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Abstract: The aim was to evaluate the safety, efficacy, and visual performance of an orthokeratology
lens with an increased compression factor (ICF) of 1.25 D in a 3-month follow-up. Thirty-six myopic
patients (5 males and 31 females; 24.2 ± 5.8 years) were fitted with Alexa AR (Tiedra Farmacéutica
S.L., Madrid, Spain) contact lenses (CLs) and twenty participants finished the follow-up. Visual
acuity (VA), subjective refraction, primary spherical and primary coma aberrations, keratometry,
central pachymetry, and ocular surface evaluation were performed at baseline and after 1 night,
1 week, 1 month, and 3 months of CL wear. The differences among visits were analyzed using a
repeated-measures analysis of variance or the Friedman test. The spherical equivalent decreased
(p ≤ 0.005), and the uncorrected VA improved (p < 0.001) until the first week. Corneal and ocular
aberrations showed a significant increase (p ≤ 0.02). A significant decrease (p < 0.001) was found
for keratometry values. No significant changes were observed in either central pachymetry or
ocular surface parameters among study visits. In conclusion, an orthokeratology CL with an ICF
of 1.25 D provides good safety, efficacy, and visual performance in a 3-month follow-up. Seven
days of orthokeratology wear are enough to achieve the full myopic compensation, resulting in
satisfactory VA.
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1. Introduction

Orthokeratology (ortho-k) is a procedure that temporarily compensates for refractive
error during the day by wearing customized rigid contact lenses (CLs) overnight [1]. The
interest in the use of ortho-k has experienced a growing trend in recent years for both
myopia correction and myopia control [2]. When fitting for myopia and low-to-moderate
astigmatism, the cornea is reshaped by inducing a controlled central flattening along
with mid-peripheral steepening [1]. Given the increasing rates of myopia progression
in the coming years [3], it is expected that this refractive technique will continue to rise
in popularity.

After overnight CL wear and lens removal, the ortho-k effect undergoes a regression
of approximately 0.50–0.75 diopters (D) [4]. Therefore, ortho-k designs incorporate a
compression factor (also widely known as the Jessen factor) that over-corrects the refractive
error to compensate for this regression [5]. A conventional compression factor (CCF) of
the same magnitude as the regression (0.50–0.75 D) has been traditionally used. However,
numerous studies found that this overcorrection may not always be equivalent to the
attempted correction [6–8]. Consequently, an increased compression factor (ICF) has been
introduced in some ortho-k lenses.

Recent studies analyzing the effect of incorporating an ICF of 1.75 D have reported
some benefits, such as an acceleration of the refractive correction [7] and better efficacy
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in myopia control [9]. Specifically, Wan et al. [7] found that 92% of subjects wearing a CL
with an ICF of 1.75 D achieved full correction after 1 week, in comparison with 64% of
CL wearers using CLs with a CCF of 0.75 D. Regarding the efficacy of myopia control,
Tang et al. [9] demonstrated that an ICF of 1.75 D was 23.33% more effective in slowing
axial elongation than CCF in a moderate myopia population. However, an ICF of such
magnitude (1.75 D) has also been associated with an increase in higher-order aberrations,
particularly spherical aberration [10]. The effect of ortho-k CLs with compression factors
different from 0.75 and 1.75 D is unknown. Consequently, the aim of the present study was
to evaluate the safety, efficacy, and visual performance of an ortho-k CL with an ICF of
1.25 D in a 3-month follow-up.

2. Materials and Methods

This prospective interventional case series study was conducted at the Optometry
Clinic of the University of Alicante (Alicante, Spain). The research adhered to the principles
of the Declaration of Helsinki and received ethical approval from the Ethics Committee for
Medical Research of the Health Department of Alicante (General Hospital, Alicante, Spain).
All enrolled participants were informed of the aim of the study, and their informed consent
was obtained.

2.1. Sample

The present study involved 36 myopic candidates to be fitted with ortho-k CLs.
Inclusion criteria were subjects with a minimum age of 18 years, a corrected distance visual
acuity (VA) ≤ +0.10 logarithm of the minimum angle of resolution (logMAR), myopia
of at least −0.50 D, and astigmatism below 1.50 D. Exclusion criteria were subjects with
astigmatism higher than half of the sphere in subjective refraction, the presence of any
ocular pathology, corneal or conjunctival staining > 1 (Oxford scale) [11], the presence of
any other ocular finding that contraindicates ortho-k fitting, a previous ocular surgery, and
the use of topical ocular medications.

Participants attended five follow-up visits, scheduled in the morning: the basal visit,
and after one night, one week, one month, and three months of ortho-k CL wear.

