Original Research Article

Asian Trends in Attitudes and Strategies for Myopia Management in Clinical Practice




.     
.
              . 
                     
	.
..


.



ABSTRACT

	Aims: To assess trends in attitudes and strategies for myopia management among Asian eye care practitioners between 2015 and 2024, focusing on concern levels, treatment preferences, prescribing patterns, and barriers.
Study design: Cross-sectional, online survey-based study.

Place and duration of study: Data were collected from 2,473 practitioners across multiple Asian countries in surveys conducted in 2015, 2019, 2022, and 2024.

Methodology: A 15-item questionnaire, translated into 18 languages, was distributed via professional organizations to optometrists, ophthalmologists, and other practitioners. Items evaluated concern about childhood myopia, perceived treatment efficacy, prescribing frequency, initiation thresholds, and barriers. Non-parametric analyses compared responses between countries and over time.

Results: Concern about childhood myopia was consistently high, peaking in 2019 and 2022 (mean 9.0 ± 1.5) and slightly declining in 2024 (8.5 ± 1.9, p < 0.05). Vietnam reported the highest concern (10.0 ± 0.2) and Turkey the lowest (7.4 ± 1.9, p < 0.001). In 2024, combination therapy (orthokeratology + atropine) was rated most effective (64.0 ± 24.3), followed by orthokeratology (56.1 ± 22.6) and outdoor time (48.7 ± 26.7). Single-vision spectacles declined in use, while myopia control spectacles, contact lenses, and atropine increased. Minimum thresholds for initiating treatment were lowest in China (−0.5 ± 0.5D) and highest in Turkey (−1.6 ± 0.9D, p ≤ 0.001). Main barriers were cost (30.4%), accessibility (14.3%), and safety concerns (12.7%). Myopia management enhanced patient loyalty (67.5%) and job satisfaction (75.2%), with variable impact on revenue (53.4%).

Conclusion: Evidence-based myopia control strategies are increasingly adopted across Asia, especially in China and Singapore. However, economic and accessibility barriers remain. Proactive myopia management improves patient retention and professional satisfaction, underscoring the need for broader implementation and support.
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1. INTRODUCTION 

Myopia is a refractive error that has reached epidemic proportions worldwide, with estimates projecting that by 2050, nearly half of the global population could be affected (Holden et al., 2015; Resnikoff et al., 2008). This has led to myopia becoming a significant public health issue in Asia, with prevalence rates far exceeding those of other regions of the world (Morgan et al., 2012; Dolgin, 2015). In countries such as China, South Korea, Japan, and Singapore, the prevalence of myopia among adolescents and young adults has reached alarming levels, surpassing 80% in many Asian cities (Jonas et al., 2021). Whilst the prevalence of myopia in young adults in Asia has been estimated to range from 6.8% to 21.6%, in non-Asian populations it estimated to be between 2.0% and 2.3% (Wong & Saw, 2016). This increase in the prevalence of myopia has been proposed to be largely driven by environmental and educational factors, such as intense academic pressure and prolonged engagement in near-vision activities (Xiang & Zou, 2020). To control this epidemic, some Asian countries, such as China and Singapore, have implemented comprehensive national programs to combat the rising prevalence of myopia among children (Jan et al., 2020; Karuppiah et al., 2021). In China, a school-based national program emphasizes increasing outdoor activities, with research showing that adding 1–2 hours of outdoor time daily can reduce myopia incidence by 25–50% over 1–3 years, particularly in children under 12 (Wu et al., 2013). Despite its low cost and additional health benefits, such as addressing childhood obesity, concerns persist that increased outdoor time may compromise academic performance, although evidence does not support this claim. Additionally, China’s “Double Reduction” policy, introduced in 2021, aims to alleviate academic pressure by limiting homework and after-school tutoring, which has shown a significant positive impact on reducing myopia progression in schoolchildren (Jan et al., 2020). Similarly, Singapore established a national myopia prevention programme in 2001 to delay myopia onset and progression through annual vision screenings, public education campaigns, and school-based interventions. This initiative promotes increased outdoor activities, reduces near-work tasks, and educates parents and teachers on good eye care habits. Since its launch, the program has achieved measurable success, with myopia prevalence among Primary 1 students decreasing from 37.7% in 2004 to 31.6% in 2015 (Karuppiah et al., 2021). The main barrier to implementation is the concern among parents and educators that more time outdoors will compromise educational outcomes, despite lack of evidence for such an undesirable effect. In addition to increased time outdoors, evidence suggests that the use of other treatment options, such topical atropine (Chia et al., 2012), red-light therapy (Xiong et al., 2021), custom-designed spectacles (Lam et al., 2020), dual-focus contact lenses (Chamberlain et al., 2019), multifocal soft lenses (Walline et al., 2013), and overnight orthokeratology (Huang et al., 2016), may slow the onset and/or the progression of myopia (Lawrenson et al., 2025; Zaabaar et al., 2024). The uptake of these myopia management treatment option is, however, not well understood. Furthermore, barriers for implementation of these treatments may include issues related safety and cost as well as the lack of approval/availability of some of these myopia control strategies. To better understand trends in myopia management in clinical practice, a number of survey-based studies have been conducted by Wolffsohn and colleagues to assess differences primarily between continents, but little information was provided with regards to differences between countries within the same continent (Wolffsohn et al., 2016, 2020, 2023). The first study, conducted in 2015, revealed that Asian eye care practitioners expressed one of the highest levels of concern globally regarding the rapid increase in childhood myopia. However, despite this concern, most practitioners in this region continued to prescribe single-vision lenses as the primary option for children with progressive myopia, citing cost and lack of information about alternative therapies as the main barriers to adopting effective strategies (Wolffsohn et al., 2016). In 2019, the survey was again distributed among eye care practitioners worldwide, given the rapid advancements in knowledge in the field (Wolffsohn et al., 2020). This study found that concern about childhood myopia remained high in Asia, and there was an increase in the adoption of methods with proven efficacy, particularly orthokeratology and pharmacological interventions. China, Hong Kong, and Singapore emerged as the regions with the highest implementation of advanced strategies, while other Asian countries still showed reluctance due to limited accessibility to certain treatments and the perception of high costs. Additionally, Asia exhibited a greater use of bifocal and progressive addition lenses for myopia control compared to other regions, reflecting differences in clinical practice across continents. In 2022, a new study confirmed a growing trend in Asia toward the use of combination therapies to enhance myopia control efficacy (Wolffsohn et al., 2023). Although the use of single-vision lenses declined, they remained widely prescribed, and significant differences persisted in the perceived effectiveness of various strategies among Asian countries. China continued to lead in the adoption of advanced treatments, with greater implementation of orthokeratology and pharmaceutical options such as atropine; countries such as India and the Philippines showed a more moderate adoption, influenced by economic factors and the availability of specialized treatments. Since the latter survey-based studies have not examined variations in attitudes and strategies for myopia management across Asian countries in detail or how these trends have evolved over time (Wildsoet et al., 2019), this study seeks to update the 2024 findings while analysing changes in clinical approaches from 2015 to 2024, identifying specific trends and challenges within Asia.

2. material and methods 

An online, self-administered, cross-sectional survey was conducted in 18 languages (simplified and traditional Chinese, Danish, Dutch, English, French, Greek, Hebrew, Italian, Japanese, Norwegian, Polish, Portuguese, Russian, Spanish, Swedish, Turkish, and Vietnamese) using the SurveyMonkey platform (Palo Alto, California, USA). The initial survey and its later revisions were developed in English before being translated into multiple languages by skilled bilingual speakers. It was then disseminated globally through professional organizations to reach eye care professionals, including optometrists, dispensing opticians, ophthalmologists, and other specialists. The questionnaire comprised 15 questions addressing clinical practices and practitioners' perspectives on myopia management (Appendix 1). Between 2015 and 2022, the survey was updated in response to scientific advancements in myopia research. Revisions included:
· The addition of myopia control spectacles and combination therapy (using two or more treatments simultaneously).
· The inclusion of a general question about the minimum level of myopia required to consider myopia control interventions.
· The addition of "treatment accessibility" as a possible barrier to prescribing myopia control options.
· Review and refinement of new questions by the International Myopia Institute advisory board, indicated with an asterisk.
Ethical approval for the study was granted by the Research Ethics Committee at Aston University in Birmingham, United Kingdom. The survey invitation outlined the study's purpose and data collection methods. By submitting their responses, participants provided informed consent. Participation was voluntary and anonymous, with no collection of personally identifiable information, although respondents were asked to provide basic demographic details regarding their years of professional experience and daily work environment.
2.1 STATISTICAL ANALYSIS
Responses from eye care practitioners were categorized by country for individual analysis. Ordinal variables are summarized using medians and interquartile ranges, while continuous variables are expressed as means ± standard deviations. The Shapiro-Wilk test was applied to assess normality, revealing that the data did not follow a normal distribution. Consequently, the Kruskal-Wallis test, a non-parametric alternative, was employed to compare responses across countries. All statistical analyses were performed using IBM SPSS 27.0 software (SPSS Inc., Chicago, Illinois), with statistical significance established at P < 0.05.
3. results 

