






Microbial and immunological investigations ofchronic non-ulcerative blepharitis and meibomianitis
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A patient was deemed to have non-ulcerative
blepharitis if the lid margins were crusted, scaley, or
oily and the hair follicle bases were often infiltrated.
Meibomianitis was described as present when the
meibomian gland orifices were stenosed, infiltrated,
and often pouting away from the lid margin. They
were often enlarged and visible beneath the con-

junctiva. There was an associated frothy discharge
present along the lid margins, which was often more
apparent after the installation of rose Bengal. In both
conditions associated tear film abnormalities
included an uneven tear film, often filled with mucous
threads, and debris with a decreased breakup time,
and punctate erosions (staining with fluorescein) or
keratopathy (staining with rose Bengal), particularly
along the inferior conjunctiva and cornea adjacent to

the lid margins. If the tear film changes were marked,
a dry eye state was said to exist, with a decreased
marginal tear strip and precorneal tear film. Punctate
keratopathy, as stained with rose Bengal, extended
over all the epithelial surface in the interpalpebral
fissure, particularly when the Schirmer test gave less
than 10 mm wetting in five minutes.
A papillary conjunctival reaction was often

present. In the suspected dry eye patient there was a
variable punctate keratopathy over the conjunctiva
and cornea in the interpalpebral fissure together with
some or all of the tear film changes described above.
Symptoms of non-ulcerative blepharitis included
itching or burning of the lids and stinging eyes. If tear
film changes coexisted, the symptoms included burn-
ing, gritty eyes and photophobia with 'reflex tearing.'
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Fig. 2 Tearprotein levels in
'blepharitis andpossible dryness.'
(SI conversion: mgldlxO-OI =g/l.)
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Fig. 3 Tearprotein levels in
meibomianitis. (SI conversion:
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Results

Concentrations of tear lysozyme, lactoferrin, cerulo-
plasmin and immunoglobulins IgG and IgA are given
in Figs. 1 to 3 for each patient group studied. The
mean normal values, and a 95% confidence limit of 2
standard deviations below the mean, were previously
studied'5 and are shown in the figures, where the

expected changes in concentration with age for each
protein can be directly compared with the patients'
levels. No significant differences were found between
mean concentration values for each protein of the
patient groups studied, and normal mean values as

given. However, five eyes in the chronic blepharitis
group showed evidence of being 'questionably dry,"4
with low levels of tear lysozyme and lactoferrin

Table 2 Modified Schirmer test resultsfor each patientgroup and normals

Clinicalgroup Mean age Sex ratio Mean Schirmer Mean Schirmer value
(MIF) result (mm) for age'5

Chronic non-ulcerativc blepharitis 57 13/13 21 21
Blepharitis and possible dryness 69 2/17 13 17
Meibomianitis 57 8/5 22 21

Therc was no significant diffcrcnce between the mcan Schirmer results gained and the normal mean valucs cxpected for each age group.
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Table 3 Qualitative bacteriology for each patient group and normals

Lidflora (% isolations in each group)

Normals Blepharitis Blepharitis Meibomianitis
eyes andpossible

dryness
(n=66) (n=52) (n=38) (n=26)

Staph.aureus(l) 5 8 9 12
-epidermidis (11/111) 48 42 34 40
-cpidermidis (IV/V) 8 22 14 16
-epidermidis (VI) 6 10 12 0
Micrococcus 21 17 13 22
Streptococcus viridans 0 0 3 0
Diphtheroids 31 13 5 26
Neisseria sp. 3 0 0 0
Haemophilus sp. 2 0 0 0
Moraxella sp. 0 2 0 0
Coliforms 5 0 0 0
Pityrosporum sp. 7-5 6-5 0 19*
No growth 17 6 8 13

*Significant difference from normals at 0-05 level.

(shown in Fig. 1. lying greater than 2 standard were simultaneously isolated from 8% of normals,
deviations below the mean) but with normal levels of 4% of patients with meibomianitis, and 21% of
ceruloplasmin. patients with blepharitis. Isolates of Staph. epider-
The mean ages, sex and Schirmer results are given midis biotype VI were later confirmed with further

in Table 2. biochemical tests. They were divisible into three
Table 3 gives the results of the various types of subtypes, but there was no association between any

bacteria, including subtypes of Staph. epidermidis, one subtype and the clinical group investigated. All
isolated from each condition. isolates of biotype VI failed to show susceptibility to
The results of conjunctival cultures were usually lysis by phage typing. There were no occasions when

similar to those for the lid flora but occurred in a the conjunctival cultures gave a greater amount of
lower percentage of patients. In normal volunteers growth than did the lid cultures, so it is considered
the conjunctivae were 'sterile' in only 17%, while that the conjunctival isolations made represented
conjunctival cultures yielded a different biotype of contamination of the conjunctiva by the lid margin
Staph. epidermidis from lid cultures in only 1%. Two flora.
different biotypes (groups) of Staph. epidermidis Table 4 gives the quantitative bacteriology results

Table 4 Quantitative bacteriology resultsforstaphylococci isolatedfrom lids and conjunctivae

% Isolations in each group

Normal Blepharitis Blepharitis and Meibomianitis
eyes possibledryness

Lid Conj. Lid Conj. Lid Conj. Lid Conj.