2.2. Orthokeratology Fitting

At the first study visit, volunteers were fitted with the ortho-k CL Alexa AR (Tiedra
Farmacéutica S.L, Madrid, Spain) using the contact lens-fitting set provided by the manu-
facturer. This lens consists of Paflufocon D material with high oxygen transmissibility (DK
= 101 units). It features a four-curve design, a back-optic zone diameter of either 5.60 mm
or 6.0 mm, a diameter ranging from 10.40 to 11.80 mm, and a refractive power of +1.25 D
to compensate for the Jessen factor. All lenses used in the present study were standard
designs, excluding lens customizations (e.g., dual axis or toric peripheries).

Once the optimal fit was achieved, subjects were instructed to wear the CLs every night
and attend the Optometry Clinic after 1 night, 1 week, 1 month, and 3 months of ortho-k
wear. Subjects were provided with hydrogen peroxide (VEO, Tiedra Farmaceútica S.L.,
Madrid, Spain) to clean and disinfect CLs, and eye drops (Aquawet, Tiedra Farmacéutica
S.L., Madrid, Spain) to fill the lens before the insertion.

2.3. Visual Performance Evaluation

Corrected distance VA (CDVA) was recorded at the five study visits, while uncorrected
distance VA (UDVA) was recorded at the four follow-up visits. Both CDVA and UDVA were
measured monocularly on a logMAR scale. The safety of the procedure was considered as
the percentage of eyes with a CDVA loss of two or more lines, while the safety index was
calculated as the ratio of post-orthokeratology CDVA to pre-orthokeratology CDVA on a
decimal scale. The efficacy index was calculated as the ratio of post-orthokeratology UDVA
to pre-orthokeratology CDVA on a decimal scale.
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Subjective refraction was performed at the five study visits. Spherical equivalent and
cylinder were collected. Predictability was calculated considering the percentage of eyes
with subjective refraction in spherical equivalent within ±0.25 D, ±0.50 D, ±0.75 D, and
±1.00 D at the 3-month visit.

Corneal, internal, and ocular aberrometry were performed at the five study visits. The
Visionix 650 system (Visionix-Luneau Technology Operations, Chartres, France) was used
considering an aperture of 5 mm for their calculation. Primary spherical (Z4

0) and primary
coma (Z3

−1 and Z3
+1) aberrations were recorded.

2.4. Corneal Morphology and Anterior Segment Integrity Evaluation

Pupil diameter (without pharmacological dilation), horizontal visible iris diameter,
and intraocular pressure were measured with the Visionix 650 system (Visionix-Luneau
Technology Operations, Chartres, France), at the basal visit. However, the clinical evalua-
tion performed at the five study visits is presented below.

Simulated keratometry in the flat (SimKf) and steep (SimKs) meridians and the mean
keratometry (Mean-K) were measured using the Visionix 650 system. In addition, the
central corneal pachymetry was also obtained with the same device.

High-definition photographs were acquired using the Dry Eye mode of the Visionix
650 system. Bulbar and limbal hyperemia, blepharitis, and Meibomian gland dysfunction
were graded using the Efron scale (range, 0–4) [12] and the tear meniscus height was
quantified using the digital caliper tool [13]. In addition, the first tear film break-up
(first NIBUT) and the time when half of the subareas of projection presented distortion
(NIBUT50%) were also measured [12]. Finally, a slit-lamp examination (SL-8Z, Topcon,
Tokyo, Japan) was performed to evaluate the corneal staining and the nasal and temporal
conjunctival staining with fluorescein using the Oxford scale (range, 0–5) [11].

2.5. Statistical Analysis

The statistical analysis was performed using SPSS 24.0 (IBM Corp., Armonk, NY, USA).
The study eye of each subject was randomly selected for statistical purposes.

The sample size was calculated to find a difference in a paired t-test between visits of
0.10 logMAR in VA considering a standard deviation (SD) of 0.13 (the most unfavorable SD
reported by Tahhan et al. [14] in an adult sample analyzing four ortho-k CLs). A statistical
significance of 0.005 (0.05/10 to control for multiple comparisons with Bonferroni correc-
tion) and a power of 90% were established. An initial sample size of 32 participants was
estimated; however, a final sample size of 36 volunteers was finally recruited considering
an estimated 10% dropout rate.

Descriptive data are shown as the mean and SD or median and interquartile range
for numerical or ordinal variables, respectively. The normality of the numerical vari-
ables was checked using the Shapiro–Wilk test. A repeated-measures analysis of variance
(ANOVA) was fitted when numerical data followed a normal distribution; otherwise, the
Friedman test was used (numerical, non-normally distributed, and ordinal variables). Sig-
nificant results were followed by pairwise comparisons applying the Bonferroni correction.
p-values ≤ 0.05 were considered statistically significant.

