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SAV V Y CODER
CODING & REIMBURSEMENT

Making an ICD-10 Superbill—a Practice
Converts Its 20 Most-Used ICD-9 Codes

H
ave you developed your 
paper superbill for ICD-10 
yet? If not, you need to get 
busy—the Oct. 1 transition 
to ICD-10 is drawing near. 

Your first step is to decide which ap-
proach you want to take. Your options 
include the following:
• Convert your existing superbill. 
Many practices have been taking the 
ICD-9 codes on their existing superbill 
and converting them to ICD-10 codes.
• Convert your most frequently used 
ICD-9 codes. Some practices have run 
a diagnosis productivity report and 
then converted their most frequently 
reported ICD-9 codes into ICD-10 
codes (as shown below).
• Work your way through ICD-10’s 
Tabular List. At least one physician 
decided to start from scratch by sitting 
down with the ICD-10-CM for Oph-
thalmology book, reading through its 
Tabular List of codes, and noting the 
codes for the diagnoses that he most 
commonly sees.
• Adopt (and adapt) another prac-
tice’s superbill. You may be tempted 
to use a superbill that another practice 
has created (and is willing to share). 
However, you still need to double-
check that their codes are all correct.

Converting the 20 Most-Used Codes
For the purpose of this article, a small-
sized comprehensive ophthalmology 
practice ran a diagnosis productivity 

report to determine its 20 most-used 
ICD-9 codes. Savvy Coder converted 
those codes into their ICD-10 counter-
parts, which the practice can now use 
as the basis of its ICD-10 superbill.

How were the codes converted? 
ICD-10 codes are more specific than 
ICD-9 codes, which means your super-
bill will be replacing each ICD-9 code 
with multiple ICD-10 codes. One of 
the most efficient ways to do that is to 
use the ICD-10-CM for Ophthalmol-
ogy Online Subscription (see screen-
shot, above).

Cataract 
366.15 Cortical senile cataract. This 
code is replaced by H25.01- Corti-
cal age-related cataract. The dash (-) 
appears because this diagnosis has 
laterality in ICD-10, so instead of 1 

code, there are 3—H25.011 (right eye), 
H25.012 (left), and H25.013 (bilateral).

366.16 Nuclear sclerosis. This is 
replaced by H25.1- Age-related nuclear 
cataract—H25.11 (right eye), H25.12 
(left), and H25.13 (bilateral). 

Tip. When you submit CPT code 
66982 for complex cataract surgery, 
local coverage determinations (LCDs) 
require more than the traditional cata-
ract diagnosis codes. To indicate why 
the surgery qualifies as complex, you 
also must report a second code. For 
more information, see the April 2015 
Savvy Coder, “ICD-10 Codes for the 
Cataract Family.” 

366.53 After-cataract, obscuring vi-
sion. There are no exact counterparts 
in ICD-10 for ICD-9’s 366.53, which is 
used for posterior capsular opacity, or 
366.52 Other after-cataract, not obscur-

by sue vicchrilli, cot, ocs, 
academy director of coding and reimbursement

The Academy has devel-
oped many resources to 
help you in your transition 
to ICD-10. For instance, 
the ICD-10-CM for Oph-
thalmology Online Sub-
scription (see screenshot) 
was used to develop this article. Other aids include free downloadable cheat sheets 
for 7 subspecialties, sample superbills that AAOE members have graciously shared, 
and the ICD-10-CM for Ophthalmology book. 

To see what’s available—from free downloads to online courses—go to www.aao.
org/icd10 and click “Resources and Seminars.”

Online  Tools ,  Reference  Books,  and  Cheat  Sheets

was used to develop this article. Other aids include free downloadable cheat sheets 
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Clinical Update

Imaging of Peripheral Lesions 
May Reshape Diabetic Retinopathy Care

by lori baker-schena, mba, edd, contributing writer 
interviewing lloyd paul aiello, md, phd, thomas w. gardner, md, ms,  

and paolo sandico silva, md

I
n a major advance in the field of 
diabetic retinopathy, research
ers at the Joslin Diabetes Center 
in Boston have found an associ
ation between the presence and 

extent of predominantly peripheral 
lesions, as seen on ultrawidefield 
(UWF) imaging, and an increased risk 
of diabetic retinopathy (DR) progres
sion over 4 years. This association is 
independent of baseline DR severity 
and hemoglobin A

1c
 levels.1 

The findings have farreaching im
plications in terms of clinical care and 
future research. Moreover, the process 
of their discovery reflects how current 
technology can validate decadesold 
hypotheses (see “When Knowledge 
Predates Technology”), while setting 
the stage for expansion in how a dis
ease is detected and treated.

“Several observations in the past 
have indicated that the retinal periph
ery plays a key role in predicting the 
risk of diabetic retinopathy progres
sion,” noted lead author Paolo Sandico 
Silva, MD, at Joslin’s Beetham Eye 
Institute. “The advent of UWF imag
ing, with its ability to visualize and 
quantify these peripheral lesions, now 
allows clinicians to incorporate this 
information into their treatment deci
sionmaking process.”

