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New Category III CPT Codes Now Active 
for MolecuLight i:X Fluorescence 
Imaging of Bacteria
The author describes new codes for fluorescence imaging of bacteria and reviews the details clinicians and revenue cycle 
teams need to know to implement these codes in their practice and billing systems. 

Leah Amir, MSc MHA

In the February issue of Today’s Wound 
Clinic, readers were made aware of 
two new category III CPT codes for 

non-contact fluorescence wound imag-
ing of bacteria.1 Effective July 1, 2020 
physicians are directed by the American 
Medical Association (AMA) CPT Cod-
ing Committee to report either 1 or 
both of these codes when using point-
of-care fluorescence wound imaging 
for bacterial presence, location and load 
using the MolecuLight i:X® (Mole-
cuLight). Prior to the release of these 
codes, anatomic specific unlisted codes 
have been used to report this procedure. 

Implementation of these new codes, and 
reporting the procedure and accompa-
nying devices on a claim for payment, 
enables a reimbursement pathway. This 
procedure provides real-time images to 
identify bacteria causing infection in the 
wound bed and peri-wound regions. 

NON-CONTACT REAL-TIME 
FLUORESCENCE WOUND IMAGING  
OF BACTERIA INFECTION 

The two new Category III codes for 
the MolecuLight i:X procedure are:

0598T Noncontact real-time fluo-
rescence wound imaging, for bacterial 

presence, location, and load, per session; 
first anatomic site (e.g. lower extremity)  

0599T each additional anatomic site 
(e.g. upper extremity) (List separately 
in addition to code for primary proce-
dure) (Use 0599T in conjunction with 
0598T)

The AMA published these two new 
Category III codes on its website on 
December 30, 2019 with an update on 
January 6, 2020. All the Category III 
codes released on December 30, 2019 
will be effective July 1, 2020 and will be 
published in the 2021 CPT® Manual.2 
A description of a coding example is 
provided in Table 1 to share with your 
clinical and revenue cycle teams. 

The codes described above are need-
ed to report the physician work required 
to accomplish the new procedure en-
abled by the MolecuLight i:X handheld 
portable device when used with the 
DarkDrape (MolecuLight). Physicians 
trained on the procedure have become 
adept at using the handheld device and 
one wound use DarkDrape to create a 
portable dark environment necessary for 
point-of-care identification of the pres-
ence, location, and load (>104 CFU/g 
[colony-forming units per gram) of bac-
teria] in a wound (Figure 1).3-5 A posi-
tive result reports bacteria equal to or 
>104 CFU/g, which can be indicative 
of an infection.4-7 Darkened conditions 
are needed to properly capture the bac-
teria fluorescence. 

The imaging system shines a safe vio-
let light, causing wound components 
(tissue, bacteria, blood) to fluoresce dif-
ferent colors. Specific fluorescence col-
ors (red or cyan) are indicative of patho-
genic bacteria species. Red fluorescence 
is detected from 87% of common 

Table 1. Coding Example for Noncontact Real-Time Fluorescence Wound 
Imaging, for Bacterial Presence, Location, and Load Patient Encounter 

CPT®14 Description Physician 
Office 
Payment15

Phy 
Facility 
Payment

APC16 APC 
Payment

ASC17

0598T Noncontact real-time 
fluorescence wound imaging, for 
bacterial presence, location, and 
load, per session; first anatomic 
site (e.g. lower extremity), and  

‡ ‡ 5722/T $253.10

0599T each additional anatomic site 
(e.g. upper extremity) (List 
separately in addition to code for 
primary procedure) (Use 0599T 
in conjunction with 0598T) 

‡ ‡ N

Coding Options for the Devices Necessary with 0598T and 0599T

E1399 Durable medical equipment, 
miscellaneous 

A4649 Surgical supply; miscellaneous

After completing the procedure 0598T or 0599T; if other services are provided during the same patient 
encounter bill as appropriate with modifiers to describe separate services