Overall, 2,473 responses were collected across the four surveys conducted between 2015 and 2024 (Table 1). In 2015, data was obtained from three Asian markets, primarily from China (57.9%), followed by Hong Kong (26.4%) and India (15.7%). In 2019, participation was led by China (20.3%), Hong Kong (32.4%), India (15.4%), Malaysia (7.1%), and Pakistan (8.2%). Among the four surveys conducted, the highest response rate was obtained in 2022 with the major contribution obtained from China (72.7%), but there were contributions from new countries that did not participate in previous surveys, including Israel (3.1%), the Philippines (4.2%), Turkey (5.6%) and Vietnam (7.3%). In 2024, China (34.1%), followed by Vietnam (21.0%) and Turkey (15.7%), were the countries with the highest response rates. Overall, 33.4% of the respondents reported being optometrists, 63.2% ophthalmologists, 0.1% contact lens specialists, and 3.2% other eye care-related practitioners in Asia in 2024, although there were differences across Asian countries (Table 2). Among the Asian eye care practitioners that participated in the 2024 survey, 9.8% reported having over 31 years of experience, 19.6% between 21 and 30 years, 29.7% between 11 and 20 years, 19.8% between 6 and 10 years, 19.9% between 1 and 5 years, and 1.2% reported no previous experience. Additionally, 2.5% of respondents did not provide information regarding their years of professional experience. 
 Table 1. Distribution of responses obtained to the survey by country and year.

	Country
	2015
	2019
	2022
	2024
	Total

	China
	136
	37
	1001
	232
	1406

	Hong Kong
	62
	59
	1
	0
	122

	India
	37
	28
	67
	39
	171

	Israel
	0
	0
	42
	0
	42

	Philippines
	0
	4
	58
	0
	62

	Turkey
	0
	0
	78
	107
	185

	Vietnam
	0
	0
	101
	143
	244

	Malaysia
	0
	13
	7
	65
	85

	Pakistan
	0
	15
	4
	0
	19

	Singapore
	0
	15
	2
	35
	52

	Taiwan
	0
	11
	15
	59
	85

	Total
	235
	182
	1376
	680
	2473






Table 2. Distribution of responses obtained by eye care practitioner type in 2024. N, number of responses; %, percentage. 

	Country
	Optometrists
N (%)
	Ophthalmologists
N (%)
	Contact lens specialists
N (%)
	Other
N (%)

	China
	83 (35.8%)
	139 (59.9%)
	0 (0.0%)
	10 (4.3%)

	India
	35 (89.7%)
	2 (5.1%)
	0 (0.0%)
	2 (5.1%)

	Turkey
	0 (0.0%)
	107 (100.0%)
	0 (0.0%)
	0 (0.0%)

	Vietnam
	54 (37.8%)
	80 (55.9%)
	1 (0.7%)
	8 (5.6%)

	Malaysia
	18 (27.7%)
	47 (72.3%)
	0 (0.0%)
	0 (0.0%)

	Singapore
	35 (100.0%)
	0 (0.0%)
	0 (0.0%)
	0 (0.0%)

	Taiwan
	2 (3.4%)
	55 (93.2%)
	0 (0.0%)
	2 (3.4%)

	Total
	227 (33.4%)
	430 (63.2%)
	1 (0.1%
	22 (3.2%)




3.1 SELF-REPORTED CONCERN ABOUT THE INCREASING FREQUENCY OF CHILDHOOD MYOPIA
Concern among eye care practitioners regarding the rising prevalence of childhood myopia in clinical practice varied significantly across Asian countries (p0.001), being highest in Vietnam (10.0±0.2, all p0.001) and lowest in Turkey (7.4±1.9, all p0.001, except for Singapore) (Figure 1). This level of concern increased significantly between 2015 (8.3±1.8) and subsequent years, peaking in 2019 and 2022 (2019: 9.0±1.5; 2022: 9.0±1.5; 2024: 8.5±1.9; all p<0.05).
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Figure 1. Level of concern (rated from 0 [lowest] to 10 [highest]) by country and year. Error bars represent one standard deviation


3.2 PRACTITIONERS’ PERCEIVED EFFECTIVENESS OF MANAGEMENT OPTIONS FOR MYOPIA CONTROL
In 2024, Asian practitioners identified combination therapy (orthokeratology + atropine) as the myopia treatment they perceived to be most effective, followed by orthokeratology, atropine, and increased outdoor time. In contrast, undercorrection and single-vision glasses were reported as the least effective treatments (Table 3). Singaporean practitioners reported undercorrection (all p<0.05, except for Vietnam) and single-vision spectacles (all p≤0.001) as the least effective methods, while they considered approved myopia control spectacles to be more effective compared to other Asian countries (all p<0.05, except for Turkey and Malaysia). Among Asian countries, Turkey reported the lowest perceived effectiveness for various contact lens treatments, including rigid corneal lenses (all p < 0.05, except for Taiwan), single-vision soft lenses (all p < 0.05, except for Taiwan, Singapore, and Vietnam), multifocal soft contact lenses (all p < 0.05, except for Malaysia), and orthokeratology (all p≤0.001), as well as for combination therapy (all p<0.05). Regarding the use of different concentrations of atropine for myopia control, Malaysia identified 0.01% atropine as the most effective concentration (all p<0.05), whereas Taiwan considered concentrations above 0.5% to be the most effective treatment compared to other Asian countries (all p<0.05, except for Singapore). China considered red light therapy and alternative treatment methods to be the most effective compared to the other Asian countries (all p0.001). Increasing outdoor time was considered less effective by Vietnamese practitioners compared to practitioners from the other Asian countries (all p<0.05). No significant differences were found between countries with regards to the perceived effectiveness of bifocal and progressive addition spectacles, approved myopia control soft contact lenses, or 0.05% atropine (all p>0.05).
Over time, the perceived effectiveness of undercorrection was found to decline after 2022 (p ≤ 0.001), while the perceived efficacy of single-vision spectacles increased between 2019 and 2022 (p = 0.002), but declined again in 2024 (p = 0.016). The perceived efficacy of bifocal and progressive addition lenses increased between 2015 and 2019 (p0.001), decreased in 2022 (p0.001), and remaining stable thereafter in 2024 (p>0.05). The perceived efficacy of approved myopia control spectacles increased between 2015 and 2022 (p=0.012). The perception efficacy of rigid corneal lenses increased between 2019 and 2022 (p0.001), remaining stable thereafter. The perception efficacy of soft contact lenses increased between 2015 and 2022 (p=0.013), remaining stable thereafter. The perception of the efficacy of multifocal soft contact lenses increased between 2015 and 2019 (p0.01), remaining stable thereafter. The perceived efficacy of approved myopia control soft contact lenses, orthokeratology lenses, and outdoor time were reported to increase from 2015 onwards (p0.001). The perceived efficacy of combined therapies, such as orthokeratology together with atropine, decreased between the years 2022 and 2024 (p<0.001). No significant differences were found in the perceived efficacy of refractive surgery over the years (p>0.05).
3.3 PRACTITIONERS PERCEIVED LEVEL OF CLINICAL ACTIVITY IN MYOPIA CONTROL
In 2024, significant differences were found in the clinical activity reported by practitioners across Asian countries (p<0.001), with the highest levels reported in Turkey (3.8±1.1, all p<0.05, except for Malaysia), followed by Vietnam (3.3±1.1, all p0.001). No significant differences were found among the remaining countries (p>0.05) (Figure 2). Overall, the level of concern was found to decrease over time (2015: 3.6±1.1; 2019: 3.2±1.0; 2022: 3.4±1.2; 2024: 3.0±1.3; p=0.018).
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Figure 2. Perceived clinical activity (rated from 0 [low] to 10 [high]) by country and year. Error bars represent one standard deviation. 

