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Abstract: To determine the efficacy duration of eyelid hygiene for meibomian gland dysfunction
(MGD) treatment, a total of 1015 participants with primary MGD, followed for at least 6 months, were
enrolled. The participants were classified into the eyelid hygiene group and the control group. The
participants who had stopped eyelid hygiene at any point in the observation period after the initial
2 months were classified into the withdrawal group. Analysis was conducted with a generalized linear
mixed model. Treatment group, age, sex, ocular surface inflammation, anti-inflammatory treatments,
and baseline MGD subtype were considered as fixed effects, and the individual factor was considered
as a random effect. The MGD stage decreased significantly for the observational period in the eyelid
hygiene group (p < 0.001). Approximately 40.1% of the participants continuously maintained eyelid
hygiene throughout the observational period. The MGD stage in the eyelid hygiene group continued
to decrease for 6 months and was maintained thereafter. After 4 months of stopping eyelid hygiene,
the MGD stage in the withdrawal group was worse than in the eyelid hygiene group (p < 0.001) and
similar to that in the control group (p = 0.762). Maintaining eyelid hygiene was significantly effective
in MGD treatment. Efficacy increased with treatment for 6 months, and the efficacy duration was
maintained for 4 months even after stopping eyelid hygiene. Therefore, we recommend that patients
with MGD maintain eyelid hygiene, and compliance should be checked continuously.

Keywords: compliance; eyelid hygiene; meibomian gland dysfunction

1. Introduction

Meibomian gland dysfunction (MGD) is a chronic, diffuse abnormality of the meibo-
mian glands that may or may not be accompanied by qualitative and quantitative changes
in secretion [1]. Eyelid margin inflammation, microorganism overgrowth, or other func-
tional conditions can induce meibum quality changes and decrease meibum secretion, with
or without atrophy of the secretory acini [2–4]. This condition results in an alteration of
the tear film and ocular surface symptoms, and MGD is one of the major causes of dry eye
disease (DED) [5]. MGD manifests as the result of various causes such as age, underlying
disease, environment, and other factors [6]. This makes it difficult to treat MGD without
further deterioration.

Eyelid hygiene is considered the first-line treatment for MGD [7,8]. The role of eyelid
hygiene is to effectively remove inflammatory debris and enhance the expression of meibum
through massage and warming [9]. Previous studies have determined that eyelid hygiene
has a significant effect on MGD by comparative analyses between the baseline and follow-
up periods [10,11], or between treatments [10,12,13]. Considering that MGD tends to
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worsen with age and the pathophysiology of MGD is a vicious circle [6], it may be important
to maintain treatment.

However, no study has yet focused on the efficacy duration of eyelid hygiene, or
determined whether the efficacy of eyelid hygiene continues without any deterioration
after stopping. Furthermore, the speed at which MGD worsens remains unknown. Thus,
this study sought to analyze the period of maximum efficacy and the time of recurrence
after the discontinuation of eyelid hygiene for meibomian gland dysfunction.

2. Methods

This study was approved by the Medical Research Ethics Committee, Armed Forces
Medical Command, Republic of Korea (protocol number AFMC-202104-HR-023–01). We
screened patients over 18 years old who presented with dry eye to the Armed Force Daegu
Hospital between May 2019 and April 2021 for inclusion in this observational study. The
screened patients finished their interviews, and those who did not have a known systemic
condition affecting the ocular surface (such as Stevens–Johnson syndrome) were enrolled.
All research procedures were conducted in accordance with the principles of the Declaration
of Helsinki.

2.1. Participants and Study Design

A total of 1015 patients were enrolled. This study was conducted on primary MGD
only (Supplement Scheme S1). Patients with a known ophthalmic history causing dry eye
and secondary MGD were excluded, as were patients with a Schirmer I test of <5 mm. For
the design of the long-term observational study, the following participants were excluded:
(1) follow-up less than 6 months, (2) failure to be defined in the initial 2-month compliance,
(3) changed groups more than once, or (4) taking other treatments except eyelid hygiene
and anti-inflammatory medications.

