CLINICAL MANAGEMENT GUIDELINES

Blepharitis (inflammation of the lid margins)
Aetiology

Predisposing factors

Symptoms

Signs

Anterior marginal blepharitis (also known as Anterior Lid Margin
Disease, ALMD)
bacterial (usually staphylococcal)
- caused by (1) direct infection, (2) reaction to staphylococcal
exotoxin or (3) allergic response to staphylococcal antigen
seborrhoeic (disorder of the ciliary sebaceous glands of Zeis)
Demodex folliculorum mite infestation
Posterior marginal blepharitis (also known as Posterior Lid Margin
Disease, PLMD)
Meibomian gland dysfunction
- not due to direct infection (although has been linked with
Demodex brevis mite infestation)
- bacterial lipases break down Meibomian lipids
- Meibomian secretion becomes abnormal both chemically and
physically
- tear film becomes unstable
Mixed anterior and posterior marginal blepharitis
All of these conditions are typically bilateral, and chronic or relapsing
Dry eye syndrome (KCS) present in:
50% of people with staphylococcal blepharitis
25-40% of people with seborrhoeic blepharitis
Seborrhoeic blepharitis
seborrhoeic dermatitis (for example, of the scalp)
Demodex folliculorum
an ectoparasite that occurs normally in the lash follicles
numbers increase with age and in some diseases, e.g. diabetes,
immune compromise
Ocular rosacea (posterior marginal blepharitis)
Anterior marginal blepharitis
May be asymptomatic
Ocular discomfort, soreness, burning, itching
Mild photophobia
Symptoms of dry eye including blurred vision and contact lens
intolerance
Posterior marginal blepharitis
May be asymptomatic
Ocular discomfort, soreness, burning, stinging
Symptoms of dry eye including blurred vision and contact lens
intolerance
Anterior marginal blepharitis (staphylococcal)
Lid margin hyperaemia
Lid margin swelling
Crusting of anterior lid margin (scales at bases of lashes)
Misdirection of lashes
Loss of lashes (madarosis)
Recurrent styes and (rarely) chalazia
Conjunctival hyperaemia
Aqueous tear deficiency
Secondary signs include: punctate epithelial erosion over lower third of
cornea; marginal keratitis; phlyctenulosis; neovascularisation and
pannus; mild papillary conjunctivitis

Blepharitis (inflammation of the lid margins)
Version 12 13.10.10

1 of 4
©College of Optometrists

CLINICAL MANAGEMENT GUIDELINES

Blepharitis (inflammation of the lid margins)
Anterior marginal blepharitis (seborrhoeic)
Lid margin hyperaemia
Oily or greasy deposits on lid margins
Conjunctival hyperaemia
Aqueous tear deficiency
Anterior marginal blepharitis (Demodex)
Lid margin hyperaemia
‘Cylindrical dandruff’: characteristic clear sleeve (collarette) covers base
of lash, extending further up lash than flat staphylococcal rosettes.
Persistent infestation of the lash follicles may lead to misalignment,
trichiasis or madarosis
Posterior marginal blepharitis
Thick and/or opaque secretion at Meibomian gland orifices, making it
difficult or impossible to express by finger pressure
Foam in the lower tear film meniscus (due to excess tear film lipid)
Plugging of duct orifices with abnormal lipid leading to dilatation of
glands and formation of microliths and chalazia
Conjunctival hyperaemia
Aqueous tear deficiency, unstable pre-corneal tear film
Secondary signs include: punctate epithelial erosion over lower third of
cornea; marginal keratitis; scarring; neovascularisation and pannus; mild
papillary conjunctivitis
Differential diagnosis Allergy
Dermatoconjunctivitis medicamentosa (see Clinical Management
Guideline on Conjunctivitis Medicamentosa)
Dacryocystitis
Hordeolum
Chalazion
Parasitic infestation (e.g. Phthirus pubis infestation)
Preseptal cellulitis
Herpes (simplex or zoster)
Management by Optometrist
Practitioners should recognise their limitations and where necessary seek further advice or refer
the patient elsewhere
Non pharmacological
Lid hygiene is first line of management regardless of type of blepharitis.
This wipes away bacteria and deposits from lid margins and
mechanically expresses the lid glands
using diluted baby shampoo, sodium bicarbonate solution or
dedicated lid cleaning solution with a swab or cotton bud, patient
cleans lid margins (but not beyond the muco-cutaneous junction)
carry out twice daily at first; reduce to once daily as condition
improves
use firm pressure with swab or cotton bud so as to express
glands
Warm compresses to loosen collarettes and crusts
Advise the avoidance of cosmetics, especially eye liner and mascara
Treat seborrhoeic dermatitis and dandruff (disorders associated with skin
yeasts) with medicated shampoos containing e.g. selenium sulphide or
ketoconazole
Advise patient to return/seek further help if symptoms persist
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Blepharitis (inflammation of the lid margins)
Complete eradication of the blepharitis may not be possible, but
long-term compliance with these measures should reduce symptoms and
minimise the number and severity of relapses
Pharmacological