3.4 RELATIVE FREQUENCY OF PRESCRIBING DIFFERENT MYOPIA CORRECTION/CONTROL METHODS BY PRACTITIONERS
In 2024, single-vision spectacles and 0.01% atropine were the most commonly prescribed myopia correction/control methods (Table 4). However, in China (all p0.001) and Taiwan (all p<0.001, except for Singapore), single-vision spectacles were reported to have the lowest prescription frequency. Approved myopia control spectacles were prescribed relatively more frequently in Singapore and less frequently in Vietnam compared to the other Asian countries (all p0.001). Progressive addition spectacles were prescribed relatively more frequently in China and Singapore compared to the other countries (all p<0.05). Rigid contact lenses (all p0.001), multifocal contact lenses (all p<0.05, except for India and Singapore), approved myopia control soft reusable contact lenses (all p<0.05), red light therapy (all p0.001), and combination therapy (all p0.001) were prescribed relatively more frequently in China compared to other countries. Single-vision soft contact lenses were prescribed relatively more frequently in India compared to the other countries (all p<0.05, except for Singapore). Approved myopia control soft daily disposable lenses were fitted relatively more frequently in Singapore (all p<0.05), whereas orthokeratology lenses were prescribed relatively less frequently in Turkey (all p0.001) compared to the other countries. Atropine at different concentrations was prescribed relatively more frequently in Taiwan compared to other countries (all p0.001). No significant differences were found between countries in the relative frequency of prescribing bifocal spectacles (p>0.05).
Regarding trends over time, the relative prescription frequency of undercorrection increased between 2015 and 2019 (p=0.016), then decreased again in 2022 (p0.001) and remained stable thereafter (p>0.05). The relative prescription frequency of bifocal spectacles increased between 2015 and 2019 (p=0.013), then decreased again in 2024 (p0.001). The relative prescription frequency of progressive addition spectacles increased between 2015 and 2019 (p0.001) and decreased again in 2024 (p0.001). The relative prescription frequency of rigid corneal lenses and single-vision soft contact lenses decreased over the years (both p0.001). The relative prescription frequency of multifocal soft contact lenses increased between 2015 and 2022 (p0.001), but decreased in 2024 (p0.001). The relative prescribing of orthokeratology increased between 2019 and 2022 (p0.001), but decreased in 2024 (p0.001). No significant differences were found over time in the relative prescription frequency of bifocal spectacles, combination therapy, and refractive surgery (p>0.05).

3.5 MINIMUM AGE OF PRESCRIBING MYOPIA MANAGEMENT OPTIONS BY PRACTITIONERS
In 2024, myopia control spectacles were the myopia control method prescribed at the youngest age, while approved myopia control soft reusable contact lenses were prescribed at the oldest age (Table 5). Regarding myopia control spectacles, they were prescribed at an older age in China compared to other countries (all p<0.05). Rigid corneal lenses were prescribed at a younger age in Singapore (all p<0.05, except for China) and Vietnam (all p0.001, except for China) compared to the other countries. Approved myopia control soft daily disposable contact lenses were prescribed at an older age in Malaysia in comparison with the other Asian countries (all p0.001, except for Taiwan). On the other hand, specific myopia control soft reusable contact lenses were prescribed at a younger age in Singapore and Taiwan in comparison with the remaining countries (all p<0.05). Atropine was prescribed at an older age in China in comparison with the other Asian countries (all p<0.05). No significant differences were found between Asian countries in red light therapy (p>0.05). Regarding trends over time, the age at which spectacles were prescribed decreased between 2022 and 2024 (p<0.001). The age for prescribing rigid corneal lenses decreased between 2015 and 2022, but it increased in 2024 (both p<0.001). The age at which atropine was prescribed increased significantly from 2015 to 2019 (p<0.001); returned to 2015 levels in 2022 (p<0.001); and then it remained stable compared to 2024 (p>0.05).

3.6 MINIMUM DEGREE OF MYOPIA TO BEGIN MYOPIA CONTROL
In 2024, the minimum level of myopia required to prescribe a myopia control treatment varied significantly across Asian countries (p≤0.001). Turkey (-1.6 ± 0.9; all p≤0.001, except for India) and Malaysia (-1.5 ± 0.8; all p≤0.001, except for India) reported the highest thresholds, whereas China had the lowest threshold (-0.5 ± 0.5; all p≤0.001, except for Taiwan). No significant differences were found among the other Asian countries in the minimum degree of myopia to begin myopia control treatment (Figure 3). No significant differences were found in the minimum degree of myopia to begin myopia control treatment over the 2015 to 2024 time period (p>0.05).
[image: ]
Figure 3. Minimum degree of myopia presents in a child to justify the adoption of a myopia control treatment by country and year. Error bars represent one standard deviation.

3.7 MINIMUM LEVEL OF MYOPIA PROGRESSION THAT NECESSITATES MYOPIA CONTROL
The average rate of myopia progression that justified the prescription of a myopia control method in 2024 varied between countries, ranging from −0.51 to −0.75D for most of them, except for China and Taiwan, where a preference for −0.26 to −0.50D was reported (all p≤0.001). Between 2019 and 2024, the reported median minimum level of myopia progression required to initiate a myopia control treatment decreased significantly (all p≤0.001).

3.8 USING UNDERCORRECTION AS STRATEGY TO CONTROL MYOPIA
In 2024, most eye care practitioners reported not prescribing undercorrection as a myopia control method (78.2%), with only 18.7% and 3.1% reporting using it “sometimes” and “always”, respectively. Taiwan reported the highest rate of using it "sometimes" (27.1%), followed by India (25.6%) and China (25.4%) (all p≤0.001). Between 2015 and 2024, no significant changes were observed in the frequency of undercorrection prescribing (p>0.05).


3.9 REASONS FOR NOT PRESCRIBING AN ALTERNATIVE METHOD TO SINGLE-VISION CORRECTION
Several reasons were cited by practitioners from different Asian countries for not prescribing myopia control treatments in 2024 (Figure 4). Concern regarding lack of effectiveness as a reason for hindering the prescription of myopia control treatment was significantly higher in Turkey (23.1%) compared with the other Asian countries (p≤0.001). Similarly, concern regarding unpredictable outcomes was highest in Turkey and Singapore compared to the other countries (p≤0.001). In Malaysia, 31.6% of practitioners reported safety concerns as the major reason for not prescribing a myopia control approach; this proportion was significantly higher compared to the other countries (p≤0.001). Cost concerns were a significantly greater barrier to adopting myopia control treatments in China, India, and Singapore compared to other assessed countries (p ≤ 0.001); however, no significant differences were observed among these three countries (p > 0.05). Additional chair time was a significantly greater concern among practitioners in Vietnam (34.9%) compared to other countries (p≤0.001); however, no significant differences were observed among the remaining Asian countries relating to this reason. The concern related to inadequate information or lack of knowledge varied significantly across countries (p ≤ 0.001), ranging from 7.1% in Singapore to 29.2% in Turkey. Pairwise comparisons showed that Turkey reported significantly higher concerns than Singapore (p≤0.001), but differences among the other countries were not statistically significant (p>0.05). The perception of an unfavourable benefit/risk ratio differed significantly across countries (p ≤ 0.001), ranging from 4.3% in India to 39.8% in Vietnam. Practitioners in Vietnam expressed significantly higher concerns about this factor compared to India and Singapore (p≤0.001), while no significant differences were found among other countries. Regarding the lack of accessibility to treatment options, Vietnam (44.6%) and Malaysia (39.5%) were the leading countries expressing this concern, with significantly higher rates compared to other assessed countries (p≤ 0.001). However, no significant difference was found between Vietnam and Malaysia (p > 0.05).
Overall, the reasons for not prescribing a myopia control method decreased between 2015 and 2024 (p≤0.001). However, cost to the patient and additional chair time significantly increased as barriers to prescribing a myopia control approach between 2019 and 2024 (both p≤0.001).
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Figure 4. Reasons cited by practitioners from different Asian countries for not prescribing myopia control treatments in 2024.
3.10 RANKED CRITERIA FOR STARTING MYOPIA CONTROL IN A YOUNG PROGRESSING MYOPE
In 2024, refractive error (2.2±1.6) and age (3.1±2.1) were reported as the most influential criteria (lowest values) for prescribing a myopia control treatment, followed by the rate of myopia progression (4.4±2.3) and the presence of two myopic parents (5.6±2.6). Conversely, patient pressure (10.3±2.6) and parent/guardian pressure (10.8±2.9) were reported as the least influential criteria (highest values) for initiating myopia control treatment (Figure 5). Refractive error was more influential in Malaysia (1.7±0.9) and Turkey (2.1±1.4) compared to other countries (all p≤0.001). In Vietnam, the presence of one (7.3±2.8) or two myopic parents (6.9±1.7) was less influential for starting myopia control in a young progressing myope compared to other Asian countries (all p≤0.001, except for Singapore). Conversely, in India, the presence of two myopic parents had the greatest influence (4.1±2.4; all p≤0.001, except for Singapore and Turkey). Axial length had a greater influence in China (3.6±2.0; all p≤0.001, except for India) and Vietnam (3.8±1.9; all p≤0.001, except for India) compared to other countries. The rate of myopia progression had less influence in China (4.3±2.3) compared to other countries (all p≤0.001). Choroidal thickness had less influence in Singapore (10.1±2.4) compared to other countries (all p<0.05, except for Taiwan and Malaysia). The AC/A ratio (8.7±2.6; all p<0.05, except for India) and lifestyle (9.4±2.7; all p<0.05, except for China) were more influential in Vietnam compared to other countries. No significant differences were found between countries regarding age, binocular vision status, patient pressure, and parent/guardian pressure (all p>0.05).
Comparing 2022 with 2024, the influence of all factors decreased (all p≤0.001), except for refractive error, which increased (p≤0.001), and age and the presence of one myopic parent, which remained constant (p>0.05).
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Figure 5. Hierarchized criteria (rated from 0 [highest] to 10 [lowest]) for initiating myopia control in young progressive myopes reported by Asian countries in 2024. Error bars represent one standard deviation.