The participants were divided into two groups, the eyelid hygiene group and the
control group, based on the initial 2-month eyelid hygiene performance. The participants
were observed at 2-month intervals. Participants classified in the eyelid hygiene group
at baseline who changed to the control group were defined as the withdrawal group.
Compliance to eyelid hygiene was evaluated through a treatment diary, and the participants
who performed eyelid hygiene at least once a day on average in the 2-month evaluation
were selected as the eyelid hygiene group.

2.2. Meibomian Gland Dysfunction and Dry Eye Assessments

MGD was diagnosed using three indicators (eyelid margin abnormality, meibomian
gland expressibility (MGE), and meibum quality (MQ)). For eyelid margin abnormalities,
four signs (eyelid margin vascularity, plugged meibomian gland orifices, eyelid margin
irregularity, and mucocutaneous junction shift) were checked [14]. The MGE score was
assessed on a scale of 0 to 3 in five glands in the lower eyelid [7]. The MQ score was
assessed in each of the eight glands of the central third of the lower eyelid on a scale of
0 to 3 for each gland, total score ranging from 0 to 24 [7]. The MGD stage was classified
into five stages (0 to 4) following the MGD staging method from The International Workshop
on Meibomian Gland Dysfunction [7], and stage 0 was defined when the MGE score was 0
and the MQ score was less than 2. The MGD stage was set as the primary outcome for the
efficacy of eyelid hygiene. MGD was classified into four subtypes based on the MGE and
the MQ scores [15]; the high-secretory (MGE score = 0) and low-secretory subtypes were
determined by whether or not the MGE score was 0 and the high-quality (MQ score = 0)
and low-quality were determined by whether or not the MQ score was 0.

The ocular surface disease index (OSDI), fluorescein tear break up time (FTBUT),
Schirmer I test without anesthesia, and fluorescein corneal staining scores (CSS) were also
measured. The OSDI questionnaire was scored on a scale of 0 to 100 [16]. CSS was obtained
using the ocular staining score method on a scale of 0 to 3 [17]. Ocular surface inflammation
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was determined by the Efron bulbar conjunctival hyperemia scale [18], meibomitis, and lid
margin vascularity.

2.3. Therapeutic Interventions

All participants were educated on eyelid hygiene practices for 10 min face-to-face at
every visit. Patients were recommended to perform eyelid hygiene once or twice a day
by washing with eyelid scrub products after warm compression for 5–10 min [19,20]. The
compliance of eyelid hygiene was checked with treatment diary. Following the treatment
guidelines for MGD with the ocular surface inflammation [20], cyclosporine 0.05% twice
a day for 2 months and fluorometholone 0.1% twice a day for the initial 2–4 weeks were
recommended as the anti-inflammatory treatment with prophylactic ciprofloxacin 0.5%
3–4 times a day [21–25]. Patients with other treatments for MGD were excluded (n = 61)
(Supplement Scheme S1).

2.4. Statistical Analysis

To determine the efficacy duration of eyelid hygiene, the maximum efficacy period and
the maintenance period after discontinuation were analyzed according to the MGD stage.
The maximum efficacy period was defined as the visit time at which the MGD stage no
longer decreased compared to the previous visit in the eyelid hygiene group. The efficacy
duration after discontinuation of eyelid hygiene was defined as the withdrawal period
when the MGD stage of the withdrawal group differed from that of the eyelid hygiene
group and did not differ from that of the control group.

Because reflecting the time flow is key to this statistical analysis, a generalized linear
mixed model with ordinal regression was used to analyze the efficacy of eyelid hygiene
based on the MGD stage. Treatment group, age, sex, ocular surface inflammation, the
anti-inflammatory treatments, and the baseline MGD type were considered as fixed effects,
and the individual factor was considered as random effect. The working correlation matrix
was set as an unstructured covariance model. The threshold for statistical significance
was set at a p-value < 0.05. Pairwise comparisons to the follow-up periods were corrected
using Tukey’s HSD method with the assumption of equal variance between the units of the
stratified analyses.

