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Purpose: To evaluate myopia progression over an approximately 6-year follow-up period in children and young adults wearing
a commercially available, daily disposable, soft multifocal contact lens with an extended depth of focus (center distance) design.
Methods: This retrospective cohort analysis included data from 196 patients of mean (SD) age 12.3 (2.7) years (range, 5–20 years), fit
with the NaturalVue Multifocal (NVMF) contact lens at 15 practices in the United States over 6 years. All patients showed at least
−0.50D of myopic progression in at least one eye prior to wearing the lens. Data from the right eye were analyzed. One-way ANOVA
with Tukeys post-hoc t-tests were used for statistical analysis, with a significance level set at P < 0.05.
Results: After wearing these lenses for 6–72 months, the average myopia progression slowed by approximately 0.84 D or 85%
compared to baseline, which was statistically significant at all time points (P < 0.0001). Frequency distribution revealed that 91% of
wearers showed a decrease in myopia progression compared to baseline, with 79% of wearers showing a ≥70% reduction in myopia
progression. The average change in axial length in a subset of the population over 47 months of follow-up was approximately
0.10 mm/year. Compared with changes expected in an age- and ethnicity-matched myopic virtual control group obtained from
published meta-analysis data, both myopic refractive error progression and axial elongation were significantly lower in NVMF wearers
at 12, 24 and 36 months (P < 0.001). Analysis of the age- and ethnicity-matched virtual control group predicted that the Cumulative
Absolute Reduction of axial Elongation (CARE) value over 3 years would be 0.45 mm.
Conclusion: Wearers of the soft multifocal contact lens displayed significant reductions in myopia progression throughout a follow-up
period of 6 years.
Keywords: myopia, myopia progression control, soft multifocal contact lenses, peripheral hyperopia

Introduction
Myopia is themost frequent cause of distance vision impairment in the world.1 The prevalence of myopia is increasingmarkedly,
and it is projected to affect 50% of the world population by 2050.1–3 The comorbidities associated with myopic axial elongation,
including glaucoma, retinal detachment, cataract, and myopic macular degeneration, emphasize the importance of halting or
slowing the progression of myopia.3–6 Clinical findings and animal studies have provided substantial support for various
interventions for the treatment of myopia,3,7 including spectacles, orthokeratology, center-distance soft multifocal contact lenses,
and atropine.8–10 Meta-analyses have shown that all of these slow the progression of myopia to some extent.11–15

Multiple soft multifocal contact lenses, which contain relative peripheral plus power of varying degrees, have been
shown to slow the progression of myopia.16–24 Recent 3-year, randomized clinical trials have assessed the ability of
MiSight dual-focus soft contact lenses (CooperVision, Victor, NY)18,25 and Biofinity center-distance multifocal soft
contact lenses (CooperVision) to slow the progression of myopia.17 In data submitted to the US FDA for regulatory
approval, MiSight contact lenses demonstrated an adjusted mean difference of 0.67 D from control lenses in refractive
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error change and an adjusted mean difference of 0.28 mm from control lenses in axial length change after 3 years.25 To
date, MiSight remains the only US FDA approved treatment for slowing the progression of myopia.

The results obtained in the Bifocal Lenses in Nearsighted Kids (BLINK) trial of Biofinity center-distance multifocal
soft contact lenses were similar to those of MiSight lenses, based on a broad overlap of the 95% confidence intervals (CI)
for their primary outcomes.17,18,25 The BLINK trial tested Biofinity center-distance multifocal contact lenses (+1.50
D and +2.50 D add), and Biofinity single vision lenses (CooperVision), both of which are intended for monthly
replacement. The +2.50 D add lenses demonstrated an adjusted mean difference of 0.46 D from control single vision
lenses in refractive error change and an adjusted mean difference of 0.23 mm from control in axial length change after 3
years. This trial also showed that the higher add (+2.50 D) lenses were more effective than the medium add (+1.50 D)
lenses for slowing the progression of myopia, suggesting a possible dose-response relationship between soft multifocal
add power and myopic progression control, although this has only been shown in animal models.26

A retrospective case series analyzed a daily disposable soft multifocal lens with a distance center and a large amount
of relative plus power surrounding the center (NaturalVue Multifocal [NVMF] 1 Day, Visioneering Technologies, Inc.,
Alpharetta, GA)27 in 32 myopic children, of mean (SD) age 10.98 (2.95) years, at 10 practice locations in the United
States.16 The original study16 was developed after a small group of practitioners having an informal discussion of their
methods for managing myopia discovered that they each were using NVMF with good success. Since these patients
existed in each practice involved in the study, they decided to use a retrospective analysis. Every chart of any individual
wearing NVMF for myopia control was evaluated, regardless of the outcome with the lenses.

