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Contact lens fitting is a 
dynamic and rewarding 
component of optometric 
practice. When working with 

infants and young children, the 
challenges and excitement are amplified 
– often leading to some of the most
fulfilling patient care experiences in our
profession. Furthermore, fitting children
with contact lenses (CLs) provides a
valuable opportunity for practice
growth and can draw in whole families.

For children who are active and play 
sports, spectacles can feel restrictive. 
CLs provide an alternative form of 
correction that can easily be updated as 
and when the prescription may change.   
It has also been found that children who 
wear CLs exhibit a boost in self-
perception of physical appearance, 
athletic competence and social 
acceptance when compared to wearing 
spectacles1. 

Paediatric contact lenses: 
when, why and what to consider
By Michelle Mehta BSc (Hons) MA FBDO CL FHEA

In 2025, an international prescribing 
survey of CLs for myopia management in 
children reported that there were more 
children being fitted with CLs than ever 
before2. The increase in published 
research on myopia management is 
considered a key driver of global interest 
in this field. 

Insights from focus groups of eyecare 
professionals (ECPs) further reveal 
evolving attitudes toward fitting children 
with myopia management CLs, 
highlighting challenges in 
communication, inconsistent awareness 
of available guidance, and limited public 
understanding of the importance of eye 
health and regular eye examinations for 
children3. Collectively, these findings 
provide valuable context for the wider 
eyecare community regarding variations 
in prescribing habits. 

In a study by Sulley et al4, regarding 
myopia management which involved      
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FIGURE 1. Congenital aniridia with corneal pannus
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Children can be fitted with high-powered 
plus CLs after cataract surgery, to ensure 
proper visual development. 

 Another significant clinical reason for 
prescribing CLs to young children is the 
presence of high refractive errors. 
Spectacle correction for myopia, 
hyperopia, or astigmatism exceeding 
±5.00D can lead to substantial image size 
magnification, or minification. 
Additionally, poorly fitted spectacle 
frames or excessive weight from thick 
lenses can cause discomfort and localised 
pressure on the nasal bridge and ear 
points9 – potentially causing damage to 
developing nasal structures. 

Children born with conditions such as 
aniridia may experience debilitating glare 
and halos due to the absence of the iris 
(Figure 1). Without an iris, there is no 
sphincter muscle to regulate the amount 
of light entering the eye, leading to 
excessive retinal exposure. 

Prosthetic CLs with a hand painted iris 
(Figure 2) serve both cosmetic and 
functional purposes; they simulate the 
appearance of a natural iris, reduce glare 
and light scatter and, as a result, can 
improve visual acuity10. 

Similarly, children with ocular albinism 
often have reduced or absent iris 

402 ECPs across six countries (including 
the UK), half of the respondents reported 
being comfortable fitting CLs for children 
as young as eight years old, with this 
figure increasing to 78 per cent when 
considering children aged 10 years and 
above4. 

Supporting these results, a larger 
international survey conducted by 
Wolffsohn et al5 in the same year gathered 
responses from 1,336 ECPs. The data 
indicated that most practitioners globally 
viewed the age range of eight to 11 years 
as an appropriate starting point for 
contact lens fitting in the context of 
myopia management5. Notably, ECPs in 
Asia demonstrated a more cautious 
approach, particularly regarding soft CLs; 
their preferred minimum age for initiating 
lens wear tended to fall between 11 and 13 
years, highlighting a regional difference in 
clinical approach. 

INDICATIONS FOR        
PAEDIATRIC CL FITTING 
Infants and young children have very 
plastic visual systems that are still 
developing, making it is essential to 
provide the best possible vision during 
this critical period. 

When a child is born with a congenital 
cataract on the visual axis, there is 
generally one option for proper visual 
development – and that is cataract 
removal. This is different to cataract 
extraction in an adult, as they would 
normally be fitted with an intraocular lens 
(IOL) at this point. 

In babies, primary implantation is 
generally avoided under two years of age 
due to high reoperation rates6. 
Importantly, primary IOL implantation 
does not confer any protective effect 
against postoperative glaucoma; the 
strongest predictor of early glaucoma is 
younger age at surgery rather than lens 
status. 