Coauthor Lloyd Paul Aiello, MD, 
PhD, said, “If these findings hold true 
in larger ongoing studies, then the 
quantitative evaluation of changes in 
the retinal periphery may become very 
important in grading diabetic retinop
athy severity and identifying patients 

at increased risk for disease progres
sion.” Dr. Aiello is also at the Beetham 
Eye Institute.

How UWF Works
“UWF imaging devices capture up to 
200 degrees in a single image, repre
senting approximately 82% of the reti
nal area, with a resolution of 14 µm, in 
only 0.25 seconds,” said Dr. Silva. In 
contrast, under the current gold stan
dard—the Early Treatment Diabetic 
Retinopathy Study (ETDRS) classifica
tion system—retinal photography uses 
7 standard 30degree overlapping pho
tographic fields and covers approxi
mately 30% of the retinal surface.

The advent of 200degree images 

has revealed extensive areas of the 
retina that are not visible in the stan
dard ETDRS protocol. The expanded 
field allows evaluation of both the 
posterior pole and the periphery of the 
retina in 1 image—giving researchers 
the opportunity to corroborate earlier 
hypotheses involving the role of pe
ripheral lesions in DR. 

Step 1: Image Validation
The Joslin researchers started 4 years 
ago with a prospective validation 
study, Dr. Silva said. “Our objective 
was to assess diabetic retinopathy by 
comparing lesions identified using 
nonmydriatic and mydriatic UWF 
imaging with images from ETDRS 

Patho l og y  in  the  P e r iphe r y

(1A) This UWF 200-degree composite image shows new retinal vessels greater 
than ½ disc area (white arrowhead) predominately outside the standard ETDRS 
fields (white outline). (1B) An ETDRS montage taken 2 years after UWF imaging; 
it shows a vitreous hemorrhage superiorly and overlying the area of new vessels 
seen in the previous image.

R E T I N A
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I chose medicine as a career for all 
the noble reasons I voiced in my 
medical school interview: helping 

people, advancing knowledge, advocat-
ing for world peace. There were other 
reasons as well. Yes, I confess, money 
was one of them. I had no illusions 
about earning megabucks on Main 
Street instead of Wall Street. But the 
physicians I knew in the 1960s lived 
comfortably, if not ostentatiously, on 
a reasonable income. Job satisfaction 
was another reason. I knew few unhap-
py doctors. Back then I wasn’t scratch-
ing much below the surface, mind you, 
and I didn’t read the invective letters 
about the terrors of socialized medi-
cine and Medicare that were published 
each week in JAMA. 

But the big reason was a secret I kept  
to myself—career stability. I looked 
at my friends who had entered invest-
ment banking. When the markets were 
doing well, they got big bonuses, but 
when the markets tanked, they got 
pink slips. Other friends started up the 
corporate ladder, usually not as a mail 
sorter, but from some equivalent rank 
with a fancier job title. Sometimes they 
discovered that the ladder they were 
climbing was missing a few rungs. If 
they were lucky, there was a ladder 
nearby to jump onto and continue the 
upward journey. If not, they had to 
choose whether to drop off and start 
all over again or stay put and get mar-
ginalized in their company. A more 
idealistic group went into teaching, 

only to have their aspirations tempered 
by the harsh reality of academic poli-
tics and a shortage of parking spaces.

So, in comparison, the profession 
of medicine seemed to offer a security 
blanket. But whoa! What happened? 
That cozy security blanket has been 
snatched away by the passage of time 
and the winds of economic change, 
as the employment of physicians by 
corporations (and other equally com-
passionate entities) has become com-
monplace. A couple of examples from 
ophthalmologists might prove illustra-
tive. A late-mid-career physician found 
himself under the scrutiny of his new 
boss, whose primary goal seemed to be 
making life difficult. As is increasingly 
the choice, the physician had to put up 
with it or find a place to bail out. Such 
a place presented itself, in a familiar 
area of the country, so he and his fam-
ily made the move. Alas, all the sup-
port personnel, operating room time, 
and even a permanent office failed to 
materialize as promised. Fortunately, 
he was able to return to the original 
location with injuries to his bank ac-
count and to his pride, but with an 
intact spirit.

In another example, a physician 
accepted a promotion at a different in-
stitution, with the expectation that he 
would build a new eye institute there. 
Everyone up the chain of command 
seemed to be in favor of this plan—
until the appointment of a new leader, 
who announced that he didn’t want an 

eye institute competing for donations 
with his other pet projects. The physi-
cian could choose to stay and watch 
the inevitable conclusion or to bail out 
while the getting was good. 