3.11 FACTORS CONSIDERED WHEN CHOOSING WHICH MYOPIA MANAGEMENT STRATEGY TO USE FIRST
The factors for selecting the initial myopia management strategy based on their importance in 2024 were as follows: myopia progression rate (13.6%), age (12.7%), cycloplegic refraction (11.9%), axial length (11.4%), risk factors such as parental myopia/lifestyle (10.1%), refractive error (non-cycloplegic) (8.5%), parent/guardian preference (7.7%), binocular vision status (6.7%), patient preference (6.4%), corneal topography (5.2%), choroidal thickness (2.5%), only comfortable/trained to use one treatment (1.6%), and only have one treatment available to me (1.6%). The factor "only have one treatment available to me" was reported as most important in Vietnam (18.9%) and India (17.4%); the latter two proportions were significantly higher compared to other countries (p≤0.001). Significant differences were found among Asian countries with regards to the factor "only comfortable/trained to use one treatment", which ranged from 16.2% in Turkey to 0% in Vietnam (p≤0.001). Although age was considered the most important factor when choosing which myopia management strategy to use first in most countries, particularly in Singapore (85.7%) and India (82.4%), there were significant differences found between Asian countries with regards to this factor (p≤0.001). The factor "refractive error (non-cycloplegic)" was most commonly considered in Singapore (60.0%) and China (60.4%) compared to the other countries (p≤0.001). Significant differences were found between Asian countries in cycloplegic refraction (p≤0.001), with this factor ranging from 78.3% in Vietnam to 20.0% in Singapore. The factors “corneal topography” (47.1%) and “axial length” (88.5%) were used more frequently to choose a myopia control treatment in China compared to the other countries (all p≤0.001). The factor "myopia progression rate" was more frequently used in Turkey (85.7%), Malaysia (84.6%), and China (83.3%) compared to other Asian countries (all p≤0.001). The factor "choroidal thickness" varied significantly between countries, from 30.8% in China to 2.9% in Singapore (p≤0.001). The factor "binocular vision status" was reported more frequently in India (56.8%) and China (55.5%) compared to the other Asian countries (p≤0.001). The factor "patient preference" was reported more frequently in Vietnam (47.1%) and Singapore (42.9%) compared to the remaining Asian countries (p≤0.001). The factor "parent/guardian preference" was selected more frequently by practitioners in Vietnam (57.2%) and Malaysia (52.3%) compared to the other Asian countries (p≤0.001). The factor "risk factors such as parental myopia/lifestyle" was used most frequently in Singapore (74.3%) compared to other Asian countries (p≤0.001). Between 2022 and 2024, there was a significant decrease in the importance of the factors "only comfortable/trained to use one treatment", "only have one treatment available to me", and "binocular vision status" (all p<0.05). Conversely, the factors "age", "refractive error (non-cycloplegic)", "cycloplegic refraction", "corneal topography", "axial length", "myopia progression rate", "choroidal thickness", "patient preference", "parent/guardian preference", and "risk factors such as parental myopia/lifestyle" were reported to be more important with regards to choosing which myopia management strategy to use first in 2024 in comparison with 2022 (all p<0.05).

3.12 TRIGGERS TO ADJUST MYOPIA MANAGEMENT STRATEGY
In general, Asian practitioners reported that the main factors triggering adjustments in myopia management strategies were the progression of refractive error (22.2%), progression of axial length (18.2%), and faster-than-expected eye growth for age (13.2%). Factors such as changes in choroidal thickness (3.4%) and treatment comfort (9.3%) were considered less important for adjusting the myopia management strategy.
When analysing the data by country, progression of refractive error was the most frequently reported criterion in Turkey (97.1%), while it was the least considered in Singapore (80.0%, all p<0.05). Progression of axial length was the most important criterion in China (90.5%) and the least relevant in Malaysia (47.6%, all p<0.05). Changes in choroidal thickness were most considered in China (25.5%), while Taiwan (1.7%) had the lowest rate of consideration for this criterion (all p<0.05). Faster-than-expected eye growth for age was a key criterion in China (74.9%) and had the least weight in Malaysia (38.1%, all p<0.05). A new treatment with a scientifically reported better efficacy was more influential in Turkey (60.2%) and the least relevant in Vietnam (24.6%, all p<0.05). Poor compliance was the most important reason for adjustment in Singapore (71.4%) and the least considered in Turkey (31.1%, all p<0.05). Treatment comfort had more influence in Vietnam (48.6%) and the least in India (27.0%) (all p<0.05). Treatment-related complications were more relevant in Vietnam (47.9%) and less important in Malaysia (30.2%) (all p<0.05).
Between 2022 and 2024, the number of factors influencing decision-making changed, with an increase in all except for “a new treatment with a scientifically reported better efficacy", which decreased (p≤0.001).


3.13 IMPACT OF MYOPIA MANAGEMENT ON YOUR PRACTICE
Overall, myopia management was regarded as a beneficial factor in enhancing patient loyalty, increasing practice revenue, and improving job satisfaction. More specifically, practitioners reported that myopia management somewhat improved patient loyalty (much more: 25.0%; more: 42.5%; no change: 22.4%; less: 6.5%; much less: 3.7%), increased practice revenue (much more: 14.7%; more: 38.7%; no change: 38.5%; less: 5.0%; much less: 3.1%), and enhanced job satisfaction (much more: 26.2%; more: 49.0%; no change: 20.0%; less: 3.7%; much less: 1.2%). Practitioners in India reported that offering myopia control treatments had a lower impact on patient loyalty (much more: 23.1%; more: 48.7%), whereas practitioners in China reported a significantly higher impact (much more: 43.5%; more: 33.2%) compared to other countries (all p ≤ 0.001). Significant differences were found between Asian countries in practice revenue, with Singapore reporting myopia management having the highest positive impact in practice revenue (much more: 8.6%; more: 68.6%, p<0.05), whereas Turkey showed the lowest impact in practice revenue as a result of offering myopia management in clinical practice (much more: 0.9%; more: 10.3%, p<0.05). Significant differences were also found between Asian countries regarding the impact of myopia management in job satisfaction (p<0.05), with the highest impact reported by Vietnamese (much more: 18.2%; more: 60.8%) and Singaporean practitioners (much more: 31.4%; more: 54.3%, all p<0.05), and the lowest impact in Turkish practitioners  (much more: 12.1%; more: 50.5%, all p<0.05). 
Between 2022 and 2024, differences were only found in patient loyalty, which decreased over time (p≤0.001).






Table 3. Perceived efficacy (defined as the expected level of reduction in childhood myopia progression in percentage) of myopia control options reported by practitioners in different Asian countries over time. Data reported as mean ± standard deviation. PAL, progression addition lenses; RCL, rigid corneal lens.