Additionally, complications such as 
visual axis opacification (VAO), glaucoma, 
retinal detachment and, rarely, 
endophthalmitis are all known as risk 
factors for infantile cataract surgery7. 
When a child is aphakic at an extremely 
young age, correction with spectacles can 
present problems; unilateral aphakia can 
lead to anisometropia and amblyopia. 

A typical aphakic refractive error for 
CLs in an infant is +32.00D, a six-year-old 
is +23.00D and an adult is +13.00D8. 

pigmentation, resulting in extreme 
photosensitivity, and nystagmus as a 
result of overstimulation of a 
hypopigmented retina. These children, 
particularly those with milder ocular 
albinism, are good candidates for 
prosthetic CLs as they mask the lack of 
pigmentation and reduce light sensitivity. 
However, in cases of foveal hypoplasia, 
which is common in certain subtypes of 
albinism, visual improvement may be 
limited, as the underdevelopment of the 
fovea restricts the potential for enhanced 
acuity11. 

WHY BABIES AND TODDLERS 
MIGHT WEAR CLS 
Medically necessary CLs are prescribed to 
manage specific ocular conditions where 
spectacles cannot provide an appropriate 
correction. In infants and toddlers, CLs 
are used only when clinically indicated and 
when spectacles are unsuitable. They are 
most frequently prescribed in cases of 
aphakia, high refractive error and 
anisometropia where CLs can provide 
optimal vision and support normal visual 
development. In these cases, the 
prescription would result in spectacles 
that are excessively thick, heavy and 
impractical for a baby or toddler12. 

FIGURE 2. A prosthetic contact lens being checked during manufacture
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In addition, practical challenges 
may also limit effectiveness of 
spectacle wear in young infants. 
Maintaining spectacles in the correct 
fitting position is often difficult, and 
inconsistent correction during early 
childhood can compromise visual and 
neurological development13. CLs can 
provide an effective solution for these 
special cases and are usually seen 
within the hospital setting. 

Soft disposable and rigid lenses can 
be used for babies and toddlers. The 
choice of which lens type is dependent 
on prescription along with eye shape. A 
survey examining CL prescriptions 
across three paediatric groups – 
infants (zero to five years), children (six 
to 12 years) and adolescents (13 to 17 
years) revealed the youngest cohort 
was more frequently fitted with rigid 
lenses, or soft lenses with extended 
replacement schedules, compared to 
older children and teenagers14. 

Additionally, infants and toddlers 
under the age of five were found to 
wear their lenses more consistently 
and for longer daily durations, 
reflecting the medical necessity 
associated with early contact lens use 
in this population. 

 PAEDIATRIC CL FITTING IN 
COMMUNITY PRACTICE 
Recent years have shown an increase in 
fitting children with CLs15. This has been 
driven by patients, parents, ECPs and the 
contact lens research community. Interest 
has risen further as a result of a growing 
interest in (and need for) myopia 
management, as certain CL designs 
provide an effective option by inducing 
peripheral myopic defocus, which has 
been shown to slow the progression of 
myopia16. 

As already mentioned, CL wear in 
children has been found to lead to 
improved self-esteem and quality of life1. 
The introduction of daily disposables has 
further supported a rise in paediatric CL 
fitting, removing the need for cleaning and 
storing of reusable lenses, making it a 
much more practical option for children 
and teenagers. 

Thankfully, when wearing spectacles 
children are now not seen as being any 
different to their peers17 but there are 
many times when CLs are likely to be more 
suitable. For safety reasons, the author 
found that some schools require children 
to remove their spectacles when 
participating in sports, and some drama 
and dance schools do not permit children 

to wear spectacles during performances; 
some parents also advise this to their 
children. 

Spectacle wear can be a hindrance and 
may restrict the visual field during many 
sports and leisure activities (Figure 3). For 
example, in sports such as football and 
rugby, the potential for physical contact is 
considerable. The Rugby Football Union 
prohibits the use of spectacles during 
play, requiring the use of sports goggles, 
which must be dispensed by a registered 
dispensing optician or optometrist18. CLs 
in this case would not only provide a 
greater field of view, but also freedom 
from wearing goggles. 