These two stories bring a focus to 
the gradually emerging problem of 
sudden job loss in medicine. The phe-
nomenon of sudden job loss is endemic 
in the corporate world. Corporate 
types have learned, usually the hard 
way, that it’s important to remember 
that there is often a silver lining to a 
job change. As painful as it might seem 
at the time, a new career direction, a 
self-reinvention, can revitalize. Only 
one thing is certain: It sure beats feel-
ing like a victim.

richard p. mills, md, mph

Opinion

Career Disruption:
Can You Reinvent Yourself?

richard p. mills, md, mph

chief medical editor, eyenet
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BEAT THE CLOCK
 
n Register Now to Avoid  
Standing in Line Later
Avoid 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.

55  
Beat the Clock

55  
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 2015

57  
Hall Highlights

g e t  r e a d y  f o r  l a s  v e g a s  :  p a r t  1

 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.”
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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.

 Issuance   FREQUENCY:  12 times a year

  ISSUE DATE: First of the month

  MAILING DATE & CLASS:  25th of the preceding month, second class

  AVERAGE CIRCULATION:  22,000 (see page 10 for details)
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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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A Look at Its Impact 
on Ophthalmology
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hree primary goals of the Affordable Care Act (ACA) of 2010 were to expand compre-
hensive health coverage to the uninsured, improve quality, and decrease costs.1   

“The ACA addressed significant abuses,” said George A. Williams, MD, the Academy 
Secretary for Federal Affairs, who chairs the ophthalmology department at Oakland 
University William Beaumont School of Medicine in Royal Oak, Mich. “These included 
exclusions for preexisting conditions and other discrimination based on health status, as 

well as lifetime limits on coverage. We have good evidence that approximately 11 million Americans 
have been added to the insurance rolls since the inception of the ACA, and by those criteria, we’ve 
had some success.” 

“But if the real question is how many have insurance they can really use, the answer may be a 
little different,” added David B. Glasser, MD, chair of the Academy Health Policy Committee and 
assistant professor at Johns Hopkins University School of Medicine. “Does it make it more accessible 
to the patient, or is it coverage in name only?” When these questions are combined with concerns 
about cost and quality control, most might agree that the ACA is still a work in progress.

How have ophthalmologists and their patients fared thus far? Four experts provide some insights.  

From the narrowing of networks 
to an increasing emphasis on 
value-based payments—how has 
the ACA affected eye care?

BY ANNIE STUART, CONTRIBUTING WRITER
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GLAUCOMA
PROGRESSION

Correlating structure and function
in the age of OCT. 

BY MIRIAM KARMEL, CONTRIBUTING WRITER
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W
hen it comes to monitoring patients, “We glaucoma specialists have tra-
ditionally hung our hats on the visual field,” said Sanjay G. Asrani, MD. 
Then along came optical coherence tomography (OCT). Although both 
are used to monitor glaucomatous progression, automated perimetry 
tests show functional change, while OCT reveals structural changes. Now 
evidence is accumulating that functional change lags behind structural 
change, sometimes by years. In fact, there is a point in the early stages of 

glaucoma when OCT reveals structural changes, but the visual field (VF) remains stable. 
Given these findings, how does the ophthalmologist correlate the structural changes seen 

on OCT with the VF? (All references in this article are to spectral-domain OCT; see “Time 
to Upgrade to SD-OCT?” on p. 46.) And which modality should drive treatment decisions? 

“Nowadays, I’m not waiting for the VF to confirm progression” in glaucoma patients 
or suspects, said Dr. Asrani, at Duke University. He added a caveat, however: “When I see 
those changes [in retinal nerve fiber layer and macular thickness], I review the images and 
make sure there are no artifacts. Then I’m confident and can start or step up treatment.”  

But when is that confidence warranted? Here’s what the experts have to say. 

Lag Time Conundrum 
Before OCT, ophthalmologists could make only a general estimate of glaucoma progression 
based on the appearance of the optic nerve, Dr. Asrani said. “We were looking for cupping 
that increases with loss of the retinal nerve fiber layer [RNFL]. With OCT, however, we can 
measure ganglion cell loss and RNFL thinning” (Fig. 1).

The advent of SD-OCT made it possible to broadly sweep the entire posterior pole to 
map losses caused by glaucoma. Those losses are detectable by pattern recognition, specif-
ically an arcuate-shaped loss of thickness of the retina, Dr. Asrani explained (Fig. 2). “This 
allowed us to detect glaucoma in the very early stages, before a change in the VF.” 

However, many clinicians still wait for VF confirmation before intervening, Dr. Asrani 
said. “But the VF lags behind [structural change] by approximately 1 year. So we may need 
to start believing the OCT for structural change as long as we are sure it is real structural 
change. Then we can be more reliant on the OCT and treat based on that.” 