13160 Secondary closure of surgical 
wound or dehiscence, extensive 
or complicated 

$829.70 $829.70 5054 T $1,622.74 $819.95

11042 Debridement, subcutaneous 
tissue (includes epidermis and 
dermis, if performed); first 20 sq 
cm or less

$128.84 $63.16 5052 T $319.51  $161.45

97597 Rmvl devital tis 20 cm/< $98.89 $37.89 5051 T $174.73 $98.89

‡ Physician payment is at the discretion of the payor(C). National computed average on new codes will be available after 1 
year of data collection (i.e. July 2021)
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wound pathogens and is indicative of 
Gram positive and Gram negative spe-
cies, aerobes and anaerobes (e.g. Staphy-
lococcus, E coli, Klebsiella and others).3,8 
Cyan fluorescence is unique to Pseudo-
monas aeruginosa.3,5 This device detects 
each of the World Health Organization’s 
“priority pathogens of concern” (Aci-
netobacter, Pseudomonas, and the Entero-
bacteriaceae family), called out by WHO 
due to multi-drug resistance.9 Clinical 
value delivered by this new procedure 
includes real time point-of-care visual-
ization of fluorescence in wounds, and 
creation of a digital record of all images. 
Wound area measurements can also be 
obtained using the device with high ac-
curacy (>95%) and all images can be 
exported to electronic health records.10 

Earlier bacterial detection changes 
treatment plans and improves patient 
outcomes. It is well established that the 
presence of bacterial burden is known 
to delay wound healing.7 A robust body 
of clinical evidence validates that use 
of the MolecuLight i:X procedure fa-
cilitates earlier detection of bacteria in 
the wound bed and peri-wound region. 
Multiple prospective controlled clinical 
studies report a 3- to 4-fold improve-
ment in the detection of bacteria in 
wounds.5,11 (Figure 2) This enhanced 
detection facilitated more targeted 
treatment, changing treatment plans in 
approximately 70% of wounds.5,11 These 
changes to treatment plans were cost ef-
fective and, more importantly, facilitated 

a positive healing trajectory and reduced 
time to healing.12,13

RECOMMENDATIONS TO SUPPORT 
THE CODING PROCESS  

When submitting a claim for payment 
to your regional Medicare Administra-
tive Contractor (MAC), Medicare Ad-
vantage payer, or to a commercial payer, 
medical documentation is critical to 
authenticate the medical necessity and 
appropriate use of the procedure se-

lected to treat the patient’s wound(s). 
These codes may be used to report 
physician work across most places of 
service where a physician or a quali-
fied healthcare provider (QHP) may 
treat their patient. Use the appropriate 
place of service code and use the codes 
0598T and 0599T to report the physi-
cian work as well as the device specific 
HCPCS codes. Code 0598T describes a 
wound on one anatomic site, and code 
0599T is used to report treatment of a 

FIGURE 1. Example of how the MolecuLight i:X imaging device and DarkDrape are used to perform the fluorescence imaging procedure at point-
of-care to detect bacteria (red or cyan fluorescence) in wounds. The single use DarkDrape is required when room lighting cannot be removed 
to create the darkness necessary to create interpretable results from the fluorescence imaging procedure. Regions of high bacterial loads are 
immediately apparent on the device screen. Images and videos can be captured for documentation purposes. 

MolecuLight procedure
• Position the patient for imaging of wound anatomy
• Attach the DarkDrape accessory or turn off the lights
•  Observe the ambient light indicator to ensure darkened conditions are met
•  Position the device at the appropriate distance from the wound for calibrated imaging
• Acquire a fluorescence image of the wound
• Reposition patient to image additional wounds as necessary
•  Interpret the fluorescence image based on training to identity red and cyan 

bacterial signatures
• Use the bacterial information to plan an appropriate treatment
•  Re-image the wound in fluorescence mode for real-time diagnostic feedback to 

ensure the treatment was effective

FIGURE 2. MolecuLight i:X standard and fluorescence images of an infected venous leg ulcer. 
Based on the fluorescence image, the physician immediately knew the extent of bacterial 
spread, that the wound’s bacterial burden was polymicrobial (red and cyan present) and >104 
CFU/g, and precise locations harbouring Pseudomonas (regions of cyan fluorescence). 

Standard Image Fluorescence Image
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wound on a different anatomic site. If 
more than one wound was treated per 
anatomic site, requiring the procedure 
to be repeated for the second wound, 
then report the units. As these codes are 
reported to payers, coding updates will 
be provided. 

Medical documentation should clear-
ly describe the clinical need for verifi-
cation of the presence of infection and 
pathogenic bacteria. Include the name of 
the procedure, “Noncontact Real-Time 
Fluorescence Wound Imaging, for Bac-
terial Presence, Location.” Report the 
specific anatomic site, and the result(s) 
of the imaging procedure(s). Include 
the medical decision making, treatments 
provided and a brief reference as to 
treatment plan with the knowledge of 
infection presence or absence. As in all 
cases of wound treatment, report each 
wound separately. Provide the anatomic 
site, wound size, and immediate appear-
ance. Describe the positioning of the 

patient for imaging with the Molecu-
Light i:X device and positioning of the 
DarkDrape (when applicable). 

