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ABSTRACT

Introduction: This study aimed to assess the
safety and efficacy of a novel extended-depth-
of-focus (EDOF) soft contact lens for myopia
control in children.
Methods: A prospective, multicenter, random-
ized, double-masked, placebo-controlled, con-
tralateral-eye comparison clinical trial was
conducted in 72 children (40 male and 32
female) aged 9 to 14 years, with each eye ran-
domly selected to wear either an experimental
EDOF contact lens or a single-vision control
lens at least 8 h per day, 5 days a week, for
52 weeks. Each contact lens was worn and then
replaced daily. Measurements including best-
corrected visual acuity, spherical equivalent
refractive error (SER), axial length (AXL), and

keratometry were performed at weeks 1, 4, and
13, and every 13 weeks thereafter for 52 weeks.
The primary outcome measure was the change
in SER, measured using cycloplegic auto-refrac-
tion. The secondary outcome measure was the
change in AXL.
Results: At week 52, the mean change in SER
was significantly lower with the experimental
lens (-0.70 ± 0.49 D) than with the control
lens (-0.88 ± 0.51 D; P\ .001). The mean AXL
elongation was significantly lower with the
experimental lens (0.34 ± 0.19 mm) than with
the control lens (0.38 ± 0.19 mm; P\ .001).
The EDOF lens reduced AXL and myopia pro-
gression by 10.5% and 20.5%, respectively. The
change in SER, but no AXL, was significantly
associated with EDOF lens wear in adjusted
multivariate regression analysis. Reported
adverse events did not differ significantly
between the two lens types.
Conclusions: The results of this 1-year clinical
trial demonstrate that the experimental EDOF
soft contact lens slows myopia progression and
reduces AXL elongation in children compared
with a single-vision contact lens. (This study
was retrospectively registered with ClinicalTri-
als.gov; identifier: NCT04238897; date of regis-
tration: January 23, 2020.)
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Key Summary Points

The prevalence of myopia has increased
significantly worldwide, which may lead
to increased risk of sight-threatening
complications in the population.

Time spent on near-work activities is one
of the major risk factors for myopia
development.

On- and off-axis hyperopia defocus has
been suggested as the impetus for the
increase in the axial length of the eye
resulting in myopia development.

This prospective, randomized 1-year study
found that a center-for-near extended-
depth-of-focus contact lens reduced axial
length elongation and myopia
progression by 10.5% and 20.5%,
respectively, in 72 children aged 9 to
14 years.

INTRODUCTION

The prevalence of myopia has increased signif-
icantly in the past few decades [1, 2]. Over 22%
of the global population has myopia, with
approximately one fifth of myopes having high
myopia [3]. In Taiwan, the prevalence of myo-
pia in children aged 7 years was 5.37% in 1983
but had increased to 25.4% by 2017 [1]. The
prevalence of myopia also increased to[ 70% in
12-year-olds and[90% in 18-year-olds over the
same period. Time spent on near-work activities
is cited as a major risk factor for myopia devel-
opment [1]. High myopia is associated with an
increased risk of sight-threatening complica-
tions, such as cataracts, glaucoma, chorioretinal
degeneration, and retinal detachment [4].
Therefore, controlling the progression of myo-
pia is of paramount importance to prevent
vision loss in these children and adolescents.

Accommodation allows the eye to focus on
objects at different distances. However,

sustained accommodation at near distances
may be associated with the development and
progression of myopia. Children with myopia
were found to have reduced accommodative
power or increased accommodative lag during
reading [5]. It has been inferred that the decline
in the amplitude of accommodation results in
the failure to focus an image on the retina.
Instead, the image falls behind the retina,
causing hyperopic defocus that stimulates
excessive eye globe elongation [6]. Nowadays,
either on-axis or off-axis hyperopic defocus has
been suggested as the impetus for the increase
in the axial length of the eye which results in
myopia development [7].

Besides pharmacologic intervention, optical
methods have demonstrated effective myopia
control [7–15]. Some treatment modalities were
developed based on how accommodative lag
plays a role in the progression of myopia. For
example, progressive addition lenses (PAL) were
designed to modulate accommodative response,
with full corrective power in the distant viewing
zone and added power in the near zone. Studies
using PAL spectacles observed a reduction in
myopia progression by approximately 0.20–0.28
D (with variable percentage from 11 to 51%)
[8–11, 16]. The design of prismatic bifocal
spectacles incorporating near base-in prisms
along with near-addition lenses has also been
demonstrated to slow myopia progression in
children by reducing convergence and the
accommodation induced by convergence [12].