Treatment challenges. However, using OCT to drive treatment decisions introduces other 
complexities. Say you start treatment based on OCT. Twelve months later, OCT reveals no 
further changes in structure. But now the function is changing. “We don’t know why that 
is,” Dr. Asrani said. “It could be that treatment wasn’t sufficiently aggressive, though in that 
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2016 CALENDAR FOR AD AND MATERIALS CLOSE

January 
Cardiovascular and Eye Diseases
Some cardiovascular and eye dis-

eases share underlying risk factors 

and mechanisms. Recognizing and 

responding to these associations may 

have far-reaching implications for 

your patients.
clinical updates

Cataract l Glaucoma l Refractive

distributed at woc

February
Glaucoma Faces Pressure
Although high intraocular pressure 

is a common culprit in primary 

open-angle glaucoma, several other 

mechanisms are being explored. An 

in-depth look at the dynamics that 

may be at work in your glaucoma 

suspect and glaucoma patients.

clinical updates

Cornea l Neuro l Retina

March
Spotlight on Cataract 
Revisiting the excitement from the 

Spotlight on Cataract session dur-

ing AAO 2015, EyeNet presents a 

variety of surgical cases, along with 

audience poll questions and answers, 

and expert commentary. 

clinical updates

Cornea l Oncology l Pediatrics

distributed at apao

April 
A Report on Interoperability
An ophthalmic office’s diagnos-

tic devices, image management 

software, and medical records are 

supposed to integrate seamlessly to 

improve efficiency—yet some doc-

tors tell a different story. 

clinical updates

Neuro l Trauma l Uveitis

distributed at ascrs and meaco

May
Macular Edema:  
Steroids vs. Anti-VEGF Agents
New research has come to light 

about when to treat macular edema 

with steroids—instead of, or in addi-

tion to—anti-VEGF drugs. Experts 

discuss their experiences with the 

effectiveness and trade-offs of each 

approach. 

clinical updates

Glaucoma l Pediatrics l Refractive

destination aao 2016, part 1

June 
Tele-ophthalmology
Telemedicine is a growing trend, with 

public and private insurance cover-

age now available in most states. 

Given the expansion of smartphone 

apps for ocular imaging—and the 

shortage of specialists in some areas 

—how will remote diagnosis and 

management affect ophthalmology?

clinical updates

Comprehensive l Oculoplastics l 

Retina

destination aao 2016, part 2

July
Good Enough?
Are you practicing substandard 

medicine if you don’t offer your 

patients the latest technology and 

procedures? A look at your respon-

sibility to patients from both ethical 

and practical standpoints, with 

discussion of femto-cataract surgery, 

multifocal lenses, and more. 

clinical updates

Cornea l Glaucoma l Oncology

destination aao 2016, part 3

August 
Bionic Eye 
Several recent studies are bringing 

into focus the picture of where we 

are with retinal implants and how 

they are changing patients’ lives. An 

overview of the current status and 

future prospects for this technology.

clinical updates

Cataract l Comprehensive l Neuro

destination aao 2016, part 4

distributed at asrs and escrs

September
Glaucoma in Children
A practical overview of pediatric 

glaucoma—from etiology and risk 

factors to examination techniques 

and beyond, including medical and  

surgical management. Experts discuss 

current best practices. Plus news on 

genetic testing and counseling. 

clinical updates

Comprehensive l Cornea l Oncology

destination aao 2016, part 5

October: AAO 2016 issue
Caring for the Elderly Patient
Aging patients often have complex 

comorbidities that affect ophthalmic 

care and adherence to treatment. 

And with people living longer than 

ever, ophthalmologists need to 

ensure their therapies can last a 

lifetime.  

clinical updates

Cataract l Refractive l Retina

destination aao 2016, part 6

distributed at aao 2016

November
Neuroimaging 101 for 
Ophthalmologists
From MRI and MRA to CT and PET, 

you are familiar with the acronyms, 

but do you know which scan to 

order when, and how to interpret the 

results? A review of the basics for the 

comprehensive ophthalmologist.

clinical updates

Glaucoma l Oculoplastics l Retina

December
No Evidence
A number of common clinical prac-

tices lack a strong evidence base— 

is it time to reexamine their role? 

Experts discuss how to assess the 

usefulness of some of these prac-

tices if clinical trial data are absent 

or conflicting.

clinical updates

Comprehensive l International l 

Uveitis
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subsequent status as the premier newsmagazine for ophthalmolo-

gists. Ensure that your brand profits by partnering with EyeNet, 

a publication of the American Academy of Ophthalmology. Run 

an advertisement each month to make a powerful impression on 

EyeNet’s loyal readers. In addition, take advantage of multiple 

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

email blasts, website banner advertising, and more. EyeNet can  

also create a customized, all-encompassing solution to suit your 

marketing objectives.

So much of the reading 
materials I receive are 
of little value. I typically 
thumb through them, 
looking for clinically useful 
information that might 
help my patient care, but 
rarely find much. However, 
every month in EyeNet 
I find relevant informa-
tion to either stimulate 
my interest for additional 
study or directly impact 
my patient care. I appre-
ciate the effort and time 
it takes to do this on a 
regular basis. Please keep 
up the excellent work. 