3. Results
3.1. Study Population

A total of 36 participants (5 males and 31 females) with a mean age of 24.2 ± 5.8 years
were recruited. The mean pupil diameter was 6.54 ± 0.76 mm, the mean horizontal
visible iris diameter was 12.04 ± 0.51 mm, and the mean intraocular pressure was
16.77 ± 2.79 mmHg in the recruited participants at the basal visit. The 3-month follow-
up was completed by 20 participants (3 males and 17 females) with a mean age of
23.9 ± 5.6 years. Their mean pupil diameter was 6.50 ± 0.81 mm, their mean horizon-
tal visible iris diameter was 12.06 ± 0.54 mm, and their mean intraocular pressure was
16.01 ± 3.19 mmHg at the basal visit.
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During the follow-up, one over-correction was detected in the first week, which was
solved with a CL recalculation. Sixteen participants discontinued the CL wear: two of
them (12.50%) after the 1-night evaluation, seven (43.75%) after the 1-week evaluation, and
seven (43.75%) after the 1-month evaluation. The primary reasons for CL cessation were
red eye and discharge (25.00%), work-related reasons (18.75%), discomfort (18.75%), han-
dling/motivation problems (12.50%), conjunctivitis (12.50%), visual fluctuations (6.25%),
and under-correction (6.25%). None of the participants experienced serious adverse events
or complications.

3.2. Visual Performance Outcomes

The UDVA experienced a significant improvement (p < 0.001) over time. Figure 1
represents the UDVA and CDVA progression and significant differences among study visits.
Two eyes (10%) lost one line, while 18 eyes (90%) neither gained nor lost one line of CDVA
after 3 months of ortho-k wear. The safety index was 0.96 ± 0.13 at the 3-month visit. The
efficacy index was 0.89 ± 0.17 after 3 months of ortho-k wear.
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Figure 1. Uncorrected distance visual acuity (UDVA) and corrected distance visual acuity (CDVA)
obtained at each study visit. Mean values are represented as circles and rhombuses, and standard
deviation values as vertical lines. ** p ≤ 0.01; *** p ≤ 0.001.

The spherical equivalent showed a significant change during the ortho-k wear period
(p ≤ 0.005). Figure 2 represents the spherical equivalent and cylinder progression and
significant differences among study visits. In terms of predictability, 10 eyes (50%) had a
spherical equivalent within ±0.25 D, 16 eyes (80%) were within ±0.5 D, 18 eyes (90%) were
within ±0.75 D, and all eyes (100%) were within ±1.00 D at the 3-month visit.

Corneal, internal, and ocular primary spherical aberrations showed a significant
increase (p ≤ 0.02) during the ortho-k use. Likewise, corneal, internal, and ocular primary
coma aberrations experienced a significant increase (p ≤ 0.013) during follow-up visits.
Table 1 shows the mean values and significant differences in aberrations among study visits.
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Figure 2. Subjective refraction obtained at each study visit. Mean values are represented as circles
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Table 1. Mean values of corneal, internal, and ocular aberrations and significant differences among
study visits.

Parameters Basal
(n = 36)

1 Night
(n = 36)

1 Week
(n = 34)

1 Month
(n = 27)

3 Months
(n = 20)

Corneal Z4
0 (µm) 0.09 ± 0.04 a,b,c,d 0.25 ± 0.14 a,e,f 0.37 ± 0.22 b,e 0.33 ± 0.20 c,f 0.35 ± 0.24 d

Internal Z4
0 (µm) −0.07 ± 0.06 −0.04 ± 0.09 −0.03 ± 0.09 −0.02 ± 0.09 −0.02 ± 0.09

Ocular Z4
0 (µm) 0.02 ± 0.06 a,b,c,d 0.21 ± 0.15 a,e,f 0.33 ± 0.25 b,e 0.30 ± 0.21 c,f 0.33 ± 0.30 d

Corneal Z3
+1 (µm) 0.11 (0.02/0.22) b,d 0.20 (0.03/0.73) 0.20 (0.03/0.98) b 0.23 (0.02/1.42) 0.27 (0.07/1.06) d

Internal Z3
+1 (µm) 0.13 (0.03/0.20) d 0.11 (0.02/0.39) 0.14 (0.03/0.71) 0.13 (0.02/0.51) 0.17 (0.04/0.53) d

Ocular Z3
+1 (µm) 0.08 (0.01/0.22) b,c,d 0.20 (0.05/0.52) 0.32 (0.06/1.13) b 0.27 (0.08/1.10) c 0.39 (0.02/0.16) d

Data are presented as mean ± standard deviation for normally distributed variables and as median (interquartile
range) for non-normally distributed variables. Z4

0 : primary spherical aberration; Z3
+1: primary coma aberration.

a Statistically significant difference between the basal and 1-night visits (p < 0.01). b Statistically significant
difference between the basal and 1-week visits (p < 0.01). c Statistically significant difference between the basal
and 1-month visits (p < 0.01). d Statistically significant difference between the basal and 3-month visits (p < 0.01).
e Statistically significant difference between the 1-night and 1-week visits (p < 0.01). f Statistically significant
difference between the 1-night and 1-month visits (p ≤ 0.05).

