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 Organization Affiliation  EyeNet is a member benefit for American Academy of Ophthal-
mology (AAO) Members and Members in Training worldwide. 
It also is a benefit for American Academy of Ophthalmic  
Executives (AAOE) Members.

 

  AAO membership includes 93% of practicing U.S.  
ophthalmologists.

   AAOE membership includes approximately 6,000 office  
administrators, managers, and physicians.
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 Advertising ACCEPTANCE AND COPY RESTRICTIONS:  Subject to approval by the  
  Academy
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EyeNet is the Academy’s official newsmagazine and  

the premier source among the ophthalmic trade press 

of credible information for ophthalmologists. EyeNet 

delivers practical clinical information that  

can be applied immediately in patient care, plus  

coverage of a broad range of subjects of interest to 

ophthalmologists, including business and news  

—all in a concise, highly readable format.
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News in Review
commentary and perspectives

W
hen it comes to severe intraoperative  

f loppy iris syndrome (IFIS), does the  

type of alpha blocker make a difference? 

According to a newly published study, 

the answer is yes: Severe 
IFIS is more likely to occur 
with tamsulosin (Flomax), 
which is selective for the al-
pha

1A
 receptor subtype, than 

it is with alfuzosin (Uroxa-
tral), a nonselective alpha

1
 

antagonist.1 In addition, 
the study reports the new 
finding that moderate to 
severe IFIS can occur even 
in patients who have never 
taken an alpha blocker when 
epinephrine is omitted from 
the irrigating solution dur-
ing phacoemulsification.

Part of what has made 
tamsulosin the most-pre-
scribed alpha blocker for 
benign prostatic hyperplasia 
(BPH) is its receptor selec-

tivity, which reduces the 
risk of postural hypotension 
compared with nonselective 
alpha blockers such as tera-
zosin (Hytrin) and doxa-
zosin (Cardura). However, 
alfuzosin, the newest nonse-
lective alpha blocker, is con-
sidered clinically uroselec-
tive in that it rarely causes 
postural hypotension. 

The study. For this 
multicenter prospective, 
masked, controlled com-
parison of the two clinically 
uroselective drugs, David 
F. Chang, MD, Cedric 
Schweitzer MD, and col-
leagues evaluated 226 eyes. 
The study was conducted in 
France, where alfuzosin is 

more commonly prescribed 
than in the United States. In 
an effort to avoid masking 
or preventing IFIS, intra-
cameral use of epinephrine 
or phenylephrine was not 
permitted (including in the 
irrigation bottle).

Severe IFIS—iris billow-
ing and prolapse with 2 mm 
or more of pupil constric-
tion—was noted in 24 of 70 
tamsulosin eyes (34.3 per-
cent), 7 of 43 alfuzosin eyes 
(16.3 percent), and 5 of 113 
control eyes (4.4 percent). 

In both a secondary 
analysis of the control group 

and a separate substudy of 
127 additional eyes in which 
epinephrine was not added 
to the irrigation bottle, 14 of 
113 control eyes (12.4 per-
cent) and 17 of 127 substudy 
eyes (13.4 percent) experi-
enced moderate to severe 
IFIS, which the investigators 
attributed to the absence of 
epinephrine. 

Mechanism of action. 
Why does tamsulosin have 
a greater effect on the iris 
than nonselective alpha 
blockers do? Moreover, why 
does IFIS persist despite 
discontinuation of the drug? 

IFIS Severity Varies by 
Type of Alpha Blocker 

IFIS. Severe intraoperative floppy iris syndrome was signifi-
cantly less likely to occur in patients taking alfuzosin than 
tamsulosin. Both are clinically uroselective agents.
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Clinical Update

Telemedicine for ROP Screening, Part 2:
Guidance From Early Adopters

by annie stuart, contributing writer 
interviewing michael f. chiang, md, darius m. moshfeghi, md,  

graham e. quinn, md, msce, and daniel t. weaver, md

I
n last month’s Clinical Update, 
four experts described the rea-
sons for and role of digital reti-
nal photography in screening 
for retinopathy of prematurity 

(ROP). In Part 2, these early adopt-
ers share the practical lessons they’ve 
learned in setting up successful ROP 
telemedicine programs.

Program Planning and Adoption
There is no off-the-shelf model for 
an effective ROP screening program. 
However, there are common elements 
in starting the process: identifying 
needs and benefits and obtaining buy-
in from all stakeholders. 

Needs: Overcoming workforce and 
training challenges. Adding tele-
medicine to an institution’s screen-
ing protocols might help overcome 
workforce and training difficulties, 
according to Michael F. Chiang, MD, 
at Oregon Health & Science University 
in Portland. A recent Web-based sur-
vey he and his colleagues conducted 
of pediatric ophthalmology and retina 
fellows’ training for ROP care raised 
some concerns.1 

“In a lot of cases, our trainees are 
not learning this very well and are 
sometimes missing critical diagnoses,” 
he said. “And in many major institu-
tions, fellows are the only ones doing 
the ROP exams—no attendings are 
seeing these babies.” One-third of 
survey respondents said they were the 
only ones examining babies in up to 
two-thirds of cases.

“This gets to the fact that it’s hard 

to examine babies, tough to get to the 
newborn intensive care unit [NICU], 
and challenging to get two people there 
at the same time,” he said. “Sometimes 
the ophthalmologists doing the exams 
may not want to do them and may 
not be the most experienced at doing 
them.”

Benefits: Improving efficiencies. 
When you’re considering a telemedi-
cine program, try to quantify how it 
might facilitate your practice, advised 
Graham E. Quinn, MD, MSCE, at the 
Children’s Hospital of Philadelphia. 
Dr. Quinn is the lead investigator for 
the multicenter e-ROP trial.  

Are you going to the nursery every 
week to perform binocular indirect 
ophthalmoscopy (BIO) on babies? 
Could screening via telemedicine, even 
in your own hospital, help you extend 
that period to every two, or even four 
weeks—only when babies must be 
examined to consider treatment? Dr. 
Quinn said that it could be a real time-
saver if telemedicine could reduce by 
20 to 50 percent the number of babies 
who need in-person ROP screening. 
These potential efficiencies might 
serve as an opening to conversations 
with hospital administrators about 
support for a telemedicine program.

Getting broad buy-in. Darius M. 
Moshfeghi, MD, is director of tele-
medicine at Byers Eye Institute at 
Stanford University Medical Center 
in Palo Alto. He founded and directs 
the Stanford University Network for 
Diagnosis of Retinopathy of Prematu-
rity (SUNDROP) telemedicine screen-

RO P  P r og r e s s i on

(1) Fundus of infant born at 24 
weeks, weighing 700 g. (A) Normal 
exam at 31 weeks gestational age. 
(B) Exam at 34 weeks shows border-
line pre-plus disease. (C) Exam at 
37 weeks shows progression to plus 
disease.  

