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The landscape of pediatric eye care is shifting. As myopia

rates continue to climb globally, the responsibility of the

eye care professional has evolved from treating myopia as

a simple vision correction to proactive disease

management. At HOYA, we have been at the forefront of

this evolution since 2018 with MiYOSMART, a solution

that has since protected more than 13 million eyes across

50 countries.1

Today, we are standing on the cusp of a new milestone

with the introduction of MiYOSMART iQ.

As we prepare for the official Canadian rollout of

MiYOSMART iQ, the clinical community is rightfully

asking: What makes this lens different?

The answer lies in our novel Triple Enhanced Design

(DIMS TED). While our original DIMS technology remains

a gold-standard, evidence-based solution, MiYOSMART

iQ leverages nearly a decade of clinical insights to push

the boundaries of effectiveness even further.

The TED design features three critical enhancements: an

expanded treatment zone, defocus segments positioned

closer to the lens center, and higher defocus power, all

aimed at providing enhanced performance. By extending

the treatment zone, we can more continuously activate

the near-peripheral retina — the region identified as the

“sweet spot” for controlling axial elongation.2,3

The early clinical results are, quite simply, the most

impressive we have seen to date. Interim six-month data

from a randomized controlled trial showed that children

aged 4-12 wearing MiYOSMART iQ showed no myopia

progression on average, with minimal eye growth.2,4

Furthermore, the evidence suggests that MiYOSMART iQ

is twice as effective as the original MiYOSMART in

controlling axial elongation and myopia progression.2

“I’ve seen many industry innovations come and go over

the years, but MiYOSMART iQ is truly exceptional for the

Canadian market,” says Steven Haifawi, President of

HOYA Canada. “Our mission has always been to support

ECPs with the best science has to offer. With iQ, we are

doing exactly that—we’re ushering in an era of myopia

management that will change the trajectory of children’s

vision health globally.”

To that end, HOYA Canada is assembling a dedicated

Canadian advisory board and an exclusive pilot project

with select opinion leaders this spring. These initiatives

will provide the local insights and best practices required

to support a 2026 market rollout.

As we move forward, MiYOSMART iQ will exist alongside

our pioneering MiYOSMART DIMS lens. This creates a

powerful portfolio: the original DIMS remains an

excellent, cost-effective choice, supported by eight years

of clinical data, while MiYOSMART iQ is our most

advanced solution for patients with early-onset myopia or

who require the strongest possible intervention.

At HOYA, our legacy is built on science, but our future is

built on partnership. We look forward to working in

Canada and other countries to usher in a new era where

“slowing progression” is no longer the final goal—but

rather the baseline for a future where every child can see

clearly and live fully.

 

 

With over 15 years of experience as a

licensed Optician, Kim Kochendorfer is

dedicated to improving lives through

quality eye care. Since joining HOYA in

2015, she has excelled in various roles,

including Myopia Management

Specialist. Her firsthand experience

with high myopia fuels her passion for

advancing therapeutic eye care and

shaping a brighter future for vision

health.

 

1 Based on the number of MiYOSMART spectacle lenses sold and the

number of countries selling MiYOSMART spectacle lenses according

to HOYA’s sales data on file as of January 26.

2 Tse DYY, Chun RKM, Hon Y, et al. Myopia Control Efficacy of

Defocus Incorporated Multiple Segments Triple Enhanced Design

Spectacle Lenses. The 41st Asia-Pacific Academy of Ophthalmology

Congress, 2026. Abstract #205567.

https://2026.apaophth.org/abstract/?code=205567 

3 Swiatczak B, et al. Retinal “sweet spot” for myopia treatment. Sci

Rep. 2024;14:26773.

4 HOYA data on file. Myopia Control Efficacy of Defocus

Incorporated Multiple Segments Triple Enhanced Design Spectacle

Lenses: 6-month results. 11/2025. Peer-reviewed publication will

follow.
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Eye care practitioners have historically viewed myopia as

a refractive error, and have instinctively treated it as such

over the years.

At the same time, eye care practitioners have also long

understood how to manage chronic, progressive eye

disease. Glaucoma taught us that success lies not in

reacting to damage, but in  identifying risk early,

monitoring carefully and intervening before vision is

permanently affected. 

Today, myopia demands that same mindset. 

In glaucoma management, eye care practitioners have

become adept at gathering multiple clinical data points to

determine risk. We evaluate intraocular pressure,

pachymetry, optic nerve structure, retinal nerve fiber

integrity, visual fields, family history and progression

patterns. No single measurement defines the disease;

rather, it is the integration of data—combined with 

clinical judgment—that guides management. 

This process is strikingly similar to modern myopia care. 

When screening for risk of myopia progression, the

indicators differ, but the approach is identical. Instead of

focusing on IOP or nerve fiber loss, we consider: 

Refraction and rate of change over the year 

Axial length and growth trajectory 

Age of onset 

Environmental factors such as near work and
outdoor time 

The same analytical skills we routinely use in glaucoma

apply directly here. We gather data, interpret risk and

determine whether monitoring alone is sufficient or

whether intervention is warranted. 