3.3. Corneal Morphology and Anterior Segment Integrity Outcomes

A significant decrease (p < 0.001) was found for keratometry values (SimKs, SimKf,
and Mean-K) during the ortho-k wear. In contrast, no significant changes were observed in
the central pachymetry parameter over time (p = 0.09). Table 2 shows the mean values and
significant differences in keratometry and central pachymetry among the study visits.

Significant changes were found for nasal (p = 0.025) and temporal (p = 0.016) conjunc-
tival staining and tear meniscus height (p = 0.04). However, no significant changes were
found for any of the evaluated ocular surface parameters among study visits. Table 3 shows
descriptive data of ocular surface parameters evaluated at each study visit.
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Table 2. Mean values and significant differences of keratometry and central pachymetry among
study visits.

Parameters Basal
(n = 36)

1 Night
(n = 36)

1 Week
(n = 34)

1 Month
(n = 27)

3 Months
(n = 20)

SimKf (D) 43.56 ± 1.74 a,b,c,d 42.92 ± 1.69 a,e,f,g 42.05 ± 1.95 b,e 41.83 ± 1.70 c,f 41.86 ± 1.69 d,g

SimKs (D) 44.44 ± 1.74 a,b,c,d 43.86 ± 1.68 a,e,f,g 42.98 ± 1.89 b,e 42.74 ± 1.78 c,f 43.07 ± 1.67 d,g

Mean-K (D) 44.00 ± 1.72 a,b,c,d 43.39 ± 1.67 a,e,f,g 42.46 ± 1.90 b,e 42.29 ± 1.71 c,f 42.47 ± 1.64 d,g

Central pachymetry (µm) 544.75 ± 37.70 552.12 ± 45.22 538.39 ± 40.14 542.56 ± 40.22 534.35 ± 33.01

Data are presented as mean ± standard deviation. D: diopters; Mean-K: mean keratometry; SimKs: simulated
keratometry in the steep meridian; SimKf: simulated keratometry in the flat meridian. a Statistically significant
difference between the basal and 1-night visits (p < 0.05). b Statistically significant difference between the basal
and 1-week visits (p ≤ 0.001). c Statistically significant difference between the basal and 1-month visits (p ≤ 0.001).
d Statistically significant difference between the basal and 3-month visits (p < 0.001). e Statistically significant
difference between the 1-night and 1-week visits (p ≤ 0.01). f Statistically significant difference between the
1-night and 1-month visits (p < 0.01). g Statistically significant difference between the 1-night and 3-month visits
(p < 0.01).

Table 3. Descriptive results of the ocular surface parameters at each study visit.

Parameters Basal
(n = 36)

1 Night
(n = 36)

1 Week
(n = 34)

1 Month
(n = 27)

3 Months
(n = 20)

Conjunctival hyperemia 1.00 (0/3.00) 1.00 (0/2.00) 1.00 (0/2.00) 1.00 (0/3.00) 1.50 (0/2.00)
Limbal hyperemia 1.00 (0/2.00) 1.00 (0/2.00) 1.00 (0/2.00) 1.00 (0/2.00) 1.00 (0/2.00)

Blepharitis 0 (0/1.00) 0 (0/1.00) 0 (0/1.00) 0 (0/1.00) 0.50 (0/1.00)
MGD 0 (0/1.00) 0 (0/1.00) 0 (0/2.00) 0 (0/1.00) 0 (0/0)

First NIBUT 4.05 (2.80/13.80) 2.90 (2.80/13.60) 3.60 (2.80/13.60) 3.00 (2.80/13.60) 2.90 (2.20/17.00)
NIBUT 50% 7.60 (3.50/15.50) 7.05 (1.70/13.60) 6.90 (3.20/15.20) 7.70 (3.20/14.70) 7.25 (3.20/13.60)

TMH 0.17 ± 0.05 0.19 ± 0.06 0.19 ± 0.05 0.17 ± 0.05 0.16 ± 0.04
Corneal staining 0 (0/1.00) 0 (0/1.00) 0 (0/4.00) 0 (0/2.00) 0 (0/2.00)

Nasal conjunctival staining 0 (0/1.00) 0 (0/2.00) 0 (0/2.00) 0 (0/3.00) 0 (0/1.00)
Temporal conjunctival staining 0 (0/0) 0 (0/1.00) 0 (0/2.00) 0 (0/1.00) 0 (0/1.00)

Data are presented as mean ± standard deviation for numerical, normally distributed variables and as median
(interquartile range) for numerical, non-normally distributed, or ordinal variables. MGD: Meibomian gland
degeneration; NIBUT: non-invasive tear break-up time; TMH: tear meniscus height.

