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Abstract
Purpose—To describe peripheral defocus when myopic eyes are corrected with spherical and
center-distance multifocal soft contact lenses while looking at distance and near.

Methods—Twenty-five young adults with spherical contact lens-corrected refractive error of
−0.50 to −6.00 D participated. Refractive error of each participant’s right eye was measured while
it wore a spherical soft contact lens (Biofinity) and again while it wore a center-distance
multifocal soft contact lens with a +2.50-D add (Biofinity Multifocal "D"). Measurements were
made centrally and along the horizontal meridian at ±20°, ±30°, and ±40° from the line of sight at
distance and near (3.33-D demand).

Results—The mean (±SD) age and spherical equivalent refractive error were 23.8 ± 1.3 years
and −3.62 ± 1.56 D, respectively. At distance, the multifocal contact lens resulted in significantly
more myopic defocus than the spherical contact lens at the 40° and 30° locations on the nasal
retina and at the 20° and 30° locations on the temporal retina (p<0.0001). When accommodating
to a near target, peripheral defocus was more myopic with the multifocal lens than with the
spherical lens (p<0.0001). When viewing the near target with the spherical lens, participants
experienced foveal hyperopic defocus and peripheral hyperopic defocus at all but one peripheral
location. While participants also experienced foveal hyperopic defocus with the multifocal when
looking at near, peripheral defocus was minimal (not significantly different than zero) at several
locations (i.e., peripheral emmetropia).

Conclusions—The center-distance multifocal lens created peripheral myopic defocus when
looking at distance. When looking at near, the multifocal lens resulted in relatively more myopic
(less hyperopic) peripheral defocus than the spherical lens. The defocus profiles experienced with
the multifocal contact lens in this study make it a good candidate for studies seeking to examine
the effect of peripheral myopic defocus on myopia progression in children.
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Peripheral hyperopic retinal defocus was first suggested as a risk factor for myopia in the
1970s.1 Since then, experiments in animal models have provided convincing evidence that
peripheral retinal defocus is capable of modifying eye growth even in the presence of a clear
foveal image.2, 3 Based on these experiments in animals, it has been hypothesized that
peripheral hyperopic defocus in the human eye causes accelerated eye growth and that
optical lenses that either eliminate peripheral hyperopic defocus or produce myopic
peripheral defocus slow the progression of myopia in children.4
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Although uncorrected myopic eyes and emmetropic eyes that ultimately become myopic
typically exhibit a hyperopic relative peripheral refraction (RPR) in the horizontal meridian
of the eye,5–10 studies have failed to find a meaningful association between the amount of
relative peripheral hyperopia in uncorrected eyes and the onset or progression of myopia in
children.11, 12 That being said, uncorrected refractive error measurements do not completely
describe the peripheral defocus experienced when wearing refractive correction; single
vision spectacle lenses that are prescribed to correct myopia have been shown to increase the
amount of peripheral hyperopic defocus experienced by myopic eyes.13–15 Studies in
animals have found that brief periods of unrestricted vision completely negate the ocular
growth signal produced by otherwise full-field hyperopic retinal blur created by a minus
lens16–19 and that myopic defocus is a stronger signal to slow eye growth than hyperopic
defocus is a signal to accelerate eye growth.20 These data suggest that optical designs
incorporating myopic defocus may be a feasible option for slowing myopia progression.

A recent study of myopic children wearing either single vision spectacle lenses or
progressive addition lenses (PALs) found that PALs resulted in myopic peripheral defocus
on the superior retina (where PALs cause the greatest amount of myopic defocus) while
many children wearing single vision spectacles had hyperopic peripheral defocus on the
superior retina. Superior myopic peripheral defocus was associated with slower central
myopia progression than superior hyperopic defocus, which supports the hypothesis that
peripheral myopic defocus slows the progression of myopia.21