When children are required to remove 
spectacles for school sports due to 
concerns about breakage and potential 
injury, they are left with reduced vision 
during these activities. This not only 
introduces safety risks but also impairs 
sporting performance, which can 
negatively affect a child’s confidence and 
participation. 

It is worth remembering that some 
parents do not ask about CLs because 
they assume their child is too young. 
Therefore, early discussions on CLs for 
sport with the patient and their 
parents/guardians for all ametropic 
children is recommended, as early 
conversations can help improve safety, 
vision and participation in physical 
activities. 

ECP ATTITUDES AND CONCERNS 
ECPs may have reservations around 
fitting children in paediatric practice. 
There may be concerns about the 
potential extra chair time required to 
successfully fit a child. There may also be 
concerns around taking the necessary 
ocular measurements for young children 
as well as worries regarding the child’s 
maturity, attitude towards wearing lenses 
and hygiene practices, alongside the need 
for parental cooperation. 

The CLs in Paediatrics (CLIP)19 study 
(2007) found that children aged eight to 
12 years experienced vision‑related 
quality of life improvements comparable 
to teenagers aged 13 to 17 years when 
wearing CLs compared to spectacles. 
Using the Paediatric Refractive Error 
Profile (PREP) questionnaire, the study 
showed substantial gains of 23 per cent 
and 24 per cent respectively after three 
months of wear. 

FIGURE 3. Contact lenses for sport provide a wider field of view 
and greater field fixation as they move with the eye
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There was a dramatic improvement in 
how both children and teenagers felt 
about their appearance and participation 
in activities which led to a greater 
satisfaction with their mode of 
correction. This study had historically 
found that many parents reported that 
their ECP would not fit their child with 
CLs until they were at least 13 years of 
age – sometimes even older. 

The total chair time for a child was 
approximately 15 minutes longer than the 
time needed for a teenager, with most of 
the additional time needed for teaching 
CL application and removal19. Given that 
most practices delegate this part of the 
appointment, the overall chair time for 
fitting a child is not different to that of 
fitting a teenager. 

It was also noted that the children or 
teenagers involved in the study had not 
experienced any CL-related 
complications. The study also concluded 
that ECPs should routinely consider 
offering CLs as a correction option, even 
for children as young as eight years old. 

A recent UK survey by Coverdale et 
al²⁰ on practitioner attitudes and clinical
behaviours towards fitting children and 
young people with CLs – 316 eyecare 
practitioners, 248 optometrists and 68 
contact lens opticians (CLOs) – found 
CLOs showed greater willingness to fit 
children at younger ages for both soft 
and rigid lenses compared to 
optometrists. 

CLOs also recommended CLs as a 
primary or secondary correction option 
for 80.9 per cent of six to seven-year-
olds, compared with 52.8 per cent among 
optometrists. Reliance on spectacles as 
the sole correction option in the eight to 
nine years age group fell substantially 
from 51.6 per cent in 2014 to 14.6 per 
cent in 2023, reflecting an increasing 
practitioner confidence in fitting children 
with CLs. 

Recommendations for CLs in sports 
also rose sharply with age, from 20.6 per 
cent in children under six years to 91.5 
per cent in those aged 15 to 17 years, 
although prescribing orthokeratology 
remained consistently low at ≤ seven per
cent across all age groups20. 

Practitioners taking part in this study 
identified the most common reasons for 
parents to pursue fitting CLs for their 
children, shown in Figure 4. It was noted 
that myopia management drove 

willingness to prescribe mostly due to a 
stronger evidence base relating to 
efficacy. 

A child’s motivation was the single 
most important factor for ECPs 
prescribing CLs, while sex was 
considered the least relevant20. The 
survey highlighted a practitioner-parent 
disconnect as practitioners prioritised 
clinical factors whereas parents were 
more influenced by sports freedom and 
cosmetic benefits. This highlights the 
importance of clear communication to 
align clinical goals with patient and 
parent expectations. 

POSSIBLE CONCERNS 
Parents or carers may have concerns 
about their child/children wearing CLs. 
Common concerns include the potential 
risk of serious infection as well as their 
child’s ability to manage their lenses 
safely and responsibly. Added to this the 
financial responsibility given that the cost 
of CLs is not funded additionally to 
spectacles by the National Health Service. 