4. Discussion

The CL market is continuously developing novel ortho-k CL designs to compensate
for ametropia and be useful for myopia control. Some ortho-k designs have recently
incorporated an ICF of 1.75 D, which is suggested to reduce the time required for achieving
full correction [7] but increases higher-order aberrations [10]. The Alexa AR ortho-k design
incorporates an ICF of 1.25 D. We aimed to assess the clinical and visual performance of
using this CL for myopia correction, finding good safety, efficacy, and predictability in a
3-month follow-up.

The UDVA reached the target VA (≤0.00 logMAR) after 1 week and remained stable
for up to the 3 months of ortho-k wear. The CDVA showed a similar magnitude during all
study visits. In addition, the safety index showed that the pre- and post-orthokeratology
CDVAs were almost equal, while the efficacy index revealed that the pre-orthokeratology
CDVA was slightly better than the post-orthokeratology UDVA. This aligns with recent
studies assessing adults [15–17] and children wearing CCF and ICF CLs [18,19], which
have obtained similar VA outcomes to ours, substantiating the established idea regarding
the good efficacy of the ortho-k procedure [20].

The subjective refraction, in terms of spherical equivalent, decreased by a magnitude
of approximately half of the refractive error after 1 night. Full compensation was achieved
after 1 week and was maintained for up to the 3 months of Alexa AR wear. Previous studies
assessing ICF (1.75 D) CLs found a similar trend, observing the full compensation after
1 week, in contrast to CCF (0.75 D) CLs, which required a slightly longer period [7,17].
Despite the rapid correction, our results did not show a relevant overcorrection using ICF
CLs of 1.25 D for 1 and 3 months (−0.03 D in a range from −0.75 to +0.50 D, and 0.23 D in a
range from −0.75 to +1.00 D, respectively). However, CLs with an ICF of 1.75 D frequently
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show an overcorrection around 0.25–0.50 D after 1 month of ortho-k wear [7,18,21]; whereas
the CCF (0.75 D) CLs hardly show overcorrection [7,18,21]. Particularly, Lau et al. [18]
reported, after 1 month, an overcorrection of +0.44 D (range from −1.13 to +1.50 D) with
an ICF of 1.75 D and 0.00 D (range from −1.00 to +1.00 D) with a CCF of 0.75 D. Then,
although the ranges among different compression factors appear to be similar, the mean
values indicate that the higher the compression factor, the more rapid and greater the
myopia correction.

The change in refractive correction is caused by the corneal reshaping induced during
the ortho-k wear, flattening the central cornea and steepening the mid-peripheral area [1].
The decrease in keratometry values observed reflects the central flattening. This effect
was maintained up to 1 week of ortho-k wear, aligned in time with the refractive com-
pensation. The central pachymetry values decreased from 1 week, whose magnitude was
similar to that reported in a meta-analysis, which showed a mean reduction of 6 µm after
1 week and 1 month of ortho-k wear compared to baseline [22]. However, overall central
pachymetry did not show significant changes during the ortho-k period. The repeatability
of central pachymetry measurements is an important issue [23], whose consistency has
been demonstrated using the Visionix 120 system [24,25]. Additional potential reasons may
include differences in the magnitude corrected or sample variability, or discrepancies in
the applied pressure compared to other CLs. The latest hypothesis agrees with the lack of
central sagittal height change observed after using Alexa AR [26].

The corneal reshaping induced by ortho-k wear has been reported to alter both corneal
and ocular spherical aberration [10]. These findings are in line with the increase in the
magnitude of spherical aberration found in the present study. However, there is controversy
about whether the compression factor influences the magnitude of spherical aberration.
Lau et al. [10] found a greater increase using ICF (1.75 D) CLs in comparison with CCF
(0.75 D) ones in children, while He et al. [17] did not in adults. Regarding coma aberration,
its increase in ortho-k wearers has been associated with CL decentration [27]. Given that
CL decentration can be found even after a successful CL-fitting process [28], the increase in
coma aberration found in our sample could be the consequence of slight lens decentrations.
Thus, the aberrations found in the present study after the use of CLs featuring an ICF of
1.25 D appear to be similar to those reported for other ortho-k CL models. It is remarkable
that the degradation in image quality is not high enough to prevent subjects from achieving
a satisfactory visual acuity.