Contact lenses are an ideal way to deliver myopic defocus 360° in the periphery because the
lens stays relatively centered with eye movements. Several contact lens designs have been
studied to evaluate their ability to slow myopia progression. Studies in which myopic
children were fitted with orthokeratology lenses have reported decreases in axial
elongation,22–26 including one clinical trial.27 The reduction in axial growth with
orthokeratology has been hypothesized to be due to the myopic shift in peripheral retinal
defocus caused by the corneal shape changes induced by the lenses.28–30 Short-term studies
utilizing soft bifocal contact lens designs have reported slower myopia progression in
children.31, 32 That being said, no multi-year clinical trial results utilizing soft bifocal
contact lenses are available, and the reported presence of a myopic shift in peripheral
defocus with soft bifocal contact lenses has been variable.30, 33

Based on the theory that reducing peripheral hyperopic defocus slows myopia progression, a
center-distance multifocal design that delivers clear foveal vision with plus power outside of
the central distance zone is desired for attempting to control myopia. Many of the
commercially available multifocal lenses in the US are center-near designs (full add power
in the center transitioning to the distance power in the periphery), which is opposite of the
desired power profile to reduce peripheral hyperopic defocus. Center-distance concentric
ring designs (alternating rings of full distance and full near power) provide a peripheral
myopic shift in defocus; however, autorefraction measurements of concentric ring designs
have been reported to be variable,31, 34 possibly due to the close spacing of the alternating
distance and near zones. Peripheral defocus has been successfully measured through lenses
that include a gradient increase in add power,32 including the commercially available
Proclear Multifocal “D” hydrogel lens (CooperVision, Fairport, NY).33, 35

If soft multifocal contact lenses are to be used to attempt to slow the progression of myopia
in children, it is important to quantify the effect of these lenses on peripheral defocus. The
Biofinity Multifocal “D” lens (CooperVision) is a newer, silicone-hydrogel contact lens with
a center-distance design and gradient increase in add power that has not been previously
evaluated in the literature. Based on these lens attributes, we chose to examine the ability of
this lens to create a peripheral myopic change in defocus. The purpose of this study was to

Berntsen and Kramer Page 2

Optom Vis Sci. Author manuscript; available in PMC 2014 November 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



determine the effect of a spherical and a center-distance multifocal soft contact lens on
peripheral defocus when viewing at both distance and near.

METHODS
Twenty-five myopic young adults with spherical contact lens-corrected refractive error of
−0.50 to −6.00 D participated. The study was approved by the University of Houston
Committee for the Protection of Human Subjects and was conducted in accordance with the
tenets of the Declaration of Helsinki. Each participant provided written informed consent
prior to being enrolled.

All participants completed an examination that included a standardized subjective refraction
(most plus, least minus to best visual acuity) and a slit lamp examination. Participants were
non-presbyopic, free from ocular disease, did not wear rigid gas permeable contact lenses,
and had no history of ocular trauma or surgery. Because the contact lenses fitted in this
study were spherical (did not correct astigmatism), participants were required to be
correctable to 20/30 or better with a spherical refractive correction of −0.50 to −6.00 D and
had less than 1.25 D of astigmatism.

Contact Lenses
The right eye of each participant was fitted in random order with both Biofinity sphere soft
contact lenses and Biofinity Multifocal “D” lenses with a +2.50-D add based on the vertex-
adjusted spherical equivalent manifest refraction. The Biofinity sphere lens is a silicone-
hydrogel lens (comfilcon A) with 48% water content. The lens has an 8.6 base curve, overall
diameter of 14.0 mm, and an 8.0 mm optic zone. The Biofinity Multifocal “D” lens is made
of the same material and has the same base curve and overall diameter as the Biofinity
sphere. The “D” lens is a center-distance multifocal design that, according to the
manufacturer, has (from the center of the lens moving outward) a central spherical distance
zone, a progressive zone of increasing plus power, and an outer spherical zone with the full
add power. Prior to making measurements, the fit of each lens was assessed after allowing at
least 5 minutes for the lens to settle.

Instrumentation
A Grand Seiko WAM-5500 open-field autorefractor (Grand Seiko Co. Ltd., Hiroshima,
Japan) was used to make refractive error measurements of the right eye while the left eye
was patched. The instrument housing was modified to allow for measurements out to ±40°
from the line of sight at both distance and near. For distance measurements, a laser diode
emitting red light was placed in holding wells mounted on top of the instrument that were
positioned to allow for measurements in 10° increments from the line of site. The same laser
holding wells also allowed for a near point rod to be placed at the same locations for the
purpose of near measurements. A Maltese cross placed at 30 cm (a 3.33-D near demand)
was used as the near target, and participants were reminded to keep the near target as clear
as possible at all times during testing.