P E D I AT R I C S

1A

1B

1C
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BEAT THE CLOCK

�  Register Now—Many Fees 
Increase After Aug. 6
Since June 25, Academy and AAOE 
members have been able to register for 
AAO 2014 (Oct. 18-21) and Subspe-
cialty Day (Oct. 17-18). Starting July 9, 
registration for nonmembers is open. 
When you register, be sure to purchase 
the Academy Plus course pass and any 
tickets that you need. 

After Aug. 6, there will be an in-
crease in many fees, including for 
Subspecialty Day registration, the 
Academy Plus course pass, and non-
member AAO 2014 registration. Regis-
ter by Aug. 6, and you will save money, 
and your badge and materials will be 
mailed to you. 

AAO 2014 registration includes ac-
cess to the following:
· Exhibition 
· Academy Café panels 
· Learning Lounge discussions 
· Opening Session 
· Original paper sessions 
· Scientific posters and poster tours 
· Spotlight Sessions 
· Symposia 
· Technology Pavilion presentations 
· Videos on Demand  
 Purchase the Academy Plus course 
pass to attend any Academy or AAOE 
instruction course. Details can be 
found at www.aao.org/pass.

Purchase individual tickets for 
Skills Transfer labs, Subspecialty Day 
meetings, Breakfasts With the Experts, 
and specific AAOE sessions.

Register now at www.aao.org/regis 
tration.

�  Reserve a Room
As of July 9, nonmembers can reserve 
hotel rooms online at www.aao.org/
hotels. Or call Expovision, the Acad-

emy’s official housing company, at 
866-774-0487 (toll-free from the U.S. 
and Canada) or 1-703-770-3908 (inter-
national).

For more hotel and travel informa-
tion, including international group 
housing, visit www.aao.org/hotels. 
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�   DON’T MISS THESE SESSIONS. AAO 2014 offers programs in various formats 
to meet your educational objectives. Highlights include the following:

Opening Session. Be sure to attend the Opening Session on Sunday, Oct. 19, 
to kick off AAO 2014. The Laureate Recognition awardee is Jerry A. Shields, MD, 
and the Jackson Memorial Lecture will be given by Hans Grossniklaus, MD, MBA.

Joint SOE sessions. How does the practice of ophthalmology differ between 
the United States and Europe? Find out during three joint “View Across the 
Pond” sessions about cataract and IOL, cornea, and retina. Additional joint ses-
sions include Ethics & Professionalism: Why Should I Care? and Conference for 
Ophthalmic Educators: Improving Teaching Effectiveness.

Breakfast With the Experts roundtables. Enjoy a buffet-style breakfast while 
experts lead informal discussions on the latest trends—there are more than 102 
roundtables to choose from. The breakfasts take place Sunday, Oct. 19, through 
Tuesday, Oct. 21, 7:30-8:30 a.m. Seating is limited, so buy your tickets when 
you register. Tickets can be purchased in advance for $25, or onsite for $35.
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EyeNet Is the Answer
When the question is, “How does our brand maximize return 

on investment?” keep in mind these top three reasons to 

make EyeNet the cornerstone of your marketing campaign.

1. WIDEN YOUR REACH, WIDEN YOUR WALLET. EyeNet’s CPM 

makes it the best value among competing publications such as Ocular 

Surgery News, Ophthalmology Times, Ophthalmology Management, Review 

of Ophthalmology, and EyeWorld.

2. DRAW ON THE AAO’S REPUTATION. Companies that advertise in 

EyeNet benefit from the Academy’s status as the premier association for 

ophthalmologists. Readers trust EyeNet because of its balanced approach, 

making it the most reliable newsmagazine for ophthalmologists. Ensure 

that your brand profits by partnering with EyeNet, the Academy’s news-

magazine.

3. HIT EVERY MEDIUM. With EyeNet, you’ll get packages tailored to 

your budget, targeted audience, and timeline. Take advantage of mul-

tiple channels to reinforce your brand, including video, print cover tips, 

e-mail blasts, website banner advertising, and more. EyeNet will create 

a customized, all-encompassing solution to harness our readers for your 

marketing objectives. 

LET US CREATE YOUR CAMPAIGN NOW. 
Contact M.J. Mrvica Associates at  
856-768-9360 or mrvica@mrvica.com.

JOURNAL  CIRCULATION (1X) PAGE 4/C CPM

EyeNet 22,000 $5,061  $230 

Review of Ophthalmology 21,270 $6,695  $315 

EyeWorld 22,819 $7,545  $331

Ophthalmology Times 21,638 $7,325  $339

Ocular Surgery News 17,819 $6,835  $384

Ophthalmology Management 18,218 $7,140  $392

w w w . e y e n e t . o r g / a d v e r t i s e  3
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CATARACT
Steven I. Rosenfeld, MD, FACS
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Warren E. Hill, MD
Jason J. Jones, MD
Boris Malyugin, MD, PhD
Cathleen M. McCabe, MD
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Robert H. Osher, MD
Abhay R. Vasavada, MBBS
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OPHTHALMOLOGY
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Janet Y. Tsui, MD

CORNEA /EXTERNAL DISEASE
Christopher J. Rapuano, MD
SECTION EDITOR
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SECTION EDITOR
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Jeffrey M. Liebmann, MD
Steven L. Mansberger, MD,  
 MPH
Anthony D. Realini, MD
Angelo P. Tanna, MD

LOW VISION
Mary Lou Jackson, MD
Lylas G. Mogk, MD

NEURO-OPHTHALMOLOGY
M. Tariq Bhatti, MD
SECTION EDITOR

Kimberly Cockerham, MD, FACS
Helen V. Danesh-Meyer,   
 MBChB, MD
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OPHTHALMIC ONCOLOGY
Arun D. Singh, MD
SECTION EDITOR

Zélia M. Corrêa, MD, PhD
Tatyana Milman, MD

OPHTHALMIC PATHOLOGY
Sander Dubovy, MD
Deepak Paul Edward, MD

OPHTHALMIC PHOTOGRAPHY
Michael P. Kelly, FOPS

PEDIATRIC OPHTHALMOLOGY
David A. Plager, MD
SECTION EDITOR

Michael F. Chiang, MD
Jane C. Edmond, MD
David G. Hunter, MD, PhD
Frank Joseph Martin, MD

