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 � MYOPIA MANAGEMENT

Y
ou have just diagnosed a child 
with myopia. You have edu-
cated the parents that their 
child needs a pair of spectacles. 
Is that the end of the story? 

The subject of myopia care for chil-
dren seems novel to many parents, as 
well as clinicians, often leaving parents 
with doubt, skepticism, or frustration. 
What can practitioners do to over-
come the barriers to providing myo-
pia management for children?

W H Y  M Y O P I A  M A T T E R S
Myopia is arguably the fastest 

growing, though often overlooked, 
eye disorder in the United States and 

worldwide. In the United States, it is 
estimated that the prevalence of myo-
pia in the 12-to-54-year age group has 
reached 42%; this has nearly doubled 
in the past 3 decades.1 The issue has 
become even more alarming globally, 
particularly in East Asia.2,3 It is esti-
mated that approximately half of the 
global population will be myopic by 
20501 (Figure 1).

P A R E N T S :  ‘ W H Y  H A V E  I  N O T 
H E A R D  A B O U T  I T  B E F O R E ? ’ 

Although myopia has indeed become 
a global health dilemma, knowledge 
gaps and misunderstandings regarding 
myopia care for children still exist 

among the public. According to one 
survey, 65% of responding parents 
claimed they were somewhat cogni-
zant of myopia, but only one in three 
were able to correctly identify and 
define myopia as nearsightedness.4 
These results suggest that the subject 
of myopia has not garnered the atten-
tion it deserves. Another survey,5 by The 
Global Myopia Awareness Coalition, 
found that eye exams are generally 
listed by parents as “less of a priority” 
for their children than visits to primary 
care providers and dentists. Nearly 88% 
of responding parents said that com-
prehensive eye exams for children are 
not needed until school age.

Most parents hold to the mantra 
that “If there’s no complaint, don’t fix 
it.” Unfortunately, lack of recognition 
and delayed interventions for myopia 
in children leave a greater risk for high 
myopia, which, in turn, is likely associ-
ated with more severe eye complica-
tions, such as retinal detachment or 
glaucoma, later in life.

C L I N I C I A N S :  ‘ I S  M Y O P I A 
W O R T H  T R E A T M E N T ? ’ 

Eye care providers (ECPs) have the 
capacity and responsibility to make 
life-changing differences for children 
with vision problems. In particular, 
children with myopia are directly 
affected by blurry vision in school and 
daily life. However, a recent survey6 by 
the American Optometric Association 
found that ECPs are not yet aligned 

BARRIERS TO THE 
BUSINESS OF MYOPIA 
MANAGEMENT

Adopting a myopia management program requires 
a paradigm shift in your practice.
 BY KEVIN CHAN, OD, MS, FAAO 



MYOPIA MANAGEMENT  �

MARCH 2020  |  17

in the movement toward proactive 
myopia management. Nearly two-thirds 
of US ECPs responding to the survey 
said they believed that “there is not 
enough patient demand for myopia 
treatment.” Some respondents also 
expressed a low interest in initiating dis-
cussions (33%), stating that it consumes 
too much time (25%). Even for practi-
tioners who are aware of the breadth 

of evidence for myopia management,7-9 
few actually adopt these clinical mea-
sures routinely.10 Unfortunately, con-
ventional correction for myopia does 
little to achieve the goal of safeguarding 
children’s long-term eye health.11

Studies in various animal models have 
shown that the pathophysiology of 
myopia indeed occurs as a disturbance 
of the homeostatic equilibrium of 

ocular development.12-14 Unless we 
attempt to address the underlying 
causes of myopia, myopic children with 
so-called “foolproof” spectacles will 
continue to get worse. Clinicians must 
look past the old dogma that “blurry 
vision occurs as a result of myopia,” and 
embrace a new paradigm, that “myopia, 
with blurry vision as a by-product, is 
an ocular abnormality that warrants 
proper management.”

BRIDGING KNOWLEDGE GAPS 
How can we bridge these knowledge 

gaps and make myopia management the 
future standard of care for children? Let’s 
start with proactive education—not just 
what myopia means, but how it matters 
to the lifelong vision of children.

For example, we can educate parents 
that slowing 1.00 D of myopia progres-
sion can potentially result in reducing 
the risk of myopic maculopathy by 
40%, regardless of the level of myopia.15 
Further, the overall safety of contact lens-
es for children should encourage practi-
tioners to proactively educate patients 
and parents about the importance of 
myopia management at early ages.16 

To illustrate the full spectrum of 
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Figure 1. The global myopia epidemic is expected to affect nearly half of the worldwide population by 2050. Adapted from Holden BA, Fricke TR, 
Wilson DA, et al. Global prevalence of myopia and high myopia and temporal trends from 2000 through 2050. Ophthalmology. 2016;123:1036-1042.