David E. Cink, MD 
Crescent City, Calif.

As an international member 
of the Academy, I would 
like to thank the EyeNet 
staff for their effort and 
work dedicated to the 
EyeNet Magazine. This 
interesting magazine has 
become a very important 
tool for us because it 
facilitates our constant 
updating in all fields of 
ophthalmology with a wide 
variety of clinical cases, 
scientific papers, and 
news, allowing us to be 
better prepared to meet 
the needs of our patients.

Andres F. Lasave, MD 
Mar del Plata, Argentina

There are so many new 
developments in our 
field, and it is not easy 
to decide what to follow. 
EyeNet helps in orient-
ing ophthalmologists by 
focusing on the most 
important achievements 
in ophthalmology and 
highlighting the practically 
relevant developments 
that ophthalmologists may 
use immediately in their 
practice. I greatly appreci-
ate this effort and plan to 
continue reading EyeNet 
for a long time on a regular 
basis.

Zoltan Z. Nagy, MD 
Budapest, Hungary

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

Asia Pacific 1,817

Europe 3,229

Middle East and  
    North Africa

801

Pan America 3,644

Sub Saharan Africa 185

United States 23,572

The Best in Clinical Insights, 12 Times a Year 
YOUR 2016 MARKETING PLAN
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AAO 2016 Opportunities
NEW! EYENET CORPORATE LUNCHES. EyeNet now offers educational program corporate 
lunches. An EyeNet Lunch Symposium is your ticket to providing programming of current 
interest to your desired audience. Take advantage of this highly coveted lunch time-slot 
and convenient location onsite at AAO 2016 to attract the ophthalmologists you want to 
target. EyeNet will handle the logistics, including marketing, audience recruitment and 
registration, food and beverage, and coordinating with the convention center and other 
vendors. 

Your role: Develop the program—from selection of topic and faculty to setting the agenda 
and producing program materials (subject to review and approval by the Academy). 

ACADEMY LIVE. Capture the attention of ophthalmologists worldwide with Academy  
Live, EyeNet’s clinical e-newsletter reported over four days in Chicago. Academy Live 
keeps ophthalmologists on top of news from Subspecialty Day and AAO 2016 and is 
emailed to more than 80,000 recipients—it is also posted to www.eyenet.org for  
double exposure. 

DESTINATION SERIES. AAO 2016 attendees turn to this six-part series in EyeNet for 
deadlines, event previews, interviews, sneak peeks, and more (May to October).

ACADEMY NEWS. The Academy’s convention tabloid provides extensive meeting news 
and information. There are two editions—one distributed on Friday, the other on Sun-
day—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 2016! Showcase 
your product with an expanded listing. Delivered straight to attendees in their reg bags!

EYENET “BEST OF” SELECTIONS. 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. 

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

ACADEMY LIVE

LUNCH SYMPOSIUM

GUIDE TO ACADEMY 
EXHIBITORS

From Patient Portals to the IRIS Registry  
GET MORE FROM YOUR EHR 
Eight Experts Tell You How

EXTRA
EyeNet 

A Supplement to EyeNet October 2014

PLUS: Tips for 
the EHR Shopper 

at AAO 2014

EHR SUPPLEMENT

6  2 0 1 6  e y e n e t  m e d i a  k i t

Year-Round Opportunities
COVER TIP ADVERTISING

INDUSTRY-SPONSORED SUPPLEMENTS

CUSTOMIZED AD PACKAGES

EHR SUPPLEMENT 

YO SUPPLEMENT

REPRINTS

Create an All-Encompassing,  
Multi-Platform Campaign 

YOUR 2016 MARKETING PLAN



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 offerings: AAO 2016 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.

w w w . e y e n e t . o r g / a d v e r t i s e  7

Spotlight on Digital 
NEW! VIDEO. EyeNet offers two 
options for video advertising on 
www.eyenet.org. 

• LEADING INTO THE  
 MULTIMEDIA EXTRA.  
Placing a 7-second video spot at 
the beginning guarantees undi-
vided attention from ophthalmolo-
gists, as they must watch the ad 
before viewing the clinical content. 

• FREESTANDING. Create a stand-alone video about your product for 
placement on www.eyenet.org. We will drive traffic to the video by  
mentioning 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 25,000 recipients, 31 percent open rate, and 6 percent 
click-through rate. 

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 786 unique visitors, 977 visits, and 16,101 page views 
per month. 

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

Metrics: 224,000 page views and 164,000 unique visitors per month. 

e-TOC

www.eyenet.org

DIGITAL EDITION

e-TOC ADD-ON



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. 