To solve the problems associated with spec-
tacles, orthokeratology and specially designed
disposable soft contact lenses were developed
for myopia control in children [7, 13–15]. The
mainstream designs for myopia control soft
contacts are currently the center-for-distance
peripheral myopic defocus and concentric
multifocal lenses [6, 15, 17, 18]. In the current
study, we used a novel extended-depth-of-focus
(EDOF) soft contact lens with a center-for-near
design that differs from the optic design of the
soft contact lenses used in previous studies. The
central under-correction design was intended to
reduce on-axis hyperopia defocus during near
work with surrounding over-correction and on-
correction in the outer zone for distant images.
This prospective randomized study, which was
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designed as a superiority trial, aimed to evaluate
the safety and efficacy of this newly designed
EDOF soft contact lens for reducing the pro-
gression of myopia in children.

METHODS

Ethical Considerations

The study protocol was approved by the Taiwan
Food and Drug Administration (TFDA) and the
institutional review boards of National Taiwan
University Hospital and Taipei Tzu Chi Hospi-
tal; it was conducted in accordance with the
tenets of the Declaration of Helsinki for exper-
imentation on humans, the International Con-
ference on Harmonization, and the Good
Clinical Practice guidelines. Informed consent
was obtained from each participant and one of
their parents/guardians following a thorough
explanation of the study purpose and required
examinations.

Study Design

This prospective, multicenter, randomized,
double-masked, placebo-controlled, contralat-
eral-eye comparison clinical trial was conducted
in children with myopia aged 9–14 years. Chil-
dren were recruited from the outpatient clinics
of two hospitals, the National Taiwan Univer-
sity Hospital and Taipei Tzu Chi Hospital. Fol-
lowing enrollment, each participant’s eye was
allocated the randomization codes ‘‘lens X’’ or
‘‘lens Y’’ by a randomly generated computer list,
to wear either the experimental EDOF soft daily
disposable contact lens (App Vision Care Co.,
Ltd., Taipei City, Taiwan) or the single-focus
control lens (Ticon Daily Disposable Aspherical
Soft Contact Lens, St. Shine Optical Co., Ltd.,
New Taipei City, Taiwan). The contact lenses
were wrapped in identical packaging, labeled
with only the laterality of the eye and degree of
myopia. Additionally, sealed envelopes of sub-
ject randomization were prepared and stored in
case emergency unblinding was needed. The
participants, care providers, and those assessing
outcomes were blinded to the assigned

interventions. The randomization data were
kept strictly confidential and were not disclosed
until completion of the trial.

The participants were asked to wear the lens
for at least 8 h daily and 5 days weekly for
52 weeks. Each contact lens was worn and then
replaced daily. Compliance was monitored by
telephone and by maintenance of a daily diary
by each participant. Follow-up visits were
scheduled at 1, 4, 13, 26, 39, and 52 weeks for
clinical assessment at the same facility using the
same equipment and methods to avoid bias.

Participants

The participants were considered eligible for
inclusion if they had a myopic spherical
equivalent ranging from -1.00 D to -8.00 D,
astigmatism B 1.75 D, myopia progression of at
least 0.75 D within the past 12 months with or
without pharmacologic intervention, best-cor-
rected visual acuity (BCVA) of 0.1 logMAR or
better, and follow-up availability for at least
1 year. The exclusion criteria were as follows:
anisometropia [ 2.00 D, ocular disease pre-
venting contact lens wear, severe ocular or sys-
temic allergies, the use of any medications that
might interfere with contact lens wear or ocular
refraction, ocular or systemic conditions that
might affect refractive development, use of
atropine or pirenzepine treatment for myopia
control within the past month, prior use of
orthokeratology lenses, dry eye (Schirmer’s test
\5 mm/5 min), or other physical conditions
that prevented the use of contact lenses. Fig-
ure 1 demonstrates the flowchart for study par-
ticipants from screening to study completion.

