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Background
Myopia is one of the leading causes of blindness in the world.1 The most common refractive error, myopia occurs when 
there is a mismatch between the axial length and the refractive components of the eye and can be defined as a spherical 
equivalent refractive error of -0.50D or more.2 Myopia is characterized by excessive eye elongation or excessive corneal 
curvature, with a risk of sight-threatening complications.3

The prevalence of myopia is increasing worldwide, and without effective intervention the prediction is that by 2050 the 
global prevalence of myopia will be 50% (compared to 28% in 2010).4 The onset of myopia is also occurring at an earlier 
age.5 As myopia continues to progress typically through to late teens6, this earlier onset will naturally lead to an increased 
risk of high myopia7,8,  with the predicted prevalence of high myopia being 10% of the world’s population by 2050.4 Canadian 
data from a pilot study in 2018 demonstrated a prevalence of myopia of 29% in children aged 11-13.9

Issue
That myopia is considered as merely an inconvenience of uncorrected vision, rather than a global public health issue.

Risks associated with myopia
There is no “safe” level of myopia, given that all levels of myopia have an accompanying increased risk of eye disease.3               
These diseases include cataract, open angle glaucoma, retinal detachment, and myopic maculopathy. Myopic maculopathy 
is a leading cause of visual impairment worldwide, with a 40x increased risk in individuals with myopia of -6.00D or more.3     
The global prevalence of visual impairment (including blindness) caused by myopic maculopathy is predicted to increase 
from 10 million people in 2015 to 55.7 million in 2050, with an associated increase in the number of people who are legally 
blind from 3.3 million  to 18.5 million in the same period.10

The increased visual impairment that can result from myopia, and in particular high myopia, has been identified by the 
World Health Organization as a significant public health concern.11

Risk factors for development of myopia
There is clear evidence of a variety of risk factors that lead to myopia and subsequently high myopia. These risk factors include, 
but are not limited to:

 • Family History: a family history of myopia is a significant risk factor.12 A child with one or two myopic parents has 
a greater chance of being myopic than one with no family history of myopia.13 There is also a “dose relationship” 
between the extent of parental myopia and the corresponding myopia in their children: Children who have highly 
myopic parents are more likely themselves to have high myopia.14 
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 • Outdoor time: There is clear evidence that spending time outdoors can delay the onset of myopia, with even an extra 
hour per week of outside time having a positive impact on disease progression.9, 15, 16

 • Presenting refractive error: Children who present with less hyperopia than expected for their age (for example 
≤ +0.75D at 6 years of age), are at a higher risk of developing myopia.6

 • Ethnicity: Independent of location, East Asian children have a higher likelihood of being myopic compared to 
children from other ethnic backgrounds.17,18 Environmental factors can also influence myopia prevalence.19

 • Additional risk factors include increased near work, and increased screen time.20-22

Impact of myopic eye disease
Vision impairment and blindness has a far-reaching impact on the individuals affected, their family members and 
caregivers, with a resultant cost burden. In Canada, vision disorders have been ranked eighth among diseases in terms of 
economic burden on the health care system, ahead of such things as , endocrine diseases, Neoplasms, infectious diseases, 
and diseases of the blood.23 In 2019, the direct cost of vision loss to the Canadian health care system was estimated at $9.5 
billion.24

People with significant vision impairment are less likely to actively participate in society. This can have an impact on 
education, employment, mental health, and functional capacity. There is a reduced functional status in daily life and quality 
of life of individuals with pathologic myopia.25

Myopia management
The term myopia management (often used synonymously with myopia control) refers to the prescribing of an intervention to 
slow down the progression of myopia. 

Slowing down the progression has short- and long-term impacts. In the short-term, an individual with a lower refractive 
error will have better uncorrected acuity. In the longer term, slowing down progression may reduce the chance of ocular 
disease and subsequent vision impairment. A reduction of even 1 dioptre can have a significant impact on risk, reducing 
the risk of myopic maculopathy by 58%, retinal detachment by 30% and open angle glaucoma by 20%.26

Myopia management starts before the onset of a myopic refractive error, with the assessment of risks and provision of 
education to patients and parents on ways to mitigate that risk, for example spending more time outside and less time on 
prolonged near vision. Once an individual demonstrates a myopic refractive error or is deemed at risk of developing myopia, 
the discussion around the introduction of a myopia management strategy should be considered.

Options for myopia management
There is compelling evidence in the scientific literature that myopia management measures can, and do, have an effect on the 
rate of progression of axial length and refractive error in myopic patients.27, 28

There are many proven options available for myopia management,27,29 broadly falling into three categories: 

 • Specialized spectacles;

 • Specialized contact lenses; 

 • Pharmaceutical agents.
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There are various considerations for making decisions on a treatment strategy, including but not limited to the age/maturity of 
the patient, presenting refractive error and availability of treatment options, as well as taking into consideration the expertise 
and experience of the optometrist and the equipment available to support the chosen treatment.

Myopia management as a standard of care 
The World Council of Optometry (2021) has produced a resolution for myopia management standard of care, citing three 
main components:

 • Mitigation (education of parents and children on factors to delay the onset of myopia)

 • Measurement (evaluation of the status of patients during eye examinations

 • Management (correction of myopia and provision of evidence-based interventions to slow down the progression 
of myopia).

Policy position
The Canadian Association of Optometrists (CAO) recognizes that myopia, and in particular high myopia, is a global public 
health issue and cannot be considered merely an inconvenience of uncorrected vision.

The CAO recommends that individuals of all ages receive routine eye examinations and endorses the evidence-based 
guidelines for the frequency of comprehensive eye examinations.  

The CAO recommends that when Optometrists examine patients, they should assess the risk factors relating to myopia 
and enter into an early discussion with parents about ways to delay its onset. Once a child is diagnosed with myopia, 
optometrists should offer evidence-based treatments to manage myopia progression, with appropriate regular follow up 
care in order to assess the efficacy of, and adjust, the treatment plan. 

Global support for a myopia management standard of care would support the call for optometrists having an ethical duty to 
educate themselves and their patients on the latest evidence in myopia management.26  

The CAO supports the position of the World Council of Optometry and endorses evidence-based myopia management as a 
standard of care for all at-risk patients.
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