The NaturalVue (etafilcon A) Multifocal 1 Day contact lens is a unique, patented, center-distance, extended depth of
focus design, with an 8.3mm base curve, a 14.5mm lens diameter, a power range from +4.00D to −12.25D, and a
universal add. The NVMF lenses incorporate an extended depth of focus design with up to 20 diopters (D) of relative
peripheral plus power at their edges. Using specialized software required to measure their tangential power, the through
the lens power at the edge of a child’s pupil, estimated at 5 mm, would be approximately 6–8D of relative plus power,
building in 5 micron steps from the center of the lens design.28 It is theorized that this large amount of peripheral plus
power may reduce peripheral hyperopic defocus and thus decrease the signal for axial elongation.7 NVMF lenses have
received indications for myopia progression control in Europe, Australia, New Zealand, Hong Kong, Singapore, and
Canada, but not yet in the USA.29

In the initial retrospective cohort analysis of NVMF lenses in 32 children, the mean (SD) duration was 10.94 (4.76)
months, ranging from 6 to 25 months.16 The aim of the current study was to extend these findings over a longer period of
time within a larger population of young myopes, and to contribute further to the knowledge base of myopia progression
control using soft multifocal contact lenses for extended time periods.

Methods
This retrospective cohort analysis evaluated 196 patients of mean (SD) age at NVMF fitting of 12.3 (2.7) years (range, 5–20
years), from 15 practices in the United States fit with NVMF lenses between December 2014 and December 2020. Records
from a total of 840 patient visits were reviewed. All the patients wore these lenses for a minimum of 6 months and were
followed-up at regular 6 months intervals for up to 72 months. Patients were included if they had at least −0.50 D of myopic
progression in at least one eye prior to NVMF correction, which was the clinical criterion used by most of these practitioners
when prescribing an intervention for myopic progression. Only patients without prior myopic progression control treatment
were included. To minimize bias in this type of retrospective cohort analysis, practitioners were required to provide data on all
patients fit with NVMF during the study period, regardless of the outcomes of lens wear.

The NVMF lenses were prescribed at each clinical practice based on the best clinical judgment at each site. Parents
and patients were advised that the lens design was able to control axial length growth in animal studies;26 that clinical
and theoretical data supported its use to slow myopic progression in humans;7 and that real-world evidence showing
efficacy in humans had been published.16 Patients and their parents provided verbal assent and consent, respectively, for
the off-label use of these lenses, consistent with standard clinical practice. They were advised that they could refuse or
discontinue treatment at any time. Fees for professional services and materials were billed and collected consistent with
the practices’ fees for the services and materials.
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Before the data were analyzed, they were de-identified and sent to one person for central analysis. Because of the
retrospective nature of the data review and the use of deidentified data, the study met the Exempt Criteria per 45 CFR
46.101 (b)(4). Therefore, written informed consent/assent was not required, and a waiver was obtained from the
Southwest Independent Institutional Review Board, Inc. (SI-17-10). The waiver for a retrospective study comports
with the tenets of the Declaration of Helsinki.

Clinical Assessments
All options to slow the progression of myopia were discussed with the parents and children. Parents and children were
also provided the option of simply continuing to monitor the child’s myopic progression with single vision glasses or
contact lenses. The benefits and risks associated with each of these interventions were discussed. At each examination,
a refraction was performed, and axial length was measured, if equipment was available at that practice location. Because
this was not a randomized control trial with specific equipment requirements, instrumentation varied from practice to
practice. Refraction techniques also varied between sites, with some doing cycloplegic autorefraction and some not.
Generally, the same method for refraction was followed for all subjects within a practice. Refractions were performed at
least annually, but more often if warranted. Visit frequency also varied from site to site based on the practitioner’s clinical
judgement for each individual subject. Usually, subjects were seen every 3 to 6 months.