Table 1 includes codes and CMS na-
tional average payment for the specific 
place of service (POS): physician office, 
physician facility-based payment, hospi-
tal outpatient ambulatory payment clas-
sification (APC) payment amounts and 
ambulatory surgery center (ASC). The 
patient encounter would report proce-
dure codes reflecting the documenta-
tion supporting the physician or other 
QHP work. 

Use of HCPCS codes. Procedure 
codes are used to report the physician 
work. While these codes have not yet 
been assigned relative value units, it is 
important for physicians to consider 
their total time in preparing the imag-
ing system for use, proper positioning 
to enable that the correct image will be 
acquired, and the time and complex-
ity associated with their clinical deci-

sion making resulting from the specific 
information for each wound imaged. 
HCPCS codes are used to describe 
the novel durable medical equipment 
(DME) device related to enabling the 
physician procedure and the Dark-
Drape one-wound-use-only supply 
item. Both the MolecuLight i:X DME 
device and the DarkDrape may be re-
ported using miscellaneous HCPCS 
codes. It is important to report the 
DME device and single-wound-use 
DarkDrape (when used) as both are 
required to enable the procedure. To-
gether they are used to produce fluo-
rescence of bacteria in and around the 
wound bed at the point of care where 
it is most important to aid physician 
decision making. 

HCPCS codes are used to report the 
costs to the provider of the two device 
components. The portability of this 
DME and DarkDrape facilitates provi-
sion of care across all sites of service in-
cluding home health care, skilled nurs-
ing facilities, and certainly the physician 
clinic and provider-based departments 
(PBD). The use of 0598T and 0599T 
along with the HCPCS device codes 
on the CMS 1500 form is necessary to 
capture the physician work and device 
costs when using the MolecuLight i:X 
device and DarkDrape for fluorescence 
imaging of wound bacteria. 

Places of service. The Molecu-
Light i:X procedure can be performed 
at most places of service including (but 
not limited to): 

02–Telehealth
05– Indian Health Service Free 

standing Facility 
06– Indian Health Service Provider-

based Facility 
09–Prison/Correctional Facility 
11–Office
12–Home
13–Assisted Living Facility
15–Mobile Unit
19– Off Campus - Outpatient 

Hospital
20–Urgent Care Facility 
21–Inpatient Hospital
22– On campus – Outpatient 

Hospital
23–Emergency room hospital

FIGURE 3. The MolecuLight i:X procedure was performed on a diabetic foot ulcer with delayed 
healing. Standard and fluorescence images captured at initial assessment revealed the 
presence of bacterial (red) fluorescence in the wound bed and periwound region, which 
persisted after sharp debridement. These images prompted a change in treatment plan 
to incorporate a honey-based antimicrobial. After two weeks, the imaging procedure was 
repeated, revealing elimination of bacterial fluorescence and reduced wound size. 

Standard Image

Standard Image

Fluorescence Image

Fluorescence Image Post-Debridement

Initial assessment with fluorescence procedure

After two weeks
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24–Ambulatory surgical center
26–Military treatment facility
31–Skilled Nursing Facility
32–Nursing Facility
34–Hospice 
49–Independent Clinic
50– Federally Qualified Health 

Center
55– Residential Substance Abuse 

Treatment center
57– Non-residential Substance Abuse 

Treatment facility 
In the current pandemic, the flexible 

portability of the MolecuLight i:X and 
DarkDrape has enabled physicians to 
triage and treat patients in their home 
care setting due to the restrictions 
placed on wound care centers. Physi-
cians are making more home visits to 
provide essential wound care for pa-
tients and help patients to avoid visits 
to clinics, the ER or inpatient setting 
during the COVID-19 crisis. The vari-
ability at site of services, specifically 
with respect to lighting conditions, ne-
cessitates the use of the DarkDrape to 
create the needed darkened conditions 
required to perform this medically 
necessary imaging procedure.

CASE STUDIES 
These case studies, taken from pro-

spective controlled clinical trials, lend 
insight into the imaging information, 
the physician decision making, and 
change in treatment decisions.  