3. Results

A total of 407/1015 (40.1%) patients with primary MGD who were observed for
more than 6 months were consistently classified in the eyelid hygiene group. There was no
significant difference in age, sex, ocular surface inflammation, anti-inflammatory treatments,
MGD type, MGD stage, OSDI score, FTBUT, Schirmer I test, or CSS between the treatment
groups in the initial 2 months (Table 1). The MGD stage and the MGD type according to
age are described in Supplement Scheme S2.

Table 1. Baseline characteristics of the study participants.

Initial 2-Month Compliance Group
of Eyelid Hygiene

Total
(N = 1015)

Eyelid Hygiene
(N = 543)

Control
(N = 485) p

Age (Mean ± SD) 38.7 ± 16.8 38.6 ± 16.5 38.8 ± 17.0 0.848

Sex (% of male) 72.1 75.6 74.2 0.462

Ocular surface
inflammation (%) 69.2 67.4 71.2 0.196
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Table 1. Cont.

Initial 2-Month Compliance Group
of Eyelid Hygiene

Total
(N = 1015)

Eyelid Hygiene
(N = 543)

Control
(N = 485) p

Anti-inflammatory
treatment (%) 58.0 57.3 58.8 0.629

MGD parameters

MGD subtype (%) 0.069

High-secretory
high-quality 39.9 39.1 40.9 -

High-secretory
low-quality 33.0 34.6 31.1 -

Low-secretory
high-quality 7.6 5.8 9.7 -

Low-secretory
low-quality 19.5 20.5 18.3 -

MGD stage (%) 0.400

Stage 0 5.8 5.6 6.0 -

Stage 1 27.3 26.3 28.4 -

Stage 2 35.3 34.2 36.6 -

Stage 3 23.9 26.4 21.1 -

Stage 4 7.7 7.5 8.0 -

DED parameters

OSDI scores (0–100) 17.7 ± 9.9 17.4 ± 10.1 18.0 ± 9.6 0.331

FTBUT (seconds) 7.4 ± 3.1 7.5 ± 3.2 7.2 ± 3.0 0.123

Schirmer I test (mm) 11.4 ± 4.3 11.4 ± 4.4 11.2 ± 4.0 0.448

Corneal staining score (%) 0.479

Score 0 21.9 23.2 20.4 -

Score 1 41.7 39.7 44.0 -

Score 2 21.5 22.4 20.5 -

Score 3 14.9 14.7 15.1 -
Abbreviations: DED, dry eye disease; FTBUT, fluorescein tear break up time; MGD, meibomian gland dysfunction;
MQ, meibum quality; OSDI, ocular surface disease index.

Efficacy of Eyelid Hygiene and Factors Affecting the MGD Stage

With time consideration, the eyelid hygiene group showed significant decreases in
the MGD stage (Table 2). During the 12-month follow-up, the interactions of the treat-
ment groups and follow-up period were significantly different (ß = 0.764; 95% confidence
interval (CI) 0.747–0.783; p < 0.001). Age and ocular surface inflammation increased the
MGD stage (ß = 1.015; 95% CI 1.011–1.018; p < 0.001 and ß = 1.298; 95% CI 1.141–1.449;
<0.001, respectively). The anti-inflammatory treatments and eyelid hygiene were negatively
associated with the MGD stage (ß = 0.946; 95% CI 0.904–0.991; p = 0.001 and ß = 0.717;
95% CI 0.694–0.741; p < 0.001, respectively). Regarding the influence of the baseline MGD
subtype, high-secretory high-quality MGD was the most effective compared to the other
baseline MGD subtypes (p < 0.001). The estimated probability of the MGD stage by eyelid
hygiene with treatment duration is demonstrated in Figure 1.
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Table 2. Influence of eyelid hygiene on the meibomian gland dysfunction stage.