Figure 2. Topographic and axial length (AL) analysis using Scheimpflug imaging (Pentacam AXL, Oculus Optikgeräte). Knowledge 
and understanding of AL can bring new perspectives in guiding treatment regimens for myopia management.
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myopia care, refractive data can often 
help us to underscore the endpoint; 
however, this can often lead to underes-
timating the physiologic variations that 
precede refractive changes. Axial length 
(AL) has increasingly become a prog-
nostic factor for the development and 
progression of myopic maculopathy,17-19 
which is directly associated with the 
cumulative risks of visual impairment in 
adult life.20 Just as OCT can aid in reach-
ing a more definitive diagnosis of poste-
rior segment disease, which could oth-
erwise be misrepresented, AL can guide 
ECPs to make more precise prognoses in 
myopia management and also provide 
data to support amendments of existing 
treatment plans (Figure 2).

Although AL measurement has not 
yet become a standard of care in primary 
eye care, this should not be a barrier 
preventing ECPs from pursuing myopia 
management for their young patients. 
ECPs can invest in a portable A-scan or 
standalone equipment with AL function-
ality. They can also co-manage patients 
with colleagues who specialize in myopia 
management; making efforts in the best 
interests of patients will not risk any-
thing, but will rather enhance mutual 
respect and loyalty among all parties.
 
BUSINESS LOGISTICS

Parents often cite financial con-
siderations as a barrier to pursuing 
myopia management for their children. 

Currently, treatments for myopia 
management are out-of-pocket health 
expenses. Although conventional con-
tact lenses for vision correction may 
be covered by most insurance plans, 
interventions for myopia management 
are generally not. Payment options may 
include flex or health spending accounts 
or third-party health care financing.

Regardless of the treatment modality 
used, it is crucial to establish the core 
value of myopia treatment with parents. 
The key is to provide thorough patient 
education and lifestyle consideration 
for each child, so that parents can truly 
understand and appreciate the value 
of myopia management. For instance, 
young patients with active lifestyle are 
likely more motivated to pursue con-
tact lens options (ie, orthokeratology or 
soft multifocal contact lenses), whereas 
topical atropine medication is generally 
reserved for children who are not yet 
receptive to contact lens wear, or it can 
be used as a combined treatment regi-
men along with contact lenses.

Other strategies can also be used to 
leverage your practice for providing 
myopia management services. First, it 
is vital to convey to parents that myo-
pia management requires more than 
refraction alone. It involves thorough 
evaluation of the child’s history of myo-
pia, as well as family and social factors 
associated with myopia progression. 
Therefore, it is recommended to sched-
ule a separate visit and allot ample time 
to establish baseline clinical data (eg, 
keratometry, cycloplegic refraction, axial 
length, binocular vision assessment) and 
to provide a qualitative, individualized 
myopia risk assessment (Figure 3) based 
on each individual child’s profile.

If parents have not yet committed 
to interventions, the chapter of myo-
pia care is far from over. Remember 
that myopia care is more than taking 
a snapshot; it’s a continuum of efforts 
for children’s lifelong vision. Clinicians 
should schedule a follow-up visit 
in 3 to 6 months to monitor the 
patient’s myopia status. A child at 
7 years of age who is progressing by 

Figure 3. The Clinical Myopia Profile is an easy and useful assessment tool to help young patients and their parents understand 
individualized risk factors of myopia and potential treatment outcomes. Available for free download from MyopiaProfile.com.
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at least 1.00 D per year is considered 
at-risk,11 and should prompt initiat-
ing discussion and interventions for 
myopia management.

Volunteering to offer educational 
seminars at PTA meetings or to pro-
vide vision screening for school-age 
kids can help you gauge public aware-
ness about eye care in your commu-
nity. You can also make your practice 
stand out via social media by sharing 
your patients’ and parents’ treatment 
testimonials (upon their consent). All 
of these efforts help engage public 
interest and inquiries about myopia 
management in your office.

AN EYE ON MANAGING MYOPIA
Bringing myopia management to 

the forefront of your practice requires 
a full spectrum of clinical acumen 
and a paradigm shift regarding 
myopia. It also calls for a mission and 

commitment to stepping out of your 
comfort zone. When you do it right, 
it can be an invigorating and reward-
ing experience for you, your patients, 
and their families. It can also drive 
financial growth for your practice and 
help to develop lifetime loyalty from 
families and the surrounding com-
munity. With myopia management 
in full force, we can all partake in the 
mission to conquer myopia in 2020. n
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