For this experiment, measurements were made centrally and at ±20°, ±30°, and ±40° from
the line of sight. For peripheral measurements, the participant’s head was turned to point at
the target while keeping the eye in primary gaze in order to minimize any contact lens
decentration that might be caused by turning the eye. The participant’s head placement was
visually inspected by the examiner prior to measurements at each location. The side on
which measurements were made first (nasal or temporal) was randomized for each lens type
within a person.
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A total of 10 autorefraction measurements were made at each location. The measurement
axis of the Grand Seiko autorefractor, which uses an approximately 2.3-mm measurement
beam,36, 37 was centered within the entrance pupil for each measurement to ensure accurate
peripheral measurements.38 Autorefraction measurements were exported directly into a
spreadsheet on an attached computer. Ten measurements at each location were converted to
power vectors (M, J0, and J45) using a previously described method and were averaged.39 To
calculate the near defocus profile experienced by the eye with each lens, the eye’s average
autorefraction defocus measurement (M) at each location, which consists of the combined
optics of the accommodating eye and the contact lens, was subtracted from the near demand
(3.33 D). After completing all measurements at near, distance measurements with each lens
commenced 30 minutes after instilling the first of two drops of 1% tropicamide separated by
5 minutes. Cycloplegia was utilized for distance measurements to ensure that any
differences between the lenses were due to the optics of the lens and not due to unexpected
fluctuations in accommodation. Measurements at distance were also made without
correction.

Statistical Methods
Data analyses were conducted using STATA 12.1 (StataCorp, College Station, TX).
Repeated-measures analyses of variance were used to determine whether differences in
defocus (M), J0 astigmatism, and J45 astigmatism differed by lens type (sphere or
multifocal), retinal location, and testing distance. The magnitude of the contact lens
correction was included as a covariate to determine whether contact lens power was
associated with the change in relative peripheral defocus caused by the contact lens. When
appropriate, post-hoc t-test comparisons were performed using the method described by
Tukey and the appropriate mean square error from the model. Statistical significance was set
at the alpha < 0.05 level. T-tests were used to determine whether defocus at a specific
location was significantly different than zero. Statistical significance was determined at the
alpha < 0.05 level using p-values that were adjusted for multiple comparisons using the
method described by Benjamini and Hochberg.40

RESULTS
Of the 25 myopic participants, 13 (52%) were female. The mean ± SD age was 23.8 ± 1.3
years (range: 22 to 27 years), and the mean spherical equivalent refractive error was −3.62 ±
1.56 D. Of the 25 participants, 16 had less than 0.50 D of astigmatism, 22 had less than 1.00
D of astigmatism, and all participants had less than 1.25 D of astigmatism.

Defocus (M)
Relative peripheral defocus (peripheral defocus minus central defocus) measured at distance
while wearing each contact lens and when the eye was uncorrected is shown in Figure 1.
When looking at distance, the difference in peripheral defocus between the spherical and
multifocal lens depended on the retinal location that was measured (p < 0.0001). The
multifocal contact lens resulted in significantly more myopic defocus than the spherical
contact lens at the 40° and 30° locations on the nasal retina and at the 20° and 30° locations
on the temporal retina (all p < 0.05; Tukey). The spherical contact lens did not result in
significant changes in relative peripheral defocus compared to the unaided eye (RPR).

When examining the effect of contact lens power on the contact lens-induced change in
relative peripheral defocus at distance, the association was different for the spherical and
multifocal lens (lens type by lens power interaction; p = 0.039). The association between
lens power and the type of lens (spherical or multifocal) did not depend on the retinal
location measured (lens type by lens power by retinal location interaction; p = 0.34). With
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the spherical contact lens, every diopter of more negative contact lens power was associated
with a 0.13-D less hyperopic change in relative peripheral defocus (p = 0.027). Restating
this result, the change in peripheral defocus was slightly more hyperopic when correcting
lower amounts of myopia. With the multifocal lens, the lens power was not associated with
the change in relative peripheral defocus caused by the contact lens (p = 0.60). In other
words, the multifocal lens resulted in a consistent myopic change in peripheral defocus
regardless of the lens power prescribed.