95% CI

Estimate β Lower Upper p

Fixed effects

Treatment group

Eyelid Hygiene 0.717 0.694 0.741 <0.001 *

Control Reference

Follow-up (FU) period (each 2-month) 0.715 0.691 0.740 <0.001 *

Interaction between the groups and FU period

Eyelid Hygiene 0.764 0.747 0.783 <0.001 *

Control Reference

Age 1.015 1.011 1.018 <0.001 *

Sex

Male 0.968 0.862 1.082 0.560

Female Reference

Ocular surface Inflammation

Present 1.298 1.141 1.449 <0.001 *

Absent Reference

Anti-inflammatory treatments

Performed 0.946 0.904 0.991 0.001 *

Not performed Reference

MGD subtype, baseline <0.001 *

Low-secretory low-quality 8.174 6.959 9.602 <0.001 *

Low-secretory high-quality 4.646 4.263 5.568 <0.001 *

High-secretory low-quality 2.852 2.316 3.532 <0.001 *

High-secretory high-quality Reference

Threshold

MGD stage 4 55.257 43.948 77.478 <0.001 *

MGD stage 3 22.874 18.616 28.361 <0.001 *

MGD stage 2 9.885 8.240 11.882 <0.001 *

MGD stage 1 1.474 1.244 1.751 <0.001 *

MGD stage 0 Reference
* Statistically significant.

The impact of eyelid hygiene on the MGD stage in the eyelid hygiene group over the
follow-up period is shown in Table 3. After consideration of the fixed effects, the MGD
stage in the eyelid hygiene group continued to decrease until 6 months, not changing
thereafter. With discontinuity of eyelid hygiene, the MGD stage of the patients in the
withdrawal group was the same as that of the no eyelid hygiene group (p = 0.665), and
there was a significant difference between the eyelid hygiene group and the withdrawal
group in the MGD stage at 4 months (p < 0.001) (Table 4).
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Figure 1. Heatmap charts showing the estimated probabilities of MGD stages in the treatment groups
for 12 months.

Table 3. Impact of eyelid hygiene on meibomian gland dysfunction treatment duration.

Treatment Duration

Eyelid hygiene
Group

2 months 4 months 6 months 8 months 10 months 12 months

vs. baseline vs. 2 months vs. 4 months vs. 6 months vs. 8 months vs. 10 months

Estimate ß 0.180 0.700 0.699 1.130 0.871 1.060

p-value <0.001 * 0.002 * 0.004 * 0.345 0.312 0.610

* Statistically significant.

Table 4. Impact of discontinuity of eyelid hygiene on meibomian gland dysfunction by withdrawal period.

Withdrawal Period

Withdrawal Group Baseline 2 months 4 months 6 months 8 months 10 months

vs. Control Group

Estimate ß 0.255 0.460 0.890 0.904 1.065 1.081

p-value <0.001 * 0.001 * 0.665 0.775 0.880 0.954

vs. Eyelid hygiene Group

Estimate ß 0.900 1.656 5.112 5.284 5.212 5.171

p-value 0.712 0.122 <0.001 * <0.001 * <0.001 * <0.001 *

* Statistically significant.

4. Discussion

One of the most frequent questions about eyelid hygiene from the patients with MGD
in clinical practice is how long eyelid hygiene should be continued. This study could
provide an answer to this question. In this study, the maximum efficacy of eyelid hygiene
was continuously increased up to 6 months and maintained for 4 months after stopping
eyelid hygiene. The efficacy duration of eyelid hygiene was considered with age, ocular
surface inflammation, the anti-inflammatory treatments, and baseline MGD types. Thus,
our study could help to explain how long eyelid hygiene should be performed in patients
with MGD.