PLASTIC AND
RECONSTRUCTIVE SURGERY
Evan H. Black, MD
SECTION EDITOR

George B. Bartley, MD
Bita Esmaeli, MD
Andrew R. Harrison, MD
Bobby S. Korn, MD, PhD

REFRACTIVE SURGERY
George O. Waring IV, MD
SECTION EDITOR

Daniel S. Durrie, MD
Alaa ElDanasoury, MD
George D. Kymionis, MD, PhD
J. Bradley Randleman, MD
Marcony R. Santhiago, MD
Roger Steinert, MD
Sonia H. Yoo, MD

RETINA / VITREOUS
Julia A. Haller, MD
SECTION EDITOR

Kimberly A. Drenser, MD, PhD
Sharon Fekrat, MD
Mitchell Goff, MD
M. Gilbert Grand, MD
Lawrence S. Halperin, MD
Nancy M. Holekamp, MD
Andreas K. Lauer, MD
Jeffrey L. Marx, MD
Kyoko Ohno-Matsui, MD
Adrienne Williams Scott, MD
Ingrid U. Scott, MD, MPH
Gaurav K. Shah, MD
Richard F. Spaide, MD

UVEITIS
Gary N. Holland, MD
SECTION EDITOR

H. Nida Sen, MD
Steven Yeh, MD
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M
ucormycosis is an ag-
gressive opportunistic 
fungal infection, also 
known as phycomycosis 
and zygomycosis. Al-

though mucormycosis can affect other 
parts of the body such as the lungs 
and gastrointestinal tract, this review 
focuses on the rhinocerebral-orbital 
type. It is caused by organisms of the 
family Mucoraceae (including the gen-
era Mucor, Absidia, and Rhizopus).1 

The fungus that causes the disease 
is ubiquitous in nature and is found 
in soil and on decaying vegetation. 
Because the fungus is so widespread, 
humans are exposed to it on a regular 
basis. The spores of the fungus are 
inhaled through the mouth and nose, 
but infection rarely occurs in a person 
with an intact immune system because 
macrophages phagocytize the spores. 
However, an immunocompromised 
individual is unable to mount an ef-
fective immune response against the 
inhaled spores; thus, germination and 
hyphae formation occur and infection 
develops, most commonly in the si-
nuses and lungs. 

When the fungus invades the pa-
ranasal sinus mucosa, it may spread 
directly to the orbital apex and, from 
there, gain intracerebral access. Mu-
cormycosis is difficult to diagnose ear-
ly, as patients often present with non-
specific symptoms. By the time signs 
of orbital apex involvement develop, 
it is often too late to save the patient’s 
vision, or even the patient’s eye or life. 
The presentation is typically a rapidly 

progressive infection, and the disease 
is associated with a high mortality rate.

Epidemiology
The disease has a predilection for 
distinct patient populations. These 
include individuals with diabetes mel-
litus (especially those with diabetic 
ketoacidosis); persons who have re-
ceived multiple blood transfusions; 
immunocompromised patients with 
severe neutropenia such as those with 
transplants or hematopoietic malig-
nancies; or those on chronic steroids 
or immunosuppressants.2,3 

Pathogenesis
Diabetic or immunocompromised 
patients most commonly present with 
sinus disease. The organisms often 
invade the paranasal sinus mucosa; 
they may remain contained there or 
progress into the orbit or brain paren-

chyma, causing sino-orbital and/or 
rhinocerebral infections, respectively.3 
The fungal hyphae directly invade 
blood vessels, producing tissue infarc-
tion and massive necrosis with bone 
destruction.4-6 

The ethmoid sinus is an important 
route of infection, since mucormycosis 
may invade through the thin lamina 
papyracea and gain access to the orbit 
and its contents. From here, the organ-
isms may extend posteriorly to the 
orbital apex, leading to orbital apex 
syndrome. The optic nerve may be af-
fected, resulting in vision loss. Involve-
ment of the superior orbital fissure and 
its contents, such as cranial nerves III, 
IV, and VI, and branches of V1 and V2, 
may cause diplopia, ophthalmoplegia, 
and sensory loss to the correspond-
ing areas of the cornea and face. With 
further posterior extension, the fungus 
may gain access to the cavernous sinus 

Ophthalmic Pearls

OCULOPLASTICS

Diagnosis and Management of 
Orbital Mucormycosis

by courtney y. kauh, md, ms, and christine c. nelson, md, facs 
edited by sharon fekrat, md, and ingrid u. scott, md, mph

Orbital imaging. (1A) CT of the orbits shows opacification of the right parana-
sal sinus. (1B) MRI demonstrates correlating nonenhancement of the right nasal 
sinus mucosa.

1A 1B
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nce thought to be very different from one another, vitreomacular traction (VMT) syn-
drome, macular hole, and some macular puckers are now understood to be manifestations 
of the same fundamental problem: anomalous posterior vitreous detachment (PVD) with 
persistent vitreomacular adhesion (VMA). Moreover, this problematic combination of PVD 
and VMA is also associated with retinal tears and detachment, diabetic retinopathy (DR), 

and exudative age-related macular degeneration (AMD).1 
Although there have been many advances in the treatment of these vitreomacular interface diseases, 

viewpoints differ on the best approaches, particularly the current role of pharmacologic vitreolysis.2

“We are all born with a vitreous gel that is optically clear and 100 percent gel, but the process of the 
gel liquefying over time is life-long,” said Nancy M. Holekamp, MD, at the Pepose Vision Institute in 
St. Louis. “When we’re 100 years old, it’s 100 percent liquid and full of f loaters.” 

As a gel, the vitreous adheres to the retina everywhere on its surface, like Velcro. “By our mid-60s, 
enough of the gel has liquefied to start sloshing around in the eye, with the remaining solids pulling 
on the retina,” Dr. Holekamp explained. At the same time, there is a weakening of the “Velcro” be-
tween the posterior vitreous cortex and the retina. When this two-step process is synchronized, as it 
is in most people, the vitreous pulls free of the retina, typically causing floaters, and that’s the end of 
the story. This is called posterior vitreous detachment, or PVD.

