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Definitions:

“Health practitioner” means a person registered with the Health Professions Council of
South Africa in a profession registrable in terms of the Health Professions Act 56 of 1974,

as amended.

“Eye, eye health, and vision services” Healthcare involving mainly the eye, adnexa, visual

system and related services.

“Contact Lenses” Refers to all types of contact lenses, as all contact lenses are medical
devices, including lenses that do not have refractive power. This includes but is not limited to
cosmetic contact lenses (soft and rigid), hybrid contact lenses, and all types of soft and rigid

contact lenses.

“Evidence-based” is an umbrella term that refers to the use of the best research evidence

(found in health sciences literature) and clinical expertise (what health care providers know).

“Amplitude scanner (A-scan)” Ultrasound biometry, sometimes known as an A-scan (short
for Amplitude scan), is a form of regular diagnostic test used in optometry and ophthalmology.

The A-scan measures the length of the eye, which is a crucial factor in many vision problems.

“Optical partial coherence interferometry” measures ocular biometric parameters such as
the central corneal thickness, anterior chamber depth, lens thickness, and axial length of the

eye precisely.




Abbreviations:

PBODO

HPCSA
ATOM
BFSCL
SVSCL
COME
LAMP

Professional Board for Optometry and Dispensing Opticians
Health Professions Council of South Africa

Atropine in the Treatment of Myopia

Bifocal Soft Contact Lens

Single Vision Soft Contact Lens

Correction of Myopia Evaluation Trial

Low-concentration Atropine for Myopia Progression




1. Introduction

Uncorrected myopia is the primary cause of poor distance vision. Over the last 20 years,
myopia has become significantly more prevalent globally. By 2050, it is expected that 10% of
the world's population will have myopia greater than 5.00 diopters (D), accounting for half of
all myopes. Myopia has substantially increased in prevalence and severity, and its age of
onset has decreased, raising interest in finding and implementing treatments to halt
progression in children and lessen the risk of eye problems and related challenges later in

life.

A variety of myopia treatment and control strategies are available. Understanding the
mechanisms involved in delaying myopia onset and decreasing its advancement is critical to

lowering the global prevalence and incidence (Baird, et al., 2020).

The most effective way to reduce myopia-related disorders is to prevent myopia progression
in youngsters. Even with the limitations of currently available treatments for myopia, initiating
a course of treatment is likely to produce a better long-term prognosis than dispensing single-
vision lenses. One of the primary goals of myopia therapy in children is to reduce the risk of
blindness and visual impairment later in life. Existing evidence-based therapy options are
available, and ongoing research will give further information on the safety and effectiveness
of existing or innovative drugs for managing myopia. The increased prevalence and volume

of myopia in children must be addressed, and optometrists must take the lead.

The PBODO recognises that myopia management and treatment are essential components
of the clinical care that optometrists provide, and as such, they must be carried out with the
same professional competence and ethics as any other area of optometric clinical practice.
The PBODO, by virtue of its mandate to protect the public and guide the professions, has
therefore developed guidelines for myopia control and management.

The Guidelines for Myopia Management aim to highlight considerations in prophylactic
strategies to delay the progression of myopia. The guidelines must be read in conjunction
with the existing health regulations, the Ethical Guidelines for Good Practice of the HPCSA

as well as the standard of care contained within the Clinical Guidelines of the PBODO.




The Ethical Booklets include but are not limited to:
Booklet 1: General ethical guidelines for healthcare professions

Booklet 4: Patient consent

Booklet 5: Confidentiality

Booklet 7: Guidelines for withholding and withdrawing treatment
Booklet 9: Keeping of patient records

Booklet 11: Guidelines on over-servicing, perverse incentives and related matters



2. Clinical Care, Professional Duty and Responsibilities

2.1

2.2

2.3

2.4

2.5

2.6

2.7

2.8

2.9

2.10

2.11
2.12

It is imperative that practitioners assume complete accountability for managing and
controlling myopia. This includes early detection of myopia and of patients who are at
risk, prompt discussion of the myopia pandemic and available options to mitigate the
condition, prescription dispensing, after-care, and health promotion.