An unstable tear film caused by meibomian gland dysfunction can damage the ocular
surface epithelium and lead to the expression of inflammatory cytokines. In turn, inflam-



J. Clin. Med. 2022, 11, 529 7 of 9

matory disorders of the palpebral conjunctiva and lid margin may affect the structure and
function of the meibomian gland [4]. As ocular surface inflammation is strongly associated
with MGD in both cause and effect, anti-inflammatory treatments with steroids and/or cy-
closporine could be considered [12,22]; only the time-limited anti-inflammatory treatment
was permitted in this study. The MGD stage was improved over the course of the study,
with the anti-inflammatory treatment demonstrating better results, although this difference
was less than 10%, which was a similar result as the previous study [20,21].

Jiaxin et al. previously showed that the subtype of MGD classified by MGE and MQ
could affect the clinical manifestation of DED [15]. Moreover, in this study, the MGD
subtype affected the response to treatment. The turbidity of meibum and the expressibility
of the meibomian gland could be considered. Further studies should be conducted to reveal
the association between the MGD subtype and therapeutic response.

Only a few prior studies have investigated eyelid hygiene compliance. One study
discussed that the efficacy of eyelid hygiene, which became less effective over time, was
affected by patient compliance [26]. For this reason, to analyze the maximum efficacy
or the duration of treatment efficacy, we suggest that therapeutic compliance must be
well controlled in the study design. In this study, the compliance of eyelid hygiene was
monitored with a treatment diary and statistical analyses were performed considering
this compliance.

Only 40.1% of patients with MGD were compliant, even though face-to-face education
regarding eyelid hygiene was provided at every visit in this study. One observational study
reported that the compliance rate after 6 weeks was 55% [27]. However, the compliance
included scrubbing using only water, relatively better accessibility than this study where
the participants used eye scrub products. Unfortunately, the use of such products affects the
course of eyelid hygiene, especially in the case of demodex-induced blepharitis [19]. One
prior study quantitatively evaluated compliance by counting the procedures performed in a
week, and the authors evaluated that the compliance was very good and thus did not reflect
the compliance of eyelid hygiene [11]. The differences between the compliance rates in the
studies might be due to the study design, and the fact that short-term experimental studies
generally report a higher compliance rate than long-term observational studies [10,13,19]. In
the actual clinical situation where long-term observation occurs, for this study, controlling
the therapeutic compliance would provide more reliable results.

The study period was longer than that of previous studies, and patients with follow-up
periods ranging from 6 months to 1 year were included. However, it is necessary to confirm
the long-term effect of maintaining eyelid hygiene. In this respect, there was a limitation to
this study, and further investigation is needed.

In accordance with the results of this study, we recommend performing eyelid hygiene
for longer than 6 months depending on age, ocular surface inflammation, and MGD
subtype. Even if the patient with MGD has stopped eyelid hygiene already and is doing
well on their visit, careful follow-up for recurrence is required within 4 months.
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www.mdpi.com/article/10.3390/jcm11030529/s1, Scheme S1. Flow chart showing study participant
selection. Scheme S2. The stages and types of meibomian gland dysfunction according to ages.

Author Contributions: Conceptualization, H.A. and K.Y.S.; methodology, H.A. and J.K.; software,
H.A.; validation, B.Y.K., Y.W.J., I.J., T.-i.K., H.K.L. and K.Y.S.; formal analysis, H.A.; investigation, H.A.
and B.Y.K.; resources, H.A. and K.Y.S.; writing—original draft preparation, H.A.; writing—review
and editing, K.Y.S.; visualization, H.A.; supervision, K.Y.S.; project administration, J.K.; funding
acquisition, K.Y.S. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the Korea Mouse Phenotyping Project [NRF-2013M3A9D5072551]
from the Ministry of Science and ICT through the National Research Foundation. And the APC was
funded by Yonsei University, College of Medicine and the National Research Foundation.

https://www.mdpi.com/article/10.3390/jcm11030529/s1
https://www.mdpi.com/article/10.3390/jcm11030529/s1


J. Clin. Med. 2022, 11, 529 8 of 9

Institutional Review Board Statement: This study was approved by the Medical Research Ethics
Committee, Armed Forces Medical Command, Republic of Korea (protocol number AFMC-202104-
HR-023–01).

