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Learning Objectives:
After completing this one-hour home-study course, the participant 		will be able to:
1. Define myopia and describe its underlying physiological mechanisms.			
2. Summarize current global and national trends in myopia prevalence.			
3. Trace the historical evolution of corrective methods for myopia.				
4. Identify and explain contemporary myopia management strategies, including optical and pharmaceutical approaches.							
5. Understand and articulate the optician’s role in detecting progression and supporting long-term myopia management in partnership with other eye care professionals.											
I	Introduction – A Changing Landscape
In generations past, myopia was regarded as a relatively benign refractive error, an issue easily remedied with a pair of glasses. But with startling increases in prevalence and the emergence of new technologies and treatments, our approach to myopia must evolve. Today, opticians are not merely dispensers of lenses but are critical partners in recognizing early signs of myopia progression, educating patients, and supporting long-term strategies to mitigate its impact.
What makes this shift so urgent is the recognition that high levels of myopia are not just about thicker lenses or aesthetic concerns. Severe myopia can lead to irreversible vision problems and a dramatically increased risk of ocular disease. With more children being diagnosed at younger ages and progressing more rapidly than in previous generations, there is an increased responsibility on all eye care professionals to act early and decisively.
Furthermore, we are now beginning to understand that the causes of myopia extend beyond genetics. Lifestyle and environmental factors, especially the way children today use their eyes, are playing a profound role in driving this epidemic. This makes the problem not only a clinical issue but a societal one, requiring widespread awareness and behavioral change.
The modern optician must therefore wear multiple hats: technician, educator, counselor, and collaborator. In the context of myopia management, these roles become even more intertwined. By guiding families through the evolving options for myopia control and working closely with optometrists and ophthalmologists, opticians are becoming essential players in a public health effort to preserve lifelong vision. This course provides the tools and understanding necessary to meet that challenge.
II	What is Myopia
According to the NEI (National Eye Institute) myopia is one of four refractive errors, which include hyperopia, astigmatism, and presbyopia. Myopia is a refractive condition in which the eye cannot properly focus light from distant objects, resulting in blurry distance vision. This occurs when the axial length of the eyeball is too long, or the curvature of the cornea or lens is too steep. These structural anomalies cause incoming light rays to converge at a point in front of the retina rather than directly on it. The closer the focal point is to the cornea, the greater the degree of myopia.
                                              [image: ]
Myopia is typically identified during routine eye examinations, most commonly in school-aged children who begin to show signs of difficulty seeing the board at school, watching television, or recognizing distant faces. As the child grows, so does the eye, which can lead to progressive elongation and increasing refractive error if not properly managed. This elongation not only exacerbates the optical blur but also stretches the delicate retinal tissues, raising the risk for future complications.
The condition is often classified based on severity. Simple myopia, also known as low to moderate myopia, typically ranges from -0.25 to -5.75 diopters and usually stabilizes in the late teens or early twenties. High myopia is generally defined as -6.00 diopters or more and is associated with a significantly increased risk of retinal detachment, myopic macular degeneration, glaucoma, and cataracts. In these cases, vision correction becomes more complex, and long-term ocular health monitoring is essential.
An even more severe category is pathological or degenerative myopia. This is a progressive form of the condition that involves structural damage to the eye and can result in substantial visual impairment. Degenerative myopia is often hereditary and may begin earlier than typical school-age onset, sometimes continuing to worsen throughout adulthood. Patients with this form of myopia often exhibit fundus changes such as posterior staphyloma, lacquer cracks, and retinal atrophy.
Though less frequently discussed, there are also functional variants of myopia that can be transient in nature. For example, pseudomyopia may arise from a spasm of the ciliary muscle, commonly due to prolonged near work. While not a true structural myopia, it can cause similar visual symptoms and should be distinguished through cycloplegic refraction.
Understanding these classifications is crucial for the dispensing optician, as they directly influence recommendations for lenses, coatings, and—more importantly—management strategies. An awareness of the different types of myopia allows for better communication with patients and more effective collaboration with prescribing practitioners. With early detection and a tailored approach to care, the risks associated with myopia can be significantly mitigated.

