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Informed consent resource for myopia management 
 
What is myopia?  
Myopia is blurry long-distance vision, o6en called ‘short-sightedness’ or ‘near-sightedness’. A person with 
myopia can typically see clearly up close – when reading a book or looking at a laptop screen – but words and 
objects look fuzzy on a whiteboard, on television, across the room, when looking outdoors or when driving.   
  
Why is myopia a concern?  
The rate of myopia is growing across the world, increasing from 22% of the world’s populaFon in 2000 to 33% 
in 2020 – half of the world’s populaFon is expected to be myopic by 2050.1 Most myopia is caused by the eye 
length growing too quickly in childhood. The eyes are meant to grow from birth unFl the early teens and then 
cease, but in myopia, the eyes grow too much and/or conFnue growing into the teenage years. Once a child 
becomes myopic, their vision typically deteriorates every 6-12 months, requiring a stronger and stronger 
prescripFon. Most myopic children tend to stabilize by the late teens and early 20s.2 Excessive eye growth 
raises concern because even small amounts of stretching can lead to an increased likelihood of vision-
threatening eye diseases in later life, such as myopic macular degeneraFon, reFnal detachment, and 
cataract.3,4  
  
Why manage myopia in children?  
Myopia progresses fastest in younger children, especially those under age 10.5 This means that the most 
important opportunity to slow eye growth is when children are younger. Myopia management aims to apply 
specific treatments to slow excessive eye growth to a lesser rate. Experts agree that myopia management 
should be commenced for all children under age 12,6 and typically conFnue into the late teens.7  
  
The short-term benefit of slowing myopia progression is that a child’s prescripFon will change less quickly, 
giving them clearer vision for longer between eye examinaFons. The long-term benefit is reducing the lifeFme 
risk of eye disease and vision impairment. This risk increases as myopia does3 with the good news being that 
reducing the final level of myopia by only 1 dioptre reduces the lifeFme risk of myopic macular degeneraFon 
by 40% and the risk of vision impairment by 20%.8   

$100 is required for the program's iniFaFon, including the iniFal evaluaFon, axial length measurement, corneal 
topography, and consultaFon. Follow-up visits will include checking the prescripFon, measuring the shape of the eye, 
and other myopia-related structures, and measuring pupils and focusing ability.   
 
Follow-up exams during the first year are typically done at 1 month and 6 months to ensure best results but may be 
adjusted to individual needs for opFmal results. Follow-up exams during subsequent years are typically reduced to once 
every 6 months.  At the 6-month exams, axial length measurements will need to be repeated at a cost of $40. 
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Treatments for slowing myopia progression  
Standard, single-focus long-distance spectacles or contact lenses do not slow down the progression of 
childhood myopia.8 Instead, specific types of spectacles, contact lenses, and eye drops called atropine have 
been proven to slow myopia progression in children.6  
  
The best opFon for your child will depend on their current prescripFon and other vision and eye health factors 
determined in their eye examinaFon. Your eye care pracFFoner will discuss the opFons with you to determine 
the best opFon. Treatment opFons vary across the world due to availability, supply, and regulatory reasons. It 
is important to note that no treatment can promise the ability to stop myopia progression in children, only 
to slow it down.  

Spectacles  
Standard single-focus spectacles do not slow the worsening of childhood myopia but specific designs do. 
Myopia-controlling spectacles can both correct the blurred vision of myopia and work to slow down myopia 
progression. They are safe to wear, and adaptaFon is typically easy, with the only side effects being related to 
the limitaFon’s spectacles pose for sports and acFve lifestyles.  A6er receiving the new lenses there will be a 
follow-up appointment at 1 month and then rouFne follow-ups every 6 months.  
  
Contact lenses  
Standard single-focus contact lenses do not slow the worsening of childhood myopia, but specific designs do. 
These specific designs can both correct the blurred vision of myopia and work to slow down myopia 
progression. The opFons include so6 myopia-controlling contact lenses and orthokeratology.  
  
Risks and safety   
Contact lens wear increases the risk of eye infecFon compared to wearing spectacles, with the risks being:   

o 1 per 1,000 wearers per year for reusable so6 contact lenses or overnight orthokeratology 
lenses9,10  
o 1 per 5,000 wearers per year for daily disposable so6 contact lenses9  

  
With proper hygiene and maintenance procedures, this risk can be well managed – especially by avoiding any 
contact with water with contact lenses or accessories.11 Other side effects of contact lenses to control myopia 
can be a temporary adaptaFon to the different experiences of vision, which typically resolves in 1-2 weeks.  
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Benefits  
1. There are many benefits to children wearing contact lenses:  
Wearing contact lenses improves children’s self confidence in school and sport, and their 
saFsfacFon with their vision – as much as it does for teens12  
2. Children aged 8-12 years appear to be safer contact lens wearers than teens and adults, with a 
lower risk of eye infecFon13  
3. Children only take 15 minutes more to learn how to handle contact lenses than teens14  

Orthokeratology contact lenses are worn overnight and removed upon waking, such that no spectacles or 
contact lenses are required for clear vision during the day. They can require more appointments for fibng than 
other types of myopia control treatment. AdaptaFon to the lens-on-eye feeling can take 1-2 weeks but 
shouldn’t affect sleep.17 There are significant benefits for water sports and acFve lifestyles, and since the 
contact lenses are only worn at home there is a low risk of them being lost or broken during wear.  If 
orthokeratology lenses are decided on for your child a fibng appointment will be booked with addiFonal 
training on the inserFon and removal of the lenses.  The fibng fee is not included in the myopia management 
fee, it will also include a 1 day, 1-week, 1 month, and 3 month follow-up before returning to rouFne 6-month 
follow-ups.  Note that at Fmes there may be a 2-week follow-up needed or more depending on the nature of 
the eye’s response to the lens.  
  
