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Myopia is a growing public health concern, with increasing prevalence and earlier onset observed in children living across the world (Holden et al., 2016) including the UK (McCullough et al, 2016). If left unaddressed, progressive myopia increases the risk of serious ocular complications later in life, including retinal detachment, glaucoma, and myopic maculopathy (Tideman et al., 2016). Low concentration atropine (LCA) has emerged as a clinically effective and safe option to manage the progression of myopia in children, both in East Asia where it has been used for many years (Chia et al., 2012; Yam et al., 2019) and more recently in a National Institute for Health and Care Research-funded trial of LCA for myopia control in UK children (Azuara-Blanco et al., 2020).
LCA is now licensed for myopia management in the United Kingdom and it is vital to establish a clear and evidence-based strategy for its delivery.
Optometrists as Primary Eye Care Providers
Optometrists are ideally positioned to provide LCA for the management of myopia without unnecessary burden on hospital eye services. They have the skills, equipment and scope of practice required to undertake this service and are well placed in primary eye care settings to offer safe and effective intervention and monitoring, alongside prescribing and dispensing any required optical correction for myopic patients. 
Optometrists are;
trained in diagnosing and managing refractive errors, including myopia and  associated ocular health issues
· trained in ocular pharmacology and therapeutics
· mandated to undertake continuing professional development to keep abreast of advances within their scope of practice
accessible to patients across primary eye care settings
the primary providers of alternative or adjunct myopia management interventions, such as orthokeratology and myopia control spectacles and contact lenses.
Optometrists operate within a framework of evidence-based clinical decision-making. Studies have shown that LCA (0.01% to 0.05%) is well-tolerated, low risk and effective in slowing axial elongation and myopia progression (Chia et al., 2012; Yam et al., 2019, Azuara-Blanco et al., 2020). Optometrists are well placed to identify suitable patients, evaluate and communicate myopia management options (including LCA), monitor response to treatment, assess side effects, and adapt management where necessary.
Service Integration and Public Health Benefit
Utilising primary care optometrists as providers of LCA treatment would allow for rapid integration into existing eye care pathways. This model would also promote equity of access to effective myopia management for children at risk of developing high myopia and associated complications (Tideman et al., 2016). At present, UK legislative frameworks allow the prescription of LCA by optometrists with independent prescribing (IP) rights whose scope of practice and clinical competence includes myopia management. In the future, given LCA’s strong safety profile evidenced across numerous clinical trials and the growing burden of myopia on health systems, LCA should be made available to all optometrists via exemptions to the Human Medicines Regulations 2012, on the proviso that they have undertaken appropriate continuing professional development related to myopia management.
Conclusion
Optometrists are well-equipped to deliver safe, effective, and timely access to LCA treatment to children in the UK. With the advent of licensed LCA products for myopia management, national eye care policy and commissioning frameworks should formally recognise primary care optometrists as the first point of contact for delivering this intervention. 
This statement (dated November 2025) reflects the current legislative, evidence, and educational landscape and will need ongoing review in this rapidly evolving area of eye care. 
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