The defocus profile when accommodating to a near target at 30 cm (a 3.33-D demand) is
shown in Figure 2. At near, differences in defocus at each location again depended on the
lens type (p < 0.0001). The multifocal lens resulted in more myopic defocus than the
spherical lens at the 40° nasal and 20° and 30° temporal locations (range of myopic shifts:
0.91 to 0.38 D; all p < 0.05; Tukey) and more hyperopic defocus at both the 20° nasal
location (0.42 D) and the central location (0.27 D; both p < 0.05; Tukey). When viewing the
near target with the spherical lens, participants experienced hyperopic defocus at all
locations measured (all p < 0.04), with the exception of the 40° temporal location (p = 0.72).
When viewing the near target with the multifocal lens, although hyperopic defocus was
experienced centrally (accommodative lag), peripheral defocus was not significantly
different than zero at the 40° and 30° nasal locations and at the 20°, 30°, and 40° temporal
locations (all p > 0.09). In other words, participants experienced peripheral emmetropia in
multiple peripheral locations when viewing a near target with the multifocal lens but
experienced peripheral hyperopia when viewing the same target with the spherical contact
lens.

Astigmatism (J0 and J45)
J0 astigmatism when looking at distance and near is shown for both the spherical contact
lens (Figure 3a) and the multifocal contact lens (Figure 3b). Peripheral J0 increased
significantly when participants accommodated from distance to near (p < 0.0001), and the
increase in peripheral J0 due to accommodation was symmetric. The changes in J0 with
accommodation did not differ between the spherical and multifocal contact lens (p = 0.48).
With the exception of the 40° temporal location, peripheral J0 astigmatism was slightly
greater with the multifocal lens than the spherical contact lens (all p < 0.001), possibly due
to the gradient increase in add power of the multifocal lens. That being said, the differences
were clinically small.

J45 astigmatism measured when looking at distance and near is shown for both the spherical
contact lens (Figure 4a) and the multifocal contact lens (Figure 4b). Differences in
peripheral J45 with accommodation depended on the location measured (p < 0.001) and
again were not significantly different between the sphere and multifocal (p = 0.47). The
magnitude and differences in J45 were clinically small.

DISCUSSION
When looking at distance, the center-distance multifocal lens utilized in this study (Biofinity
Multifocal “D” with +2.50-D add) resulted in a significant peripheral myopic shift in
defocus compared to the spherical contact lens. The hyperopic peripheral defocus profile
with the spherical soft contact lens in this study is consistent with reports by several groups
of peripheral hyperopic defocus when wearing spherical soft contact lenses41, 42 and single
vision spectacle lenses.14, 15 Although a study by Shen et al. reported a slight myopic
change in peripheral defocus when myopic eyes wore Acuvue 2 spherical soft contact lenses
(Johnson & Johnson; Jacksonville, FL), the overall resultant peripheral refraction was still
hyperopic.42 Conversely, a study of myopic eyes by Kang et al. reported a hyperopic shift in
peripheral defocus with Proclear Sphere contact lenses (CooperVision).41 One previous
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study has reported peripheral myopic defocus with spherical soft contact lenses (1-Day
Acuvue Moist; Johnson & Johnson); however, that study only included eyes with high
myopia (range: −5.00 to −8.00 D) while our study included lower myopic refractive errors
(range: −0.50 to −6.00 D).13