Contact Lens Design

The study EDOF soft contact lens is made of
2-hydroxyethyl methacrylate and methacrylic
acid [8.6-mm base curve, 14.2-mm diameter,
0.05–0.3-mm central thickness, 55% water
content, oxygen permeability value of
19.5 9 10-11 (cm2/s) (mL O2/(mL 9 mmHg)].
The refractive power profile across a single lens
varies above and below the mean power,
resulting in a non-monotonic and aperiodic
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variation across the optic zone diameter
(Fig. 2a). The contact lens comprises a central
under-correction zone surrounded by an over-
correction and on-correction outer zone. The
central zone is the primary viewing zone when
the pupil constricts during near work. The
under-correction power of the central zone can
help focus the image on the retina and reduce
the amount of accommodation required during
near work (Fig. 2b). When viewing a distant
target (Fig. 2c), the pupil dilates to allow more
light to pass through the different refractive
zones of the experimental contact lens. The
aspherical single-focus control lens is made of
2-hydroxyethyl methacrylate and methacrylic
acid [8.6-mm base curve, 14.2-mm diameter,
0.07–0.25-mm central thickness, 58% water
content, oxygen permeability value of
22 9 10-11 (cm2/s) (mL O2/(mL 9 mmHg)].

Study Procedures and Measurements

The participants were screened according to the
inclusion and exclusion criteria on the screen-
ing visit. Visual acuity was measured using the
logarithm of the minimum angle of resolution
chart viewed at 6 m. Slit-lamp biomicroscopy
was also performed to assess contact lens fit and
anterior segment condition. Contact lenses
were then dispensed to the participants
according to their randomization assignment.
Over-refraction with spherical lenses was per-
formed on both eyes during the wearing of the
assigned lenses to confirm BCVA and appropri-
ateness of the lens power.

Outcome measurements including BCVA,
spherical equivalent refractive error (SER), axial
length (AXL), and keratometry were performed
at weeks 1, 4, and 13, and every 13 weeks
thereafter for 52 weeks. Cycloplegic refraction
was performed 30 min after application of one
drop of a 0.5% tropicamide and 0.5% phenyle-
phrine hydrochloride solution (Mydrin-P�,
Santen Pharmaceutical Co., Ltd., Osaka, Japan)
three times at 5-min intervals using the Topcon
KR-8800 autorefractor (Topcon, Tokyo, Japan).
AXL was examined using partial coherence
interferometry (LENSTAR LS 900 all-in-one
biometer, Haag-Streit AG, Köniz, Switzerland).
The average of three measurements was recor-
ded. Contact lens fit, near and distance visual
acuity, slit-lamp biomicroscopy, and safety were
also assessed at each visit. Any symptom or
complaint was recorded using a subjective
comfort questionnaire. The compliance and
lens wearing time were verified with the par-
ticipants’ diaries.

During the trial, the contact lens prescrip-
tion could be changed based on the investiga-
tor’s judgment or when the BCVA decreased by
one or more lines or below 0.1 logMAR.

The primary outcome was the change in SER,
measured using cycloplegic autorefraction over
52 weeks. The secondary outcome was the
change in AXL over 52 weeks. The safety out-
come was the presence of corneal abnormalities
above grade 2 on the Efron Grading Scale
assessed by slit-lamp examination. Events of
interest included corneal edema, epithelial
microcysts, corneal staining, limbal/bulbar

Fig. 1 Flowchart of the participants from screening to
study completion
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injection, conjunctival abnormalities, and cor-
neal neovascularization/infiltrates.

Statistical Analysis

This clinical study was designed as a superiority
trial, and we hypothesized that at 52 weeks, the
mean SER change in the experimental eye
would be less than that in the control eye. A
minimum sample size of 46 was estimated for a
within-subject comparison study with a power
of 90%, a significance level of 5%, a difference
in means of 0.25 D, and an intra-subject

standard deviation (SD) of 0.35 D for cyclo-
plegic autorefraction. To comply with the reg-
ulatory requirements of the TFDA, the sample
size was increased to 72 with an estimated
dropout rate of 15% to target a minimum of 60
participants [19].