Informed Consent Statement: Informed consent was waived because of the retrospective nature of
the study and the analysis used anonymous clinical data.

Acknowledgments: All named authors meet the International Committee of Medical Journal Editors
(ICMJE) criteria for authorship for this article, take responsibility for the integrity of the work as a
whole, and have given their approval for this version to be published.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Tomlinson, A.; Bron, A.J.; Korb, D.R.; Amano, S.; Paugh, J.R.; Pearce, E.I.; Yee, R.; Yokoi, N.; Arita, R.; Dogru, M. The international

workshop on meibomian gland dysfunction: Report of the diagnosis subcommittee. Investig. Ophthalmol. Vis. Sci. 2011, 52,
2006–2049. [CrossRef]

2. Shimazaki, J.; Sakata, M.; Tsubota, K. Ocular surface changes and discomfort in patients with meibomian gland dysfunction.
Arch. Ophthalmol. 1995, 113, 1266–1270. [CrossRef] [PubMed]

3. Lee, S.H.; Oh, D.H.; Jung, J.Y.; Kim, J.C.; Jeon, C.O. Comparative ocular microbial communities in humans with and without
blepharitis. Investig. Ophthalmol. Vis. Sci. 2012, 53, 5585–5593. [CrossRef] [PubMed]

4. Mizoguchi, S.; Iwanishi, H.; Arita, R.; Shirai, K.; Sumioka, T.; Kokado, M.; Jester, J.V.; Saika, S. Ocular surface inflammation
impairs structure and function of meibomian gland. Exp. Eye Res. 2017, 163, 78–84. [CrossRef] [PubMed]

5. Craig, J.P.; Nichols, K.K.; Akpek, E.K.; Caffery, B.; Dua, H.S.; Joo, C.-K.; Liu, Z.; Nelson, J.D.; Nichols, J.J.; Tsubota, K. TFOS DEWS
II definition and classification report. Ocul. Surf. 2017, 15, 276–283. [CrossRef]

6. Baudouin, C.; Messmer, E.M.; Aragona, P.; Geerling, G.; Akova, Y.A.; Benítez-del-Castillo, J.; Boboridis, K.G.; Merayo-Lloves, J.;
Rolando, M.; Labetoulle, M. Revisiting the vicious circle of dry eye disease: A focus on the pathophysiology of meibomian gland
dysfunction. Br. J. Ophthalmol. 2016, 100, 300–306. [CrossRef] [PubMed]

7. Nichols, K.K.; Foulks, G.N.; Bron, A.J.; Glasgow, B.J.; Dogru, M.; Tsubota, K.; Lemp, M.A.; Sullivan, D.A. The international
workshop on meibomian gland dysfunction: Executive summary. Investig. Ophthalmol. Vis. Sci. 2011, 52, 1922–1929. [CrossRef]

8. Jones, L.; Downie, L.E.; Korb, D.; Benitez-del-Castillo, J.M.; Dana, R.; Deng, S.X.; Dong, P.N.; Geerling, G.; Hida, R.Y.; Liu, Y. TFOS
DEWS II management and therapy report. Ocul. Surf. 2017, 15, 575–628. [CrossRef]

9. Benitez-del-Castillo, J.M. How to promote and preserve eyelid health. Clin. Ophthalmol. 2012, 6, 1689. [CrossRef]
10. Romero, J.M.; Biser, S.A.; Perry, H.D.; Levinson, D.H.; Doshi, S.J.; Terraciano, A.; Donnenfeld, E.D. Conservative treatment of

meibomian gland dysfunction. Eye Contact Lens 2004, 30, 14–19. [CrossRef]
11. Guillon, M.; Maissa, C.; Wong, S. Eyelid margin modification associated with eyelid hygiene in anterior blepharitis and meibomian

gland dysfunction. Eye Contact Lens 2012, 38, 319–325. [CrossRef]
12. Matsumoto, Y.; Shigeno, Y.; Sato, E.A.; Ibrahim, O.M.; Saiki, M.; Negishi, K.; Ogawa, Y.; Dogru, M.; Tsubota, K. The evaluation of

the treatment response in obstructive meibomian gland disease by in vivo laser confocal microscopy. Graefe’s Arch. Clin. Exp.
Ophthalmol. 2009, 247, 821–829. [CrossRef]