Several studies have evaluated peripheral defocus using a center-distance multifocal design.
A study that examined the effect of the Proclear Multifocal “D” design with a +2.00-D add
on four participants (three emmetropes and one low myope) using a scanning Hartmann-
Shack wavefront system (4-mm analysis diameter) found peripheral myopic defocus, but
only on the temporal retina.33 Lopes-Ferreira et al. also examined the Proclear Multifocal
“D” design with add powers from +1.00 to +4.00 D in 20 emmetropic participants out to
±35° in the horizontal field. They found no significant change with the +1.00-D add, a
myopic shift that was similar at all eccentricities with the +2.00-D add (i.e., the myopic shift
was not greater peripherally than centrally), and a significantly greater myopic shift with
increasing eccentricity with the +3.00-D and +4.00-D add powers.35 In a similar study of
Proclear Multifocal “D” lenses that including 28 myopic young adults, the same group
found significant myopic changes in relative peripheral defocus compared to the uncorrected
eye at 35° in the nasal and temporal retina of −0.13 D and −0.41 D, respectively with a
+2.00-D add and −0.73 D and −1.54 D, respectively with a +3.00-D add.43 In the present
study of myopic young adults using the Biofinity Multifocal “D” lens with a +2.50-D add,
we found significant myopic changes in relative peripheral defocus compared to the
uncorrected eye at 30° and 40° of −0.77 D and −0.82 D, respectively on the nasal retina and
myopic changes of −1.11 D and −1.04 D, respectively on the temporal retina. Though
another study that measured peripheral defocus out to 30° with the Proclear Multifocal “D”
lens (+2.00-D add) in myopic eyes did not find peripheral myopic defocus,30 participants
were instructed to turn their eyes for peripheral measurements, which the authors suggested
may have resulted in lens decentration that affected peripheral measurements. Participants
turned their head in the present study while keeping their eyes in primary gaze for peripheral
measurements.

While the change in relative peripheral defocus caused by the Biofinity Multifocal “D" lens
in our study did not depend on the power of the contact lens (i.e., the induced myopic
change in peripheral defocus was consistent across lens powers), this was not the case for
the spherical lens. Although the Biofinity sphere resulted in significantly more relative
peripheral hyperopia than the Biofinity multifocal at multiple peripheral locations, the
change in peripheral defocus caused by the Biofinity sphere was slightly more hyperopic
when correcting lower amounts of myopia. Because the Biofinity sphere is reported to have
aspheric optics, variations in asphericity across the optic zone that depend on the lens power
may explain the association found between lens power and the change in peripheral defocus.
This association should be verified in future studies because differences in peripheral
defocus as lens power is changed could have implications for myopia progression, assuming
the hypothesis that peripheral hyperopia causes myopia progression is correct. In contrast, a
study by Kang et al. evaluating Proclear Sphere contact lenses found similar increases in
relative peripheral hyperopia when correcting both low and moderate amounts of myopia
with that lens.41 The consistent change in peripheral defocus across lens powers with the
Biofinity Multifocal “D” lens is a desired attribute in a lens that might be used to attempt to
control myopia progression.

When looking at a near target, a central lag of accommodation was measured for both the
spherical and multifocal lens, and the differences in peripheral defocus between the lens
types was not as large as when looking at a distant object. The amount of central hyperopic
defocus (accommodative lag) found in this study with both lens types is consistent with
previously reported lag amounts among myopic children44, 45 and demonstrates that the
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study participants did accommodate when viewing the near target with the multifocal
contact lens. Although other studies have reported a lead of accommodation with multifocal
contact lenses, these studies were conducted with either center-near designs46 or concentric
ring designs,34 which may partially account for the differences between studies. Although
the near target was viewed monocularly in this study, which eliminates accommodation due
to convergence that is present under binocular conditions, a study using the same instrument
and target utilized in our study found the difference between monocular and binocular
accommodative lag measurements to be less than 0.12 D for a 3.00-D demand, which is
clinically small.34

Though the central amount of hyperopic defocus with the multifocal lens was slightly
greater than with the spherical lens when viewing the near target, the multifocal created
peripheral emmetropia (especially on the temporal retina) whereas the spherical lens resulted
in peripheral hyperopic defocus at all but one peripheral location measured. Brief periods of
clear vision have been shown to completely negate the “grow” signal produced by hyperopic
retinal blur,16–19 and myopic defocus has been shown to be a stronger signal to slow eye
growth than hyperopic defocus is a signal to accelerate eye growth.20 Based on these
observations in animal models, even occasional periods of peripheral myopic defocus with
the multifocal lens when viewing at distance may provide an adequate signal to slow eye
growth. The myopic peripheral defocus at distance combined with decreased peripheral
hyperopic defocus at near with the multifocal lens could potentially explain the reduction in
myopia progression previously reported in a study that used a center-distance multifocal
with a design similar to the lens utilized in our study.47

With the spherical lens, a sudden myopic shift was observed at the 40° temporal location
compared to the adjacent 30° temporal location when looking at distance (Figure 1) and at
near (Figure 2). A similar sudden myopic shift was not observed at the 40° nasal location
with the spherical lens. A possible explanation for the abrupt change in defocus between the
30° and 40° temporal retinal locations is that slight lateral decentration of the spherical
contact lens in primary gaze resulted in the junction between the optic zone and the
peripheral curve of the lens falling across the autorefractor’s measurement beam at this
location. This explanation is supported by the abrupt shift occurring regardless of viewing
distance and only at the 40° temporal location.