Email 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

Catherine Morris
EyeNet Magazine
655 Beach Street
San Francisco, CA 94109
Tel. 415.447.0325
cmorris@aao.org
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 The Trusted Source for Clinical Insights

FEBRUARY 2015FEBRUARY 2015

Conundrums
MD ROUNDTABLE 

When Do Narrow Angles 
Warrant Iridotomy?

Idiopathic Intracranial 
Hypertension
PEARLS

In-Office Use of 
Amniotic Membrane
MORNING ROUNDS 

 Suspicious Lesion
in a Healthy Patient

Impact of the 
NORDIC Study

ConundrumsConundrums
Cataract
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JANUARY 2015

  The Trusted Source for Clinical Insights

Skyrocketing Prices,
Decreased Availability

Shared Decision Making 
 for Better Patient Care

MD ROUNDTABLE 
Expert Tips for Assessing 
 the Narrow Angle
PEARLS
Merkel Cell Carcinoma
 of the Eyelid

New Year,
New RulesPQRS
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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. 

4-PAGE INSERT: Four times earned black-and- 
white rate. 

OTHER ITEMS: Split runs available, but pricing  
will remain the same. 

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  $3,038   $2,521   $1,974 $1,215
3x  $2,977   $2,471   $1,935 $1,191 
6x  $2,885   $2,395   $1,876 $1,154 
12x  $2,825   $2,345   $1,836 $1,130 
18x  $2,734   $2,269   $1,777 $1,093
24x  $2,703   $2,244   $1,757 $1,082 
36x  $2,643   $2,193   $1,718 $1,057 

Color Rates
Frequency Full Page 2/3 Page 1/2 Page 1/4 Page
1x  $5,313   $4,782   $4,251   $3,454 
3x  $5,207   $4,687   $4,166   $3,385 
6x  $5,048   $4,543   $4,038   $3,281 
12x  $4,942   $4,448   $3,953   $3,212 
18x  $4,782   $4,304   $3,826   $3,108 
24x  $4,729   $4,256   $3,783   $3,074 
36x  $4,623   $4,160   $3,698   $3,005

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-TOC 
EyeNet’s monthly email blast 
provides all members with 
on-the-go highlights of EyeNet 
content. 

 Wide skyscraper plus 
 bottom banner: 
 $3,025 per issue
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EyeNet Circulation Profile*  

Active U.S. Academy Members . . . . . . . . . . . . . . . . . . . . . . . . . . 17,486

U.S. Academy Members in Training . . . . . . . . . . . . . . . . . . . . . . . 2,373

U.S. AAOE Members (nonphysician) . . . . . . . . . . . . . . . . . . . . . . . 3,636

American Academy of Ophthalmology Members

Self-Reported Subspecialty Focus*
(primary and secondary)

Administration / Business . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 97

Anterior Segment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 960

Cataract / IOL . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5,141

Comprehensive Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . 6,987

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

Corneal Surgery / External Disease . . . . . . . . . . . . . . . . . . . . . . . . . 1,779

Genetics . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 41

Glaucoma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,991

Low Vision Rehabilitation . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 31

Medical Education . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 26

Medical Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 59

Medical Retina . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 600

Neuro-Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 413

Ocular Oncology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 142

Ophthalmic Pathology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 87

Ophthalmic Research . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 166

Ophthalmic Surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 216

Optics / Refraction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 33

Pediatric Ophthalmology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,057

Plastics / Reconstructive . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1,125

Refractive Surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,091

Retina / Vitreous Surgery . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2,675

Strabismus . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 440

Trauma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 71

Ultrasound . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 10

Uveitis / Immunology . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 344

* SOURCE: American Academy of Ophthalmology Membership Data, August 2015.
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Journal Highlights

NEW FINDINGS FROM OPHTHALMOLOGY, AJO, AND JAMA OPHTHALMOLOGY

Ophthalmology

Lens-Sparing Vitrectomy for ROP
April Ophthalmology

Nudelman et al. evaluated long-
term lens clarity after lens-spar-
ing vitrectomy (LSV) surgery was 

performed in patients with advanced 
retinopathy of prematurity (ROP). 
The researchers confirmed previous 
findings that LSV for ROP has a high 
success rate, particularly when inter-
vention takes place at the earliest stage. 
They also found that cataract forma-
tion is a rare complication in the first 
decade of a child’s life—and, if pres-
ent, most often occurs within one year 
after LSV.

This study was a retrospective chart 
review of ROP patients who underwent 
LSV between 1992 and 2013 at a single 
tertiary referral pediatric vitreoretinal 
practice. Patients were excluded if any 
surgery had been performed elsewhere 
before referral or if a scleral buckle had 
been placed. In addition, eyes were 
excluded if they had a concurrent ana-
tomic abnormality, such as coloboma, 
or a known history of familial exuda-
tive vitreoretinopathy.