Pathophysiology. In some instances, the vitreous gel has liquefied, but the adhesion of the vitre-
ous to the macula (VMA) has not weakened, resulting in anomalous PVD. The vitreous can split 
(partial-thickness PVD), creating traction on the retina. When traction occurs in the macula, VMT 
syndrome can occur (as well as exacerbation of DR and AMD). If the direction of tangential trac-
tion is outward, a macular hole may form, explained Jerry Sebag, MD, at the VMR Institute and the 
Doheny Eye Institute in California. If traction goes inward, macular pucker may result.3,4

By GaBrielle Weiner, Contributing Writer

Four experts weigh in on what to 

consider when helping patients  

decide on their course of treatment.
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January
Generic Drugs
Several generic drugs used in 
ophthalmology have experienced dra-
matic price increases. EyeNet takes 
a closer look at the phenomenon to 
determine the reasons behind it and 
to see how doctors and patients are 
coping with this change.  

clinical updates

Cataract l Glaucoma l Retina

February
Spotlight on Cataract 
Revisiting the excitement from the 
Spotlight on Cataract session during 
last October’s AAO 2014, EyeNet 
presents a variety of surgical cases, 
along with audience poll questions 
and answers, and expert commentary 
about the poll results.

clinical updates

Comprehensive l Oculoplastics l 
Retina

March
Dry AMD
The AREDS formulation may be 
your treatment for dry AMD patients 
now, but many new options are in 
the pipeline. A review of the most 
promising therapies in development, 
with an update on research and trial 
results. 

clinical updates

Oncology l Pediatrics l Cornea

distributed at apao

April 
Astigmatism Management
New systems for astigmatism man-
agement in cataract surgery have 
come to market recently. How are 
they similar—how do they differ? 
What you need to know to get the 
best results for your patients.

clinical updates

Comprehensive l Neuro l Trauma

distributed at ascrs

May
ACA and Ophthalmology 
The Affordable Care Act is changing 
the face of medicine. How has  
it impacted ophthalmology thus  
far? How will it affect your practice 
in the next few years? A discussion 
with the experts. 

clinical updates

Glaucoma l Pediatrics l Refractive

distributed at soe

June
Pseudoexfoliation Syndrome
Not just a Scandinavian disease, 
pseudoexfoliation syndrome is the 
most common cause of secondary 
open-angle glaucoma—and it has  
a major impact on cataract, as well. 
How to manage these challenging 
patients in the clinic and the operat-
ing room. 

clinical updates

Comprehensive l Oculoplastics l 
Retina 

destination aao 2015, part 1

July
All About Retina
From diabetic retinopathy and 
age-related macular degeneration 
to inherited retinal dystrophies, this 
special retina-focused issue brings 
various experts together to discuss 
controversies in medical manage-
ment, surgical technique, and 
patient care.

clinical updates from a retina 
perspective

Cornea l Glaucoma l Oncology 

destination aao 2015, part 2
distributed at paao 

August
A Team-Based Approach to  
Cataract Surgery
Practices with one femtosecond laser 
are adopting new operating proce-
dures—for example, one surgeon 
may handle the femtosecond laser 
while another performs phacoemul-
sification. These new paradigms 
may yield benefits for non-femto 
practices, too.

clinical updates

Comprehensive l Neuro l Retina

destination aao 2015, part 3
distributed at escrs  

September 
Glaucoma Progression
Optical coherence tomography has 
become increasingly important 
in monitoring glaucoma progres-
sion—but its usefulness depends on 
accurate interpretation. How to really 
understand what you’re seeing. Plus 
pearls for patient management. 

clinical updates

Cataract l Refractive l Pediatrics

destination aao 2015, part 4

October
The Swollen Optic Nerve
With causes ranging from infectious 
to vascular to malignant, the swollen 
optic nerve is a crucial, but often 
mystifying, sign. And the patient’s 
vision or even life may depend on 
your timely diagnosis. Expert advice 
for sorting it out.

clinical updates

Comprehensive l Cornea l Oculo-
plastics

destination aao 2015, part 5

November
AAO 2015 Meeting Issue
Myopia Research
Recent studies point to the possibil-
ity that myopia progression can be 
slowed or halted through medical, 
surgical, or optical approaches. An 
overview of the research to help you 
tell the hype from the substance in 
this evolving field.     

clinical updates

Neuro l Glaucoma l Retina

destination aao 2015, part 6
distributed at aao 2015 

December
OCT Roundup
Your guide to recent developments 
in optical coherence tomography: a 
case-based approach using multiple 
images to demonstrate the applica-
tion of anterior and posterior seg-
ment OCT techniques to specific eye 
diseases.

clinical updates

Comprehensive l International l 
Uveitis
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2015 EDITORIAL CALENDAR: THE BEST IN CLINICAL INSIGHTS, 12 TIMES A YEAR 



With EyeNet Magazine at the center of your marketing plan, you are guaranteed  

a loyal and avid reader base. Build out from that core with EyeNet’s satellite offer-

ings: AAO 2015 print and electronic publications, custom supplements offered 

throughout the year, and digital opportunities to engage your audience when and 

how they choose to read the magazine. 

AAO 2015 Opportunities
ACADEMY LIVE. Capture the attention of ophthalmologists worldwide with Academy Live, 
EyeNet’s clinical e-newsletter reported over four days in Las Vegas. Academy Live keeps 
ophthalmologists on top of news from Subspecialty Day and AAO 2015 and is e-mailed to 
more than 72,000 recipients. 

DESTINATION SERIES. AAO 2015 attendees turn to this six-part series in EyeNet for dead-
lines, event previews, interviews, sneak peeks, and more (June to November).

ACADEMY NEWS. The Academy’s convention tabloid provides extensive meeting news and 
information. There are two editions—one distributed on Friday, the other on Sunday—
displayed in high-visibility locations throughout the hall. The Friday edition guarantees 
distribution via a door drop to 11,000+ attendees. 

GUIDE TO ACADEMY EXHIBITORS. The ONLY printed exhibitor list for AAO 2015! Various 
levels of advertising are available. Its distribution is guaranteed to meeting attendees.

EYENET “BEST OF” COLLECTIONS. Each edition recaps the important discoveries, issues, 
and trends in a subspecialty. Cornea, Glaucoma, and Retina editions are distributed at 
Subspecialty Day, while Refractive-Cataract is distributed at both Subspecialty Day and  
the Spotlight on Cataract Surgery session. 

ORIGINAL PAPERS & POSTERS. This pull-out booklet lists free papers and posters to 
enhance attendees’ experience at AAO 2015 and mails with the November EyeNet. 

OPHTHALMIC PHOTOGRAPHY CALENDAR. An eye-catching collection of striking ophthalmic 
images, the Calendar is distributed to meeting attendees via registration bags, and your 
corporate logo is displayed on each page.