The efficacy analyses were performed on the
evaluable population (EP), who had worn con-
tact lenses for a minimum of 9 months, and in
the per-protocol population (PP), a subset of the
EP population comprising all patients who ful-
filled all of the inclusion and exclusion criteria
and without major protocol deviations during
the study period. Safety evaluations were

Fig. 2 Design of the experimental EDOF soft contact
lens. a Two-dimensional plot depicting the power profile
design of the contact lens. The color intensity represents
the power amplitude. b During near viewing, light passes
through the constricted pupil, and the central under-
corrected refractive power decreases the amplitude of the

required accommodation. c During distance viewing, light
passes through the refractive power profile of the lens
across the optic zone, making points at, anterior to, and
posterior to the retina, ultimately producing a simultane-
ous image for distance viewing. EDOF extended depth of
focus
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conducted on the intent-to-treat (ITT) popula-
tion, which comprised all randomized subjects.
Changes in SER and AXL from baseline were
computed for each eye and compared between
the experimental and control eyes using the
Wilcoxon signed-rank test or paired t tests. A
linear mixed model was used to determine the
correlation between the outcome variables (i.e.,
changes in SER and AXL) and covariates such as
age, sex, and baseline characteristics. Data are
expressed as mean ± SD and 95% confidence
intervals. McNemar’s chi-square test was per-
formed for categorical variables and a paired
t test for continuous variables. All tests were
two-sided. The level of statistical significance
was set at 5%. Statistical analyses were per-
formed using SAS [Statistical Analysis System]
9.4 software (SAS Institute Inc., Cary, NC, USA).

RESULTS

A total of 72 eligible children were enrolled.
Five children (6.9%) dropped out during the
52-week study period (two subjects were not
interested in wearing contact lens, one had
idiopathic uveitis, one was lost to follow-up,
and one used tropicamide) (Fig. 1). All 72 par-
ticipants (ITT population) were included in the
safety analysis, while 68 participants who had
worn the study lens for a minimum of 9 months
were included in the efficacy analysis (EP and PP
population) (Fig. 1). Sixty-seven participants
completed the 52-week study period. None of
the participants requested extra lenses due to
lens breakage or loss. The average lens wearing
time was 11.2 h/day.

Demographic and Baseline Characteristics
of the Study Participants

The mean (± SD) age of participants was
12.36 ± 1.46 years (range 9–14 years). Males
accounted for 55.6% of the subjects. There were
no significant differences between the experi-
mental and control eyes regarding corrected
visual acuity and cycloplegic refraction
(Table 1).

Table 1 Summary of the results of baseline eye examina-
tions in evaluable population

Variables Experimental
lens
No. of
eyes = 68

Control lens
No. of
eyes = 68

P value

Visual acuity

Distant

logMAR

(BCVA)

Mean ± SD 0.00 ± 0.01 0.00 ± 0.01 0.50

95% CI (0.00–0.01) (0.00–0.01)

Near logMAR

(BCVA)

Mean ± SD 0.00 ± 0.01 0.00 ± 0.00 0.50

95% CI (0.00–0.00) (–, –)

Cycloplegic

refraction

Spherical

equivalent

(D)

Mean ± SD -3.31 ± 1.26 -3.32 ± 1.17 0.70

95% CI (-3.61 to

-3.00)

(-3.60 to

-3.03)

Cylinder (D)

Mean ± SD -0.59 ± 0.51 -0.57 ± 0.51 0.64

95% CI (-0.71 to

-0.47)

(-0.69 to

-0.45)

Axial length

(mm)

Mean ± SD 24.95 ± 0.69 24.92 ± 0.71 0.40

95% CI (24.79–25.11) (24.75–25.09)

P values were calculated using Wilcoxon’s signed-rank test
or paired t tests
BCVA best-corrected visual acuity, CI confidence interval,
D diopter, logMAR logarithm of the minimum angle of
resolution, SD standard deviation
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Efficacy Assessment

The SER and AXL means over the study period
are presented in Table 2 and Fig. 3. At week 52,

the mean SER change in the experimental eye
was significantly less than that in the control
eye (-0.70 ± 0.49 vs. -0.88 ± 0.51 D;
P\ 0.001), and the mean AXL increase in the
experimental eye was also significantly lower
than that in the control eye (0.34 ± 0.19 vs.
0.38 ± 0.19 mm; P\ 0.001).

The best-corrected logMAR visual acuity for
distance and near did not differ significantly
between the eyes at baseline and week 52. The
change in SER was significantly associated with
EDOF lens wear after adjusting for age, sex, lens
wearing time, and baseline AXL/SER
(P\0.001). The change in AXL was signifi-
cantly associated with age (P = 0.02) and base-
line SER (P\0.001), but not with lens type
(Table 3).