In the current study, ocular surface parameters (such as corneal and conjunctival
integrity, hyperemia, or NIBUT, among others) were not altered during the follow-up.
There is considerable literature reporting the safety of the procedure in short and long
terms [29]. On the other hand, in the present study, sixteen CL discontinuations were
registered during the follow-up. The main reasons for CL cessation were red eye and
discharge, discomfort, and work-related reasons. None of the causes that motivated the
CL discontinuations can be considered to be serious adverse events according to the
classification by Morgan et al. [30].

The primary limitation of the current study is the absence of a control group. However,
the aim was to assess the safety, efficacy, and visual performance of the ortho-k lens Alexa
AR in a 3-month follow-up. In addition, variations in daytime among visits might have
affected the outcomes; nevertheless, this impact was minimized by scheduling all study
visits in the morning. Future research could evaluate the performance of Alexa AR in
longer periods and conduct comparative analyses with other ortho-k CLs available in the
market. Furthermore, it could also be interesting to collect patient-reported outcomes as
well as to study the effect of an ortho-k CL with an ICF of 1.25 D on myopia control.

5. Conclusions

In summary, correcting myopia with ortho-k CLs with an ICF of 1.25 D (Alexa AR)
provides good safety, efficacy, and visual performance in a 3-month follow-up. Seven
days of ortho-k wear are enough to achieve the full refractive compensation, resulting in
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subsequent satisfactory visual acuity. Future works are encouraged to corroborate our
results in a longer follow-up and analyze the behavior of CLs with an ICF of 1.25 D in a
myopic child population.

Author Contributions: Conceptualization, E.M.-P., C.Z.C., A.M.-M. and D.P.P.; methodology, E.M.-P.,
C.Z.C. and A.M.-M.; investigation, E.M.-P., C.Z.C. and A.M.-M.; resources, D.P.P.; writing—original
draft preparation, E.M.-P. and C.Z.C.; writing—review and editing, A.M.-M. and D.P.P.; supervision,
D.P.P.; project administration, D.P.P.; funding acquisition, D.P.P. All authors have read and agreed to
the published version of the manuscript.

Funding: E.M.-P., A.M.-M., and D.P.P. received funding from Tiedra Farmacéutica S.L. within the
framework of the research project TIEDRA1-21A in collaboration with the University of Alicante.
Likewise, these authors received funding from Centro Internacional para la Investigación del Envejec-
imiento, Fundación de la Comunidad Valenciana (ICAR) for the performance of this research within
the framework of the research project PRESBYSIM. Furthermore, E.M.-P. has been also supported by
the European Union—NextGenerationEU (Orden UNI/551/2021; CONVREC-2021-18).

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki and the Ethics Committee for Medical Research of the Health Department of Alicante
(General Hospital, Alicante, Spain) (protocol code 2022-0047 and date of approval 5 September 2022)
for studies involving humans.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data are contained within the article.

Conflicts of Interest: Part of this research project has been funded by Tiedra Farmacéutica S.L.

References
1. Vincent, S.J.; Cho, P.; Chan, K.Y.; Fadel, D.; Ghorbani-Mojarrad, N.; González-Méijome, J.M.; Johnson, L.; Kang, P.; Michaud, L.;

Simard, P.; et al. CLEAR—Orthokeratology. Contact Lens Anterior Eye 2021, 44, 240–269. [CrossRef] [PubMed]
2. Nichols, J.J.; Jones, L.; Morgan, P.B.; Efron, N. Bibliometric analysis of the orthokeratology literature. Contact Lens Anterior Eye

2021, 44, 101390. [CrossRef] [PubMed]
3. Holden, B.A.; Fricke, T.R.; Wilson, D.A.; Jong, M.; Naidoo, K.S.; Sankaridurg, P.; Wong, T.Y.; Naduvilath, T.J.; Resnikoff, S. Global

Prevalence of Myopia and High Myopia and Temporal Trends from 2000 through 2050. Ophthalmology 2016, 123, 1036–1042.
[CrossRef] [PubMed]

4. Mountford, J. Retention and regression of orthokeratology with time. Contact Lens Anterior Eye 1998, 25, 59–64. [CrossRef]
5. Jessen, G. Orthofocus techniques. Contacto 1962, 6, 200–204.
6. Chan, B.; Cho, P.; Mountford, J. The validity of the Jessen formula in overnight orthokeratology: A retrospective study. Ophthalmic

Physiol. Opt. 2008, 28, 265–268. [CrossRef] [PubMed]
7. Wan, K.; Lau, J.K.; Cheung, S.W.; Cho, P. Refractive and corneal responses of young myopic children to short-term orthokeratology

treatment with different compression factors. Contact Lens Anterior Eye 2020, 43, 65–72. [CrossRef]
8. Rah, M.J.; Jackson, J.M.; Jones, L.A.; Marsden, H.J.; Bailey, M.D.; Barr, J.T. Overnight orthokeratology: Preliminary results of the

