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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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BUSINESS OPER AT IONS & F INANCE

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.
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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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