One of the first questions a child may 
ask is whether having a CL on the eye will 
hurt, and if it is difficult to put them in and 
take them out. Children also worry about 
disappointing others. 

GETTING STARTED  
The clinical assessment of a paediatric 
CL patient is no different to any other 
CL patient. Similar to a clinical decision 
not to fit a non-compliant adult patient 
with corneal neovascularisation wearing 
extended wear lenses, it is equally 
inappropriate to fit a 10-year-old child 
who does not want CLs but is being 
pressured by a parent. 

As with adult CL wearers, a child will 
require an up-to-date pair of spectacles 
as well as regular eye examinations and 
scheduled CL aftercare. Beginning with a 
detailed history and symptoms involving 
both the child and the accompanying 
parent/guardian is essential. This 
approach ensures all relevant medical 
and lifestyle factors are considered, 
alongside giving plenty of opportunities 
to ask questions promotes 
understanding, addresses concerns, and 
supports informed consent21. 

Assess the child’s motivation for     
CL wear and determine whether the 
desire originates from the child or 
parent. This is particularly important as 
motivation was highlighted by Coverdale 
et al20 as the most influential factor for 
ECPs when deciding whether to 
prescribe CLs. 

0% 5% 10% 15% 20% 25% 30% 35% 40% 45%

41.80% Spectacles 
interfere with sports

20.30% Child is wearing spectacles
for aesthetic reasons

18.40% Child refuces to
wear their spectacles

11.10% Spectacles interfere
with daily activities

6.30% As an option for slowing 
myopia progression

1.3% Other

0.9% Friend or family member 
recently got CLs

FIGURE 4. Commonly reported reasons for parents to pursue contact 
lens fitting for their children  (adapted from Coverdale et al20)
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In situations where the parent is 
advocating for CLs, but the child is 
reluctant, a sensitive and constructive 
discussion is required. It may be 
appropriate to suggest postponing the 
fitting and encourage the family to have a 
private conversation outside the clinical 
setting. Reassure them they can return at 
any time to address any further 
questions or concerns. 

A full anterior eye assessment is 
needed as well as the usual preliminary 
measurements to include keratometry 
readings. Depending on the child’s age, 
assessing their reaction to the lights 
going on and off, the slit lamp 
assessment, instilling fluorescein and lid 
eversion can provide valuable insight into 
compliance and motivation. It may be 
helpful to adapt the approach, explaining 
to family members the potential need for 
additional time and patience. When 
scheduling appointments, it is important 
to set realistic expectations and ensure a 
pleasant experience for both children and 
parents. 

Language should be tailored to match 
the child's level of maturity, making the 
information easy to understand. 
Additionally, offering the child a chance 
to hold a lens can give them a sense of 
what the experience will be like prior to 
attempting application can be helpful. 
This hands-on experience helps to 
alleviate concerns by familiarising 
individuals with the lens itself, providing 
reassurance and offering insight into 
what the process of applying the lens   
will involve. 

If either the child or the 
parent/guardian has any concerns, then  
it is always best to address these first 
before continuing. This will increase the 
chance of a successful fit and a happy 
child. 

DISCUSSING LENS OPTIONS  
Considering the child’s needs and 
prescription is essential when discussing 
suitable lens options. Also, what 
activities they will be undertaking when 
wearing CLs, the oxygen requirements 
and if worn outdoors for long periods UV 
should be considered. Many parents 
prefer the idea of their child wearing daily 
disposable CLs for the purposes of 
convenience and reduced risks. Research 
from the Contact Lens Assessment in 
Youth (CLAY) study22 has shown a clear 

age-related risk pattern for corneal 
infiltrative events, with greatest risk in 
later teens and young adults and a lower 
risk in younger children (eight to 15 
years). Likewise, if they have astigmatism 
of 0.75DC or higher, then toric lenses 
should be considered. 

Orthokeratology (ortho-k) is also an 
option as well as slowing myopic 
progression. Figure 5 and Figure 6 show 
baseline corneal topography and the 
characteristic central flattening pattern 
evident after two weeks of ortho-k lens 
wear. While the central cornea is 
flattened the mid-peripheral cornea is 
steepened creating peripheral myopic 
defocus. 