A total of 496 eyes (351 patients) 
met inclusion criteria. Of these, 280 
eyes had stage 4A detachments, 177 
had stage 4B detachments, and 39 had 
stage 5 detachments. Main outcome 
measures were retinal reattachment 
after LSV, lensectomy after LSV, lens 

opacity at the time of lensectomy, and 
lens clarity at last follow-up.

The rate of 
reattachment 
after a single 
LSV surgery 
was 82.1 per-
cent for stage 
4A, 69.5 per-
cent for stage 
4B, and 42.6 
percent for 
stage 5. A total 
of 19.8 percent 
of eyes required a subsequent retinal 
surgery; of these, 88.7 percent included 
a lensectomy. The majority—75 per-
cent—of lensectomies occurred within 
the first year after LSV surgery.  

Choice of Local Anesthetic for 
Vitreoretinal Surgery
May Ophthalmology

Lidocaine and bupivacaine may 
be used separately or in combi-
nation for peribulbar anesthesia 

in patients undergoing vitreoretinal 
surgery. Jaichandran et al. investigated 
whether there are clinical advantages 
in terms of onset of effect or duration 
of action associated with these differ-
ent anesthetic choices. In this study, 
bupivacaine appeared to be the best 
choice, and mixing the drugs did not 
provide any advantages. 

For this cross-sectional study, the 
researchers randomized 90 patients 

evenly into three groups: 0.5 percent 
bupivacaine, 0.2 percent lidocaine, or 
a combination of the two. Main out-
come measures included time of onset 
of analgesia, akinesia, and intraopera-
tive pain. The efficacy of the block was 
graded from 0 to 5 depending on the 
adequacy of anesthesia and akinesia 
and the need for anesthetic supple-
mentation. 

No significant difference was noted 
in the time of onset for either analgesia 
or akinesia among the three treatment 
groups. However, during surgery, 10 
patients (33.3 percent) in the bupi-
vacaine group and 19 patients (63.3 
percent) each in the lidocaine and 
combination groups required peribul-
bar supplementation because of pain. 
In the postoperative period, seven pa-
tients (23.3 percent) in the bupivacaine 
group, 19 (63.3 percent) in the lido-
caine group, and 15 (50 percent) in the 
combination group needed intramus-
cular ketorolac for pain relief. In ad-
dition, 17 patients in the bupivacaine 
group (56.7 percent) attained grade 
5 block, versus seven (23.3 percent) in 
the lidocaine group and nine (30 per-
cent) in the combination group.

HIV Neuroretinal Disorder in AIDS 
Patients
April Ophthalmology

Jabs et al. set out to determine the 
prevalence, incidence, risk factors, 
and outcomes of HIV neuroretinal 
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News in Review
commentary and perspectives

F
ourier-domain optical coherence tomography 

(FD-OCT), the technology that already pro-

vides unprecedented views of the eye’s inner 

microstructures, is wowing ophthalmic 

researchers again—this time 
as a fast, noninvasive, 3-D 
alternative to fluorescein 
angiography (FA). Thanks 
to a special processing 
algorithm developed for 
existing high-speed OCT 
devices, OCT angiography 
can produce images of cap-
illary-level blood flow in the 
retina and choroid in a few 
seconds, a team of Oregon 
researchers reported this 
spring.1     

No dye required. “It’s 
a lot faster and more user-
friendly than fluorescein 
angiography,” said David 
Huang, MD, PhD, study 
investigator and Peterson 
Professor of Ophthalmology 

at the Casey Eye Institute of 
Oregon Health & Science 
University, in Portland. 

“Unlike fluorescein angi-
ography, OCT angiography 
uses the motion of blood 
cells as contrast. So there is 
no dye injection, and you 
don’t have to take images at 
precise seconds over 10 min-
utes. There is no dye leakage 
and staining to obscure the 
boundary of pathologies. 
And, whereas with fluores-
cein you can only capture 
early transit in one eye, with 
OCT you can take your time 
and scan the other eye, too,” 
he said.

New algorithm over-
comes problems. The use of 

OCT for angiography has 
been studied since 2006, but 
early techniques required 
many repeat scans at the 
same location, a process too 
slow to be clinically practi-
cal, Dr. Huang said. “Also, 

people were not separating 
circulations in different lay-
ers, so a pathology like cho-
roidal neovascularization 
could be obscured by retinal 
and choroidal vascular net-
works,” he said.

New Views of Retina  
With OCT Angiography

PATIENT WITH AMD. (1) Black square indicates area of 
angiograms. (2) Late-stage fluorescein angiography show-
ing an occult CNV. (3) Composite en face color-coded OCT 
angiogram with CNV flow highlighted in yellow. The CNV 
area was 0.96 mm2. Dashed line indicates the position of 
the OCT cross-section. (4) Cross-sectional color OCT an-
giogram; CNV is predominantly under the RPE. (Color key 
applies to both Figs. 3 and 4.)
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PR ACTICE PERFECT
informat ion t echnology

Perform a Security Risk Analysis:
Top FAQs and Tips for Success

A
s medical practices advance 
further and further into the 
world of digital informa-
tion, the potential for data 
to become compromised es-

calates tremendously, whether due to a 
cyberattack, a lackadaisical employee, 
or poorly implemented office policies.