Assessing Effectiveness of Treatment
Baseline myopic progression was determined by annualizing the data due to the differing time frames of prior
examination, whereas myopic progression with NVMF lens wear was determined by recording actual progression over
time. Each child served as his/her own historical control, based on annualized myopic progression for the 12 months
prior to wearing NVMF lenses. The initial analysis included data from the right eye of each subject.

Statistical Analysis
The study results were grouped into timeframe categories based on how long the child had worn the NVMF lenses.
Statistical analyses were performed using one-way ANOVA with Tukey’s HSD post-hoc t-tests, with statistical sig-
nificance set at P < 0.05.

Results
The study cohort consisted of 196 patients with myopia, of mean (SD) age at NVMF fitting of 12.3 (2.7) years (range, 5–20
years). These patients included 101 (51.5%) females and 95 (48.5%) males, with the population being 59% Caucasian, 20%
Eastern Asian/Asian, and 21% other. At baseline, the range of spherical equivalent prescriptions was +0.10 to −11.60 D, and
the average (SD) annual myopic progression was −0.98 (0.78) D. The average annual axial length change (SD) observed was
0.30 (1.2) mm. Of the 196 children, 152 (77.6%) completed at least 1 year of wear (range, 12–17 months), 101 (51.5%)
completed at least 2 years (range 24–29 months), 64 (32.7%) completed at least 3 years (range, 36–41 months), 15 (7.7%)
completed at least 4 years (range, 48–53 months), eight (4.1%) completed at least 5 years (range, 60–65 months), and seven
(3.6%) completed 66–72 months of wear.

Treatment Outcomes
The annualized mean (SD) myopic progression prior to correction with NVMF was −0.98 (0.78) D/yr. Compared with
baseline, each subsequent time point showed an approximately 85% (0.84 D/yr) reduction in average myopia progres-
sion, with these reductions being statistically significant at all time points (P < 0.0001; Figure 1). Overall, 91% of wearers
showed reductions in myopic progression, with 79% showing ≥70% reductions in myopic progression and 69% having
no increase in myopic progression from the time they started wearing the lenses through their last follow-up visit. These
results are very similar to those of the original retrospective cohort analysis with 32 subjects wearing NVMF.16

From 6 through to 72 months, the average cumulative myopia progression while wearing NVMF never exceeded
approximately 0.25 D from baseline. Only 14 (7.0%) lens wearers experienced an increase in myopia from baseline
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through their last follow-up examination, with on average (SD) increase of −0.26 (0.17) D (range: −0.02 to −0.50D; 95%
CI −0.13, −0.39 D).

Not all of the clinical sites had instrumentation to measure axial length, with some acquiring this equipment during the
study period. Baseline axial length was measured in only eight patients, with these having an average (SD) annual axial
length change at baseline of 0.30 (1.2) mm. Axial length measured in 58 patients after 1 year of wearing NVMF lenses was
found to increase a mean (SD) of 0.07 (0.2) mm. The mean (SD) cumulative axial length increases from baseline after 2 years
in 32 subjects and 3 years in 14 subjects of NVMF wear, were 0.15 (0.18) mm and 0.14 (0.16) mm, respectively. The average
axial length change after wearing NVMF for 47 months was approximately 0.10 mm per year. Because most of the children
had not been examined prior to the onset of myopia and/or because axial length was not routinely measured in all young
children, baseline axial length measurements were not generally available for this population.

Comparison to MiSight and BLINK Clinical Trial Data
The success of an intervention for myopia control may be assessed by comparing results to those of randomized controlled
trials (RCTs), by determining average myopia progression in age-matched children wearing single vision corrective lenses.30

Therefore, a subgroup analysis was performed to compare the 3-year results with NVMF lenses with those of the MiSight and
the BLINK high add (+2.50D) lenses.17,18 The enrollment criteria for the MiSight and BLINK trials differed slightly, with the
MiSight trial assessing patients aged 8–12 yrs and with starting refraction of −0.75D to −4.00D and the BLINK trial enrolling
patients aged 7–11 yrs andwith starting refraction of −1.00D to −5.00D. NVMFwearers of the same age at enrollment as those
in the MiSight trial were used for this comparison, and an all-available eyes analysis for 41 children of mean (SD) age 10.3

Figure 1 Change over time in refractive error (D) while wearing NaturalVue Multifocal lenses compared with baseline annualized myopic progression. Refractive error at all
time points differed significantly when compared with baseline (P < 0.0001).
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(1.3) years was used to match the data available for MiSight.25 The demographic characteristics of these groups of children are
shown in Table 1.