Case 1: Point-of-care fluores-
cence imaging reveals asymptom-
atic bacterial burden in non-heal-
ing wounds.18 A 60-year-old male 
with type 1 diabetes was being man-
aged at a diabetes limb salvage service 
for a left plantar heel ulcer of 5 months’ 
duration. He had a history of Charcot 
neuroarthropathy with previous mid-
foot corrective surgery and left calcane-
al shaving for a similar ulcer 15 months 
previously. The patient was compliant 
with offloading through a total contact 
cast and had good vascularity. The pa-
tient did not have a history of wound 
infection and was regularly assessed as 
negative for clinical signs and symptoms 
of infection, and therefore was being 
treated with non-antimicrobial dressings 

and sharp debridement at clinic visits 
every 4 weeks. 

At the time of the clinical visit, the 
patient was assessed using an interna-
tionally recognized checklist for clini-
cal signs and symptoms of infection. 
No pain, hypergranulation or friable 
granulation, odor, erythema, warmth, 
swelling, or purulent discharge were 
present, but wound breakdown was 
observed. The patient’s wound had de-
teriorated from 2.2 cm2 to 7.8 cm2 over 
the previous 4 weeks. 

The wound was therefore imaged 
with the MolecuLight i:X to deter-
mine whether high bacterial loads 
were present without further symp-
toms (Figure 3). Fluorescence images 
were captured after wound cleansing 
but prior to any debridement, revealing 
red fluorescence (bacterial loads >104 
CFU/g) throughout the periwound 
region. This region had not been spe-
cifically targeted with previous treat-
ment plans. The wound was re-imaged 
after sharp debridement performed by 
a vascular surgeon, revealing persistent 
red (bacterial) fluorescence in the lat-
eral aspect of the wound. As a result, 
the surgeon changed the treatment 
plan to include a honey based anti-
microbial dressing and more frequent 
(biweekly) clinical assessments. No an-
tibiotics were prescribed. 

Over the next 2 weeks the red fluo-
rescent signal completely resolved, and 
the wound reduced in size by 45% to 
4.37 cm2. Offloading was maintained 
and the wound continued a positive 
healing trajectory to closure without 
further incident. 

This is a single case example of how 
the fluorescence imaging procedure was 
used by a physician to obtain informa-
tion on diabetic foot ulcer bacterial 
presence, load, and location, resulting 
in a treatment plan change that led the 
wound to healing. Prospective studies 
have demonstrated that the periwound 
region can harbor high bacterial loads 
that are detected by fluorescence im-
aging and that treatment plan changes 
to target these loads through aggressive 
debridement and the use of antimi-
crobial agents can eradicate the bacte-

rial fluorescence signal and shift wounds 
onto a positive healing trajectory.10,12,13,19 

A small prospective study by Cole and 
Coe reports that wounds with red fluo-
rescence on fluorescence images are, on 
average, experiencing breakdown to in-
crease in size, and that once red fluores-
cence is eliminated, the wound size be-
gins to rapidly decrease (average weekly 
area decrease of 27%).12 

Case 2: MolecuLight reveals as-
ymptomatic bacterial burden in a 
non-healing wound. A 39-year-old 
female suffered a pressure injury on her 
right hip after a fall left her immobile on 
the floor for two days. The wound ex-
hibited delayed healing beyond expec-
tations and was present for more than 
6 months. The wound measured 2.5 x 
0.3 x 0.6 cm. In the two weeks prior, 
there were no indications of wound in-
fection. At the time of the clinical visit, 
the patient was assessed using an inter-
nationally recognized checklist for clini-
cal signs and symptoms of infection. No 
pain, hypergranulation or friable granu-
lation, odor, erythema, warmth, swell-
ing, or purulent discharge were present; 
delayed healing was the only symptom 
observed. The clinician developed a 
4-week treatment plan based on this 
assessment that consisted of home care 
visits 3 times/week for wound cleansing 
with saline, mechanical debridement, 
and gauze dressing changes, along with 
continued offloading. In addition, the 
treatment plan also included biweekly 
clinic visits for cleansing with HOCL, 
sharp debridement, gauze dressing, and 
collagen application. 

