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ABSTRACT 
Bullous Wells syndrome is a rare inflammatory dermatosis.  Typically it presents as an erythematous plaque 

with bullae. Morphologically, it can be confused with bullous cellulitis, arthropod bite, contact dermatitis and 

bullous pemphigoid. Histopathology is mandatory to diagnose the disease. Bullous Wells syndrome can be 

associated with sinister systemic conditions such as Churg Strauss syndrome, ulcerative colitis and lympho-

ma. Treatment can be topical or systemic steroid. We report an interesting case of idiopathic bullous Wells 

syndrome in a 30-year-old woman who responded well to oral steroid.  
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Brunei International  
Medical Journal (BIMJ) 

Official Publication of the Ministry of Health,  
Brunei Darussalam 

EDITORIAL BOARD 
  

 Editor-in-Chief   William Chee Fui CHONG  

 

 Sub-Editors   Vui Heng CHONG 

     Ketan PANDE 

  

 Editorial Board Members Muhd Syafiq ABDULLAH 

     Alice Moi Ling YONG 

     Ahmad Yazid ABDUL WAHAB 

     Jackson Chee Seng TAN 

     Pemasiri Upali TELISINGHE 

     Roselina YAAKUB 

     Pengiran Khairol Asmee PENGIRAN SABTU 

     Dayangku Siti Nur Ashikin PENGIRAN TENGAH 

 

       

INTERNATIONAL EDITORIAL BOARD MEMBERS 

 Lawrence HO Khek Yu (Singapore)   Surinderpal S BIRRING (United Kingdom) 

 Emily Felicia Jan Ee SHEN (Singapore)  Leslie GOH (United Kingdom) 

 John YAP (United Kingdom)   Chuen Neng LEE (Singapore) 

 Christopher HAYWARD (Australia)   Jimmy SO (Singapore) 

 Jose F LAPENA (Philippines)   Simon Peter FROSTICK (United Kingdom) 

 Dipo OLABUMUYI     Nazar LUQMAN 

 
  

 Advisor 

 Wilfred PEH (Singapore) 

 

 Past Editors 

 Nagamuttu RAVINDRANATHAN 

 Kenneth Yuh Yen KOK 
 

 Proof reader 

 John WOLSTENHOLME (CfBT Brunei Darussalam) 

ISSN 1560-5876 Print 
ISSN 2079-3146 Online 

  

 



Aim and Scope of Brunei International Medical Journal 
 
 

 The Brunei International Medical Journal (BIMJ) is a six monthly peer reviewed 
official publication of the Ministry of Health under the auspices of the Clinical Research 
Unit, Ministry of Health, Brunei Darussalam. 
 
 The BIMJ publishes articles ranging from original research papers, review arti-
cles, medical practice papers, special reports, audits, case reports, images of interest, 
education and technical/innovation papers, editorials, commentaries and letters to the 
Editor. Topics of interest include all subjects that relate to clinical practice and research 
in all branches of medicine, basic and clinical including topics related to allied health 
care fields. The BIMJ welcomes manuscripts from contributors, but usually solicits re-
views articles and special reports. Proposals for review papers can be sent to the Man-
aging Editor directly. Please refer to the contact information of the Editorial Office.  
 
 

Instruction to authors 
Manuscript submissions 
All manuscripts should be sent to the Managing 
Editor, BIMJ, Ministry of Health, Brunei Darus-
salam; e-mail: editor-in-chief@bimjonline.com. 
Subsequent correspondence between the BIMJ and 
authors will, as far as possible via should be con-
ducted via email quoting the reference number.  
 
Conditions  
Submission of an article for consideration for publi-
cation implies the transfer of the copyright from the 
authors to the BIMJ upon acceptance. The final 
decision of acceptance rests with the Editor-in-
Chief. All accepted papers become the permanent 
property of the BIMJ and may not be published 
elsewhere without written permission from the 
BIMJ.  
 
Ethics 
Ethical considerations will be taken into account in 
the assessment of papers that have experimental 
investigations of human or animal subjects. Au-
thors should state clearly in the Materials and 
Methods section of the manuscript that institutional 
review board has approved the project. Those in-
vestigators without such review boards should en-
sure that the principles outlined in the Declaration 
of Helsinki have been followed.  
 
Manuscript categories  
Original articles 
These include controlled trials, interventional stud-
ies, studies of screening and diagnostic tests, out-
come studies, cost-effectiveness analyses, and 
large-scale epidemiological studies. Manuscript 
should include the following; introduction, materials  
and methods, results and conclusion. The objective 
should be stated clearly in the introduction. The 
text should not exceed 2500 words and references 
not more than 30.  
  
