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Blue Cross and Blue Shield of Minnesota medical policies do not imply that members should not receive specific services 
based on the recommendation of their provider. These policies govern coverage and not clinical practice. Providers are 
responsible for medical advice and treatment of patients. Members with specific health care needs should consult an 
appropriate health care professional. 

 

PREIMPLANTATION GENETIC TESTING 
 

Description: Preimplantation genetic testing involves analysis of biopsied cells from 
the oocyte, cleavage stage embryo, or blastocyst as part of an 
assisted reproductive procedure. This testing is generally categorized 
as either diagnostic or screening. Preimplantation genetic diagnosis 
(PGD) is used to detect a specific inherited disorder and aims to 
prevent the birth of affected children in couples at high risk of 
transmitting a disorder. Preimplantation genetic screening (PGS) uses 
similar techniques to screen for aneuploidy (i.e., abnormal number of 
chromosomes) when the genetic parents are known or presumed to be 
chromosomally normal.         

 
Policy: I. Preimplantation genetic diagnosis as an adjunct to in vitro 

fertilization (IVF) may be considered MEDICALLY NECESSARY 
in ANY of the following situations: 
A. Detection of a structural chromosomal abnormality in an 

embryo when one of the partners is known to harbor a 
balanced or unbalanced chromosomal translocation; or 

B. Detection of a specific inherited single genetic disorder in an 
embryo when: 
1. Both partners are known carriers of a single gene 

autosomal recessive disorder (e.g., cystic fibrosis, ß-
thalassemia); or 

2. One partner is a known carrier of a single gene autosomal 
recessive disorder (e.g., cystic fibrosis, ß-thalassemia)  
and the partners have one biological offspring that has 
been diagnosed with that recessive disorder; or 

3. One partner is a known carrier of a single gene autosomal 
dominant disorder (e.g., Marfan syndrome, myotonic 
dystrophy); or 

4. One partner is a known carrier of a single X-linked disorder 
(e.g., Fragile X syndrome, hemophilia A).  

 
II. Preimplantation genetic screening as an adjunct to IVF, when one 



or both partners do not meet the criteria above, is considered 
INVESTIGATIVE in ALL situations, including but not limited to the 
following: 
A. Recurrent implantation failure; or  
B. Maternal age greater than 35 years; or  
C. Recurrent pregnancy loss. 
 

III. Preimplantation genetic testing as an adjunct to IVF is considered 
NOT MEDICALLY NECESSARY for the sole purpose of either of 
the following: 
A. Nonmedical gender selection (i.e., gender selection for 

observable, nonmedical characteristics or traits in the absence 
of a documented history of an X-linked disorder, such as 
Fragile X syndrome or hemophilia A); or  

B. Human leukocyte antigen (HLA) typing to identify a potential 
donor for a future stem cell or organ transplant (i.e., HLA 
typing in the absence of a documented history of a known 
inherited disorder, such as Fanconi anemia). 

 
Coverage: Blue Cross and Blue Shield of Minnesota medical policies apply 

generally to all Blue Cross and Blue Plus plans and products. Benefit 
plans vary in coverage and some plans may not provide coverage for 
certain services addressed in the medical policies.   
 
Medicaid products and some self-insured plans may have additional 
policies and prior authorization requirements. Receipt of benefits is 
subject to all terms and conditions of the member’s summary plan 
description (SPD). As applicable, review the provisions relating to a 
specific coverage determination, including exclusions and limitations. 
Blue Cross reserves the right to revise, update and/or add to its 
medical policies at any time without notice. 
 
For Medicare NCD and/or Medicare LCD, please consult CMS or 
National Government Services websites. 
 
Refer to the Pre-Certification/Pre-Authorization section of the Medical 
Behavioral Health Policy Manual for the full list of services, 
procedures, prescription drugs, and medical devices that require Pre-
certification/Pre-Authorization. Note that services with specific 
coverage criteria may be reviewed retrospectively to determine if 
criteria are being met. Retrospective denial of claims may result if 
criteria are not met.    

 
Coding: The following codes are included below for informational purposes 

only, and are subject to change without notice. Inclusion or exclusion 
of a code does not constitute or imply member coverage or provider 
reimbursement. 
 

CPT: 

89290 Biopsy, oocyte polar body or embryo blastomere, 



microtechnique (for pre-implantation genetic diagnosis); less than or 
equal to 5 embryos 

89291 Biopsy, oocyte polar body or embryo blastomere, 
microtechnique (for pre-implantation genetic diagnosis); greater than 5 
embryos  
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