	
	Country/Technique
	China
	Hong Kong
	India
	Israel
	Malaysia
	Pakistan
	Philippines
	Singapore
	Taiwan
	Turkey
	Vietnam
	Overall mean
	

	2015
	Spectacle
	

	
	Under-correction
	2.77.2
	3.97.7
	20.324.6
	-
	-
	-
	-
	-
	-
	-
	-
	5.813.3

	
	Single vision
	14.422.4
	7.815.8
	35.231.1
	-
	-
	-
	-
	-
	-
	-
	-
	16.024.1

	
	Bifocals
	10.917.4
	21.117.9
	16.421.1
	-
	-
	-
	-
	-
	-
	-
	-
	14.518.6

	
	PALS
	13.617.7
	24.818.4
	22.125.2
	-
	-
	-
	-
	-
	-
	-
	-
	17.919.8

	
	Contact lenses
	
	
	
	
	Contact lenses

	
	RCL
	23.225.6
	15.123.2
	29.730.5
	-
	-
	-
	-
	-
	-
	-
	-
	22.126.2

	
	Single vision soft
	9.016.7
	6.615.2
	30.233.7
	-
	-
	-
	-
	-
	-
	-
	-
	11.721.5

	
	Multifocal soft
	11.419.0
	15.317.1
	17.624.3
	-
	-
	-
	-
	-
	-
	-
	-
	13.419.5

	
	Approved myopia control soft
	16.323.4
	32.322.8
	29.132.4
	-
	-
	-
	-
	-
	-
	-
	-
	22.525.8

	
	Orthokeratology
	45.128.4
	56.824.6
	26.630.4
	-
	-
	-
	-
	-
	-
	-
	-
	45.329.2

	
	Pharmaceutical
	28.728.0
	39.424.0
	16.520.0
	-
	-
	-
	-
	-
	-
	-
	-
	29.626.8

	
	Refractive Surgery
	17.530.8
	9.021.9
	23.430.6
	-
	-
	-
	-
	-
	-
	-
	-
	16.229.0

	
	Increased time outdoors
	39.630.1
	36.322.8
	28.424.6
	-
	-
	-
	-
	-
	-
	-
	-
	36.927.7

	2019
	Spectacle
	

	
	Under-correction
	34.328.9
	3.19.1
	7.313.5
	-
	6.920.9
	25.228.9
	12.525.0
	1.75.2
	5.413.3
	-
	-
	11.721.6

	
	Single vision
	40.525.3
	6.712.5
	16.624.7
	-
	11.524.7
	33.638.7
	6.312.5
	6.310.4
	17.526.8
	-
	-
	17.625.1

	
	Bifocals
	44.823.5
	30.418.0
	28.826.8
	-
	35.024.6
	24.529.6
	45.039.7
	36.713.3
	15.315.4
	-
	-
	33.122.9

	
	PALS
	43.230.0
	27.515.4
	35.728.3
	-
	31.418.3
	27.530.7
	51.722.5
	32.316.9
	24.220.6
	-
	-
	32.723.4

	
	Contact lenses
	

	
	RCL
	31.328.1
	13.822.1
	33.330.8
	-
	28.829.5
	40.532.2
	16.322.9
	22.725.8
	18.517.8
	-
	-
	24.227.2

	
	Single vision soft
	35.026.6
	6.714.3
	24.026.9
	-
	15.820.4
	33.733.0
	6.312.5
	11.017.7
	10.619.0
	-
	-
	17.423.9

	
	Multifocal soft
	33.926.5
	28.219.3
	34.230.7
	-
	29.216.9
	22.329.8
	51.336.6
	35.414.4
	30.516.3
	-
	-
	31.223.5

	
	Approved myopia control soft
	48.628.2
	43.317.7
	50.730.8
	-
	39.620.0
	34.335.0
	58.823.2
	49.917.4
	35.019.8
	-
	-
	45.024.1

	
	Orthokeratology
	63.522.7
	61.615.1
	55.431.6
	-
	63.820.6
	49.232.2
	82.59.6
	55.216.2
	69.716.4
	-
	-
	60.922.0

	
	Pharmaceutical
	50.525.7
	56.419.2
	47.330.4
	-
	61.222.8
	45.526.6
	77.522.2
	54.916.9
	65.114.8
	-
	-
	54.323.5

	
	Refractive Surgery
	30.037.5
	9.624.8
	27.833.2
	-
	21.238.9
	30.332.7
	18.837.5
	6.720.6
	9.419.8
	-
	-
	18.631.4

	
	Increased time outdoors
	59.725.4
	37.025.3
	49.928.2
	-
	41.530.2
	35.428.2
	43.831.5
	30.727.3
	46.629.2
	-
	-
	43.828.0

	2022
	Spectacle
	

	
	Under-correction
	10.218.5
	-
	17.328.3
	4.110.0
	8.622.7
	27.730.3
	14.918.6
	0.00.0
	12.324.9
	10.516.4
	19.126.0
	11.219.6

	
	Single vision
	18.920.0
	-
	25.731.4
	6.118.7
	8.614.6
	44.039.2
	26.128.5
	1.01.4
	25.026.6
	17.026.1
	31.027.7
	19.922.2

	
	Bifocals
	22.019.0
	-
	27.325.1
	18.416.7
	31.416.8
	44.030.0
	37.025.0
	12.510.6
	35.430.7
	21.021.7
	31.922.7
	23.520.3

	
	PALS
	29.322.2
	-
	29.827.4
	21.717.7
	31.414.6
	38.015.7
	44.328.6
	12.510.6
	41.924.8
	22.323.4
	32.823.5
	29.823.0

	
	Approved myopia control
	42.722.8
	-
	50.127.0
	43.124.9
	51.46.9
	65.021.2
	51.128.6
	55.07.1
	55.626.6
	30.125.2
	48.925.6
	43.423.8

	
	Contact lenses
	

	
	RCL
	30.225.7
	-
	26.628.8
	14.619.9
	27.120.6
	60.017.3
	39.330.7
	30.028.3
	34.430.3
	12.919.9
	40.029.8
	30.126.5

	
	Single vision soft
	20.424.9
	-
	24.731.2
	6.619.2
	20.024.5
	50.743.9
	30.730.5
	2.53.5
	15.016.7
	15.423.7
	31.828.8
	21.225.8

	
	Multifocal soft
	35.224.8
	-
	34.432.0
	33.422.3
	34.314.0
	45.322.0
	38.725.8
	45.021.2
	44.513.8
	15.920.6
	35.126.4
	34.725.2

	
	Approved myopia control soft
	42.325.8
	-
	49.829.1
	51.421.4
	54.37.9
	50.021.8
	49.725.9
	60.00.0
	56.520.6
	23.027.0
	48.926.3
	43.126.2

	
	Orthokeratology
	63.820.1
	-
	49.628.6
	45.924.6
	65.712.7
	48.09.8
	57.825.2
	80.00.0
	59.425.5
	27.124.8
	60.024.1
	60.622.8

	
	Pharmaceutical
	52.924.1
	-
	47.528.3
	52.424.1
	54.323.7
	58.524.3
	51.425.0
	80.00.0
	50.721.4
	36.028.0
	54.322.6
	51.924.6

	
	Combination therapy
	68.724.7
	-
	56.030.2
	60.528.0
	72.718.7
	71.711.9
	62.428.0
	85.07.1
	66.221.0
	40.929.2
	67.823.8
	66.525.9

	
	Increased time outdoors
	60.127.3
	-
	43.632.4
	41.628.0
	39.323.5
	61.818.0
	54.029.6
	30.028.3
	46.327.9
	43.731.0
	50.927.2
	56.728.4

	2024
	Spectacle
	

	
	Under-correction
	8.714.2
	-
	14.325.1
	-
	7.418.1
	-
	-
	1.96.8
	9.617.1
	9.017.9
	4.714.4
	7.816.2

	
	Single vision
	21.721.6
	-
	34.532.0
	-
	24.534.1
	-
	-
	7.518.0
	13.518.8
	11.520.3
	18.222.3
	18.824.0

	
	Bifocals
	25.421.2
	-
	27.522.1
	-
	24.627.4
	-
	-
	29.522.0
	18.715.9
	23.820.6
	24.221.3
	24.621.6

	
	PALS
	29.822.3
	-
	29.222.5
	-
	29.526.9
	-
	-
	31.421.3
	22.718.0
	24.921.4
	26.521.9
	27.822.2

	
	Approved myopia control
	44.520.6
	-
	52.320.8
	-
	48.127.8
	-
	-
	55.117.6
	44.420.3
	46.424.2
	45.321.2
	46.422.1

	
	Contact lenses
	

	
	RCL
	39.626.3
	-
	31.125.8
	-
	35.533.6
	-
	-
	30.128.1
	26.825.5
	19.125.1
	30.229.6
	32.428.4

	
	Single vision soft
	26.925.2
	-
	26.129.3
	-
	23.630.5
	-
	-
	12.421.8
	14.719.7
	11.618.6
	17.624.0
	20.524.9

	
	Multifocal soft
	39.422.2
	-
	29.322.0
	-
	25.929.4
	-
	-
	34.519.4
	29.021.9
	20.320.8
	28.022.6
	31.323.6

	
	Approved myopia control soft
	48.320.3
	-
	51.625.3
	-
	42.331.1
	-
	-
	53.217.6
	49.119.9
	36.324.0
	46.121.5
	46.022.9

	
	Orthokeratology
	60.419.5
	-
	54.922.4
	-
	51.828.9
	-
	-
	62.919.5
	63.417.3
	39.324.5
	57.220.2
	56.122.6

	
	Atropine 0.01%
	43.621.4
	-
	42.526.8
	-
	54.926.7
	-
	-
	39.726.5
	34.320.4
	39.223.3
	37.623.1
	41.723.6