Safety Assessment

The total number of adverse events (AE) was
207. No serious adverse events or significant AEs
happened in the study. In general, most AEs
were mild (92.75%) and unrelated to the
experimental lens (96.62%). The most common
AE by preferred terms (incidence C 5%) was dry
eye (37.5%), followed by eye pain (25%), ker-
atitis and conjunctivitis (both 9.7%), eye pruri-
tus (8.3%), and foreign body in the eye (6.9%).
There were no cases of severe adverse corneal
events during the study period. Eleven events
were asymptomatic superficial punctate kerati-
tis: six in eyes wearing the EDOF lens and five in
those wearing the control lens. These events
were resolved without clinical consequences or
a decrease in BCVA. There was no significant
difference in AEs between the experimental and
control lens groups.

DISCUSSION

This clinical study was designed to assess the
effects of a center-for-near EDOF soft contact
lens on slowing the progression of pediatric
myopia. We found a significant reduction in
myopia and AXL progression in eyes wearing
the EDOF lens after 1 year compared with that
in the contralateral eye wearing a single-focus
soft control lens.

Table 2 Comparison of spherical equivalent refractive
error and axial length in the two groups over the study
period

Time points Experimental
group
No. of
eyes = 68

Control
group
No. of
eyes = 68

P value

SER (D), mean ± SD

Baseline -3.60 ± 1.39 -3.60 ± 1.28 0.97

Week 1 -3.62 ± 1.37 -3.63 ± 1.26 0.59

Week 4 -3.65 ± 1.34 -3.66 ± 1.24 0.54

Week 13 -3.85 ± 1.38 -3.89 ± 1.29 0.37

Week 26 -4.03 ± 1.36 -4.12 ± 1.29 0.14

Week 39 -4.19 ± 1.41 -4.31 ± 1.31 0.08

Week 52 -4.29 ± 1.44 -4.46 ± 1.40 0.02*

DChange

from

baseline

-0.70 ± 0.49 -0.88 ± 0.51 \ 0.001*

AXL (mm), mean ± SD

Baseline 24.97 ± 0.66 24.98 ± 0.67 0.59

Week 1 24.97 ± 0.65 25.00 ± 0.67 0.28

Week 4 24.99 ± 0.64 25.01 ± 0.66 0.37

Week 13 25.06 ± 0.64 25.09 ± 0.66 0.18

Week 26 25.18 ± 0.75 25.22 ± 0.76 0.13

Week 39 25.23 ± 0.65 25.29 ± 0.67 0.04*

Week 52 25.32 ± 0.63 25.38 ± 0.64 0.03*

DChange

from

baseline

0.34 ± 0.19 0.38 ± 0.19 \ 0.001*

P values were calculated using Wilcoxon’s signed-rank test
or paired t tests
AXL axial length, D diopter, SD standard deviation, SER
spherical equivalent refraction
*P\ 0.05
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Various interventions are currently in use to
slow the progression of myopia. Pharmaceutical
treatments such as atropine may cause photo-
phobia and affect near visual acuity, and have
been shown to be susceptible to post-treatment
acceleration, especially in higher concentration

[20–22]. Optical treatment such as overnight
orthokeratology lens has been shown to slow
eye globe elongation [13]. Without the need for
a cleaning process, the use of daily disposable
contact lenses is less time-consuming in han-
dling than orthokeratology and is shown to
have a lower risk of bacterial infection [23]. In
the past decade, emerging evidence has
demonstrated the effectiveness of specially
designed disposable soft contact lenses for
myopia control in children [14, 15, 17, 18]. The
mainstream designs for myopia control soft
contacts are currently peripheral hyperopia-re-
ducing and concentric multifocal lenses, with
targeting of distance correction in the center
[6, 15, 17, 18].

The time spent on near-work activities is a
well-documented risk factor for myopia [1, 24].
A greater accommodative lag in association
with near work is one possible mechanism in
the development and progression of myopia
[5, 25, 26]. Insufficient accommodation during
near-work activities may produce hyperopic
defocus that can lead to axial elongation and
cause myopia progression [25, 26]. Theoreti-
cally, the center-for-near design of the current
EDOF soft contact lens may help reduce the
amount of accommodation required for near
work and thus prevent myopia progression.