One might wonder whether accommodation results in a change in the shape of the peripheral
defocus profile. Relative peripheral refraction at near does not represent the defocus
experienced by the retina when viewing a near object because it eliminates the effect of
central accommodative lag; however, the difference in relative peripheral refraction between
distance and near describes the change in the peripheral defocus profile that occurs due to
accommodation. The change in relative peripheral refraction at each retinal location did not
differ between the spherical and multifocal lens (p = 0.17). Statistically significant changes
in relative peripheral refraction with accommodation were only observed at the 40° nasal
and 40° temporal locations where myopic changes of −0.71 D and −0.65 D were observed,
respectively (both p ≤ 0.018). The peripheral myopic shift in relative peripheral refraction
can be observed when examining the shape of the distance and near optical profiles of the
sphere and multifocal lenses in Figures 1 and 2. The myopic shift 40° nasally and temporally
on the retina resulted in an additional small reduction in hyperopic peripheral defocus when
looking at near.

Previous studies have reported conflicting findings regarding any change in relative
peripheral refraction with accommodation. Smith et al. reported a peripheral myopic shift in
the retinal image shell with accommodation levels greater than 3.00 D at 50° and 60°
eccentricity.48 A study in which myopic eyes accommodated 3.33 D also reported a
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significant myopic shift with accommodation of roughly −0.50 D on the 30° nasal and 40°
temporal retina and roughly −0.75 D on the 40° nasal retina.49 While Lundström et al. found
a myopic shift in the periphery of emmetropic eyes when accommodating 4.00 D, they did
not find a myopic shift when myopic eyes accommodated the same amount.50 Two other
studies reported no change in relative peripheral refraction with accommodative demands of
either 2.50 D or 3.00 D out to 30° eccentricity,51, 52 and another study with up to a 4.00-D
demand found no difference in emmetropic eyes out to 45° eccentricity.53 A study by
Walker and Mutti has also reported a roughly 0.25-D hyperopic shift 30° on the temporal
retina when accommodating 3.00 D.54 Overall, when changes are reported due to
accommodation, the changes tend to occur in the far periphery.

Changes in peripheral astigmatism with accommodation found in this study were also
consistent with a previous report. Whatham et al. noted increases in J0 astigmatism with
accommodation.49 A similar increase in J0 astigmatism that was most prominent in the far
periphery was observed in the present study when participants accommodated while wearing
both the spherical and multifocal contact lens. Though we also found small differences in
J45 astigmatism with accommodation, they were clinically small.

A limitation of the present study is that all measurements were made on young adults rather
than children. We would expect the relative change in peripheral defocus due to the contact
lens to be the same for both a child and a young adult. The factor determining the final
amount of peripheral defocus when looking at distance through the bifocal contact lens
would be expected to be the eye’s specific uncorrected relative peripheral refraction (i.e., the
relative defocus prior to putting on the contact lens). When looking at near, it is also
possible that a child might accommodate differently when wearing a bifocal contact lens
than the young adults in this study. A recent study in children examining a dual-focus/
concentric-ring bifocal contact lens design found that children still accommodated to a near
target when wearing the lens.31 Though the Biofinity multifocal lens utilized in this study is
not a concentric ring design, a recent study by Kollbaum et al. found that visual performance
was the same with both a concentric ring multifocal (MiSight; CooperVision) and the
Proclear Multifocal “D” lens, which is similar in design to the lens used in the present
study.55 This finding suggests that it is reasonable to expect that children would
accommodate when wearing the Biofinity Multifocal “D” lens similar to the young adults in
the present study. That being said, peripheral defocus at near should be measured in any
study following children over time to confirm their accommodative state.