	
	Atropine 0.05%
	46.523.2
	-
	40.924.0
	-
	51.529.2
	-
	-
	53.723.6
	46.917.7
	42.525.4
	52.718.9
	47.823.2

	
	Atropine ≥0.5%
	48.326.9
	-
	38.926.4
	-
	48.034.5
	-
	-
	54.327.1
	61.524.6
	37.026.8
	43.430.1
	47.028.8

	
	Light therapy
	43.328.0
	-
	32.512.6
	-
	11.320.8
	-
	-
	21.024.9
	19.724.2
	21.723.5
	30.625.0
	31.827.8

	
	Combination therapy
	68.121.3
	-
	51.827.0
	-
	60.931.8
	-
	-
	68.222.7
	71.919.2
	52.227.5
	64.620.8
	64.024.3

	
	Alternating treatments
	50.527.0
	-
	35.324.5
	-
	24.931.5
	-
	-
	23.825.8
	40.924.1
	29.728.0
	21.324.7
	36.529.3

	
	Increased time outdoors
	53.626.3
	-
	42.421.6
	-
	54.629.1
	-
	-
	41.426.8
	51.324.3
	48.527.9
	40.325.1
	48.726.7












Table 4. Prescription frequency of myopia control options (as percentage of the different myopia correction given to progressing/young myopes during a typical month) reported by practitioners in different Asian countries over time. Data reported as mean ± standard deviation. PAL, progression addition lenses; RCL, rigid corneal lens; CL, contact lens.

	
	Country/Technique
	China
	Hong Kong
	India
	Israel
	Malaysia
	Pakistan
	Philippines
	Singapore
	Taiwan
	Turkey
	Vietnam
	Overall mean

	2015
	Spectacle
	

	
	Single vision
	45.837.8
	57.832.8
	47.927.6
	-
	-
	-
	-
	-
	-
	-
	-
	49.335.3

	
	Bifocals
	1.13.3
	1.77.0
	8.412.1
	-
	-
	-
	-
	-
	-
	-
	-
	2.47.0

	
	PALS
	3.110.2
	9.615.2
	6.110.8
	-
	-
	-
	-
	-
	-
	-
	-
	5.312.1

	
	Contact lenses
	

	
	RCL
	6.09.0
	1.45.4
	5.69.2
	-
	-
	-
	-
	-
	-
	-
	-
	4.78.4

	
	Single vision soft
	1.94.4
	5.59.2
	17.014.5
	-
	-
	-
	-
	-
	-
	-
	-
	5.39.8

	
	Multifocal soft
	0.32.0
	0.83.7
	1.12.9
	-
	-
	-
	-
	-
	-
	-
	-
	0.62.7

	
	Approved myopia control soft
	0.31.4
	5.714.9
	2.15.3
	-
	-
	-
	-
	-
	-
	-
	-
	2.08.3

	
	Orthokeratology
	11.419.3
	9.612.1
	1.78.2
	-
	-
	-
	-
	-
	-
	-
	-
	9.416.6

	
	Pharmaceutical
	9.117.7
	1.04.2
	0.82.3
	-
	-
	-
	-
	-
	-
	-
	-
	5.614.2

	
	Refractive surgery
	2.310.5
	0.43.5
	3.86.6
	-
	-
	-
	-
	-
	-
	-
	-
	2.18.6

	2019
	Spectacle
	

	
	Single vision
	57.627.6
	55.230.3
	57.932.4
	-
	63.630.3
	74.634.6
	22.424.1
	33.030.9
	56.334.7
	-
	-
	55.931.8

	
	Bifocals
	0.82.0
	2.77.4
	2.03.3
	-
	6.39.3
	6.19.0
	3.36.7
	7.313.7
	0.30.9
	-
	-
	3.07.2

	
	PALS
	14.414.9
	13.618.0
	1.42.8
	-
	12.018.3
	4.69.2
	32.720.9
	14.815.0
	1.82.9
	-
	-
	10.715.5

	
	Contact lenses
	

	
	RCL
	2.95.8
	0.72.2
	2.44.7
	-
	0.51.0
	2.28.3
	0.40.8
	2.26.7
	3.13.2
	-
	-
	1.74.7

	
	Single vision soft
	11.818.8
	3.66.6
	16.318.8
	-
	4.69.0
	1.11.8
	4.36.3
	7.48.8
	0.61.0
	-
	-
	7.213.2

	
	Multifocal soft
	0.92.7
	0.72.3
	2.24.9
	-
	1.73.7
	0.83.2
	12.116.5
	1.64.7
	2.99.5
	-
	-
	1.54.8

	
	Approved myopia control soft
	1.04.4
	5.58.8
	4.413.5
	-
	0.31.0
	0.83.2
	3.36.7
	7.611.3
	0.20.5
	-
	-
	3.58.6

	
	Orthokeratology
	7.118.5
	15.622.3
	3.67.6
	-
	3.35.4
	1.43.5
	19.827.3
	25.528.0
	28.631.6
	-
	-
	11.620.8

	
	Pharmaceutical
	3.310.7
	2.59.4
	7.813.1
	-
	7.727.7
	4.17.3
	1.73.3
	0.62.3
	5.79.8
	-
	-
	4.012.0

	
	Refractive surgery
	0.10.5
	0.00.4
	2.16.3
	-
	0.00.0
	4.28.3
	0.00.0
	0.00.0
	0.62.2
	-
	-
	0.83.7

	2022
	Spectacle
	

	
	Single vision
	25.623.9
	-
	47.134.0
	26.636.6
	39.923.6
	29.112.7
	31.631.7
	12.64.2
	31.737.4
	59.138.8
	54.534.8
	31.129.3

	
	Bifocals
	3.08.4
	-
	5.610.3
	1.52.8
	2.74.7
	11.89.2
	6.611.5
	3.14.4
	0.51.5
	2.710.5
	0.92.9
	3.08.4

	
	PALS
	6.512.3
	-
	5.69.6
	4.19.4
	7.511.3
	10.57.8
	19.825.4
	4.86.8
	3.69.7
	1.97.8
	0.83.5
	6.312.7

	
	Approved myopia control
	19.418.8
	-
	7.815.3
	7.515.3
	14.39.2
	6.47.5
	17.025.5
	34.95.1
	4.36.1
	11.327.6
	1.68.3
	16.419.5

	
	Contact lenses
	

	
	RCL
	4.710.7
	-
	2.15.9
	3.08.7
	1.52.4
	2.12.4
	1.46.9
	0.00.0
	0.00.0
	0.10.3
	0.41.7
	3.79.6

	
	Single vision soft
	2.28.8
	-
	6.110.2
	7.014.4
	8.811.6
	2.32.7
	6.59.6
	0.00.0
	0.82.2
	8.516.1
	1.03.2
	3.09.6

	
	Multifocal soft
	2.27.6
	-
	1.74.1
	5.111.4
	2.14.9
	4.08.0
	3.49.0
	1.01.4
	3.67.5
	0.21.0
	0.10.4
	2.1 .2

	
	Approved myopia control soft
	3.19.2
	-
	3.67.5
	19.927.3
	6.99.6
	2.85.7
	2.35.7
	16.620.7
	9.211.1
	0.97.8
	0.10.6
	3.410.2

	
	Orthokeratology
	17.518.4
	-
	3.510.6
	7.516.5
	7.29.2
	3.04.6
	3.711.3
	27.016.1
	10.510.2
	1.14.8
	6.415.0
	14.017.9

	
	Pharmaceutical
	7.412.8
	-
	6.711.5
	7.120.1
	4.110.8
	23.831.9
	3.410.8
	0.00.0
	26.528.6
	5.614.5
	20.924.4
	8.315.1

	
	Combination therapy
	6.19.8
	-
	4.29.8
	1.34.9
	5.113.5
	4.14.9
	1.03.5
	0.00.0
	9.210.8
	1.05.9
	2.56.4
	5.19.3

	2024
	Spectacle
	

	
	Single vision
	21.127.2
	-
	48.137.1
	-
	41.034.0
	-
	-
	31.423.9
	8.514.6
	54.839.3
	50.135.4
	35.435.2

	
	Bifocals
	2.16.2
	-
	1.43.7
	-
	1.75.5
	-
	-
	0.31.1
	0.62.7
	1.66.2
	0.83.0
	1.55.1

	
	PALS
	5.614.2
	-
	3.413.2
	-
	2.27.4
	-
	-
	6.613.1
	0.83.0
	0.73.6
	0.72.6
	3.010.1

	
	Approved myopia control
	14.318.7
	-
	8.410.8
	-
	10.916.3
	-
	-
	27.622.9
	2.34.8
	16.122.7
	2.36.1
	11.017.6

