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Background

«* Some reports in ophthalmological journals favor 0.01%
atropine treatment for myopia control while giving little

Method

< Systematic literature review:
= Myopia control interventions currently of interest

Table 2: Level of evidence and maximum demonstrated efficacy for a set of myopia curtlra/
interventions of current interest (higher doses of atrop various cf are
not included).
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1. TREATMENT EFFECT IS ABSOLUTE RATHER THAN
RELATIVE ACROSS THE PROGRESSION RANGE

Figure I: Standardized cumulative frequency of 6 and 12 month axial elongation for test and control
lens populations from Cheng et al. (2016).% The parallel nature of the lines shows absolute rather than

He et al BMCOphthalmol 2016,16:126.
Li et al Contact Lens Ant Eve 2017;40:417

Soft multfocal contact [enses

8 studies reported by Li et al Ophthalmic Physiol Opt 2017;37:51
Chamberlain et al Optom Vis Sci 2017; e-abstract 170075
Ruiz-Pomeda et al Graefe's Arch Clin Exp Oph 2018;256:1011

% Levels of Evidence

Hsu et al Br J Ophthalmol 20171011611
Wu et al Ophthalmol 20181251239

Cooper et al e Contact Lens 2018:44(5);e16
Cheng et al 10V (ARVO abstracts) 2018; 59(3):3927

* indicates results from randomized, controlled studies

Figure 2: Logarithmic curves fit to cumulative treatment efficacy data for selected modalities. For
soft multifocal and spectacle lens data, only studies showing over 50% initial treatment efficacy
were included. After 7 years, the different interventions are projected to have modest treatment
effects. Differences between modalities are unlikely to be significant based on these data.
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Figure 4: Rebound with orthokeratology: A. Original graph from Cho et al.’” B. Axial
elongation divided into time segments. OKc and OKd refer to orthokeratology subjects who

relative treatment effect across the progression range. 05 continued wear and ceased wear between 24 and 30 months respectively. Rebound is
= Quality of investigations based on adherence to evidence-based observed during the 6 months of discontinuation of orthokeratology.
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The only indisputable metric than can be used is data-driven
estimates of cumulative absolute reduction in progression rather
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Table 1: Percentage and absolute treatment effects from Figure 1 across progression deciles. reported values was assessed. ’
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THE ILLUSION OF GREAT SUCCESS

10% 006 -0.07  217% 0.12 10% 019 007 60% 0.11 . A myopia control intervention in an individual child identified as a fast
20% 008 -0.03 135% 011 20% 027 012 54% 0.14 CO ncl uslon S progressor will likely seem to have immediate and substantial success.
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** This effect is consistent across interventions. X K L L R b d b led (i) Regression to the mean is a powerful effect. A difference between
no direct evidence of a significant reduction in axial rebound cannot be ruled out. two refractive error measures will likely have a standard deviation in
elongation with this intervention. ¢ Greater efficacy may occur but requires evidence. Projected excess of 0.35D. More extreme values (that is, those deemed to be fast

2. EFFICACY DECREASES OVER TIME ON BOTH AN
ABSOLUTE AND RELATIVE BASIS®

A. Relative treatment efficacy of investigational myopia-control soft lenses during 1% and 2% periods of study.*

B. Relative myopia control efficacy across 5 years in an orthokeratology investigation with yearly efficacy plotted.®*
C. Absolute difference in elongation between treatment and control groups for high-dose, medium-dose and low-
dose atropine in the first and second years of treatment using data from the sub-group analysis of Huang et al.**
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percentage treatment effects commonly reported are
speculative and not evidence-based.

This analysis establishes a precedent for evidence-based
reporting of myopia control interventions.

o
&

progressors, who are thus more likely to be treated) on first
measurement tend to the average on second measurement.

(iii) Treatment efficacy is greatest initially and subsequently reduces
over time as shown in this poster.

Orthokeratology (in a cohort study) and spectacles (in a

controlled, randomized study with selective inclusion

criteria) have provided the largest recorded cumulative K
treatment effects.
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Soft, multifocal lenses have the greatest weight of evidence - N

) f h /" Content in this poster refers specifically to experimental
but do not demonstrate superior performance possibly Refe rences trials of investigational product and is presented to analyze
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sl because of insufficient study periods. advances in the science of myopia control. There are no
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