13. Pinna, A.; Piccinini, P.; Carta, F. Effect of oral linoleic and γ-linolenic acid on meibomian gland dysfunction. Cornea 2007, 26,
260–264. [CrossRef] [PubMed]

14. Arita, R.; Itoh, K.; Maeda, S.; Maeda, K.; Furuta, A.; Fukuoka, S.; Tomidokoro, A.; Amano, S. Proposed diagnostic criteria for
obstructive meibomian gland dysfunction. Ophthalmology 2009, 116, 2058–2063.e2051. [CrossRef] [PubMed]

15. Xiao, J.; Adil, M.Y.; Chen, X.; Utheim, Ø.A.; Ræder, S.; Tønseth, K.A.; Lagali, N.S.; Dartt, D.A.; Utheim, T.P. Functional and
morphological evaluation of meibomian glands in the assessment of meibomian gland dysfunction subtype and severity. Am. J.
Ophthalmol. 2020, 209, 160–167. [CrossRef]

16. Schiffman, R.M.; Christianson, M.D.; Jacobsen, G.; Hirsch, J.D.; Reis, B.L. Reliability and validity of the ocular surface disease
index. Arch. Ophthalmol. 2000, 118, 615–621. [CrossRef]

17. Whitcher, J.P.; Shiboski, C.H.; Shiboski, S.C.; Heidenreich, A.M.; Kitagawa, K.; Zhang, S.; Hamann, S.; Larkin, G.; McNamara,
N.A.; Greenspan, J.S. A simplified quantitative method for assessing keratoconjunctivitis sicca from the Sjögren’s Syndrome
International Registry. Am. J. Ophthalmol. 2010, 149, 405–415. [CrossRef]

18. Efron, N. Grading scales for contact lens complications. Ophthalmic Physiol. Opt. 1998, 18, 182–186. [CrossRef]
19. Bitton, E.; Ngo, W.; Dupont, P. Eyelid hygiene products: A scoping review. Contact Lens Anterior Eye 2019, 42, 591–597. [CrossRef]
20. Geerling, G.; Tauber, J.; Baudouin, C.; Goto, E.; Matsumoto, Y.; O’Brien, T.; Rolando, M.; Tsubota, K.; Nichols, K.K. The

international workshop on meibomian gland dysfunction: Report of the subcommittee on management and treatment of
meibomian gland dysfunction. Investig. Ophthalmol. Vis. Sci. 2011, 52, 2050–2064. [CrossRef] [PubMed]

21. Perry, H.D.; Doshi-Carnevale, S.; Donnenfeld, E.D.; Solomon, R.; Biser, S.A.; Bloom, A.H. Efficacy of commercially available
topical cyclosporine A 0.05% in the treatment of meibomian gland dysfunction. Cornea 2006, 25, 171–175. [CrossRef] [PubMed]