	
	Contact lenses
	

	
	RCL
	3.28.9
	-
	0.62.6
	-
	0.41.2
	-
	-
	0.92.9
	0.72.5
	0.10.4
	0.54.3
	1.45.8

	
	Single vision soft
	0.82.1
	-
	6.612.3
	-
	0.83.1
	-
	-
	5.78.6
	0.51.7
	4.910.9
	0.31.7
	1.96.2

	
	Multifocal soft
	1.23.3
	-
	0.82.7
	-
	0.42.0
	-
	-
	1.23.4
	0.41.6
	0.21.6
	0.10.6
	0.62.4

	
	Specific myopia control soft daily disposable CLs
	1.53.8
	
-
	1.23.4
	
-
	1.56.1
	
-
	
-
	6.07.1
	2.34.2
	0.52.7
	0.31.7
	1.44.0

	
	Specific myopia control soft reusable CLs
	1.14.8
	
-
	0.10.8
	
-
	0.41.7
	
-
	
-
	0.72.2
	1.14.4
	0.52.9
	0.21.1
	0.73.4

	
	Orthokeratology
	10.514.8
	-
	3.28.7
	-
	2.67.3
	-
	-
	10.614.8
	4.66.3
	0.74.6
	3.66.8
	5.811.2

	
	Atropine 0.01%
	11.814.9
	-
	5.612.9
	-
	23.827.0
	-
	-
	2.38.8
	26.220.4
	7.214.9
	12.018.9
	12.718.6

	
	Atropine 0.05%
	2.18.3
	-
	1.98.3
	-
	1.74.8
	-
	-
	1.35.7
	22.221.5
	3.911.4
	9.215.7
	5.513.3

	
	Atropine ≥0.5%
	0.93.3
	-
	0.31.7
	-
	0.10.6
	-
	-
	0.95.3
	14.022.9
	0.00.0
	0.31.6
	1.78.1

	
	Light therapy
	3.210.6
	-
	0.31.6
	-
	0.32.3
	-
	-
	1.16.3
	0.62.8
	0.00.1
	1.68.2
	1.67.5

	
	Combination therapy
	7.311.6
	-
	2.88.3
	-
	1.54.9
	-
	-
	0.81.9
	6.810.1
	1.24.5
	1.96.1
	4.08.9















Table 5. Minimum recommended age for the prescription of different myopia control options reported by practitioners in different Asian countries over time. Data reported as mean ± standard deviation. PAL, progression addition lenses; RCL, rigid corneal lens; CL, contact lens.
	
	Country/Technique
	China
	Hong Kong
	India
	Israel
	Malaysia
	Pakistan
	Philippines
	Singapore
	Taiwan
	Turkey
	Vietnam
	Overall mean

	2015
	Spectacle
	

	
	Single vision
	5.51.5
	5.51.4
	6.22.3
	-
	-
	-
	-
	-
	-
	-
	-
	5.61.6

	
	Bifocals
	6.92.8
	7.21.9
	7.63.1
	-
	-
	-
	-
	-
	-
	-
	-
	7.12.6

	
	PALS
	8.53.2
	7.82.2
	8.22.8
	-
	-
	-
	-
	-
	-
	-
	-
	8.22.9

	
	Contact lenses
	

	
	RCL
	9.53.2
	   10.42.8
	11.73.4
	-
	-
	-
	-
	-
	-
	-
	-
	10.03.3

	
	Single vision soft
	13.64.3
	10.02.7
	11.13.6
	-
	-
	-
	-
	-
	-
	-
	-
	11.94.0

	
	Multifocal soft
	11.54.4
	10.03.0
	11.82.9
	-
	-
	-
	-
	-
	-
	-
	-
	11.23.8

	
	Approved myopia control soft
	10.83.9
	8.72.3
	10.63.4
	-
	-
	-
	-
	-
	-
	-
	-
	     10.03.4

	
	Orthokeratology
	8.72.4
	7.41.6
	13.23.8
	-
	-
	-
	-
	-
	-
	-
	-
	8.93.0

	
	Pharmaceutical
	5.81.8
	7.32.2
	7.74.1
	-
	-
	-
	-
	-
	-
	-
	-
	6.32.4

	
	Refractive surgery
	17.62.0
	17.02.4
	16.93.0
	-
	-
	-
	-
	-
	-
	-
	-
	17.42.2

	2019
	Spectacle
	

	
	Single vision
	6.52.2
	6.64.3
	6.44.2
	-
	7.15.2
	7.34.7
	13.58.7
	8.36.6
	5.30.7
	-
	-
	6.94.4

	
	Bifocals
	7.52.4
	11.06.8
	12.37.2
	-
	8.87.0
	11.17.3
	13.09.2
	6.74.1
	9.82.4
	-
	-
	10.26.5

	
	PALS
	9.13.1
	8.64.3
	11.76.5
	-
	6.62.4
	14.36.1
	5.81.5
	7.44.1
	7.52.1
	-
	-
	9.34.9

	
	Contact lenses
	

	
	RCL
	13.73.6
	17.65.0
	14.55.4
	-
	13.86.9
	16.04.0
	17.08.0
	13.76.3
	9.14.7
	-
	-
	15.35.5

	
	Single vision soft
	12.73.3
	14.15.7
	11.14.5
	-
	11.25.4
	15.93.7
	17.08.0
	11.35.4
	15.84.0
	-
	-
	13.25.2

	
	Multifocal soft
	11.02.9
	15.46.2
	13.65.6
	-
	11.86.1
	16.54.2
	9.57.7
	11.56.3
	9.31.5
	-
	-
	13.85.9

	
	Approved myopia control soft
	10.62.8
	10.54.7
	11.45.6
	-
	11.06.0
	15.14.2
	9.57.7
	7.61.9
	8.82.9
	-
	-
	10.84.8

	
	Orthokeratology
	8.32.0
	8.95.0
	11.15.8
	-
	11.36.6
	15.65.3
	6.51.0
	7.83.9
	9.02.1
	-
	-
	9.85.2

	
	Pharmaceutical
	6.21.7
	17.66.3
	9.87.0
	-
	12.58.1
	9.26.0
	17.37.5
	14.87.9
	5.91.8
	-
	-
	13.17.6

	
	Refractive surgery
	18.00.0
	20.32.2
	19.71.7
	-
	20.51.2
	18.73.0
	21.00.0
	     20.22.4
	18.00.0
	-
	-
	20.02.1

	2022
	Spectacle
	

	
	Single vision
	7.74.6
	-
	7.13.8
	5.91.8
	5.30.8
	8.84.8
	6.63.0
	-
	5.41.1
	6.22.9
	7.13.5
	7.44.3

	
	Bifocals
	8.85.4
	-
	7.63.5
	6.32.0
	5.71.3
	8.30.6
	6.93.0
	-
	6.62.3
	7.33.0
	8.24.1
	8.55.1

	
	PALS
	8.54.7
	-
	8.84.3
	7.22.8
	6.81.8
	9.01.4
	8.03.9
	-
	6.92.8
	8.13.5
	8.94.3
	8.44.6

	
	Approved myopia control
	6.93.1
	-
	7.83.8
	6.41.3
	6.92.0
	7.01.4
	6.32.6
	-
	5.50.7
	7.13.1
	8.43.1
	6.93.0

	
	Contact lenses
	

	
	RCL
	8.54.3
	-
	10.84.3
	11.92.4
	10.03.6
	10.53.1
	12.14.2
	-
	10.12.3
	11.03.4
	10.03.8
	8.94.3

	
	Single vision soft
	10.85.8
	-
	10.44.2
	10.02.6
	9.24.0
	12.05.4
	10.93.9
	-
	9.82.4
	12.83.2
	11.33.8
	10.85.5

	
	Multifocal soft
	9.24.9
	-
	9.54.2
	9.12.4
	8.53.3
	9.72.1
	11.04.0
	-
	9.82.3
	12.43.9
	10.53.8
	9.34.8

	
	Approved myopia control soft
	8.94.5
	-
	9.24.0
	8.22.1
	8.33.0
	11.04.8
	10.23.4
	-
	8.81.9
	11.83.9
	9.62.8
	9.04.3

	
	Orthokeratology
	8.42.8
	-
	9.94.2
	9.72.8
	8.43.0
	8.81.0
	9.93.8
	-
	8.31.4
	9.83.9
	9.33.2
	8.63.0

	
	Pharmaceutical
	6.83.1
	-
	7.33.4
	6.62.0
	6.02.2
	6.01.4
	6.73.4
	-
	5.51.0
	6.92.7
	7.02.4
	6.83.0