The designs of the MiSight and BLINK RCTs allowed for use of their Control group data to directly compare
MiSight, BLINK high add (+2.50D) and NVMF results for myopic progression through 3 years (Table 2).

To further evaluate the ability of NVMF lenses to slow the progression of myopia, refractive error and axial length
progression in 66NVMF lens wearers aged 8–12 years, of mean (SD) age 10.32 (1.3) years and including 32 (48%) children of
Asian ethnicity, were compared with the refractive error and axial length progression in children matched by age and ethnicity
(Asian or non-Asian) in published meta-analyses of data30–34 from 63 clinical trials. This approach of using an age and/or
ethnicity matched virtual control group has been used in other studies to evaluate myopia control.37–41 The mean refractive
error and axial length progression for each child in the age and ethnicity matched virtual control group were calculated based
on the data in the meta-analyses.30–34

Both refractive error progression (P < 0.0001; Figure 2) and axial length elongation (P < 0.0001; Figure 3) were
significantly lower throughout 3 years of wear of NVMF lenses compared with a virtual control group of age and
ethnicity matched myopic children from published meta-analyses.30–34

Table 1 Baseline Demographic Characteristics of Age-Matched NaturalVue Multifocal Wearers and Subjects in the MiSight and BLINK
Trials17,18,25

BLINK Control Group
Biofinity Single Vision,
N = 98

MiSight Control
Group Proclear 1
Day, N = 74

BLINK Test Group
Biofinity CD
+2.50Add, N = 98

MiSight Test
Group MiSight 1
Day, N = 70

NaturalVue
Multifocal,
N = 82

Age

Mean, SD 10.3 (1.1) 10.1 (1.3) 10.3 (1.2) 10.1 (1.4) 10.3 (1.2)

Number (%)
aged 8–10
years

39 (39.8%)

Note: ages 7–9

42 (57%) 39 (39.8%)

Note: ages 7–9

40 (57%) 46 (56%)

Number (%)
aged 11–12
years

59 (60.2%)
Note: ages 10–11

32 (43%) 59 (60.2%)
Note: ages 10–11

30 (43%) 36 (44%)

Sex Number (%)

Female 64 (65.3%) 37 (50%) 64 (65.3%) 38 (54%) 48 (59%)

Male 34 (34.7%) 37 (50%) 34 (34.7%) 32 (46%) 34 (41%)

Ethnicity Number (%)

Caucasian 59 (60.2%) 40 (54%) 64 (65.3%) 39 (56%) 47 (57%)

East Asian/
Asian

9 (9.2%) 18 (24%) 9 (9.2%) 16 (23%) 25 (30%)

Indian/
Pakistani/Sri
Lankan

NR 7 (9%) NR 5 (7%) 4 (5%)

Other 19 (19.4%) 4 (5%) 9 (9.2%) 2 (3%) 4 (5%)

Mixed 11 (11.2%) 5 (7%) 13 (13.3%) 8 (11%) 2 (3%)

Abbreviations: SD, standard deviation; NR, not reported.
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Discussion
This real-world study assessed whether wearing NVMF contact lenses slowed myopic progression in myopic children.
On average, NVMF lens wearers experienced ≤0.25D cumulative myopic progression from baseline throughout the 6
years of follow-up and those in whom axial length was measured showed approximately 0.10 mm of axial length
progression per year through 4 years of follow-up.

Although before and after treatment comparisons have limitations, they have been used to evaluate other myopia
control interventions, as they are the only method of evaluating the efficacy of treatment in individual patients.35–38

Comparisons to data in control groups17,18,25,39–41 and to the average progression of refractive error and axial length in
virtual control groups of age and ethnicity matched patients from meta-analyses30–34 can help gauge the success of

Table 2 Comparison of Myopic Progression Over 3 Years for Age-Matched NaturalVue Multifocal Wearers and Subjects in the
MiSight and BLINK Trials17,18,25

Refractive Error Change from
Baseline to 3 Years

MiSight
Control
Proclear
1 Day,
N = 112
Eyes

MiSight,
N =104
Eyes

BLINK Control Biofinity
Single Vision,
N = 96 eyes

BLINK Biofinity CD
+2.50D Add,
N = 95 Eyes

NaturalVue
MF N=66
Eyes with
Data
Available
Through 3
Years

n % n % n %

−0.25 D or less 4 3.6% 43 41.3% NR NR 60 91%

−0.50 D or less 11 9.8% 57 54.8% NR NR 66 100%

−0.75 D or less 30 26.8% 70 67.3% NR NR 66 100%

−1.00 D or less 43 38.4% 85 81.7% NR NR 66 100%

> −1.00D 63 61.6% 19 18.3% 51%≥ −1.00 16.8%≥ −1.00 0 0%

Abbreviations: D, diopter; NR, not reported.