Lenses and Overnight Orthokeratology (LOOK) study. Optom. Vis. Sci. 2002, 79, 598–605. [CrossRef]
9. Tang, W.T.; Zhang, L.; Zhang, H.D.; Li, S.B.; Liang, H. Orthokeratology with increased compression factor in adolescent myopia

control: A 2-year prospective randomized clinical trial. Int. J. Ophthalmol. 2023, 16, 770–777. [CrossRef]
10. Lau, J.K.; Vincent, S.J.; Cheung, S.W.; Cho, P. The influence of orthokeratology compression factor on ocular higher-order

aberrations. Clin. Exp. Optom. 2020, 103, 123–128. [CrossRef]
11. Bron, A.J.; Evans, V.E.; Smith, J.A. Grading of corneal and conjunctival staining in the context of other dry eye tests. Cornea 2003,

22, 640–650. [CrossRef] [PubMed]
12. Efron, N.; Morgan, P.B.; Katsara, S.S. Validation of grading scales for contact lens complications. Ophthalmic Physiol. Opt. 2001, 21,

17–29. [CrossRef] [PubMed]
13. Martínez-Plaza, E.; Molina-Martín, A.; Piñero, D.P. Agreement of Tear Break-Up Time and Meniscus Height between Medmont

E300 and Visionix VX120+. Appl. Sci. 2022, 12, 4589. [CrossRef]
14. Tahhan, N.; Du Toit, R.; Papas, E.; Chung, H.; La Hood, D.; Holden, A.B. Comparison of reverse-geometry lens designs for

overnight orthokeratology. Optom. Vis. Sci. 2003, 80, 796–804. [CrossRef] [PubMed]
15. Ren, Q.; Yang, B.; Liu, L.; Cho, P. Orthokeratology in adults and factors affecting success: Study design and preliminary results.

Contact Lens Anterior Eye 2020, 43, 595–601. [CrossRef] [PubMed]
16. Ren, Q.; Yang, B.; Liu, L.; Cho, P. Orthokeratology in adults and effect on quality of life. Contact Lens Anterior Eye 2023, 46, 101824.

[CrossRef]

https://doi.org/10.1016/j.clae.2021.02.003
https://www.ncbi.nlm.nih.gov/pubmed/33775379
https://doi.org/10.1016/j.clae.2020.11.010
https://www.ncbi.nlm.nih.gov/pubmed/33298369
https://doi.org/10.1016/j.ophtha.2016.01.006
https://www.ncbi.nlm.nih.gov/pubmed/26875007
https://doi.org/10.1016/S0892-8967(98)00020-0
https://doi.org/10.1111/j.1475-1313.2008.00545.x
https://www.ncbi.nlm.nih.gov/pubmed/18426426
https://doi.org/10.1016/j.clae.2019.10.134
https://doi.org/10.1097/00006324-200209000-00011
https://doi.org/10.18240/ijo.2023.05.15
https://doi.org/10.1111/cxo.12933
https://doi.org/10.1097/00003226-200310000-00008
https://www.ncbi.nlm.nih.gov/pubmed/14508260
https://doi.org/10.1046/j.1475-1313.1999.00420.x-i1
https://www.ncbi.nlm.nih.gov/pubmed/11220037
https://doi.org/10.3390/app12094589
https://doi.org/10.1097/00006324-200312000-00009
https://www.ncbi.nlm.nih.gov/pubmed/14688542
https://doi.org/10.1016/j.clae.2020.03.016
https://www.ncbi.nlm.nih.gov/pubmed/32371038
https://doi.org/10.1016/j.clae.2023.101824


J. Clin. Med. 2024, 13, 587 9 of 9

17. He, Y.; Liu, L.; Vincent, S.J. Compression Factor and Visual Performance in Adults Treated With Orthokeratology. Eye Contact Lens
2021, 47, 413–419. [CrossRef] [PubMed]

18. Lau, J.K.; Wan, K.; Cheung, S.W.; Vincent, S.J.; Cho, P. Weekly Changes in Axial Length and Choroidal Thickness in Children
During and Following Orthokeratology Treatment With Different Compression Factors. Transl. Vis. Sci. Technol. 2019, 8, 9.
[CrossRef]

19. Lau, J.K.; Wan, K.; Cho, P. Orthokeratology lenses with increased compression factor (OKIC): A 2-year longitudinal clinical trial
for myopia control. Contact Lens Anterior Eye 2023, 46, 101745. [CrossRef]