There are currently no data from a long-term randomized study to guide us regarding the
specific amount of peripheral myopic shift that is necessary to potentially slow myopia
progression or whether defocus in certain peripheral locations might be more effective at
slowing myopia progression (i.e., we currently do not have data to inform us of the ideal
optical profile). That being said, the progressive addition and single vision spectacle lens
data described in the introduction section from a randomized clinical trial found that myopic
defocus at 30 degrees on a single retinal quadrant when looking at distance while wearing
PALs was associated with slowed progression.21 Data from the same study found that
children still had a significant amount of accommodative lag when viewing through a +2.00-
D add at near (i.e., a treatment effect was still present despite foveal hyperopic defocus
during near viewing due to accommodative lag).56 This finding in children is consistent with
aforementioned data from animal models finding that the hyperopic defocus “grow” signal
produced by a full-field minus lens can be negated by removing the minus lens for brief
periods16–19 and that myopic defocus is a stronger signal to slow eye growth than hyperopic
defocus is a signal to accelerate eye growth.20 The Biofinity Multifocal “D” lens produced
myopic defocus on both the nasal and temporal retina when viewing at distance and would
presumably have the same effect 360° around the peripheral retina. Based on the animal and
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clinical trial data just described, the peripheral myopia at distance and elimination of
hyperopic defocus at some peripheral retinal locations when looking at near would be
beneficial.

Data from two clinical studies also support the investigation of the Biofinity Multifocal “D”
lens in long-term studies. In a non-randomized pilot study of children wearing the Proclear
Multifocal “D” lens (+2.00-D add), which is similar in design to the Biofinity Multifocal
“D” lens, a significant 51% reduction in axial eye growth after two years was found
compared to children wearing the Proclear Sphere lens.47 In another study, a novel gradient
contact lens resulted in a 33% reduction in axial elongation after one year despite the fact
that the lens only produced a large myopic shift on the temporal retina (nasal field), with
little effect on hyperopic defocus on the nasal retina (temporal field).32 The Biofinity
Multifocal “D” lens in the present study resulted in a significant myopic shift in peripheral
defocus at locations in both the nasal and temporal fields. The results of the clinical studies
above combined with the profile found in the present study provide support for this lens
design as a good starting point in a clinical trial setting to further our understanding of the
effect of peripheral defocus on myopia progression in a randomized sample. While this
design is unlikely to ultimately be the perfect design, the evidence above suggests that it
would be a good initial candidate lens to utilize in a randomized sample in order to further
our knowledge regarding the efficacy of a myopic shift in defocus. Longitudinal data would
provide the information needed for optimization of a design in the future.

In summary, when worn by myopic eyes, the center-distance Biofinity Multifocal “D” lens
with a +2.50-D add created peripheral myopic defocus when looking at distance. We also
examined the defocus profile with each lens when looking at near through both spherical
and multifocal contact lenses, which has not previously been reported. Though the defocus
profiles of the multifocal and spherical contact lens were similar centrally when looking at a
near target, the multifocal lens resulted in a reduction in peripheral hyperopic defocus
compared to the spherical lens and eliminated hyperopic defocus at multiple peripheral
retinal locations. The defocus profiles experienced with the multifocal contact lens in this
study make it a good candidate for clinical studies seeking to examine the effect of
peripheral myopic defocus on myopia progression in children.
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Figure 1.
Relative peripheral defocus of the uncorrected eye and the sphere and multifocal soft contact
lens corrected eye at distance. Peripheral values are normalized to the fovea (peripheral
defocus minus central defocus). Error bars represent SEM. A color version of this figure is
available online at www.optvissci.com.
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Figure 2.
Peripheral defocus with spherical and multifocal soft contact lens when viewing a 30cm near
target. Error bars represent SEM. A color version of this figure is available online at
www.optvissci.com.
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Figure 3.
J0 astigmatism measured at distance and near with the spherical contact lens (A) and the
multifocal contact lens (B). Error bars represent SEM. A color version of this figure is
available online at www.optvissci.com.
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Figure 4.
J45 astigmatism measured at distance and near with the spherical contact lens (A) and the
multifocal contact lens (B). Error bars represent SEM. A color version of this figure is
available online at www.optvissci.com.
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