Figure 2 Annual myopic refractive error progression in wearers of NaturalVue multifocal lenses and age and ethnicity matched virtual myopic controls from published meta-
analyses.30–34

https://doi.org/10.2147/OPTH.S370041

DovePress

Clinical Ophthalmology 2022:162150

Cooper et al Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


NVMF lenses for myopia control. Because treatment efficacy cannot be determined in individuals, the annual progression
observed with NVMF lenses can be compared with the average annual progression in subjects from multiple clinical
studies, thus setting better myopia control expectations for patients and their parents or guardians.

Data from the age and ethnicity matched virtual control group are of particular interest, as NVMF lens wearers showed
greater initial rates of progression of both refractive error and axial elongation than predicted for their age and ethnicity.
Despite these more rapid initial rates of progression, NVMF lens wearers showed much lower annual rates of refractive error
and axial elongation progression than the age and ethnicity matched virtual control group.30–34

Recently, a new efficacy metric was introduced called the Cumulative, Absolute, Reduction in axial Elongation
(CARE).42 It is an empirically demonstrated, evidence-based articulation of myopia control effect reasonably expected
for a given treatment over a given time. It communicates the benefit that a child receiving a specific treatment might
expect independently of age, progression rate, refractive error, and ethnicity over a stated time period. The projected
CARE value in this group was 0.45 mm over 3 years, a result comparable to those of other interventions for which CARE
values have been calculated.50 The CARE value can also be used to estimate the amount of reduction of refractive error
change by multiplying it by 2.1.50 Therefore, using the virtual-control group data derived by Nixon and Brennan from
over 63 randomized clinical trials as a comparison,42 the CARE value projects that NVMF would show 0.945D less
myopic progression over 3 years than a child who was not treated with the lenses.

The patients in the present study may differ from those recruited for clinical trials. Parents seeking care to slow the
progression of myopia are often high myopes themselves and thus more motivated to participate in treatment.
Practitioners may also show selection bias, in that treatment of these children may be based on the amount of myopic
progression observed at baseline. Also, these practitioners generally chose to treat children who had shown a ≥-0.50D
progression of myopia since their previous examination.

It has been suggested that annual progression prior to an intervention for myopic progression should not be used as
a baseline indicator of treatment efficacy.42 In clinical practice, however, this is the most available indicator to determine
the efficacy of treatment. Similar to other treatments, both patients and clinicians are concerned with treatment-associated
changes. For example, a recent 3-year study of atropine use in European children used a similar approach, comparing
myopic progression after starting atropine treatment with baseline myopia.35 Although randomized clinical trials are
required for submission to regulatory agencies, clinicians in real-world clinical practice can only compare pre- and post-
intervention myopic progression on an individual basis. Comparisons of the performance of NVMF lenses with control

Figure 3 Annual axial elongation in wearers of NaturalVue multifocal lenses and age and ethnicity matched virtual myopic controls from published meta-analyses.30–34
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groups and data from meta-analyses provide a more robust way of evaluating NVMF lenses as a potential intervention
for myopic progression.

Yearly data on refractive error and axial length in the control groups from the MiSight and BLINK trials showed linear
progression of myopia in children aged 7–12 years, a finding also observed in other control groups.43,44 Age has been found to
be the primary factor driving myopic progression.9,45 For example, a recent 5-year analysis evaluated 6855 ethnically diverse
Americans aged 12–25 years who were enrolled in the National Health and Nutrition Examination Survey.46 In the final
multivariate models, age and female sex were the two most significant factors relative to the presence or absence of myopia as
well as refractive error. These findings support the approaches used in the present study, comparing annual changes observed
with NVMF lenses with an age-matched control group and data from meta-analyses.

