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with concomitant gland plugging, and was generally
associated with keratoconjunctivitis. MKC was fre-
quently associated with acne rosacea and seborrhoeic
dermatitis. Seborrhoeic blepharitis of all types was

associated with seborrhoeic dermatitis. The staphy-
lococcal group was normal dermatologically.

BACTERIOLOGY
Bacterial cultures were obtained on all normal
controls and 90 patients with chronic blepharitis.
Table 2 lists the frequency of the most commonly
isolated organisms and Staph. aureus. Coagulase-
negative Staphylococcus spp., lipophilic Coryne-
bacterium spp., and Propionibacterium acnes were

the most frequently isolated organisms from all in-
dividuals.
The frequency of isolation from the conjunctivae

was reduced, but the relative distribution oforganisms
among the blepharitis groups and normal persons
was similar to that for the lids. No significant dif-
ferences in the frequency of isolation of these
organisms were observed among the groups of
patients and the normal persons. Staph. aureus was

isolated in appreciably higher frequency from the
staphylococcal group and significantly higher fre-
quency (p<0.01) from the mixed staphylococcal/
seborrhoeic group than from the other groups and
normal persons.
Other aerobic organisms isolated relatively in-

frequently included Streptococcus spp., Micrococcus
spp., Neisseria spp., Branhamella sp., non-lipophilic
Corynebacterium spp., Bacillus spp., and Gram-
negative fermentative and non-fermentative rods.
(Proteus spp. were the most frequently isolated
Gram-negative fermentative rods.) No significant
differences were observed among the groups.

P. acnes was the most frequently isolated anaerobe

from all groups and normal persons. Other less
frequently isolated anaerobes included other Pro-
pionibacterium spp., Peptococcus spp. and Pepto-
streptococcus spp. Veillonella sp., Fusobacterium
spp., Bacteroides spp., Eubacterium spp., Lacto-
bacillus spp., and Clostridium spp. were isolated very
infrequently. No significant differences were

observed among groups.
Meibomian expression cultures yielded flora similar

to the lids but in markedly reduced frequency.
Coagulase-negative staphylococci were the pre-
dominant aerobes and P. acnes was the predominant
anaerobe. Overall 48% of meibomian expression
cultures were sterile, and positive cultures reflected
the lid flora. In no case was an organism isolated from
meibomian expressions that was not also isolated
from the lids of the same individual. No significant
differences among groups of patients and normal
persons were observed.
As would be expected, lid cultures were less fre-

quently sterile than conjunctival cultures for all
groups and normal persons. This pattern was con-
sistent among all groups and normal persons, with no
significant differences being observed. The same

pattern was also true for anaerobic cultures. The use

of thioglycollate broth improved the overall recovery
rate in aerobic conjunctival cultures by 50%. In
general the conjunctival flora mimicked the lid flora
in each individual.
The results of antimicrobial susceptibility testing

are given in Table 3. Staph. aureus showed a relatively
high frequency of resistance to sulphonamides but
low frequency of resistance to tetracycline, erythro-
mycin, and bacitracin. Uniform sensitivity was

observed to neomycin, gentamicin, and chlor-
amphenicol. This pattern did not vary significantly
among isolates from different groups or normal

Table 2 Frequency ofmost commonly isolated lid bacteria (including Staph aureus) *

Normal Staph. Seborrhoeic Mixed staph./ Meibomian Secondary MKC
seborrhoeic seborrheic meibomianitis

Staph. aureus 4/47t 8/20 1/14 8/11 2/14 3/13 1/13
Staphylococcus spp. 45/47 19/20 13/14 11/11 14/14 13/13 13/13
Corynebacterium spp. 30/47 7/20 4/14 3/11 9/14 9/13 9/13
P. acnes 41/47 18/20 14/14 11/11 13/14 13/13 11/13

*For other organisms cultured from lids and conjunctivae in reduced frequency with non-significant differences between groups see text.
tNumbers indicate patients with organism/patients cultured.

Table 3 Antimicrobial susceptibilities ofStaph. aureus and coagulase-negative staphylococci

Te E Sulpha B N GM C

Staph. aureus 39/42* 41/42 21/42 40/42 42/42 42/42 42/42
Staphylococcus spp. 519/773 685/773 228/773 743/773 745/773 773/773 764/773

Te=tetracycline; E=erythromycin; sulpha=sulphonamides; B =bacitracin; N=neomycin; GM=gentamicin; C=chloramphenicol.
*Numbers indicate sensitive isolates/total isolates.
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persons. Coagulase-negative Staphylococcus spp.
showed a similar pattern of resistance. Overall, 70%
of the isolates were resistant to sulphonamides, 33%
to tetracycline, 11% to erythromycin, and general
sensitivity was noted for other antibiotics. The only
significant difference was observed in the MKC
staphylococcal isolates. 75% of these isolates were
resistant to tetracycline (p<0-05). Almost nine out of
every 10 persons had one staphylococcal isolate
resistant to sulphonamides, and six out of every 10
had an isolate resistant to tetracycline. Multiple anti-
biotic resistance (resistance to two or more anti-
biotics) was observed in 25% of the staphylococcal
isolates from normal persons and patients. However,
the resistance patterns (antibiograms) were similar
among the blepharitis groups and normal persons. P.
acnes was routinely sensitive to tetracycline, erythro-
mycin, and chloramphenicol-the only antibiotics
tested against these isolates.