Academy
Exhibitors
THE GUIDE TO

Exhibition  
Hall Map  

FOLD-OUT
COVER

 The Trusted Source for Clinical Insights

JANUARY 2014JANUARY 2014

THE EVOLUTION OF

HIV EYE
DISEASE

HOW TO 
MANAGE 
AND 
MONITOR

Marfan Syndrome 
in Young Patients
Options for Lens Subluxation

DSAEK 
A Step-by-Step Guide

MORNING ROUNDS

The Case of 
a Curious ScratchTHE TRUSTED SOURCE FOR CLINICAL INSIGHTS
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ACADEMY LIVE, an e-mail 
blast, is also posted to  
www.eyenet.org for 
double exposure

GUIDE TO ACADEMY 
EXHIBITORS offers  
several affordable 
advertising options

EHR SUPPLEMENT 
comes with a digital 
version that links to 
advertisers’ websites
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Year-Round Opportunities
COVER TIP ADVERTISING

INDUSTRY-SPONSORED SUPPLEMENTS

CUSTOMIZED AD PACKAGES

EHR SUPPLEMENT 

CUSTOMIZED SUPPLEMENTS

REPRINTS

The Heart of Your 
Multimedia Marketing Plan 



THE WEBSITE gets 165,000  
visitors and 225,000 page  
views per month.

THE DIGITAL EDITION has all the benefits 
of print, plus digital enhancements.
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Spotlight on Digital 
NEW! VIDEO. EyeNet offers two options for video 
advertising on www.eyenet.org. 

LEADING INTO THE MULTIMEDIA EXTRA. The 
Multimedia Extra is front and center on the 
home page. Placing a 7-second video spot at the 
beginning guarantees undivided attention from 

ophthalmologists, as they must watch the ad before viewing the clinical 
content. 

FREESTANDING. Create a stand-alone video about your product for place-
ment on www.eyenet.org. We will drive traffic to the video by mention-
ing it in a native ad in the e-TOC. 

e-TOC. This monthly e-newsletter provides all members with on-the-go 
highlights of each issue. The blast features two prominent ad positions 
that stand out in both horizontal and vertical preview panes. 

Metrics: More than 27,000 recipients, 30 percent open  
rate, and 6 percent click-through rate. 

NEW! e-TOC ADD-ON. Add a text-only native ad to the  
e-TOC to complement your print ad.  

DIGITAL EDITION. This version of the magazine combines the content of 
the print publication with multimedia and other extras. Amplify your cam-
paign with digitally enhanced advertising, ranging from toolbar branding 
and skyscrapers to premium-placement, digital stand-alone ads, video, 
and more. 

Metrics: Averages 475 unique visitors, 595 visits, and 11,720 page views 
per month. 

www.eyenet.org. Multiple advertising opportunities are available: leader-
boards (run-of-site ads), skyscrapers, buttons, and banner spaces. 

Metrics: 225,000 page views and 165,000 unique visitors per month. 

The Heart of Your 
Multimedia Marketing Plan 
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THE eTOC goes to a highly 
engaged and targeted audience.
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BEAT THE CLOCK 
n Register Now to Avoid  
Standing in Line LaterAvoid the long lines at the Registration 

area in New Orleans. Go online now  

to register for the following meetings:

• Subspecialty Day (Nov. 15-16),
• the AAOE half-day coding meet-
ings (Nov. 16), or• the Annual Meeting (Nov. 16-19).

Register by Oct. 2 to have your 
badge and registration materials 
mailed to you before the Annual Meet-

ing. 
From Oct. 3 to 23, you can still 

register online, but you will need to 
pick up your badge and other meeting 

materials onsite. After Oct. 23, you must register at 

the Morial Convention Center. The 
Academy Plus course pass, most ticket 

prices, and Subspecialty Day fees in-
crease onsite.Register now. Go to www.aao.org/

registration.

n Notify the Academy if You 
Need Special Assistance
The Academy wishes to ensure that no 

individual with a disability is excluded 

or denied services, segregated, or oth-

erwise treated differently from other 

individuals because of the absence of 

auxiliary aids or services. 
 If you need any of the auxiliary ser-

vices identified in the Americans With 

Disabilities Act, e-mail the Academy at 

meetings@aao.org.

PROGRAM
n Subspecialty Day: You Have 
Seven Meetings to Explore
Subspecialty Day opens on Friday, 
Nov. 15, with two meetings—Refrac-

tive Surgery and Retina. It gets into 
full swing on Saturday, Nov. 16, with 

the addition of five more meetings—
Cornea, Glaucoma, Neuro-Ophthal-

mology, Oculofacial Plastic Surgery, 

and Pediatric Ophthalmology.
Explore all seven meetings. If you 

register for one of the Saturday-only 

meetings, you can attend any Subspe-

cialty Day session that takes place that 

day. If you register for a two-day meet-

ing, you also can attend any session 
from either of Friday’s Subspecialty 
Day meetings.

n Program Directors Preview
the Peds and Retina Meetings
This month, program directors for the 

Pediatric Ophthalmology and Retina 

Subspecialty Day meetings share some 

of this year’s highlights. To see the full 

schedules, go to www.aao.org/2013 
and click “Subspecialty Day.”

(See July’s EyeNet at www.eyenet.
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Program

n Make the Most of your 
tiMe in the exhibit hall. 
The Annual Meeting features 
the world’s largest exhibition 
of ophthalmic technology, 
products, and services—and 
you can use the Virtual Ex-
hibition to zero in on those 
exhibitors that will be most 
useful to your practice.use the Virtual exhibition 

to plan ahead. Go to www.aao.

Destination AAO 2014
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 screenshot of Online Pro-
gram search, tk tk tk

org/2013 and select “Exhibi-
tion” from the left navigation bar. Choose your search criteria to locate exhibi-

tors by company name, booth number, product categories, or the ophthalmic 

subspecialty they relate to—or simply type a term into the search field—and the 

relevant exhibitors will be circled on the map (see screenshot). Next, click on an 

exhibitor to review its digital booth.
Create a “My expo” account. If you would like to print a personalized map of 

exhibitors, first visit the Virtual Exhibition and create a “My Expo” account by 

entering your e-mail address and choosing a password. Then you can tag the ex-

hibitors you plan to visit and click “Print.”

R E C E N T  A R T I C L E S  F R O M  E Y E N E T  M A G A Z I N E

S E L E C T I O N S

COMING SOON!
New Website 
New Ad Opps



PRODUCTION SPECIFICATIONS
Paper Stock

Inside Pages: 50 lb. text

Cover: 70 lb. cover with varnish 

DIGITAL AD REQUIREMENTS
High-resolution PDF is the preferred file format. 
These files (PDF/X-1a:2001) should be created 
using Adobe Acrobat Distiller 4.05 (or greater) 
or exported from Quark XPress or InDesign 
using the PDF/X-1a:2001 setting. All graphics 
and fonts must be embedded. Spot colors and 
RGB color should be converted to CMYK before 
creating the PDF. All trim and registration marks 
must appear outside the bleed area (1/8 inch 
from trim). Scanned images must be saved as 
high resolution (at least 266 dpi) in TIFF or  
EPS format. 