III 	The Myopia Epidemic: A Global View
Over the past few decades, the global incidence of myopia has surged, particularly in urban and industrialized areas. In 1971, roughly 25 percent of Americans were nearsighted. By 2020, that figure had risen to 42 percent. In many East Asian countries, rates among school-aged children now exceed 80 to 90 percent.
Several factors contribute to this trend. Genetics certainly play a role since children with one or both myopic parents are more likely to develop the condition. However, the environment is increasingly recognized as a key contributor. Prolonged near-work activities, such as reading and screen use, combined with reduced time spent outdoors, are significant risk factors. Research has shown that even modest increases in daily outdoor exposure can reduce the risk of developing myopia.
With projections indicating that by 2050, half of the world’s population may be myopic, the urgency to address this trend is clear. Unchecked, this epidemic has the potential to create an enormous burden on healthcare systems and significantly impact individuals' quality of life.
This explosion in myopia prevalence is not evenly distributed across the globe. In countries such as Singapore, China, Taiwan, and South Korea, the rates among teenagers and young adults have become alarmingly high, often attributed to intense academic environments and limited outdoor play. In contrast, rural areas with more access to outdoor time and less screen-based education tend to exhibit lower rates of myopia. These regional differences underscore the role of behavioral and environmental influences in shaping visual development.
The implications of this global epidemic go far beyond the inconvenience of blurry distance vision. As more individuals progress to moderate and high myopia, the associated risks of retinal detachment, glaucoma, and myopic maculopathy increase accordingly. This has long-term ramifications not only for individual health and vision but also for national healthcare systems that must shoulder the costs of managing chronic and preventable eye conditions.

In response, public health authorities are beginning to treat myopia as a priority concern. In some countries, school screening programs are being redesigned to detect myopia earlier, and campaigns are being launched to promote time outdoors as a preventive measure. The World Health Organization and global vision research institutes have published action plans and strategic recommendations to stem the tide of this refractive epidemic.
From a professional perspective, this growing crisis demands that all eye care providers, including opticians, remain informed and proactive. Educating families about the impact of screen time, the benefits of outdoor exposure, and the availability of evidence-based interventions is no longer optional, it’s essential. The optician, as a trusted and accessible professional, has an invaluable role in helping to reduce the long-term effects of the myopia surge and in advocating for a more preventive approach to eye care across all communities.

IV	A Brief History of Myopia Correction
The history of myopia correction is a fascinating journey through centuries of observation, innovation, and evolving technology. What began as a crude attempt to improve vision has become a sophisticated field of optical science and clinical care. Understanding this history not only provides perspective but also highlights how rapidly our approach to vision correction and management has progressed, especially in recent decades.
The origins of optical correction for vision problems can be traced back to antiquity. Early descriptions of visual aids appear as far back as ancient Greece and Rome, where philosophers like Seneca are said to have used glass globes filled with water to magnify text. However, these early experiments were rudimentary and not specifically aimed at correcting myopia.
The first true breakthrough came in the 13th century, with the invention of spectacles in Italy. These early lenses, primarily convex in shape, were designed to assist those suffering from presbyopia, the age-related loss of near vision. The concept of using lenses to correct refractive errors quickly spread through Europe, thanks in part to the rise in literacy and the availability of written texts following the invention of the printing press in the 15th century. However, concave lenses for myopia did not become widespread until several centuries later, as the understanding of optics evolved.
By the 16th and 17th centuries, scholars and scientists began to distinguish between different types of visual impairments. With the foundational work of pioneers like Johannes Kepler and René Descartes, the principles of refraction and the behavior of light entering the eye became better understood. This laid the groundwork for the development of concave lenses, which diverge light rays to allow them to focus correctly on the retina in myopic eyes.
The 19th century saw significant improvements in lens-making techniques and frame designs. During this period, optometry as a profession began to emerge, particularly in Europe and North America. Myopia, once considered rare, was increasingly recognized in school-aged children, especially those from middle and upper-class families who engaged in extensive reading and close work. Glasses became more accessible, and with industrial manufacturing, more people could afford corrective lenses.
The 20th century brought transformative changes to the way myopia was managed. Contact lenses emerged as a revolutionary alternative to eyeglasses. Early versions, made of blown glass and later hard plastic, were uncomfortable and difficult to wear for extended periods. However, the development of soft contact lenses in the 1970s by Czech chemist Otto Wichterle changed everything. These lenses offered greater comfort and safety, leading to widespread adoption and a shift in how people approached vision correction.
Around the same time, surgical options for myopia began to appear. Radial keratotomy (RK), developed in the 1970s in Russia, involved making a series of radial cuts in the cornea to flatten its shape and reduce myopia. Although effective in some cases, RK was imprecise and carried significant risks. It was eventually replaced by more advanced laser-based procedures such as photorefractive keratectomy (PRK) and laser-assisted in situ keratomileusis (LASIK), both of which became common in the 1990s and early 2000s. These procedures reshaped the cornea with precision, offering long-lasting correction for mild to moderate myopia with relatively low risk.
In recent years, refractive surgery has become increasingly sophisticated. Innovations like SMILE (Small Incision Lenticule Extraction) and wavefront-guided LASIK allow for even more accurate corrections with fewer side effects. At the same time, not everyone is a candidate for surgery, and many patients continue to rely on optical solutions—particularly as new technologies make lenses smarter and more customized than ever before.
Today, eyeglass lenses are not only thinner and lighter thanks to advanced materials and high-index plastics, but also more effective, with options like aspheric designs and anti-reflective coatings improving both vision and aesthetics. Digital surfacing has enabled the rise of free-form lenses that offer unparalleled customization based on individual prescriptions and frame fit.
Perhaps the most significant shift in recent years is the move from simply correcting myopia to actively managing it. Historically, opticians and optometrists focused on alleviating the symptoms of myopia—blurred distance vision—through corrective lenses. But as our understanding of myopia’s long-term risks has grown, so too has our commitment to slowing or halting its progression. This marks a pivotal moment in the history of myopia care, as we transition from reactive treatment to proactive management.
From early glass spectacles to modern-day laser surgery and smart lenses, the history of myopia correction is a story of innovation driven by necessity. It reflects humanity’s deep desire not just to see clearly, but to preserve and protect vision over a lifetime. As we look to the future, the next chapters in this story will likely focus even more on prevention, personalization, and global accessibility.