If infection is present, and after deposit removal:
antibiotic ointment (e.g. chloramphenicol) twice daily; place in
eyes or rub into lid margin with fingertip. If lid hygiene and topical
antibiotic treatment fails:
consider prescribing a systemic tetracycline, such as
oxytetracycline, doxycycline or minocyclin (contraindicated in
pregnancy, lactation & children under 12 years; various adverse
effects have been reported)
Such treatment will need to be continued for several weeks or months
and the dosage may need to be varied from time to time. Consider
Demodex blepharitis if characteristic cylindrical dandruff at the root of
eyelashes or if blepharitis refractory to treatment. Demodex mites can be
dose-dependently killed by daily lid scrub with 50% tea tree oil (see
evidence base), but this should be undertaken only by experienced
practitioners as such preparations are toxic to the ocular surface
Management of aqueous tear deficiency, if also present:
see Clinical Management Guideline on Tear Deficiency

Management Category

B2: Alleviation/palliation: normally no referral.
B1: initial management followed by routine referral if adequate trial
(six weeks of therapy) does not produce sufficient response.
Consider co-management with GP or Ophthalmologist

Possible management by Ophthalmologist
Oral drugs of the tetracycline family or other systemic antibiotics
Anti-Demodex therapy
Newer diagnostic and therapeutic strategies
Evidence base
American Academy of Ophthalmology Cornea/External Disease Panel.
Preferred Practice Pattern Guidelines. Blepharitis. San Francisco, CA:
American Academy of Ophthalmology 2008. Available at:
http://www.aao.org/ppp
Jackson WB. Blepharitis: current strategies for diagnosis and
management. Can J Ophthalmol 2008;43:170-9
Author’s conclusion: A review of the evidence on the treatment of
blepharitis supports the practice of careful lid hygiene, possibly
supported by the use of topical antibiotics with or without topical steroids.
Systemic antibiotics may be appropriate in some patients
(The Oxford 2011 Levels of Evidence = 2)
Liu J, Sheha H, Tseng SCG. Pathogenic role of Demodex mites in
blepharitis
Curr Opin Allergy Clin Immunol. 2010;10:505–510
Authors’ conclusion: ‘Tea tree oil treatment with either 50% lid scrubs or
5% lid massages are effective in eradicating mites and reducing ocular
surface inflammation.’
(The Oxford 2011 Levels of Evidence = 4)
Seal DV, Wright P, Ficker L, Hagan K, Troski M, Menday P. Placebo
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controlled trial of fusidic acid gel and oxytetracycline for recurrent
blepharitis and rosacea. Br J Ophthalmol 1995;79:42-5
Authors’ conclusion: ‘Seventy five per cent of patients with blepharitis
and associated rosacea were symptomatically improved by fusidic acid
gel and 50% by oxytetracycline, but fewer (35%) appeared to benefit
from the combination. Patients with chronic blepharitis of other
aetiologies did not respond to fusidic acid gel but 25% did benefit from
oxytetracycline and 30% from the combination’
(The Oxford 2011 Levels of Evidence = 2)
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