TIFF and EPS files created with Illustrator or 
Photoshop are also acceptable. Supply both 
printer and screen fonts, including fonts  
embedded in art files. If submitting an InDesign 
document (CS4 or greater), you must supply all 
fonts and art files. Line art should be scanned 
at 600 dpi. Images (TIFF or EPS) should be at 
least 266 dpi and saved in CMYK mode. 

Send the following:
• Ad file (high-resolution PDF or native files).
•  Any supporting graphics that are incorpo-

rated in the ad (e.g., logo file, images).
•  Screen and printer fonts. Fonts must still  

be included even if the ad is saved as an 
EPS file.

BINDING
Perfect Bound

 
FTP INSTRUCTIONS
Ads can also be submitted via FTP. Materials 
should be placed within a folder titled with the 
company name and issue date. 

E-mail EyeNet at cmorris@aao.org when the ad 
is uploaded.

 Server Address: ftp.aao.org
 Username: enm
 Password: provided by cmorris@aao.org

REPRODUCTION REQUIREMENTS
In order to ensure reproduction accuracy, color 
ads must be accompanied by a proof prepared 
according to SWOP standards. If a SWOP-certi-
fied proof is not supplied, the publisher cannot 
assume responsibility for correct reproduction of 
color.

The Academy is not responsible for and reserves 
the right to reject materials that do not comply 
with mechanical requirements.

INSERT REQUIREMENTS
Average run is 22,000. Contact M.J. Mrvica 
Associates for further details.

Page Unit Non-Bleed Bleed
Spread (two facing pages) 15" x 10" 161/2" x 111⁄8"

Full page 7" x 10" 83⁄8" x 111⁄8"

1/2 page (horizontal) 7" x 43/4" 83⁄8" x 51/2"

1/2 page (vertical) 31/4" x 10" 41/4" x 111⁄8"

2/3 page (vertical) 41/2" x 10" 53⁄8" x 111⁄8"

1/4 page  31/4" x 43/4" N/A

Trim
EyeNet Trim Size (Page):  81/8" x 107/8"

EyeNet Trim Size (Spread):  161/4" x 107/8"

Live Matter:   Bleed sizes include 1/8" trim from outside, bottom, top, and  
gutter. Keep live matter 1/2" from trim size of page.

EYENET  
ADVERTISING  
MATERIALS

Business Manager
EyeNet Magazine
655 Beach Street
San Francisco, CA 94109
Tel. 415.447.0325
cmorris@aao.org
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PREMIUM POSITIONS AND INSERTS 
COVER AND OTHER SPECIAL RATES

COVER 2: 35% over earned black-and-white rate.

COVER 3: 20% over earned black-and-white rate.

COVER 4: 50% over earned black-and-white rate. 

TABLE OF CONTENTS: 15% over earned black-and- 
white rate.

OPPOSITE EDITORIAL BOARD: 10% over earned black-
and-white rate.

INSERTS

2-PAGE INSERT: Two times earned black-and- 
white rate, plus $1,250 noncommissionable  
tip-in charge. 

4-PAGE INSERT: Four times earned black-and- 
white rate, plus $1,250 noncommissionable  
tip-in charge. 

OTHER ITEMS: Consult advertising representative  
at M.J. Mrvica Associates.

AGENCY INFORMATION
AGENCY COMMISSION: 15% allowed to agencies  
of record, with billing to the agency. In-house  
agencies are acceptable.

AGENCY RESPONSIBILITY:  Payment for all adver-
tising ordered and published.

EARNED RATES: Earned rates are based on the 
total number of insertions (full or fractional 
pages) placed within a 12-month period.

Space purchased by a parent company and its  
subsidiaries is combined.

EYENET WEBSITE ADVERTISING 
The home page provides high visibility for 
your advertising message and links potential 
customers to your website.

RATES Leaderboard: $3,500 net 
 Skyscraper: $3,000 net 
 Button: $800 net 
 Banner: $2,860 net  

EYENET ’S
ADVERTISING  

SALES FIRM

M.J. Mrvica Associates, Inc.
2 West Taunton Avenue

Berlin, NJ 08009
Tel. 856.768.9360
Fax. 856.753.0064

mark mrvica, kelly miller
mjmrvica@mrvica.com

Black-and-White Rates
Frequency Full Page 2/3 Page 1/2 Page 1/4 Page
1x  $2,893   $2,401   $1,880 $1,157
3x  $2,835   $2,353   $1,843 $1,134 
6x  $2,748   $2,281   $1,786 $1,099 
12x  $2,690   $2,233   $1,749 $1,076 
18x  $2,603   $2,161   $1,692 $1,041
24x  $2,574   $2,137   $1,673 $1,030 
36x  $2,517   $2,089   $1,636 $1,007 

Color Rates
Frequency Full Page 2/3 Page 1/2 Page 1/4 Page
1x  $5,060   $4,554   $4,048   $3,289 
3x  $4,959   $4,463   $3,967   $3,224 
6x  $4,807   $4,327   $3,846   $3,125 
12x  $4,706   $4,236   $3,765   $3,059 
18x  $4,554   $4,099   $3,644   $2,960 
24x  $4,504   $4,053   $3,603   $2,927 
36x  $4,403   $3,962   $3,522   $2,862

ADVERTISING INCENTIVES 
ADVERTISING CONTINUITY PROGRAM: Advertise in 
three issues and earn a free ad of equal size in  
the third issue.
CUSTOM ADVERTISING PACKAGE:  

Contact M.J. Mrvica Associates  
for details.

EYENET E-NEWSLETTER 
EyeNet’s monthly e-mail blast 
provides all members with 
on-the-go highlights of EyeNet 
content. 