As part of a prospective, controlled 
clinical trial, the wound was imaged 
with the MolecuLight i:X to look for 
signals from bacteria.11 Images taken 
after cleansing revealed widespread red 
fluorescence (indicative of bacterial load 
>104 CFU/g) throughout the wound 
bed and surrounding periwound tissues 
(Figure 4). As a result, the wound was 
biopsied, and a new treatment plan was 
recorded to address the bacterial burden 
detected via fluorescence imaging. The 
new treatment plan included increased 
cleaning with HOCL (twice per day), 
a larger target area for wound hygiene, 
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and biweekly sharply debridement. The 
presence of bacterial fluorescence also 
prompted the clinical to add a topical 
antimicrobial to the gauze dressing. An-
tibiotics were not prescribed. The fluo-
rescence images were then shown to 
the patient and used to facilitate patient 
education and compliance with the 
new treatment plan. Biopsy results later 
confirmed a bacterial load of 9 x 105 
CFU/g (Staphylococcus and Providencia), 
a load known to delay wound healing.7

FREQUENTLY ASKED QUESTIONS  
AND ANSWERS 

How do I bill for more than one 
wound on the same anatomic re-
gion? When submitting a claim, include 
units regarding the number of wounds 
per anatomic site. Support the work 
with documentation and images from 
the MolecuLight i:X system. Do report 
using the DarkDrape or the method 
used to create the proper darkness to 
identify the bacteria fluorescence. Code 
0599T if there is one wound on a sec-
ond anatomic site imaged and treated 
during the same patient encounter. 

Can I bill this in addition to de-
bridement or another procedure 

during the same office visit? It is 
possible that the patient encounter may 
be only for the imaging of the bacte-
ria causing infection. However, if other 
procedures were performed during this 
patient encounter, then yes, this pro-
cedure would be billed in addition to 
other wound care procedures being per-
formed. If during the patient encounter 
the wound is cleansed with non-sharp 
debridement as needed, then imaged 
once again by using the procedure, the 
clinician may bill code 97597 as well. 
Only use codes that explain the physi-
cian work and treatments provided at 
the time of the patient encounter. At 
this time physicians have billed using the 
codes as described. Code 0598T with 
the HCPCS codes E1399 and A4649 
for one wound at one anatomic site. 
When more than one wound was pres-
ent units were provided if on the same 
anatomic site. Where additional services 
were provided, they have billed debride-
ment codes with the MolecuLight i:X 
procedure. See Table 1 for an example. 

If a patient has more than two 
wounds, would I bill for more than 
two procedures? If the second wound 
is within the same anatomic site code 

0598T, units to reflect the number of 
wounds would be reported. Verify in 
the medical documentation the clinical 
need for verification of the presence of 
infection. Report the imaging findings 
with regards to the presence of patho-
genic bacteria if present. If the second 
wound is on a different anatomic site, 
then code 0599T would also be used, 
noting the number of wounds in the 
second or third sites. Authentication of 
the medical necessity, results, and clini-
cal decision making is supported with 
images from the MolecuLight i:X sys-
tem. Do report the number of Dark-
Drapes used or the method used to 
create the proper darkness to identify 
the bacteria fluorescence. 

How many times can I perform 
the procedure on same patient? 
Would images be taken weekly? Ap-
plication of the procedure is based on 
the clinician’s medical judgement and 
understanding of the patient’s under-
lying comorbidities. When providing 
the medical procedure note the clini-
cal need for verification of the presence 
of infection and pathogenic bacteria. 
Wounds with bacterial or infection 
challenges may need to be imaged more 
frequently (e.g. biweekly), then less fre-
quently when the infection has been 
brought under control. Always support 
the work with documentation and im-
ages from the MolecuLight i:X system.

Can I bill for use of this proce-
dure in a long-term care setting? At 
this time, the two codes may be submit-
ted on the physician bill to report the 
physician work. The medical documen-
tation would note the place of service, 
medical necessity, bacterial infection 
image, findings, and medical decision 
making, include the treatment or treat-
ment plans. If the physician has brought 
their entire MolecuLight i:X device and 
DarkDrape then it would be appropri-
ate to bill for the device components. 
If the facility purchased the device and 
DarkDrape, then the physician would 
not include the HCPCS codes on their 
claim to the patient’s insurer. 

How do I handle a denial? Re-
fer to the payer’s denial resubmission 
and appeal process. Generally, it is ap-

FIGURE 4. Standard and fluorescence images of a pressure injury captured using the 
MolecuLight i:X and DarkDrape. Presence of bacterial (red) fluorescence prompted the 
clinician to develop a new treatment plan to target removal of bacteria with more frequent 
wound hygiene and application of antimicrobial. 

Standard Image Fluorescence Image
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propriate to resubmit the patient’s claim 
including all medical documentation 
from the patient encounter(s). The 
documentation should include detailed 
information of the MolecuLight i:X 
procedure being performed, the place 
of service, use of the DarkDrape, find-
ings per wound, treatment provided and 
patient outcome or planned next visit. 
The company will provide reimburse-
ment hotline assistance to help with the 
denial process. 