20. Swarbrick, H.A. Orthokeratology review and update. Clin. Exp. Optom. 2006, 89, 124–143. [CrossRef]
21. Wan, K.; Lau, J.K.; Cheung, S.W.; Cho, P. Orthokeratology with increased compression factor (OKIC): Study design and

preliminary results. BMJ Open Ophthalmol. 2020, 5, e000345. [CrossRef] [PubMed]
22. Li, F.; Jiang, Z.X.; Hao, P.; Li, X. A Meta-analysis of Central Corneal Thickness Changes With Overnight Orthokeratology. Eye

Contact Lens 2016, 42, 141–146. [CrossRef] [PubMed]
23. Maldonado, M.J.; López-Miguel, A.; Nieto, J.C.; Cano-Parra, J.; Calvo, B.; Alió, J.L. Reliability of noncontact pachymetry after

laser in situ keratomileusis. Investig. Ophthalmol. Vis. Sci. 2009, 50, 4135–4141. [CrossRef] [PubMed]
24. Piñero, D.P.; Cabezos, I.; López-Navarro, A.; de Fez, D.; Caballero, M.T.; Camps, V.J. Intrasession repeatability of ocular anatomical

measurements obtained with a multidiagnostic device in healthy eyes. BMC Ophthalmol. 2017, 17, 193. [CrossRef] [PubMed]
25. Gordon-Shaag, A.; Piñero, D.P.; Kahloun, C.; Markov, D.; Parnes, T.; Gantz, L.; Shneor, E. Validation of refraction and anterior

segment parameters by a new multi-diagnostic platform (VX120). J. Optom. 2018, 11, 242–251. [CrossRef] [PubMed]
26. Martínez-Plaza, E.; López-de la Rosa, A.; Molina-Martín, A.; Piñero, D.P. Orthokeratology effect on the corneoscleral profile:

Beyond the bull’s eye. Ophthalmic Physiol. Opt. 2023; submitted for publication.
27. Hiraoka, T.; Mihashi, T.; Okamoto, C.; Okamoto, F.; Hirohara, Y.; Oshika, T. Influence of induced decentered orthokeratology lens

on ocular higher-order wavefront aberrations and contrast sensitivity function. J. Cataract. Refract. Surg. 2009, 35, 1918–1926.
[CrossRef] [PubMed]

28. Maseedupally, V.K.; Gifford, P.; Lum, E.; Naidu, R.; Sidawi, D.; Wang, B.; Swarbrick, H.A. Treatment Zone Decentration During
Orthokeratology on Eyes with Corneal Toricity. Optom. Vis. Sci. 2016, 93, 1101–1111. [CrossRef]

29. Liu, Y.M.; Xie, P. The Safety of Orthokeratology—A Systematic Review. Eye Contact Lens 2016, 42, 35–42. [CrossRef]
30. Morgan, P.B.; Efron, N.; Maldonado-Codina, C.; Efron, S. Adverse events and discontinuations with rigid and soft hyper Dk

contact lenses used for continuous wear. Optom. Vis. Sci. 2005, 82, 528–535. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1097/ICL.0000000000000796
https://www.ncbi.nlm.nih.gov/pubmed/33974574
https://doi.org/10.1167/tvst.8.4.9
https://doi.org/10.1016/j.clae.2022.101745
https://doi.org/10.1111/j.1444-0938.2006.00044.x
https://doi.org/10.1136/bmjophth-2019-000345
https://www.ncbi.nlm.nih.gov/pubmed/32420450
https://doi.org/10.1097/ICL.0000000000000132
https://www.ncbi.nlm.nih.gov/pubmed/25828512
https://doi.org/10.1167/iovs.09-3408
https://www.ncbi.nlm.nih.gov/pubmed/19357360
https://doi.org/10.1186/s12886-017-0589-x
https://www.ncbi.nlm.nih.gov/pubmed/29047369
https://doi.org/10.1016/j.optom.2017.12.003
https://www.ncbi.nlm.nih.gov/pubmed/29526690
https://doi.org/10.1016/j.jcrs.2009.06.018
https://www.ncbi.nlm.nih.gov/pubmed/19878824
https://doi.org/10.1097/OPX.0000000000000896
https://doi.org/10.1097/ICL.0000000000000219
https://doi.org/10.1097/01.opx.0000168588.63897.0f

	Introduction 
	Materials and Methods 
	Sample 
	Orthokeratology Fitting 
	Visual Performance Evaluation 
	Corneal Morphology and Anterior Segment Integrity Evaluation 
	Statistical Analysis 

	Results 
	Study Population 
	Visual Performance Outcomes 
	Corneal Morphology and Anterior Segment Integrity Outcomes 

	Discussion 
	Conclusions 
	References