Failure to keep patient informa-
tion safe from breaches in security 
can result in hefty HIPAA penalties 
of up to $50,0001 per occurrence, as 
well as fines under the meaningful use 
program for electronic health records 
(EHR)—not to mention angry patients 
and sizable legal fees. 

How well protected are your pa-
tients’ records? Have you secured all 
possible loopholes? Fortunately, a 
thorough and ongoing risk analysis 
can help you identify and address any 
security vulnerabilities.

The Need for Risk Analysis
Why perform a risk analysis? “The 
protection of patient information is 
rapidly growing in importance—
whether it is preventing the extrac-
tion of information from a network 
for marketing purposes or thwarting 
something more sinister such as iden-
tity theft,” said Charles Jarvis, a senior 
manager for IT at the Coker Group, 
a health care advisory firm. “Data 
breaches and security hacks pose an 
ongoing, significant threat. Practices 
must take the appropriate steps to 

keep confidential patient information 
secure.” 

In order to preserve the privacy and 
security of patients’ electronic protect-
ed health information (e-PHI), eligible 
professionals (EPs) must perform a se-
curity risk analysis during Stages 1 and 
2 of meaningful use participation. This 
analysis is the first step toward compli-
ance with the HIPAA Security Rule, 
and it forms the foundation upon 
which every practice should create and 
institute the applicable safeguards.  

What is a security risk analysis? 
According to the Office of Civil Rights 
guidance on HIPAA, a security risk 
analysis is “an accurate and thorough 
assessment of the potential risks and 
vulnerabilities to the confidentiality, 
integrity and availability of e-PHI held 
by the organization. … This includes 
all e-PHI that an organization creates, 
receives, maintains, or transmits. All 
forms of electronic media, such as hard 
drives, f loppy disks, CDs, DVDs, smart 
cards or other storage devices, personal 
digital assistants, transmission media, 
or portable electronic media,” are also 
subject to the assessment 

How to Perform Your Risk Analysis
The meaningful use risk analysis re-
quirement poses challenges because 
there are no concrete steps for fulfill-
ing this objective. Creating a one-size-
fits-all approach to compliance is not 
feasible because practices vary in so 

many ways (e.g., staff size, number of 
locations, types of hardware connected 
to the network, etc.).   

Here’s why you should already 
know the basics. “Risk analysis is 
merely an extension of the HIPAA pri-
vacy rule. If you are already adhering 
to the HIPAA requirements, meaning-
ful use compliance should come some-
what inherently,” explained Ronald 
Sterling, CPA, MBA, of Sterling Solu-
tions in Maryland. 

Five areas to analyze. According to 
the Centers for Medicare & Medicaid 
Services (CMS), there are five areas 
that every practice must evaluate when 
conducting a security risk analysis:
• Physical safeguards (e.g., ensure 
that computer screens are shielded 
from unauthorized viewers)
• Administrative safeguards (e.g., 
enforce policies geared toward privacy 
protection)
• Technical safeguards (e.g., encrypt 
computer data)
• Policies and procedures (e.g., create 
written protocols for authorizing com-
puter users)
• Organizational requirements (e.g., 

by leslie burling-phillips, contributing writer 
interviewing kyle chang, charles jarvis, julia lee, jd, ocs,  

and ronald sterling, cpa, mba

Joining AAOE opens the door to valuable 
resources and learning opportunities. 
Learn more at www.aao.org/joinaaoe.
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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 
is not in keeping with the publication’s 
standards or for any other reason, even if 
advertising has been published previously 
by Publisher.

5.   Advertiser assumes all liability for all con-
tent (including text, illustrations, repre-
sentations, copyright, etc.) for published 
advertisements and further indemnifies and 
holds harmless Publisher for any claims 
against Publisher arising from the adver-
tisement.

6.   Any attempt to simulate the publication’s 
format or content is not permitted, and the 
Publisher reserves the right to place the 
word “advertisement” with any copy that, 
in the Publisher’s sole opinion, resembles 
or simulates editorial content.

7.  Terms and conditions are subject to change 
by Publisher without notice.

8.  Positioning of advertisements is at the 
discretion of the Publisher except where 
specific positions are contracted for or 
agreed to, in writing, between Publisher and 
Advertiser.

9.  Publisher shall not be liable for any costs or 
damages if for any reason it fails to publish 
an advertisement or if the advertisement is 
misplaced or mispositioned.

10.  Publisher shall have no liability for error in 
the Advertiser Index.

The following terms and conditions shall be incorporated by reference into all insertion orders sub-
mitted by Advertiser or its advertising agency (collectively, “Advertiser”) to the American Academy 
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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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