For optometrists new to myopia management, the

learning curve often feels steep. Yet eye care

practitioners already possess the core competencies

required. As with glaucoma, the more we assess risk and

follow progression, the more intuitive the process

becomes. What initially feels unfamiliar soon becomes

second nature—just as glaucoma screening did earlier in

our careers. 

Myopia management is not an entirely new discipline. It is

an extension of the preventive clinical reasoning eye care

practitioners already practice every day.

Why Early Intervention Matters 

The rationale for early myopia management is grounded

in long-term ocular health, not simply refractive

correction. 

Large epidemiological studies have consistently shown

that increasing myopia and longer axial length are

associated with substantially elevated lifetime risk of

vision-threatening pathology, including retinal

detachment, myopic maculopathy, open-angle glaucoma,

and earlier cataract development.1-3 

Eyes exceeding approximately 26 mm axial length have

been associated with significantly higher risk of later

visual impairment, with risk rising progressively as axial

length increases.3 Risk assessment is subject to each

patient individually. For example, having a 26mm AL

doesn’t automatically categorize patients as high risk if

they also have a flat cornea (flat K <40D). ECPs need to be

prudent to not get caught up in AL data alone—just like

glaucoma providers wouldn’t look at IOP alone. 

Importantly, Bullimore and colleagues emphasize that

reducing final myopia by even 1.00D  can meaningfully

lower the lifetime risk of myopic maculopathy,

underscoring why slowing progression matters clinically.4 

This principle, again, mirrors glaucoma care. Once

glaucoma damage occurs, it cannot be reversed—only

slowed. Likewise, once myopia develops, we cannot

shorten the eye or undo elongation. We can only

intervene to reduce future progression and associated

risk. 

The earlier intervention begins, the greater the

opportunity to influence final refractive outcome and

axial length—and therefore the patient’s lifetime visual

prognosis. 

Recent research has firmly established that effective,

evidence-based options exist to help slow myopia

progression. Pharmacologic therapy with low-dose

atropine has demonstrated clinically meaningful

reduction in progression in large trials such as ATOM and

LAMP.5,6 Optical strategies are similarly supported:

peripheral-defocus soft contact lenses showed significant

slowing of myopia progression in the BLINK study,7 while

orthokeratology has demonstrated effectiveness in

reducing axial elongation in randomized trials such as

ROMIO.8 Myopia control spectacle lens designs have also

shown benefit in controlled clinical studies. 

Taken together, the research base is no longer emerging—

it has been established. Myopia management is not

experimental; it continues to be an accepted component

of preventive eye care. 

Importantly, not every optometrist must personally

provide every treatment modality—just as not every

clinician directly manages glaucoma. However, every

optometrist should understand when a child may benefit

from intervention and have a clear threshold for initiating

management or referring to a colleague who provides

these services.

Historically, myopia was framed primarily as a refractive

issue: prescribe correction and monitor annually. Today,

that perspective is evolving. 

Modern optometry increasingly recognizes childhood

myopia as a condition requiring:

Intentional risk assessment 

Longitudinal monitoring 

Evidence-based intervention when indicated 

Education to families about long-term
implications 

Again, not every optometrist must provide every

treatment modality. However, every optometrist can

identify at-risk patients, initiate the conversation and

either manage or refer appropriately. 

Perhaps the most heart-breaking moment in clinic is

when a parent says: 

“How come no one told us this earlier?” 

In glaucoma care, such a statement would feel

unacceptable. Increasingly, the same should be true for

myopia. 

Optometry does not need to reinvent itself to embrace

myopia management. The profession already knows how

to manage progressive ocular conditions. We have

decades of experience  assessing risk, monitoring

structural change, counseling patients and intervening

early to  preserve vision. 

The tools are familiar. 

The reasoning is familiar. 

Only the application is new. 

If we apply the same preventive urgency and structured

clinical thinking to myopia that we already bring to

glaucoma, we can do more than correct vision in

childhood—we can influence ocular health for a lifetime. 

And that is a powerful opportunity for our profession. 

 

Christine Yeung, FIAOMC, IACMM, OD, is

an optometrist with a special interest in

myopia management and orthokeratology.

She earned her Doctor of Optometry

degree from the University of Waterloo,

School of Optometry and Vision Science,

and has completed advanced training in

myopia care, including Fellowship of the

International Academy of Orthokeratology

and Myopia Control (FIAOMC). She is the

owner of two private clinics, including a

dedicated orthokeratology and myopia

control centre. Dr. Yeung is passionate

about helping children and families

navigate myopia with greater

understanding, confidence, and access to

evidence-based care. Through her clinical

work, she is committed to translating

research into practical strategies that

support both patient outcomes and

everyday practice. She is also the founder

of MyoPilot, a clinical software platform

designed to help practitioners

communicate myopia data more clearly

in practice.
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