Before beginning myopia treatment and control, a thorough examination of the anterior
and posterior segments of the eye as well as a comprehensive eye examination must
be performed.

Duties to patients include but are not limited to, always acting in the patient's best
interests, respecting patients' rights, confidentiality, privacy and dignity, informing
patients about their conditions, and maintaining confidentiality at all times, as required
by the National Health Act No. 61 of 2003 and the South African National Patients'
Rights Charter.

Healthcare practitioners should not give medical advice or administer treatment without
first acquiring informed consent from the parent/guardian for prescribing myopia
management therapies.

Pharmaceutical agents used for myopia management may only be prescribed by
practitioners who are registered in the category of therapeutics in optometry.

The practitioner must keep detailed records of the professional services and advice
that he/she provided to the patient and parent/guardian.

The practitioner must further ensure that advice on treatment given is understood by
the patient and/or the parent/guardian.

Patients and parents/guardians must also be advised of their option to decline myopia
management therapy.

The information given must be in a language that the patient can understand and be
sensitive to cultural differences.

An optometrist or registered optical dispenser should dispense made-to-order optical
appliances/devices. The registered therapeutic optometrist should prescribe
therapeutic pharmaceutical agents.

Reasonable time frames must be adhered to when providing follow-up services.
Patient records must remain confidential & must be retained for the minimum period
specified by the HPCSA




2.13
2.14

2.15

2.16

2.17

2.18

2.19

Myopia management must have a health promotion/health education component.
Practitioners must in good faith, act as advocates on behalf of patients and are
obligated to discuss any/all necessary, available and appropriate treatment options.
To ensure the safety and effectiveness of myopia management, patients should be
evaluated at least every six months.

All healthcare professionals and support employees who have access to patient
information are legally obliged to maintain patient confidentiality. Disclosure of patient
information, practitioner information, and myopia management procedures without due
consent constitutes a breach of confidentiality.

Patients who are at risk for developing myopia should be identified. Risk factors for
developing myopia must be discussed with the parent or guardian.

Once a patient is diagnosed with myopia, the various options for myopia management
and the implications of beginning treatment must discussed with parents/guardians.
Public awareness campaigns, early screening, discussions of individual lifestyle-based
risk factors, and the start of evidence-based treatments for myopia should all be part

of the evaluation and management of the condition.

3. Mitigation, Measurement, and Management

A World Health Organisation (WHO) resolution encouraging eye care professionals to set up

a standard of care for the management of myopia was adopted in 2021. Three pillars -

mitigation, measurement, and management, should be part of the strategy.

3.1 Mitigation

3.1.1 Detection

Myopia progression can be slowed down by early myopia detection and treatment. Many

myopic children do not complain or report symptoms (Benjamin, 2006). However, regular

testing or screening helps to identify myopic children and children at risk (Guidelines for

Paediatric Examination).

3.11.1 Pre-test procedures

a) Document all necessary patient demographic details: Name, address, date of birth,

referring practitioner, etc.




b) In line with myopia management, a thorough case history must include the following:
i.  History of myopia in the family, age of onset, spectacle or contact lens-wearing
habits etc.
ii.  Occupation & hobbies i.e., vocational, and non-vocational vision requirements
c) Review whether there is any contra-indication to the use of pharmaceutical agents and/or

contact lenses from the case history, bearing in mind the relevant clinical guidelines.

3.1.1.2 Screening

All children should have their eyes checked on the following schedule:
a) first eye examination at six months of age,

b) another aged 3 to 5 years,

c) one more before pre-school,

d) and annually thereafter (Association, 2017).