V	Modern Spectacle Lens Solutions for Myopia
Despite the increasing variety of contact lenses, surgical options, and pharmaceutical interventions, spectacles remain the most common and accessible method of correcting myopia worldwide. They are often the first line of correction for children, the preferred option for many adults, and a reliable backup even for those using other modalities. Over the past few decades, the humble eyeglass lens has evolved into a sophisticated visual tool, offering not only better optical clarity but also enhanced comfort, appearance, and even therapeutic benefit.
At the core of modern spectacle lens design for myopia lies the principle of refraction: concave lenses (minus lenses) help diverge incoming light rays, so they focus directly on the retina, rather than in front of it. However, recent advances in materials, surfacing techniques, and lens design have greatly improved the visual experience for myopic patients.
One of the most significant developments in lens fabrication has been the widespread use of free-form digital surfacing. This technology allows for highly customized lenses that consider the patient’s exact prescription, frame choice, facial measurements, and visual behavior. The result is sharper, more comfortable vision across the entire lens surface—even in high prescriptions, where traditional lenses often create distortion and edge effects. Free-form lenses can also reduce unwanted astigmatic errors and improve peripheral vision quality, which is particularly beneficial for patients with moderate to high myopia.
In addition to optical performance, cosmetic concerns are important, especially for younger patients. High-index lens materials allow for thinner and lighter lenses, which are less noticeable and more comfortable to wear. Combined with aspheric and double aspheric lens designs, these materials help reduce the "bug-eye" appearance that often accompanies high minus prescriptions. This not only improves the wearer’s self-confidence but also reduces lens weight, which enhances comfort and fit, particularly important for active children and adolescents.
Another area of innovation in spectacle lenses is the development of designs specifically aimed at controlling myopia progression, not just correcting it. While traditional single-vision lenses are still widely used, they do not influence axial elongation or slow progression. To address this limitation, companies have introduced new lens designs that offer therapeutic benefits by manipulating peripheral focus.
Lenses such as Essilor's Stellest™, Hoya's MiyoSmart®, and SightGlass Vision's Diffusion Optics Technology™ represent a new frontier in spectacle lens design. These lenses use various techniques—like highly aspheric lenslets, alternating zones of focus, or light-scattering elements—to create a pattern of myopic defocus on the peripheral retina. The goal is to signal the eye to slow its axial growth, thereby reducing the rate of myopia progression. Early studies on these lenses have shown promising results, with some children experiencing a 50% or greater reduction in progression compared to traditional single-vision lenses. To understand this more, consider the latest posting from Myopia Profile, posted in late 2024:

“What are DIMS, H.A.L.T., DOT and CARE technology?
The DIMS (Defocus Incorporated Multiple Segments), H.A.L.T. (Highly Aspherical Lenslet Target), DOT (Diffusion Optics technology) and CARE (Cylindrical Annular Refractive Element) spectacle lenses take a step beyond the traditional spectacle to behave more like a myopia controlling contact lens. The benefit of a contact lens is that it moves with the eye, so the same optical profile is provided to the central and peripheral retina regardless of the angle of view. This is easy to imagine in the case of a soft multifocal or myopia controlling contact lens, worn on the eye during the day. In the case of orthokeratology, the treatment is 'fixed' through the overnight corneal profile change.
Think of DIMS, H.A.L.T., DOT and CARE as like a single vision lens for myopia correction, with an overlaying 'treatment zone' for myopia control.
Each has a clear single vision distance zone in the center of the lens, and a 'background' of single vision correction throughout the periphery of the lens
There is a surrounding zone of lenslets (DIMS and H.A.L.T.), diffusion microlenses (DOT) or micro-cylinders (CARE) to create a differential myopic defocus across the retina. The lenslet (DIMS and H.A.L.T.) and micro-cylinder spectacles (CARE) have spaces in between the lenslets for the single vision correction
DIMS and H.A.L.T. Technology lenslet lenses behave like a single vision lens and do not alter accommodation or binocular vision function as does a progressive addition or bifocal spectacle lens. Early data for the DOT lens appears similar. There is no such data for the CARE lens yet.
Each should be fit like a single vision lens, with careful attention paid to measuring the interpupillary distance and fitting height to ensure the child makes the most of the clear central zone for best acuity.
So how exactly does this technology “work”?
When it comes to the theories of myopia control mechanisms, the long-standing contender is the peripheral defocus theory, whereby the peripheral retina receives myopic defocus as a slow-down or stop signal for eye growth. This has been shown in animal models - Earl Smith III is arguably the world's leading researcher in this area and you can read a summary lecture of his from 2010, here.
The more recent thought has evolved to the simultaneous myopic retinal defocus theory. Think of this as two planes of focus - one being on the retina to correct myopia, and the other in front of the retina for myopic defocus - which could be anywhere across the retina and not just in the 'periphery'. The latest research on this in animal models, again by Earl Smith and colleagues, has sought to understand where on the retina and how much defocus difference is required. 
The DIMS technology works on the concept of creating simultaneous defocus, during both distance and near viewing - one plane on the retina due to the single vision zone(s) of the lens, and one plane creating myopic defocus due to the +3.50D defocus lenslets.
The H.A.L.T. technology takes this a step further by introducing the concept of a 'volume of myopic defocus'. This terminology and theory as applied to human interventions is new to the field, although is cited in the clinical trial paper as having a basis in use of aspherical lenses with a power gradient in animal studies. Consider this a shift in theory from simultaneous defocus in two planes (one being on the retina to correct myopia, and the other in front of the retina for myopic defocus) to a three-dimensional 'volume' of defocus in front of the retina of varying dioptric power.
The DOT lenses are based on an entirely different approach. Instead of employing lenslets to create simultaneous defocus, the SightGlass DOT lens users diffusers to modulate retinal contrast to create a lower signal difference between adjacent cones. This is based on the contrast theory of myopia, which hypothesizes that overstimulation of the retina from high contrast is associated with overstimulation of eye growth, thus instigating myopia progression.
The CARE lenses employ micro-cylinders in order to generate high-order aberrations (HOAs) to slow myopia progression. Blur signals on the retina are thought to be involved in normal eye development as it helps to regulate eye growth. The treatment zone in the CARE lenses are designed to solely create HOAs in the peripheral retina to achieve a myopia control effect.” For even more in-depth explanations, visit www.myopiaprofile.com.
Even more conventional multifocal and bifocal lenses, such as executive-style bifocals or progressive addition lenses (PALs), have been used to control myopia. These lenses reduce the demand on accommodation during near tasks, which is believed to play a role in slowing the progression of myopia in certain children, particularly those with esophoria or high accommodative lag. While the effect is generally less pronounced than that of dedicated myopia control lenses, these options remain part of the toolkit for practitioners, especially when more advanced solutions are unavailable or unaffordable.
For opticians, understanding the variety of modern spectacle lens options available is critical, not only to optimize visual acuity, but also to address broader goals such as myopia control, comfort, aesthetics, and lifestyle compatibility. Equally important is the ability to explain these options to patients and caregivers in clear, relatable terms. Parents may not be aware that glasses can do more than correct vision - they can also help protect a child’s future sight.
As more lens companies invest in research and development, and as evidence-based guidelines for myopia control become more mainstream, the role of spectacle lenses will continue to evolve. Opticians will be essential in making these advanced lens solutions accessible, understandable, and effectively integrated into patients’ daily lives.