 Wide skyscraper plus 
 bottom banner: 
 $2,750 per issue
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EyeNet Circulation Profile*  

Active U.S. Academy Members . . . . . . . . . . . . . . . . . . . . . . . . . . 17,321

U.S. Academy Members in Training . . . . . . . . . . . . . . . . . . . . . . . 2,244

U.S. AAOE Members (nonphysician) . . . . . . . . . . . . . . . . . . . . . . . 3,723

Online only (International Members and ..........................13,274 
Members in Training)

American Academy of Ophthalmology Members

Self-Reported Subspecialty Focus*
(primary and secondary)

Administration / Business . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 95

Anterior Segment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 956

Cataract / IOL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,097

Comprehensive Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6,956

Contact Lenses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 61

Corneal Surgery / External Disease . . . . . . . . . . . . . . . . . . . . . . . . . 1,731

Genetics . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 36

Glaucoma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,951

Low Vision Rehabilitation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33

Medical Education . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 24

Medical Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 47

Medical Retina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 579

Neuro-Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 397

Ocular Oncology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 154

Ophthalmic Pathology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 80

Ophthalmic Research . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 167

Ophthalmic Surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 213

Optics / Refraction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 36

Pediatric Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,013

Plastics / Reconstructive . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,084

Refractive Surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,108

Retina / Vitreous Surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,565

Strabismus . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 438

Trauma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 69

Ultrasound . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9

Uveitis / Immunology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 324

* SOURCE: American Academy of Ophthalmology Membership Data, August 2014.
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Narrow Networks:  
How to Stay Part of the Plan

W
ith the advent of the 
Affordable Care Act’s 
health insurance ex-
changes, narrow net-
works are increasingly 

prevalent. How will this impact your 
practice, and what can you do to make 
sure you’re included on the trimmed-
down panels of providers that insur-
ance companies offer to enrollees?  

The Use (and Abuse) of Profiling
“Insurance companies will do what 
they need to do, financially, by chan-
neling access to certain physicians they 
deem low cost,” said Cynthia Mattox, 
MD, vice chair of ophthalmology at 
Tufts University School of Medicine. 
“But the way they are doing their analy-
sis is flawed for ophthalmologists. Does 
the low cost equal good care?”

A lack of transparency. According 
to Robert E. Wiggins Jr., MD, MHA, 
Academy senior secretary for ophthal-
mic practice, criteria used to profile 
physicians vary from plan to plan. 
“Measures out there now are not neces-
sarily reliable or transparent,” he said.

Dr. Mattox pointed out that in Mas-
sachusetts, where some of this started 
years ago, “the profiling system for 

insurance products marketed to state 
employees was terribly flawed—and 
proprietary. There was very little di-
vulged then, and that is still the case.”

Failure to differentiate subspecial-
ists. “Your work is more costly when 
you are treating the sickest of the 
sick,” said Dr. Mattox. “Insurers see all 
ophthalmologists as equal, with no dif-
ferentiation if you are a subspecialist in 
retina or glaucoma, for instance.”

Out-of-network referrals. Jodi 
Black, senior director of the California 
Medical Association (CMA) Center for 
Economic Services, said that one area 
plans look at is out-of-network refer-
rals. “In most cases, the plan will say it 
is unnecessary unless the physician had 
a prior authorization.”  

Impact on physicians. Dr. Wig-
gins described two scenarios that an 
ophthalmologist could face in terms of 
narrow networks. First, insurers might 
say, “We’ll put you in a limited network, 
at lower pay, in exchange for a higher 
volume of patients.” Practices are then 
faced with the question of whether 
or not to participate. “Those not fully 
utilizing their resources may consider 
increased volume for less compensa-
tion, but if they are at capacity or close 
to it, they may see this as less valuable.” 
Second, insurers might drop an oph-
thalmologist from a plan’s network. The 
Academy is continuing to lobby against 
insurance companies’ use of inaccurate 
physician profiling and their resultant 

failure to ensure network adequacy. In 
the meantime, here’s how you can make 
your case.

What You Can Do
Learn what criteria are being used 
for tiering. “It’s a real challenge to get 
transparency on why you aren’t includ-
ed in a panel,” said Dr. Wiggins. “But 
you’ve got to try and find out how your 
performance is evaluated. One thing 
you can do is to look at the ‘cousins’ of 
narrow networks—tiered networks—
designed with ‘top-tier’ physicians 
equaling a lower cost for the patient. 
See what criteria insurers use to put 
you in a particular tier. For instance, for 
UnitedHealthcare’s Premium Designa-
tion program, go to the website, and 

by laura b. kaufman, contributing writer
interviewing jodi black, brett johnson, cynthia mattox, md,  

and robert e. wiggins jr., md, mha

Visit the AAOE at www.aao.org/aaoe.

“The Affordable Care Act will certainly 
have an impact in the coming year, 
which will be rapidly apparent,” said 
Dr. Mattox. “In the insurance exchang-
es for individuals, products in these 
offerings are allowed to have narrow 
networks as a way of controlling costs, 
as well as extremely high deductibles. 
A lot of ophthalmologists have no idea 
if they are included in these networks. 
And the patient’s plan will dictate pay-
ments within the deductible period, 
which makes accounts receivable and 
billings that much more complex.”

A C A’s  Impac t
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Clinical Update

Retinoblastoma: Genetics That Affect 
Treatment and Lifelong Follow-Up

by denny smith, contributing writer 
interviewing david h. abramson, md, danielle novetsky friedman, md,  

brenda l. gallie, md, and livia lumbroso-le rouic, md

A 
baby with a white pupil pre-
senting to an ophthalmolo-
gist raises the familiar and 
often heartbreaking prob-
ability of retinoblastoma 

(RB). Leukocoria—sometimes with 
the additional signs of strabismus, oc-
ular pain, and glaucoma—is the hall-
mark of the only childhood cancer that 
ophthalmologists are likely to encoun-
ter. Fortunately, the prognosis offered 
to traumatized parents has grown 
more optimistic in just a decade. There 
are now treatments—including intra-
arterial chemotherapy—that can ef-
fectively cure the cancer and salvage 
affected eyes, while attentive follow-up 
ophthalmic care can preserve visual 
acuity in unaffected fellow eyes.

In fact, whether the child’s life, 
vision, and eyes are launched into 
healthy adulthood depends on the 
thoughtful attention of ophthalmolo-
gists—both the subspecialists who 
help parents make treatment decisions 
and the community ophthalmologists 
who follow retinoblastoma survivors 
for years. Many of the decisions that 
these physicians, the child’s parents, 
and, later, the child will face are 
grounded in the genetics of the disease.

Genetic vs. Heritable
RB is the prototypical “genetic cancer,” 
one which led to the recognition that 
all neoplastic processes arguably grow 
from cellular gene mutations. In 10-12 
percent of families who have children 
with retinoblastoma, there is a his-
tory of the disease. The majority of 

these children are born into families 
with no history of retinoblastoma. A 
patient with the RB1 mutation in every 
cell of the body (“germinal”) has a 50 
percent risk of each pregnancy giving 
rise to a child with retinoblastoma, ei-
ther bilateral or unilateral, said David 
H. Abramson, MD, chief of the oph-
thalmic oncology service at Memorial 
Sloan Kettering Cancer Center. 