3.2 Measurement

3.2.1 Examination pearls

The clinical strategy should include health promotion. Discuss the following:

a) Risk factors for myopia; include myopic parents, early onset, spending less than two hours
each day outdoors, refractive error, and near work for long periods or close working
distances (Goss & Cox, 1985; Haarman et al., 2020; Wen et al., 2020).

b) Encourage lifestyle changes wherever possible to help postpone the onset of myopia.

c) When encountering a young myopic adult about to have children, a young patient who is
still somewhat hyperopic but on course to become myopic, and especially a small child
who just acquired a pair of low myopic prescription glasses immediately commence
education about myopia.

d) Long-term risk factors: Myopia can cause a patient to develop myopic macular
degeneration (MMD), staphyloma, retinal detachment, primary open-angle glaucoma,
cataracts, and reduced visual acuity later in life. The higher the prescriptions, the higher
the threat of these diseases. MMD and retinal detachment provide the greatest and most
serious risks since they frequently co-occur with myopia severity and longer axial lengths
(Santodomingo-Rubido et al., 2017).



3.3 Management

Myopia progresses most rapidly in children, it is, therefore, imperative to pay close attention
to this cohort of patients. The goals of myopia treatment are to limit the lengthening of the
eye, minimize the spectacle prescription, and lower the risk of difficulties in later life.

3.3.1 Evidence-Based Treatment

Effective evidence-based treatments include orthokeratology (ortho-K), which modifies the
cornea temporarily, low-dose atropine eyedrops (0.025% to 0.05% atropine), and dual focus
or multifocal center-distance soft contact lenses. In addition, the development of axial
elongation and spherical equivalent refractive error has been demonstrated to be slowed in
numerous nations using innovative spectacle lenses that correct peripheral defocus (Chia et
al., 2016).

3.3.2 Management Options

A range of myopia management options and alternatives, the implications of beginning
treatment, effects on other family members, lifestyle factors, predicted development etc. must
be discussed with parents/guardians. Once a treatment plan has been established, additional
follow-up evaluations should be conducted beginning with one week following the initial

session and then every three months moving forward.

Dry and cycloplegic refractive error analysis, keratometry, axial length measurement, and
binocular performance evaluation in the form of accommodation amplitude, accommodation
lag, ocular alignment, and, in some circumstances, vergence amplitudes are all necessary
components of clinical testing. Each treatment option that is offered has the potential to affect
binocular performance. Low-dose atropine reduces accommodative amplitude by an average
of 2.00 D to 3.00 D, according to the LAMP and ATOM trials (Gifford et al., 2017; Tarrant et
al., 2008).

Clinicians can decide whether a patient is a good candidate for atropine treatment by using

a baseline amplitude of accommodation test.

The slowing of axial elongation and spherical equivalent refractive error is a common result

of all myopia control techniques (Chamberlain et al., 2019; Gifford et al., 2017; Tarrant et al.,
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2008; Yam et al., 2020). Therefore, based on the patient's lifestyle and the clinical evaluation,
it is appropriate to select the best alternative for them.

4. Fees

4.1 Regulatory guidelines regarding acceptable business practices must be followed.

4.2 Practitioners may charge consultation fees for services rendered.

4.3HPCSA strongly cautions against practices that may amount to over-servicing and
perverse incentives.

4.4 Patients must be advised of fees that will be charged or costs that will be incurred in
respect of myopia management, before the consultation being held.

4.5Patients must timeously be advised of potential long-term costs that may be incurred in
respect of myopia management.

5. Ethical Guidelines for Good Practice in the Health Care Professions

Booklet 1:  General ethical guidelines for health care professions

Booklet 2:  Ethical and professional rules of the Health Professions Council of South
Africa as promulgated in government gazette R717/2006

Booklet 3:  National Patients’ Rights Charter

Booklet 4:  Seeking patients’ informed consent: The ethical considerations

Booklet 5:  Confidentiality: Protecting and providing information

Booklet 7:  Guidelines for withholding and withdrawing treatment

Booklet 9:  Guidelines on Patient Records

Booklet 11: Guidelines on over-servicing, perverse incentives, and related matters

Booklet 13: General ethical guidelines for health researchers

Booklet 16: Ethical Guidelines on social media
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6. Additional readings

Myopia Management Standard of Care Guide (worldcouncilofoptometry.info)
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https://url.e-purifier.com/?sl=1&url=https:/myopia.worldcouncilofoptometry.info/myopia-navigator/
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