So6 myopia-controlling contact lenses are worn during waking hours. They may be daily disposable, or 
reusable for up to a month. They typically require more appointments for fibng than spectacles but less than 
orthokeratology. AdaptaFon to the lens-on-eye feeling typically occurs in a few days. There are benefits in 
safety with daily disposables being the safest modality, and the number of lenses retained meaning loss or 
breakage is less of a pracFcal issue. First-Fme contact lens wearers will need to book a fibng appointment that 
includes training on the inserFon and removal of the lens.  The contact lens fibng fee is not included in the 
myopia management fee.  They will then have a one-week and one-month follow-up appointment.  A6er the 
prescripFon has been approved, they will then return to 6-month regular follow-ups. If the child has worn 
contact lenses previously a refit appointment will be needed to trial the new lenses, no training is required 
however follow-up will be the same as previously menFoned.  
  
Atropine eye drops   
Atropine eye drops in strong concentraFons (typically 0.5% to 1%) are used to temporarily dilate the pupil of 
the eye and stop the focussing muscles from working in a variety of clinical applicaFons. Atropine eye drops for 
myopia control, though, are a low concentraFon (0.01% to 0.05%) with much fewer side effects.   Atropine has 
been found in several studies to reduce the progression of myopia, meaning that children who were given the 
medicaFon did not become as myopic as the children without the medicaFon.  
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In Canada, atropine is not approved for myopia control but is used "off-label", meaning that the doctor can 
decide to use an approved drug for a non-approved reason. Low-dose daily aspirin for protecFon against heart 
problems is probably the most cited example of "off-label" use of a drug but there are many others. Diluted 
atropine drops can only be made by specialty compounding pharmacies. Adverse effects with 1% atropine 
(highest dosage) include hypersensiFvity or discomfort at 4.5%, glare at 1.5%, and blurred near vision at 1%.  

These adverse effects will be monitored at follow-up visits and the dosage can be altered to minimize any 
adverse effects. If the program is beneficial to your child, we will typically conFnue treatment during your 
child’s growth years as determined by the doctor. Therapy typically conFnues unFl age 18 or unFl the paFent 
shows stability in their prescripFon (indicated by two years without significant change). In some cases, therapy 
may conFnue beyond age 18. Atropine drops will be tapered at the end of the treatment, and there may be a 
small increase in myopia called a rebound effect. Spectacles or contact lenses are sFll needed to correct the 
blurred vision from myopia, as atropine only acts to slow myopia progression.  
  
The pharmacy alone determines the cost of these eye drops and is not included in the management fee. 

  
Risks and safety   
The risks and side effects of atropine are as follows:  

• PotenFal side effects of increased sensiFvity to light due to larger pupil size, which is typically 
resolved with light-sensiFve glasses or sunglasses. One study found around a third of children 
requested these types of glasses, but this was the case even in the placebo (untreated) group.15  
• Problems with close-up focussing, which is typically resolved with glasses providing a stronger 
power for reading. One study found this only occurred in 1-2% of children treated with low-
concentraFon atropine.15  
• Eye irritaFon or mild allergy, which can occur in 2-7%,15 although this can depend on the 
formulaFon of the atropine.   

  
Atropine can be toxic and even fatal to small children if it is ingested in high quanFFes by mouth, but high-
quanFty absorpFon via the eye is unlikely.16 MedicaFon safety in the home is extremely important.   
  
Benefits  
Atropine eye drops are typically used at night-Fme, before sleep, so are only uFlized in the home environment. 
They are also ideal if the effecFve spectacle or contact lens opFons for myopia control are not suitable or not 
available for your child.   

http://www.prairie.vision
mailto:hello@prairie.vision


 
2	–	2802	15	Ave.	Wainwright,	AB	T9W	0A4	|	780.842.6123	

www.prairie.vision	|	hello@prairie.vision		

Informed consent for treatment  
I have had the available myopia management treatment opFons for my child explained to me, including which 
treatment may be best for my child, and been offered the opportunity for discussion. As such I now 
understand that:   

• The risks and benefits of the various treatments as outlined above  
• Whilst these treatments are approved for treatment and vision correcFon only some are 
approved specifically to slow the progression of myopia   
• The results for each child can vary and there is no guarantee of the effecFveness of any 
treatment for an individual  
• In some cases, the evidence basis is for young children or specific prescripFon ranges, but older 
children may also require myopia control  

I have read and understand the above program and out-of-pocket costs and agree to bring my child for all 
required visits. I understand there are no guarantees as to the effecFveness of this treatment and I understand 
the potenFal side effects. This program can be disconFnued as recommended by the doctor or by my parental 
decision at any Fme, but NO refunds for tesFng, office visits, glasses, or contact lenses will be issued. 
  
Child’s name  ______________________________________________________  
  
Parent’s name  ______________________________________________________  
  
Parent’s signature ______________________________________________________  
  
PracFFoner name ______________________________________________________  
  
Date   ______________________________________________________  
  

 
For more scien+fically based, independent advice on childhood myopia and its management, go to mykidsvision.org.  

Full Reference List   
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