Staph. aureus
BiotypeI+I- 5 2 2 2 6 - 21

+ - - 4 4 - 3 - -

++ - - 2 - 3 - - -

Staph. epidermidis
Biotype II/III +/- 3 12 2 2 3 6 - 4

+ 35 20 36 32 28 1 1 40 20
++ 10 2 4 - 3 - - -

Biotype IV/V +/- - 5 2 - - 3 - 4
+ 6 9 20 12 14 - 16 12

++ 2 - - - - _ - _
Biotype Vl +/- 6 - 2 2 6 6

+ - 2 8 2 3 - - -
++ _ - 3 - - -
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Table 5 Mycology resultsfor each patient group and
normals

Clinical Group Numbers with % Significance
Pityrosporum sp. level
isolated

Pityrosporum sp.
Normals 3/66 4-3
Blepharitis 5/52 9-6 Not significant
Blepharitis with 1/38 2-6 Not significant

possible dryness
Meibomianitis 4/26 15-3 0-05
Otherfungi
Normals: No fungi isolated
Blepharitis: Candida albicans (2 lids)

Candida parapsilosis (lid+conjunctiva)
Aspcrgillus flavus (lid)

Mcibomianitis: Rhizopussp. (lid)

for staphylococci isolated from lids and conjunctivae.
Table 5 gives the results of fungi isolated from each

condition.

Discussion

Using a semiquantitative culture method we found
that 5% of blepharitis cases had increased numbers of
Staph. aureus on the lids, while 7% had increased
numbers of Staph. epidermidis type VI. Further,
patients with blepharitis had a more frequent occur-

rence than normals (21% versus 8%) of two different
biotypes of Staph. epidermidis being isolated simul-
taneously from the lids. We found similar numbers of
Staph. epidermidis types II/III and IV/V in patients as

in normals, and even found heavier growths in the
normals than the patients, so that these organisms are
unlikely pathogens. We failed to find a pathogenic
bacterium in 88% of cases of blepharitis and all
meibomianitis cases. It is thus quite likely that many
reported isolations of staphylococci in association
with blepharitis' 6 or dry eyes6 also represent com-
mensal and not pathogenic flora, giving rise to much
confusion in the literature and to misunderstanding
of the pathogenesis of some external eye diseases.
Our findings of increased numbers of coagulase-
negative mannitol-fermenting staphylococci (Staph.
epidermidis type VI) in some cases of blepharitis
agree with those of Okumoto et al. 7

Investigation of individual patients is best per-
formed with the full quantitative culture techniques
of conjunctival sponge discs'" or soluble alginate
swabs,'9 rather than ordinary swab techniques, when
accurate enumeration can be attained of all the
bacteria present, and the presence can be detected of
increased numbers of a particular organism.
Absolute numbers of bacteria have been established
with the latter method for the normal eye.

Pityrosporum sp. has been isolated from cases of
meibomianitis significantly more often, at the 0 05
level, than from normals. However, this fungus is
present in large numbers on the normal scalp, and it
has probably occurred more often because ofcopious
meibomian secretions on the lid margin containing
fatty acids, which support its growth. Both Candida
and an Aspergillus sp. were isolated from patients
with blepharitis on four occasions but not from
normals. Whether they were present because of the
inflammation on the lid margin is not clear, nor is it
known whether they were present as transient flora.
They were, however, isolated from only 4.4% of eyes
with blepharitis.
Most cases (88%) of blepharitis and all of

meibomianitis were uninfected and did not change
tear immunoproteins as measured here. The effect
on the tear film and association with debris in the film
itself, such as punctate keratopathy of the con-
junctiva, particularly along the lid margin, must be
due to disturbance of the tear film components
themselves, perhaps due to the-excessive secretions
from the lid margin. These effects include a disturb-
ance of the tear film oily layer, the result of the
blepharitis or meibomianitis leading to tear spillage
from loss of the lid's tear-retaining properties,
increased tear evaporation, and osmolarity. In the
past, exotoxins from Staph. epidermidis' have been
thought to play a part in producing the symptoms and
signs that occur in these conditions but this now
seems unlikely.
Comparison of tear protein profiles between each

group and normals has failed to show a significant
difference, though six eyes in the blepharitis group
were 'questionably dry."4 The group of patients with
'blepharitis and possible dryness,' diagnosed on
clinical examination alone, has been shown to have
normal lacrimal gland function with normal tear
lysozyme and lactoferrin levels, which demonstrates
the difficulty of diagnosing early dryness of the
external eye. Alternatively, localised dryness in the
tear film is due to excess tear evaporation or mucin
abnormality, with no alteration of the constituents of
the watery layer of the tear film as sampled. The
assays of IgG and IgA showed no increase, compared
with normal controls, that would be expected if
chronic infection is present.
McCulley et al.2" have recently investigated the

causes of blepharitis and suggested a classification
including staphylococcal, seborrhoeic, mixed
seborrhoeic/staphylococcal, mixed seborrhoeic/
meibomian, and primary meibomianitis. They con-
cluded that the role of staphylococci needs to be
reassessed, in particular its pathogenicity and toxin
production, which relates to studies performed in the
1930s and 1940s, as well as the effect of its release of
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lipases. Keith2' has suggested that the condition is
primarily seborrhoeic and that excess meibomian
secretion is mainly responsible for the inflammation,
although he grew staphylococci from one third of his
cases-but did not compare them with controls.
Baum" suggests that staphylococci represent the
most important cause of blepharitis, though he
reports successful treatment of some cases with
topical steroids, which usually result in staphylo-
coccal infections becoming worse. Cory et al.22
investigated blepharitis in rosacea, including fatty
acid secretion from the meibomian glands, but were
unable to detect any differences compared with
controls. There is a need to measure the different
mediators of the inflammatory process in the tear
film, and to identify the type of inflammation
involved, as well as to consider the use of topical
treatment with anti-inflammatory drugs other than
steroids.
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