EDOF soft contact lenses have recently been
investigated for their effect on myopia control

Fig. 3 Changes in spherical equivalent refractive error (SER) and axial length (AXL) in the two groups over the study
period. a SER. b AXL. *Statistically significant difference between groups

Table 3 Multivariate regression analysis for variables
predicting changes in spherical equivalent refraction and
axial length

Covariates Change in SER Change in AXL

Estimate P value Estimate P value

Age 0.0518 0.19 -0.0196 0.02*

Female sex -0.0126 0.92 -0.0128 0.60

Lens wearing

time

-0.0486 0.16 0.0018 0.81

Study or

control

lens

0.1767 \ 0.001* 0.0023 0.83

Baseline

AXL

0.0629 0.55 – –

Baseline SER -0.0177 0.70 -0.2674 \ 0.001*

P values were calculated using a linear mixed model
AXL axial length, SER spherical equivalent refraction
*P\ 0.05
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in children [7]. A randomized clinical trial by
Sankaridurg et al. reported a 24–32% decrease in
myopia progression and 22–32% decrease in
AXL elongation in children using center and
peripheral myopia defocus, or EDOF soft con-
tact lens [7]. Their EDOF lens was specially
designed to incorporate and manipulate selec-
ted higher-order aberrations to achieve a
through-focus global retinal image quality that
was optimized for points at and anterior to the
retina and degraded for points posterior to the
retina [7].

Previous studies using multifocal soft contact
lenses for myopia control demonstrated
decreased myopia progression of 20.6–77.2%
and decreased AXL of 25.0–79.2% [17, 18, 27].
Recently, two rigorous 3-year randomized clin-
ical trials revealed significant efficacy in myopia
control using multifocal soft contact lenses. The
overall results showed 0.46–0.73 D in reduction
of myopia progression and 0.23–0.32 mm in
slowing of eye growth [17, 18]. The reduction
rate in our study was 20.5% for myopia pro-
gression and 10.5% for AXL, which is slightly
less than in other studies. These differences
might be attributable to the lens design, inclu-
sion criteria and ethnicity of the study subjects,
and study design and duration. For example,
over-correction in the intermediate zone of the
test lens might produce greater relative hyper-
opic defocus than a single-vision lens and other
EDOF lenses [7]. It is notable that the con-
tralateral paired-eye design and the paired t test
used in the study, as well as the inclusion of
children with fast myopia progression ([0.75D
in the previous year), may inflate the signifi-
cance of the findings [16]. The results of a
clinical trial with a duration of 1 year should be
regarded as preliminary. To date, there is cur-
rently no consensus on a specific minimum
percent reduction in myopia progression for a
treatment outcome to be considered clinically
meaningful. Any reduction in progression could
be considered beneficial [28]. However, the
clinical effectiveness of myopia control with the
test lens requires further evaluation.

Multivariate regression analysis showed that
while the change in SER was associated with the
use of the EDOF experimental lens, the change
in AXL was more strongly associated with age

and baseline SER (Table 3). Although changes in
SER are usually positively correlated with
changes in AXL, the relationship strength dif-
fered by age [28, 29]. Compared with
preschoolers, a fixed amount of axial elongation
is associated with greater refraction change in
schoolchildren [30]. Although lens wearing
time was not significantly associated with SER/
AXL change in the multivariate regression
analysis, soft contact lenses have a recom-
mended maximum wear time, which is a con-
cern for their use as a myopia control device
compared with orthokeratology [7, 31].

Regarding the safety profile of the lens, no
serious adverse events were reported in either
group. Our dropout rate of 6.9% was also rela-
tively low compared with that in similar studies,
in which dropout rates ranged from 12.5 to 54%
[6, 7, 31–34].

This study has several limitations. First, the
contralateral eye comparison design does not
reflect the real-world situation, and the possi-
bility of inter-ocular interactions could not be
eliminated. This study design, as requested by
the TFDA, had the advantage of reducing con-
founding factors due to biological and envi-
ronmental exposure differences between the
two groups. The design has also been used in
other myopia control studies [35–37]. Second,
the follow-up period was relatively short. The
current study reports the preliminary 1-year
results. Further studies with longer follow-up
are warranted to substantiate the conclusions of
this study. Third, direct measurement of pupil
sizes, binocularity, effects on the accommoda-
tive amplitude in individual participants, and
the rebound phenomenon after cessation of
lens wear were not within the scope of this
study, but all warrant further investigation.

CONCLUSION

The novel center-for-near EDOF daily dispos-
able soft contact lens delayed pediatric myopia
progression and AXL elongation without seri-
ous adverse events in a 1-year clinical trial.
Further studies are necessary to evaluate this
device’s long-term and rebound effects on
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myopia control and the optimal design of EDOF
myopia control soft contact lenses.
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