http://doi.org/10.1167/iovs.10-6997f
http://doi.org/10.1001/archopht.1995.01100100054027
http://www.ncbi.nlm.nih.gov/pubmed/7575257
http://doi.org/10.1167/iovs.12-9922
http://www.ncbi.nlm.nih.gov/pubmed/22836761
http://doi.org/10.1016/j.exer.2017.06.011
http://www.ncbi.nlm.nih.gov/pubmed/28950941
http://doi.org/10.1016/j.jtos.2017.05.008
http://doi.org/10.1136/bjophthalmol-2015-307415
http://www.ncbi.nlm.nih.gov/pubmed/26781133
http://doi.org/10.1167/iovs.10-6997a
http://doi.org/10.1016/j.jtos.2017.05.006
http://doi.org/10.2147/OPTH.S33133
http://doi.org/10.1097/01.ICL.0000095229.01957.89
http://doi.org/10.1097/ICL.0b013e318268305a
http://doi.org/10.1007/s00417-008-1017-y
http://doi.org/10.1097/ICO.0b013e318033d79b
http://www.ncbi.nlm.nih.gov/pubmed/17413949
http://doi.org/10.1016/j.ophtha.2009.04.037
http://www.ncbi.nlm.nih.gov/pubmed/19744718
http://doi.org/10.1016/j.ajo.2019.09.005
http://doi.org/10.1001/archopht.118.5.615
http://doi.org/10.1016/j.ajo.2009.09.013
http://doi.org/10.1016/S0275-5408(97)00066-5
http://doi.org/10.1016/j.clae.2019.09.008
http://doi.org/10.1167/iovs.10-6997g
http://www.ncbi.nlm.nih.gov/pubmed/21450919
http://doi.org/10.1097/01.ico.0000176611.88579.0a
http://www.ncbi.nlm.nih.gov/pubmed/16371776


J. Clin. Med. 2022, 11, 529 9 of 9

22. Prabhasawat, P.; Tesavibul, N.; Mahawong, W. A randomized double-masked study of 0.05% cyclosporine ophthalmic emulsion
in the treatment of meibomian gland dysfunction. Cornea 2012, 31, 1386–1393. [CrossRef] [PubMed]

23. Byun, Y.-j.; Kwon, S.M.; Seo, K.Y.; Kim, S.W.; Kim, E.K.; Park, W.C. Efficacy of combined 0.05% cyclosporine and 1% methylpred-
nisolone treatment for chronic dry eye. Cornea 2012, 31, 509–513. [CrossRef]

24. Lee, H.; Chung, B.; Kim, K.S.; Seo, K.Y.; Choi, B.J. Effects of topical loteprednol etabonate on tear cytokines and clinical outcomes
in moderate and severe meibomian gland dysfunction: Randomized clinical trial. Am. J. Ophthalmol. 2014, 158, 1172–1183.e1171.
[CrossRef]

25. Ma, X.; Lu, Y. Efficacy of intraductal meibomian gland probing on tear function in patients with obstructive meibomian gland
dysfunction. Cornea 2016, 35, 725–730. [CrossRef]

26. Kasetsuwan, N.; Suwajanakorn, D.; Tantipat, C.; Reinprayoon, U. The Efficacy Between Conventional Lid Hygiene and Additional
Thermal Pulsatile System in Meibomian Gland Dysfunction Patients Treated with Long-Term Anti-Glaucoma Medications in a
Randomized Controlled Trial. Clin. Ophthalmol. 2020, 14, 2891. [CrossRef] [PubMed]

27. Alghamdi, Y.A.; Camp, A.; Feuer, W.; Karp, C.L.; Wellik, S.; Galor, A. Compliance and subjective patient responses to eyelid
hygiene. Eye Contact Lens 2017, 43, 213. [CrossRef]

http://doi.org/10.1097/ICO.0b013e31823cc098
http://www.ncbi.nlm.nih.gov/pubmed/23135530
http://doi.org/10.1097/ICO.0b013e31818c69ef
http://doi.org/10.1016/j.ajo.2014.08.015
http://doi.org/10.1097/ICO.0000000000000777
http://doi.org/10.2147/OPTH.S259692
http://www.ncbi.nlm.nih.gov/pubmed/33061275
http://doi.org/10.1097/ICL.0000000000000258

	Introduction 
	Methods 
	Participants and Study Design 
	Meibomian Gland Dysfunction and Dry Eye Assessments 
	Therapeutic Interventions 
	Statistical Analysis 

	Results 
	Discussion 
	References