What has been the experience 
thus far before the Category III 
codes? Healthcare providers have been 
billing the unlisted procedure codes and 
the HCPCS codes. Some payers are re-
imbursing when these codes are pro-
vided. Actions are underway to advance 
payment across the U.S. 

Why should I bill a Category 
III code? Using these codes when re-
porting the procedure to the patient’s 
insurance company is part of the nec-
essary process to obtain coverage and 
payment. Furthermore, as requested by 
the AMA CPT Coding Committee, 
use of the code aids tracking the adop-
tion of the new procedure and informs 
medical insurers about the physician 
work, needed devices and clinical value 
of the new procedure. 

Which bacterial species are de-
tectable? Evidence to date reports that 
most common wound pathogens (87%) 
are detectable once they reach loads of 
>104 CFU/g, and this includes each 
of the World Health Organization’s 
“priority pathogens of concern” (Aci-
netobacter, Pseudomonas, and the Entero-
bacteriaceae family), called out by WHO 
due to multi-drug resistance.8 Earlier 
detection of these pathogens before an 
infection begins to spread could alle-
viate the need for antibiotics, treating 
them locally instead.

How does this information in-
fluence treatment plans? Several 
prospective studies assessing the impact 
of the MolecuLight imaging procedure 
on treatment planning report the in-
formation improved decisions leading 
to more focused treatment. The most 
frequently reported changes were more 
extensive wound hygiene (i.e. cleaning 

or debriding to remove the bacteria), 
and monitoring of the wound bed to 
establish readiness for application of 
skin grafts, substitutes, and other thera-
pies contraindicated when high bacte-
rial loads are present.5,11,12,19,20 

Will detecting more wounds 
with bacteria impact antibiotic 
overuse? Antibiotics are currently 
overused in wound care, perhaps more 
so than in any other medical field con-
tributing to the pervasive problem of 
antimicrobial resistance (AMR). The 
lack of objective information on bac-
teria in wounds is the primary reason 
for that overuse—the clinician is un-
sure and so antibiotics are prescribed 
“just in case.”21 Studies to date have 
highlighted the significant impact of 
fluorescence imaging of bacteria on 
antimicrobial selection, such as choos-
ing a product appropriate against Pseu-
domonas when a cyan fluorescence 
colour is seen, or adding a topical 
antimicrobial, as seen in the example 
cases.5,11,12 A recent study revealed that 
use of fluorescence imaging facilitated 
evidence-based deployment of antimi-
crobials and more aggressive debride-
ment, putting poorly healing wounds 
onto a rapid healing trajectory without 
any use of antibiotics.12 

Are patient outcomes improved? 
Yes, there is compelling evidence from 
two longitudinal studies showing that 
elimination of bacterial fluorescence 
through targeted debridement correlat-
ed with accelerated wound area reduc-
tion (p=0.017) and increased healing 
rates (p<0.05).12,13  

SUMMARY  
Category III codes 0598T and 0599T 

are available July 1, 2020 to report the 
novel Non-Contact Real-Time Fluo-
rescence Wound Imaging of Bacteria 
Infection. Two codes were provided to 
report wounds on different anatomic 
sites. At this time miscellaneous HCPCS 
codes may be used to report the Mole-
cuLight i:X DME device and the one-
wound-use DarkDrape to create the 
mandatory darkness for fluorescence 
imaging to produce the colors that are 
related to bacteria location, load and 

pathogenicity. The DarkDrape is used 
across physician offices and multiple 
other patient care settings due to its 
portability and capability of physicians 
in their office to remotely work with a 
QHP at the point-of-care. Growth of 
the procedure is seen in the inpatient 
settings and is growing in home health 
care and domicile settings driven by the 
COVID-19 restrictions to reduce dis-
ease transmission. 

A strong body of clinical evidence 
demonstrates the medical necessity and 
value of this novel, non-invasive, diag-
nostic imaging procedure in wound 
care. Clinical studies consistently report 
the high reliability of this point of care 
imaging procedure to accurately detect 
the presence of infection-causing bacte-
ria in wounds. Earlier detection of bac-
teria and infection at the point-of-care 
improves treatment planning and, most 
importantly, wound outcomes deliver-
ing value to the clinician, patient, payers 
and healthcare system. n

Leah Amir, MSc, MHA, is the Executive 
Director of the Institute for Quality Resource 
Management. 
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