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ABSTRACT

Chalazion is one of the most common eyelid masses seen by ophthalmologists in outpatient clinics. It presents with
slowly growing painless cystic lesion affecting eyelids. Chalazion arises due to obstruction of the meibomian gland
ducts leading to retained secretion. The exact incidence of chalazion is variable among the studies and it differs
depending on certain predisposing factors. Many factors ae known to predispose to chalazion formation including
hormonal changes during puberty and pregnancy, viral and bacterial infection, rosacea, exposure to air pollutants,
poor eyelid hygiene, chronic blepharitis, seborrheic dermatitis, eyelid trauma, immune deficiency states, eyelid
trauma, hyperlipidemia, tuberculosis, and leishmaniasis. This article will review these factors as well as the incidence

of chalazion.
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INTRODUCTION

Chalazion is one of the most common swellings affecting
the eyelid. It is a benign slowly growing cyst that affects
upper or lower eyelids, unilaterally or sometimes
bilaterally. The word "Chalazion" is a Greek term that
means a small pimple.! Chalazion is also known as
"Meibomian cyst" because it arises due to chronic sterile
granulomatous inflammation of the meibomian gland and
its duct leading to retained sebaceous secretions.’
Normally, meibomian glands (or tarsal glands) secrete
oily sebaceous secretions that spread over the surface of
the cornea and conjunctiva to keep them moisture and
prevent their dryness. Chalazia arise when the ducts of
the tarsal (or meibomian) glands get obstructed. In these
cases, the sebaceous secretions accumulate inside the
gland forming a progressively growing cyst on the
eyelids.?

Chalazia present as slowly growing painless cystic
lesions on the eyelid. Many of them are tiny, some are
visible, and in rare cases they may be large enough to
exert pressure manifestations on the eye globe and
temporary visual affection (particularly hypermetropia or
astigmatism).*® Patients with chalazion present with
eyelid heaviness, conjunctival irritation, sense of dryness,
and lacrimation. Sensitivity to light and headache may
also occur.” If the chalazion becomes secondarily
infected, it will be tender, painful, with discolored
overlying skin, and fever may occur. Most of the chalazia
are self-limited. However, some cases may need warm
compresses, corticosteroid, or surgical evacuation and
removal 2°

To date, the exact cause of chalazion formation. Some
predisposing factors are known to cause chalazion
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formation. This article will review these factors as well as
the incidence of chalazion.

INCIDENCE OF CHALAZION

The incidence of chalazion is variable among the
literature studies.>™ It generally ranges from 0.2% to
0.7%. In the United States, the exact prevalence is not
well-known, but it is commonly encountered among
school children and adults between the ages of 30 and 50
years.”? In Brazil, the incidence was reported to range
from 0.2-0.3%." One of the studies conducted in India
reported an incidence of 0.24%."* The incidence in
Nigeria was reported to be 0.7% in one study.*

Some studies report a sex difference in the incidence of
chalazion with females experiencing higher rates of
lesions.*® This is often attributed to the hormonal
influence of sebum production especially during puberty
and pregnancy.® However, other researchers did not find
a significant difference between both sexes.**3%> Age
was also reported to affect the incidence and prevalence
of chalazion. Chalazion occur in all ages, but it occurs
maximally in children and adults below the age of 30
years probably due to the higher level of androgenic
hormones that stimulate sebum production and
viscosity.>** The mean age of chalazion was reported to
be around 25 years, and more than two thirds of the cases
were found to occur during the second and third decades
of life.!® Chalazia are more common in the upper lids due
to the higher number of tarsal glands in comparison to the
lower lids."’

PREDISPOSING FACTORS TO CHALAZION

Though the pathophysiology of chalazion is well-known,
the predisposing factors for meibomian gland dysfunction
are less established. Chalazion — as aforementioned —
occurs due to obstruction of the meibomian gland duct.
The exact underlying cause for this obstruction remains
elusive. Many factors have been proposed, for example,
hormonal changes during puberty and pregnancy, viral
and bacterial infection, rosacea, exposure to air
pollutants, poor eyelid hygiene, chronic blepharitis,
seborrheic dermatitis, eyelid trauma, and diabetes,®** %18
Other less associated factors include immune deficiency
states, hyperlipidemia, tuberculosis, and
leishmaniasis.'***?*# These predisposing factors will be
reviewed in this section.