Discussion

Several significant findings have emerged from this
study. First it does not appear that blepharitis can be
categorised so simplistically as it has been in the past.
We have found that at least six distinct entities exist
that can be clinically distinguished. Staph. aureus
does not seem to be a contributing factor in any but
two of these classes-staphylococcal and mixed
staphylococcal/seborrhoeic blepharitis. In all the
other groups there is a striking absence of a single
bacterial species which could be considered a strict
pathogen. Even in the most severe cases ofMKC, the
frequency of isolation of Staph. aureus from the lids,
conjunctivae, and the meibomian glands was less
than, or equal to, the frequency of isolation in normal
individuals. Half of all Staph. aureus isolates are
resistant to sulphonamides in vitro. There have been
several reports of sulphonamide-resistant Staph.
aureus in the past decade,2"22 and in this organism it
is not new. As early as 1941 it was shown that sul-
phonamides might be ineffective in the control of
staphylococcal conjunctivitis.23 Many other early
clinical trials reported high rates of success with these
drugs, but often adequate controls were not used,
sulphonamide preparations (and vehicles) varied
considerably among investigators, and in-vitro
susceptibility testing of the causative organisms was
rarely done.2v26 In fact it was not until the 1960s
that a reliable and satisfactory method for in-vitro
testing of sulphonamide sensitivity was developed.27
In view of this frequent resistance it would appear
that sulphonamides should not be considered the
drug of choice in treating Staph. aureus-induced
blepharitis.
The types of bacteria isolated from all the groups of

patients and normal persons are similar to those
isolated in other studies of the normal and infected
conjunctiva.273' However, the overall frequency of
isolation is higher in this study. Only 2% of all lid
cultures and 19% of all conjunctival cultures were
sterile. Specifically, coagulase-negative staphylo-
cocci, P. acnes, and coryneform organisms were
isolated in much higher frequency than in previous
studies. Our higher frequency of isolation and lower
number of sterile cultures is probably a result of the
manner in which specimens were processed: direct
inoculation of plated media, immediate streaking for
isolation and incubation, the use of several enriched
media, and the use of thioglycollate broth. A 50%
improvement in the recovery rate of aerobic con-
junctival cultures underscores the utility of using a
liquid back-up system.

It is questionable whether coagulase-negative
Staphylococcus spp. play a significant role in
blepharitis. At least the role is not obvious, since
these species are isolated in such high frequency from
all groups and normal persons. Several different
colony types of coagulase-negative staphylococci
were isolated from each individual. No significant
differences in proportions of the different colony
types were seen among the groups of patients or
normal persons, but we did not attempt to speciate
the isolates further. However, we did categorise the
isolates based on antibiograms in an effort to observe
whether certain biotypes were more frequently
associated with one group of blepharitis or another.
Except for a high frequency of tetracycline resistance
in the MKC isolates no significant differences were
observed. The significance of tetracycline resistance
is not clear. It might possibly represent a response to
prolonged treatment, or it might perhaps be truly
reflective of a subpopulation of staphylococci unique
to this group. When we compared the percentage of
multiple resistant staphylococcal isolates among the
groups, we did not observe any significant patterns.

P. acnes apparently is not a primary etiological
agent in chronic blepharitis, since it, like the staphylo-
cocci, appears to be a part of the normal flora.
Whether there exist subpopulations of P. acnes that
predominantly colonise one particular blepharitis
group or another could not be determined from this
study. Different variants (colonial morphology) are
distributed among all groups and normals. The same
could also be said for coryneform organisms, which,
while not isolated in as great a frequency as the
staphylococci and P. acnes, were present in a majority
of individuals without favouring any particular group.

In the light of this study it does not appear that
bacteria have a primary role in the pathogenesis of
most chronic blepharitides (except staphylococcal
and mixed staphylococcal/seborrhoeic). We do not,
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however, rule out a secondary role given some pre-
disposing factor such as an abnormality of the
meibomian secretion or a generalised sebaceous mal-
function. In any event, Staph. aureus is not the last
word in chronic blepharitis, and it may be prudent to
think again about this common irritating disease.

Special thanks are due to Frank Chan for his diligent and energetic
technical assistance, and to Dorothy Taylor for typing of the
manuscript.
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