Unlike data obtained from a randomized clinical trial (RCT), real-world data, such as those in the present study, allow
clinicians to estimate likely outcomes when NVMF lenses are used to slow myopia progression. Regulatory agencies
have begun to accept real-world evidence data regarding the usage, including the potential benefits and risks, of medical
products, as traditional clinical trials have strict limitations that may not always apply to clinical practice.47 In clinical
practice, the age and power limitations required in clinical trials are not considered, and patients/parents must pay for
product and services out of pocket. Based on clinical experience, parents are generally not interested in the results of
control groups in RCTs; rather, they are interested in what they can expect from treatment of their child. By matching
sub-groups based on age at enrollment with the data from age-matched control groups in the MiSight and BLINK RCTs,
it is possible to apply reasonable, albeit directional, comparison of the results observed with NVMF, MiSight and BLINK
high add (+2.50D) lenses.

The MiSight and BLINK contact lenses differ in the amount of peripheral plus manifested in their optical profiles.
MiSight lenses have +2.00D25 in the periphery in alternating bands, whereas BLINK lenses (“D” lenses) have a reported
add of +2.50D.48 NVMF lenses are designed to have approximately 6–8D of additional plus power in the periphery at the
edge of the pupil (estimated to be 5 mm).27,28 Clinical trials comparing NVMF with other lenses are required to directly
determine differences in their effectiveness in slowing the progression of myopia.

In this current cohort analysis, 79% of wearers experienced a ≥70% reduction in myopia progression compared with
their prior year progression. Over a three-year period, 91% of NVMF wearers and 41.3% of MiSight wearers progressed
only 0.25D over 3 years; data on progression in the BLINK trial were only reported at the >1.00D level.

The amount of axial length change from baseline was measured in a subset of the patients wearing NVMF lenses.
Compared with baseline, the average axial length increase over 47 months was approximately 0.10 mm/yr. This growth rate
was similar to that expected in emmetropic children, ie, 0.10–0.13 mm/year for children aged 8–13 years,40,49 providing
further evidence that NVMF lenses can reduce refractive error and axial length changes over an extended period of time.

Comparisons of the current cohort analysis of NVMF lens wearers with those in the previous study showed several
important similarities and differences. For example, 32 children who wore NVMF lenses for 6 to 25-months showed
a significant decrease in myopia progression from baseline of about 0.86 D, or an average 96% in both eyes, and 90%
showed a ≥70% reduction in myopic progression.16 Although both analyses provide evidence of decreases in myopia
progression with NVMF lens wear, the present study reported actual progression rates, whereas the previous study reported
annualized rates. Also, in contrast to the previous study, the present study included subjects with no prior treatment for myopic
progression. Differences in the results of the two studies may be due to the inclusion in the present study of a larger patient
population (196 versus 32 subjects) and a longer maximum follow-up time (72 months versus 25 months).

Limitations
This current study is a retrospective cohort analysis capturing real-world data. Interventions for myopic progression were
determined by the clinical judgment of each practitioner, which has the potential for selection bias. For example, some
practitioners with awareness of certain interventions may have an unconscious bias to utilize that intervention in higher
amounts of baseline myopia progression. Not all practitioners used cycloplegic autorefraction measurements to assess
refractive error progression, although measurement methods were consistent within each practice. Different instruments
were used in these clinical practices, which may have increased the variability of the data. Some of the sample sizes for
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axial length measurements were small, indicating the need for larger sample sizes to draw conclusions about axial length
growth with NVMF lens wear.

When comparing these outcomes with those of parallel groups in RCTs,17,18,25 it should be noted that myopia
progression decreases with age. Therefore, comparisons before and after treatment may show greater apparent efficacy
than would be observed in studies having separate control groups. However, the virtual control group from published
meta-analyses30–34 was both age and ethnicity matched, accounted for children aging throughout the 3 years of follow-
up, and demonstrated significant slowing of both refractive error and axial length progression in the NVMF group.

Conclusion
The current cohort analysis demonstrated that wearers of NVMF daily disposable soft contact lenses exhibited significant
reductions in myopia progression over an extended follow-up period of 6 years (72 months), complementing the original
study. The results are in agreement with previous analyses of optical interventions to slow the progression of myopia.
Although sample sizes were small for AL change due to equipment limitations at the clinical practices at baseline, the
results showed significant inhibition of axial length elongation in that subset. Although more research is warranted,
NVMF lenses appear to be effective in slowing the progression of myopia in children.
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