Hormonal changes

Many hormones play a role in secretion of sebum from
the meibomian glands. Androgens and androgen
receptors are well-known to increase both the secretion
and viscosity of the sebaceous glands.?> Androgens
enhance the growth of all sebaceous glands in the body
and regulate their homeostasis. Lipogenesis also
increases in the presence of androgens leading to
increased viscosity of the produced sebum.?® Therefore,

chalazia are commonly encountered among adolescents
and pregnant women.*

Viral and bacterial infection

Infection of the Meibomian glands and Meibomian gland
ducts is another proposed factor for chalazion
development. Chalazion was reported to spread among
school children, and to be transmitted between family
members and household contacts in one report. It was
also reported to follow follicular conjunctivitis and
systemic infections.® Viral etiology was confirmed by
histopathological examination of chalazion Meibomian
gland tissue examination."® Bacteria contribute in the
pathogenesis of chalazion as well. Certain organisms,
particularly staphylococcus aureus, can cause Chalazia,
whilst other organisms occur as secondary superimposed
infection on top of the already developed chalazion.*

Rosacea

Chalazia were reported to be significantly associated with
rosacea. Rosacea is a common inflammatory condition
affecting the facial skin. Patients experience episodes of
erythema, skin flushing, telangiectasia, and papulo-
pastular cutaneous eruptions. Inflammation of the eyes
and eyelids also develop and leads to the formation of
chalazion.??

Exposure to air pollutants

Chalazion may develop after exposure to air pollutants.
Foreign substances can occlude the Meibomian gland
duct leading to obstruction of the sebum and the
development of chalazion. This can affect all individuals
at any age, of either sexes, and irrespective of their race.
It is specifically common when poor hygiene and lack of
regular cleansing of the eyes exist.!

Poor eyelid hygiene

Poor hygiene of the eyelids was reported to be a
significant risk factor for chalazion formation.*® Regular
cleansing of the eyelids seems to be essential for
removing any foreign bodies, debris, or cosmetic agents
occluding Meibomian glands ducts. This may also
explain the high prevalence of chalazion among females
using eye cosmetics.?’

Chronic blepharitis

Blepharitis is another established predisposing factor for
chalazion.® Blepharitis is associated with inflammation
of the Meibomian glands and their ducts leading to
occlusion and sequestration of sebaceous secretions. The
risk for chalazion formation with blepharitis increases
with poor eyelid hygiene, seborrheic dermatitis, and
hyperimmunoglobulin E states.
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Seborrheic dermatitis

Seborrheic dermatitis is a generalized cutaneous chronic
inflammatory disease affecting various areas of the body.
Areas with sebaceous glands are particularly affected.
Meibomian glands of the eyelids, being secretory
sebaceous glands are often affected participating in
seborrheic blepharitis and chalazion formation.?

Hyperlipidemia

Hyperlipidemia is associated with increased secretion of
the sebum from the meibomian glands.® The viscous
sebum occludes the meibomian gland ducts leading to
sequestration of the secretion and cystic formation.
Hyperlipidemia also increases the risk for blepharitis and
subsequently chalazion.*

Eyelid trauma

Eyelid trauma causes a disruption to the structure of the
meibomian gland ducts. Blunt injury to the tarsal plate
leads to occlusion of the ductal lumen, sebum
sequestration, and subsequently chalazion formation.
Similarly, sharp eyelid trauma can lead to direct injury to
the ducts and malfunction of the ductal release of the
produced sebum in the meibomian glands.***

Other predisposing factors

Immunodeficiency states and hyperimmunoglobulin E
syndrome (Job syndrome) were reported to be associated
with chalazion."® Less well-established predisposing
factors for Chalazia include exposure to ultraviolet rays,
use of eyelid cosmetics, dry eye, trachoma, and stress.
However, the mechanisms of these factors are still
unknown.

CONCLUSION

Chalazion is one of the most common cystic lesions
affecting the eyelids. Although many cases are tiny or
small in size, some are large enough to cause significant
pressure on eye globe ad visual obscuration. The exact
incidence of chalazion is variable among the studies and
it differs depending on certain predisposing factors. The
incidence ranges from 0.2 to 0.7% with females being
slightly more affected. The main predisposing factors to
chalazion formation include hormonal changes during
puberty and pregnancy, viral and bacterial infection,
rosacea, exposure to air pollutants, poor eyelid hygiene,
chronic blepharitis, seborrheic dermatitis, eyelid trauma,
immune deficiency states, eyelid trauma, hyperlipidemia,
tuberculosis, and leishmaniasis.
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