VI	Other Approaches to Myopia Management
The contemporary approach includes multiple tools that may be used in combination depending on the patient’s needs:
· Multifocal and Myopia Control Soft Contact Lenses
· Examples: MiSight® 1 day, NaturalVue® Multifocal, Biofinity® Multifocal
· These lenses create peripheral defocus to reduce the stimulus for axial growth.
· Studies show they can reduce myopia progression by up to 59% over three years.
· Orthokeratology (Ortho-K)
· Specially designed rigid gas-permeable lenses worn overnight reshape the cornea temporarily.
· Allows for daytime vision without correction.
· Can reduce axial elongation by up to 50% in children.
· Atropine Eye Drops
· Low-dose atropine (0.01% to 0.05%) is used to slow myopia progression.
· Mechanism not fully understood but believed to affect biochemical signaling in the eye.
· Often used in combination with optical methods.
· Multifocal Eyeglass Lenses
· Options include executive bifocals (which despite common belief, ARE still available as of April 2025) and progressive addition lenses (PALs).
· Research shows only moderate effectiveness, especially in children with esophoria and high accommodative lag.
· Environmental Interventions
· Increased outdoor time (at least 2 hours/day) has been shown to delay the onset of myopia.
· Limiting screen time and encouraging visual breaks from near-work are important habits.


VII	Communication Tips for Opticians
As I have been stressing in my continuing-education classes for years, an optician can amass a mountain of knowledge and expertise, but if he or she lacks the ability to effectively communicate that information to patients in a way that they can fully understand it, what good is it? Effective communication skills are, indeed, critical to success.
As the front line of patient interaction in many optical settings, opticians are uniquely positioned to influence how patients and parents perceive the seriousness of myopia—and what can be done about it. While optometrists or ophthalmologists may diagnose and prescribe, it is often the optician who has the time and opportunity to reinforce critical concepts, answer questions, and explain the real-life implications of a diagnosis.
When working with families (especially those with children newly diagnosed with myopia) it is essential to communicate that this condition is not just a refractive inconvenience. Myopia is increasingly being understood as a long-term health risk. In cases of moderate to high myopia, there is a significantly greater chance of complications later in life, such as retinal detachment, myopic macular degeneration, and even irreversible vision loss. Explaining this gently but clearly helps underscore the value of proactive management.
It is also important to normalize the diagnosis without minimizing its importance. Parents may initially see myopia as just another part of growing up, something to be corrected with glasses, then forgotten about. But helping them understand that early intervention can significantly reduce the likelihood of high myopia reframes the conversation. Rather than being a passive recipient of a stronger prescription each year, a child can become the focus of a carefully designed, preventive care plan.
Effective communication also means tailoring the message to your audience. For parents, it can be helpful to use simple analogies to explain how the eye grows and why that matters. For instance, likening the eye to a balloon that stretches too far can help them visualize how excessive elongation increases the risk of damage to delicate internal structures. Some opticians find that diagrams, models, or educational handouts make these points more tangible and memorable.
In addition, opticians should pay attention to behavioral cues that may indicate a child is at risk for rapid progression. If a child is squinting frequently, holding devices unusually close, or struggling to see across a room, these may be signs of worsening myopia. When combined with a family history of high myopia or an early onset (before age 8), these symptoms should prompt a conversation about more aggressive management strategies.
Discussing lens choices presents another opportunity to guide families toward both corrective and preventive care. For example, instead of defaulting to a basic single-vision lens, an optician might introduce the option of a myopia control lens and explain how it differs—not just in function, but in long-term benefit. Framing these choices around the child’s future—emphasizing the importance of protecting eye health over a lifetime—can resonate strongly with concerned parents.
Finally, opticians should foster open communication with the prescribing practitioner. Being part of an integrated care team helps ensure that recommendations are consistent, and that parents receive a unified message. It also builds trust and confidence in the entire ECP team. When opticians and optometrists present themselves as collaborative partners in care, patients are more likely to adhere to prescribed treatments and to follow through with regular follow-up visits, both of which are crucial in managing myopia effectively.
In a landscape where both knowledge and product offerings are constantly evolving, opticians serve as guides, translating clinical insight into everyday language and helping families make informed, empowered decisions. With clarity, compassion, and confidence, opticians can be a powerful force in the effort to curb the rising tide of myopia.

