	
	Combination therapy
	7.92.9
	-
	8.83.5
	8.52.9
	8.83.3
	9.32.2
	9.14.3
	-
	8.42.1
	9.23.9
	8.22.6
	8.03.0

	2024
	
	

	
	Spectacle
	6.4  2.5
	-
	6.12.8
	-
	5.41.8
	-
	-
	5.30.7
	5.61.7
	5.30.7
	5.50.9
	5.81.8

	
	Contact lenses
	

	
	RCL
	9.12.8
	-
	12.24.1
	-
	12.34.1
	-
	-
	9.63.5
	11.33.7
	13.83.4
	8.92.6
	10.03.5

	
	Soft daily disposable CL
	10.53.9
	-
	11.53.6
	-
	11.74.0
	-
	-
	8.92.5
	10.43.3
	13.02.9
	9.62.8
	10.83.6

	
	Soft reusable CL
	11.43.9
	-
	12.93.6
	-
	12.74.0
	-
	-
	10.73.6
	12.13.5
	13.22.6
	10.23.0
	11.73.6

	
	Atropine
	6.72.3
	-
	6.63.7
	-
	5.71.6
	-
	-
	5.81.5
	5.52.0
	6.31.8
	5.91.4
	6.22.1

	
	Light therapy
	7.02.4
	-
	8.23.5
	-
	6.52.2
	-
	-
	6.82.9
	7.94.3
	7.43.2
	7.43.6
	7.23.0




4. DISCUSSION 

This study examines the self-reported attitudes and strategies of eye care professionals in Asia regarding myopia management in 2024, as well as trends from 2015 to 2024. A total of 2,473 practitioners participated, revealing significant regional variations in concern, treatment preferences, and perceived effectiveness. While concern about childhood myopia increased significantly until 2019 and then stabilized, its intensity varied by country, with Vietnam reporting the highest concern and Turkey the lowest (Figure 1). Treatment preferences also differed; combination therapy (orthokeratology + atropine) was regarded as the most effective in 2024, followed by orthokeratology alone, outdoor time, and atropine (Table 3); this is expected, given that these interventions are backed by strong scientific evidence demonstrating their effectiveness (Lawrenson et al., 2025; Zaabaar et al., 2024). In contrast, undercorrection and single-vision spectacles were considered the least effective. Singaporean practitioners ranked myopia control spectacles highly, while Turkey showed lower confidence in contact lens-based interventions. Although single-vision spectacles remained the most prescribed intervention (35.4%), the use of approved myopia control spectacles (11.0%) and 0.01% atropine (12.7%) was also significant (Table 4). Taiwan had the highest rates of atropine prescriptions across different concentrations, with Malaysia favouring 0.01% atropine, and Taiwan preferring concentrations above 0.5%. These findings align with global trends emphasizing a shift toward evidence-based myopia control strategies and a decline in outdated methods (Sankaridurg et al., 2023).
Variations were also observed in prescribing thresholds and treatment initiation. Spectacles were introduced at younger ages, while myopia control soft lenses were prescribed later. China tended to delay spectacle prescriptions, whereas Singapore and Taiwan initiated myopia control-specific contact lenses at younger ages. Similarly, the minimum level of myopia required for treatment initiation varied, with Turkey and Malaysia setting higher thresholds (-1.6D and -1.5D, respectively), and China having the lowest (-0.5D).  However, although China reported the lowest minimum level of myopia required to initiate treatment, spectacle lenses were prescribed at an older age—possibly reflecting a greater preference for initiating myopia management with contact lenses. Most countries required a myopia progression rate of -0.51 to -0.75D for treatment initiation, except China and Taiwan, where the threshold was -0.26 to -0.50D. The threshold for prescribing myopia control methods decreased between 2019 and 2024, in line with evidence supporting early intervention (Bullimore & Brennan, 2024).
While evidence-based myopia control methods are increasingly adopted, several barriers persist. Cost remains the primary limitation, especially in China, India, and Singapore, while accessibility is a major concern in Vietnam and Malaysia. Safety concerns were most prevalent in Malaysia (31.6%), and Turkey exhibited the most scepticism about treatment effectiveness (23.1%). Additional chair time was cited as a key deterrent in Vietnam (34.9%). Although barriers to myopia control decreased overall between 2015 and 2024, cost and chair time concerns increased from 2019 to 2024. Decision-making factors varied by region, with refractive error, patient age, and myopia progression rate being the most influential criteria for treatment initiation. Malaysia and Turkey placed more emphasis on refractive error, while Vietnam assigned less importance to parental myopia. Compared to 2022, most decision-making factors became less influential in 2024, except for refractive error, which gained importance. The impact of myopia management in clinical practice was generally positive, with most practitioners reporting improvements in patient loyalty (much more/more: 67.5%), practice revenue (much more/more: 53.4%), and job satisfaction (much more/more: 75.2%). However, while China reported the greatest increase in patient loyalty, Singapore practitioners saw the highest financial benefits, and Vietnam and Singapore reported the highest job satisfaction. Turkey reported the lowest impact on both patient loyalty and job satisfaction.
Certain limitations of this study should be acknowledged. As a survey-based study, results rely on self-reported data, which may introduce some response bias. Practitioners already engaged in myopia management may have been more inclined to participate, potentially overrepresenting these practices. Additionally, survey distribution varied across countries, leading to differences in response rates among countries, resulting in uneven response rates that may limit the representativeness of some national comparisons. Another limitation is the influence of practice settings and access to diagnostic tools on prescribing patterns. Practitioners in primary care or those lacking specialized equipment (e.g., axial length biometers, corneal topographers) may depend more on spectacles or soft contact lenses, while specialists with advanced technology may favour orthokeratology, and atropine and light therapies. Furthermore, economic and healthcare system differences likely influence treatment accessibility. Countries with higher healthcare expenditures or national myopia programs (e.g., Singapore, China) may have greater adoption of advanced treatments, whereas those with fewer resources may rely on more conventional interventions. Despite these limitations, this study provides a comprehensive analysis of myopia management trends across Asia, highlighting regional disparities, evolving attitudes, and key barriers. The results emphasize the importance of education, accessibility improvements, and policy support to optimize myopia control strategies across different healthcare systems in Asia.
5. Conclusion
In conclusion, although concern over childhood myopia has stabilized in recent years, interest in effective management strategies continues to grow. Combination therapy (orthokeratology + atropine) remains the most widely regarded approach, followed by orthokeratology alone, myopia control spectacles, and outdoor time. The prescription of ineffective methods (undercorrection, single-vision spectacles) has declined, reflecting a shift toward more evidence-based strategies. However, treatment availability and cost remain significant obstacles. Despite regional differences, most practitioners adopt a proactive approach, intervening at lower myopia levels and using refractive progression as the primary criterion for adjusting treatment strategies.
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APPENDIX 1- Survey details
Questions included in the survey related to the self-reported clinical management behaviors of practitioners for progressing myopia and practitioner’s current opinions on myopia-related clinical care. *New questions refined by the International Myopia Institute advisory board
	Survey Component
	Description

	Level of concern about childhood myopia
	Rated from “not at all” to “extremely” on a 10-point scale.

	Perceived effectiveness of myopia control methods
	Rated as the expected level of reduction in childhood myopia progression (0% to 100%).

	Activity level in myopia control practice
	Rated from “not at all” to “fully” on a 10-point scale.

	Frequency of prescribing myopia control options
	Reported for different treatments during a typical month.

	Minimum age for myopia control treatment
	Assumes average handling skills and child/parent motivation.

	Minimum amount of myopia required for treatment
	Specified in half-diopter steps.

	Minimum level of myopia progression prompting treatment
	Specified in quarter-diopter steps.

	Use of single-vision under-correction
	Reported as “no,” “sometimes,” or “always.”

	Barriers to prescribing alternative myopia control methods
	Multiple-choice: lack of belief in effectiveness, unpredictability, safety concerns, cost, chair time, lack of knowledge, benefit/risk ratio, treatment accessibility, other.

	Criteria for starting myopia control treatment*
	Ranked from 1 to 10: refractive error, age, parental myopia, axial length, choroidal thickness, binocular vision status, AC/A ratio, lifestyle, patient/guardian pressure.

	Factors influencing the choice of myopia management strategy*
	Options include treatment availability, training, age, refractive error, corneal topography, axial length, progression rate, choroidal thickness, binocular vision, patient/guardian preference, risk factors.

	Triggers for adjusting myopia management strategy*
	Options include progression of refractive error/axial length, changes in choroidal thickness, new scientifically validated treatments, poor compliance, complications.

	Impact of myopia management on practice*
	Assessed in terms of patient loyalty, practice revenue, and job satisfaction (rated from “much less” to “much more”).

	Additional comments
	Open-ended section for respondents.
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