveness, including but not limited to: 

• Breast reconstruction or cosmetic soft‑tissue reinforcement 
• Transvaginal pelvic organ prolapse repair 
• Other non‑hernia indications lacking support from high‑quality clinical evidence or 

specialty society guidelines 
Services determined to be experimental or investigational are not covered. 
 
Exclusions 
The following are not covered under this policy: 
Implantable mesh used solely for: 

• Experimental or investigational indications 
• Procedures that are otherwise non‑covered or not medically necessary 
• Implantable mesh used outside the scope of a covered surgical service 

 
LIMITATIONS 
Coverage under this policy is subject to the following limitations: 
This policy: 

• Does not guarantee coverage based on the presence of a HCPCS, CPT, or ICD‑10 code 
• Does not endorse specific mesh products, brands, or manufacturers 

  



 

Page 3 of 5 
Policy Number: MP/S002 

Effective Date: 06/10/2026 
 

Synthetic mesh: 
• Is generally supported by higher‑quality clinical evidence 
• Is considered standard of care for most hernia repair indications 

 
Biologic and biosynthetic mesh: 

• Have not demonstrated superiority over synthetic mesh in clinical outcomes 
• Are supported by limited or inconsistent evidence 
• May be associated with higher recurrence rates and increased cost 
• May be subject to additional utilization management review 

 
Selection of mesh type, surgical technique, and fixation method is delegated to the 
treating provider and should be informed by: 

• Specialty society guidelines 
• Patient‑specific clinical factors 
• Professional judgment 

 
Use of implantable mesh in high‑risk or complex clinical scenarios may be reviewed on a 
case‑by‑case basis. 
 
MEDICAL RECORDS DOCUMENTATION 
Benefit coverage is determined by review of member specific benefit plan information and all 
applicable laws.  Medical records documentation may be required to assess if the member 
meets criteria; however, provision of records does not guarantee coverage.  
 
DEFINITIONS 
Implantable Mesh: A surgically implanted medical device intended to reinforce, repair, or 
replace weakened or damaged tissue. 
 
Hernia Repair: A surgical procedure performed to correct a hernia defect, which may include 
reinforcement of tissue with mesh. 
 
Abdominal Wall Reconstruction: A surgical procedure intended to restore the structure and 
function of the abdominal wall, which may include the use of mesh. 
 
Experimental / Investigational: A service or device for which there is insufficient evidence to 
establish safety and effectiveness for the intended use. 
 
APPLICABLE CODES 
Note: The code list below is provided for guidance.  Not all procedures will contain these codes.  
Code coverage will depend on coverage guidelines above.  All intrauterine procedure coverage 
requests will require medical review. 
 
Code Type Code Description 
C7181 HCPCS Mesh, implantable 
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Nondiscrimination & Language Access Policy 
Discrimination is Against the Law. Aspirus Health Plan, Inc. complies with applicable Federal civil rights laws and does not discriminate on 
the basis of race, color, national origin, age, disability,  or sex, (including sex characteristics, including intersex traits; pregnancy or related 
conditions; sexual orientation, gender identity and sex stereotypes), consistent with the scope of sex discrimination described at 45 CFR 
§ 92.101(a)(2). Aspirus Health Plan, Inc. does  not exclude people or treat them less favorably because of race, color, national origin, age, 
disability, or sex.

Aspirus Health Plan, Inc.:
Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to communicate effectively with 
us, such as:

-	 Qualified sign language interpreters.
-	 Written information in other formats (large print, audio, accessible electronic formats, other formats).

Provides free language assistance services to people whose primary language is not English, which may include:
-	 Qualified interpreters.
-	 Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services, contact the Nondiscrimination 
Grievance Coordinator at the address, phone number, fax number, or email address below.

If you believe that Aspirus Health Plan, Inc. has  failed to provide these services or discriminated in another way on the basis of race, color, 
national origin, age, disability, or sex, you can file a grievance with:

Nondiscrimination Grievance Coordinator
Aspirus Health Plan, Inc.
PO Box 1890
Southampton, PA 18966-9998
Phone: 1-866-631-5404 (TTY: 711)
Fax: 763-847-4010
Email: customerservice@aspirushealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Nondiscrimination Grievance Coordinator is 
available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201  
1.800.368.1019, 800.537.7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. This notice is available at Aspirus Health Plan, Inc.’s website: 
https://aspirushealthplan.com/webdocs/70021-AHP-NonDiscrim_Lang-Assist-Notice.pdf.
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