Danielle Novetsky Friedman, MD, 
is a pediatrician at Memorial Sloan 
Kettering who specializes in treat-
ment-related complications in child-
hood cancer survivors, particularly  
in RB survivors. Dr. Friedman said 
that oncogenesis of the nonheritable, 
or sporadic, form of RB is not well  
established. “For those without the  
hereditary form of disease, it is hard  
to say why retinoblastoma develops; 
this is also the case with the vast ma-
jority of pediatric cancers,” she said. 

A recent study has shown that both 

copies of the RB1 gene are mutant in 
97 percent of the nonheritable tumors. 
In 3 percent of nonheritable retino-
blastoma, the RB1 gene is normal; and, 
instead, around 100 extra copies of 
the MYCN gene drive cancer develop-
ment.1

Even heritable RB does not always 
present with an extensive family his-
tory, Dr. Friedman said. But children 
with heritable RB are much more likely 
to have bilateral disease, which char-
acterizes 40 percent of all cases; and 
those children are more likely to face 
secondary cancers in later life. Some 
patients actually have trilateral RB, 
with separate primary tumors arising 
in both eyes as well as in the pineal 
gland, the vestigial eye structure that 
persisted through evolution.

Uncharted genetic waters. Dr. 
Abramson said that another poorly 
understood wild card in genetic test-
ing—mosaicism—is a limiting factor 

I n t ra-ar t e r ia l  Chemo the rapy

(1) Fundus image from a patient before one dose of intra-arterial melphalan for 
retinoblastoma, and (2) after treatment.

O N C O L O G Y

1 2
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News in Review
commentary and perspectives

T
rained nonphysician readers can reliably grade 

retinal images, obtained by nonphysician imagers 

in neonatal intensive care units (NICUs), for in-

fants at risk for retinopathy of prematurity 

(ROP).1 In the NEI-spon-
sored e-ROP study, read-
ings were compared with 
doctors’ binocular indirect 
ophthalmoscopy exams of 
1,257 premature infants in 
13 North American study 
centers. 

The goal of this study 
was to see whether the 
trained readers at a remote 
central reading center 
could identify infants with 
ROP severe enough to 
warrant evaluation by an 
ophthalmologist. Referral-
warranted (RW) ROP was 
defined as zone 1 ROP, stage 
3 ROP or worse, and/or 
plus disease—an outcome 
consistent with Type 1 and 

Type 2 ROP severity as used 
in the Early Treatment for 
Retinopathy of Prematurity 
(ETROP) Study. 

Validation. The study 
provides support for a tele-
medicine ROP screening 
system that relies less heav-
ily on ophthalmologists, 
said Graham E. Quinn, MD, 
MSCE, principal investiga-
tor of e-ROP and professor 
of ophthalmology at Chil-
dren’s Hospital of Philadel-
phia. This is especially en-
couraging given a dearth of 
doctors available to repeat-
edly examine babies and the 
fact that less than 8 percent 
of at-risk infants ultimately 
require treatment.

Of the 244 babies that 
doctors identified as having 
RW-ROP, 162 needed treat-
ment. Among the treated 
babies, image readers cor-
rectly identified RW-ROP 98 
percent of the time. Further 
supporting the study find-
ings was the similarity in 
image evaluation between 
the trained readers and a 
panel of ROP experts.

When considering the 
presence of RW-ROP in 
both eyes, the researchers 
found that telemedicine 
screening by trained read-
ers had a specificity of 87 
percent and sensitivity of 
90 percent. Missing 1 in 
10 can’t be considered ac-

ceptable, said Dr. Quinn. 
However, this finding must 
be seen in the light of an im-
aging schedule that, by ne-
cessity, mimicked a clinical 
exam schedule, he said.

Multiple advantages. In 
contrast, said Dr. Quinn, 
a telemedicine screening 
schedule could be set up 
weekly or even biweekly, 
enabling even better detec-
tion than that achieved in 
the study, where just three 
infants needing treatment 
were missed by image read-
ers. In fact, telemedicine 
detected 43 percent of severe 
ROP cases on average about 
15 days earlier than physi-
cian exams.  

ROP Telemedicine
Passes Big Test

REMOTE VIEW. Trained nonphysician reader scrutinizes fun-
dus images of an infant at risk for ROP.
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1.  Only Publisher may accept advertising.

2. Invoices are rendered on the publication  
 date of each issue and are due and payable  
 upon receipt of invoice.

3.   Publisher shall have the right to hold  
advertiser and/or advertising agency jointly 
and severally liable for such monies as  
are due and payable to Publisher for pub-
lished advertising ordered by advertiser  
or its agent.

4.   Publisher reserves the right to reject or  
cancel any advertisement that, in Publish-
er’s sole opinion, Publisher determines 
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standards or for any other reason, even if 
advertising has been published previously 
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5.   Advertiser assumes all liability for all con-
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sentations, copyright, etc.) for published 
advertisements and further indemnifies and 
holds harmless Publisher for any claims 
against Publisher arising from the adver-
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Publisher reserves the right to place the 
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by Publisher without notice.
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specific positions are contracted for or 
agreed to, in writing, between Publisher and 
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9.  Publisher shall not be liable for any costs or 
damages if for any reason it fails to publish 
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misplaced or mispositioned.

10.  Publisher shall have no liability for error in 
the Advertiser Index.
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11.   Advertisements not received by the Pub-
lisher by ad close date will not be entitled 
to revisions or approval by Advertiser.

12.   Advertiser may not make changes in orders 
after the ad close date.

13.   Cancellations must be in writing and will 
not be accepted after the ad close date.

14.   Advertiser will be charged for any artwork, 
separations, halftone, shipping, or typogra-
phy provided by the Publisher.

15.  Under no circumstances shall Publisher  
be liable to Advertiser for any indirect,  
special, or consequential damages (includ-
ing, without limitation, loss of profit or 
impairment of goodwill). Under no circum-
stances shall the Publisher’s total liability  
to any Advertiser exceed the invoiced cost 
of the advertisement.

16.  Publisher will hold Advertiser’s materials for 
a maximum of one year from last issue date. 
Advertiser must arrange for the disposition 
of artwork, proofs, or digital materials prior 
to that time; otherwise, materials will be 
destroyed. All requests regarding disposition 
of Advertiser’s materials shall be in writing.

17.  No conditions other than those set forth 
in this Media Kit shall be binding on the 
Publisher unless specifically agreed to, in 
writing, between Publisher and Advertiser. 
Publisher will not be bound by conditions 
printed or appearing on order blanks or copy 
instructions that conflict with provisions of 
this Media Kit.
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