Figure 7 shows an ortho-k lens in situ. 
It also provides children with the 
opportunity of being correction free 
during waking hours, meaning no 
restrictions when playing sports or 
playground activities. Parents/guardians 
can also monitor CL wear at home. This 
method of correction has been shown to 
improve vision related quality of life for 
low, moderate and high myopia23,24. 

APPLICATION AND REMOVAL  
As previously mentioned, many practices 
delegate CL application and removal to 
support staff members. In the case of a 
child, it is important the member of staff is 
well-trained, patient, enjoys being around 
children and provides plenty of praise and 
encouragement. It is also helpful to allow a 
little extra time to alleviate any potential 
concerns and anxiety. 

As with any new wearer, the child 
should ideally be able to independently 
apply and remove the lenses twice before 
sending them away for a trial. If the first 
teach is unsuccessful or the 
child/guardian becomes frustrated, then 
provide plenty of reassurance and 
consider rebooking for another day. This 
is normal for any new CL wearer, and 
advising the child to wear the CLs the 
same day or day after collection means 
the instructions are fresh in their minds. 

There are many useful application    
and removal videos that can be accessed 
online, so providing the child/guardian 
with an appropriate link would be 
beneficial. When delegating CL 
application and removal to another 
member of staff, it should be remembered 
that the person who this task is delegated 
to should be suitably trained and 
competent. The CLO or optometrist 
retains clinical responsibility for the task 
and must ensure that delegation does not 
compromise patient safety25. 

FIGURE 6. Corneal topography two weeks 
post ortho-k treatment

FIGURE 5. Baseline corneal topography 
measurements before ortho-k fitting 

IMAGE: Courtesy of Keith Williams
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COMPLIANCE 
Children are often more compliant with CL 
care than teenagers and adult patients26. 
It is important to ensure both the child 
and parent/guardian have a clear structure 
in place to ensure compliance with CL 
wear and care. Provide a written ‘dos and 
don’ts’ list, as well as details of what to do 
in the event of an emergency both in and 
outside practice opening hours. 

Studies conducted in the United 
States19 and Singapore27 have 
demonstrated no difference between 
children and teenagers in respect of 
adverse ocular signs observed with CL 
wear during slit lamp examination. The 
CLAY Study concluded that children and 
teens can successfully wear soft lenses 
with similar safety and compliance to adult 
users, although teaches may take slightly 
longer22. 
  
PROGRESSIVE MYOPIA AND 
MYOPIA MANAGEMENT 
Myopia management in children is a topic 
that is well discussed and goes beyond 
the scope of this article. This remains a 
current topic and an option that should 

be discussed with all paediatric patients 
depending on age and refraction. 

The ABDO Position Paper28 states: 
“You should be able to discuss present 
options, which one is likely to be of most 
benefit for a particular patient, its possible 
effectiveness and the likely short and long-
term risk/benefits”. 
 
CONCLUSION 
In conclusion, fitting children with CLs 
can make a positive impact on the vision 
and lives of children. Playing a valuable 
part in the visual development of 
children who have a medical need for 
CLs can be very rewarding. Additionally, 
building relationships with children who 
wear CLs and their families can be very 
rewarding, as well as presenting 
opportunities for professional growth 
and practice development.
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LEARNING OUTCOMES          
FOR THIS CPD ARTICLE 

DOMAIN: Communication   
2.1: Communicate effectively with 
children and parents the risks and 
benefits of contact lenses for high 
refractive error, myopic progression 
and ametropia in sporting activities 
using professional judgement to 
adapt language and communication 
approach accordingly. 

DOMAIN: Clinical practice 
5.3: Recognise the psychosocial and 
functional benefits of contact lens 
wear for children including improved 
self-esteem, quality of life and 
participation in sports and apply this 
to the care you provide. 

DOMAIN: Contact lens 
specialty 
Critically evaluate the latest research 
evidence on the psychosocial and 
functional benefits of contact lens 
wear for children, together with 
practitioners’ attitudes and clinical 
behaviours towards prescribing, and 
apply this to the care you provide.  

FIGURE 7. Ortho-k lens in situ  
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