Final Assessment

1.  What is the primary anatomical cause of myopia?
A.  A flat cornea
B.  A short axial length of the eye
C.  The lens becoming more convex with age
D.  The eyeball growing too long from front to back

2.  Which of the following is most closely associated with the risk of high myopia?
A.  Cataract formation in the elderly
B.  Increased accommodative lag
C.  Axial elongation of the eye
D.  Narrowing of the anterior chamber

3. By 2050, it is projected that myopia will affect approximately what percentage of the global   	  	population?
A.  25%
B.  33%
C.  50%
D.  75%



4.  What visual task is typically most affected in someone with myopia?
A. Reading fine print
B. Viewing distant road signs
C. Recognizing nearby faces
D. Performing close-up embroidery

5.  Which of the following is NOT typically a risk factor for the development of myopia?
A.  Extended screen time
B.  Outdoor activity
C.  Parental myopia
D.  Intensive near work

6.  What type of lens is traditionally used to correct myopia?
A.  Concave lens
B.  Convex lens
C.  Plano-convex lens
D.  Cylindrical lens

7.  Which lens design uses peripheral defocus to help control myopia progression?
A.  Aspheric single vision lenses
B.  Conventional progressive lenses
C.  Stellest™ lenses
D.  Blue light filtering lenses
8.  Which of the following spectacle lens types has shown promise in reducing the rate of myopia 	progression in children?
A.  High-index single vision lenses
B.  Plano sunglasses
C.  Executive bifocals
D.  Polarized progressive lenses

9.  What is orthokeratology (Ortho-K)?
A.  A type of vision therapy
B.  Surgery that shortens the eye
C.  Overnight lens wear that reshapes the cornea
D.  Glasses that automatically adjust focus

10.  Low-dose atropine eye drops are thought to reduce myopia progression by:
A.  Slowing axial elongation via biochemical signaling
B. Strengthening the retina
C. Super-lubricating the surface of the eye
D. Reducing intraocular pressure





11.  What is one reason spectacle lenses remain the most commonly used myopia correction 	method?
A.  They are affordable, accessible, and easy to adapt to
B.  They are the only FDA-approved treatment
C.  They essentially “cure” myopia									
D. They provide better vision than any other method

12.  Which of the following symptoms might suggest progressive myopia in a child?
A.  Holding books at arm’s length
B.  Frequent blinking while reading
C.  Squinting at distant objects
D.  Rubbing eyes after naps

13.  Which spectacle lens material is best for reducing lens thickness in high myopes?
A. Polycarbonate
B. High-index plastic
C. CR-39 standard index
D. Glass

14.  What is the purpose of aspheric lens designs in myopic prescriptions?
A.  Increase magnification
B.  Provide UV protection
C.  Minimize peripheral distortion and reduce lens thickness
D.  Enhance near vision in older adults
15.  In the context of myopia control, what does “axial elongation” refer to?
A.  Thickening of the lens capsule
B.  Increased distance from cornea to retina
C.  Steepening of the corneal curve
D.  Expansion of the anterior chamber

16.  Which country has reported childhood myopia rates approaching 90% in urban areas?
A.  United States
B.  Brazil
C.  South Korea
D.  Australia

17.  What role can opticians play in managing childhood myopia?
A.  Prescribing medications
B.  Diagnosing retinal pathology
C.  Educating families on lens options and progression control
D.  Performing axial length scans

18.  Free-form digital lenses offer improved performance because they:
A.  Are personalized to frame fit and facial features
B.  Self-adjust focus in real time
C.  Are eco-friendly 
D.  Contain light-sensitive molecules
19.  Which of the following is a commonly accepted environmental strategy for reducing myopia 	risk in children?
A. Avoiding dairy products
B. Wearing UV protective sunglasses outside
C. Sleeping with lights on
D. Increasing daily outdoor time

20.  Why is early intervention so important in childhood myopia?
A.  It reduces the chance of needing bifocals
B.  It guarantees 20/20 vision for life
C.  It can slow progression and reduce future risks of eye disease
D.  It eliminates the need for optical correction
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