Review articles 
These are, in general, invited papers, but unsolicit-
ed reviews, if of good quality, may be considered. 
Reviews   are   systematic  critical  assessments  of  

 
literature and data sources pertaining to clinical 
topics, emphasising factors such as cause, diagno-
sis, prognosis, therapy, or prevention. Reviews 
should be made relevant to our local setting and 
preferably supported by local data. The text should 
not exceed 3000 words and references not more 
than 40.  
 
Special Reports 
This section usually consist of invited reports that 
have significant impact on healthcare practice and 
usually cover disease outbreaks, management 
guidelines or policy statement paper. 
 
Audits 
Audits of relevant topics generally follow the same 
format as original article and the text should not 
exceed 1,500 words and references not more than 
20. 
 
Case reports 
Case reports should highlight interesting rare cases 
or provide good learning points. The text should not 
exceed 1000 words; the number of tables, figures, 
or both should not be more than two, and refer-
ences should not be more than 15.  
 
Education section 
This section includes papers (i.e. how to interpret 
ECG or chest radiography) with particular aim of 
broadening knowledge or serve as revision materi-
als. Papers will usually be invited but well written 
paper on relevant topics may be accepted. The text 
should not exceed 1500 words and should include 
not more than 15 figures illustration and references 
should not be more than 15.  
 
Images of interest 
These are papers presenting unique clinical encoun-
ters that are illustrated by photographs, radio-
graphs, or other figures. Image of interest should 
include a brief description of the case and discus-
sion with educational aspects. Alternatively, a mini 
quiz can be presented and answers will be posted in 
a different section of the publication. A maximum of  

 



three relevant references should be included. Only 
images of high quality (at least 300dpi) will be ac-
ceptable. 
 
Technical innovations 
This section include papers looking at novel or new 
techniques that have been developed or introduced 
to the local setting. The text should not exceed 
1000 words and should include not more than 10 
figures illustration and references should not be 
more than 10.  
 
Letters to the Editor 
Letters discussing a recent article published in the 
BIMJ are welcome and should be sent to the Edito-
rial Office by e-mail. The text should not exceed 
250 words; have no more than one figure or table, 
and five references.  
 
Criteria for manuscripts  
Manuscripts submitted to the BIMJ should meet the 
following criteria: the content is original; the writ-
ing is clear; the study methods are appropriate; the 
data are valid; the conclusions are reasonable and 
supported by the data; the information is im-
portant; and the topic has general medical interest. 
Manuscripts will be accepted only if both their con-
tents and style meet the standards required by the 
BIMJ.  
 
Authorship information 
Designate one corresponding author and provide a 
complete address, telephone and fax numbers, and 
e-mail address. The number of authors of each 
paper should not be more than twelve; a greater 
number requires justification. Authors may add a 
publishable footnote explaining order of authorship. 
 
Group authorship 
If authorship is attributed to a group (either solely 
or in addition to one or more individual authors), all 
members of the group must meet the full criteria 
and requirements for authorship described in the 
following paragraphs. One or more authors may 
take responsibility ‘for’ a group, in which case the 
other group members are not authors, but may be 
listed in an acknowledgement.  
 
Authorship requirement 
When the BIMJ accepts a paper for publication, 
authors will be asked to sign statements on (1)  
financial  disclosure, (2) conflict of interest and (3) 
copyright transfer. The correspondence author may 
sign on behalf of co-authors.  
 
Authorship criteria and responsibility 
All authors must meet the following criteria: to 
have participated sufficiently in the work to take 
public responsibility for the content; to have made 
substantial contributions to the conception and de- 

sign, and the analysis and interpretation of the 
data (where applicable); to have made substan-
tial contributions  to  the  writing  or  revision of 
the manuscript; and to have reviewed the final 
version of the submitted manuscript and ap-
proved it for publication. Authors will be asked to 
certify that their contribution represents valid 
work and that neither the manuscript nor one 
with substantially similar content under their au-
thorship has been published or is being consid-
ered for publication elsewhere, except as de-
scribed in an attachment. If requested, authors 
shall provide the data on which the manuscript is 
based for examination by the editors or their as-
signees. 
 
Financial disclosure or conflict of interest 
Any affiliation with or involvement in any organi-
sation or entity with a direct financial interest in 
the subject matter or materials discussed in the 
manuscript should be disclosed in an attachment. 
Any financial or material support should be identi-
fied in the manuscript.  
 
Copyright transfer 
In consideration of the action of the BIMJ in re-
viewing and editing a submission, the author/s 
will transfer, assign, or otherwise convey all cop-
yright ownership to the Clinical Research Unit, 
RIPAS Hospital, Ministry of Health in the event 
that such work is published by the BIMJ. 
 
Acknowledgements 
Only persons who have made substantial contri-
butions but who do not fulfill the authorship crite-
ria should be acknowledged.  
 
Accepted manuscripts 
Authors will be informed of acceptances and ac-
cepted manuscripts will be sent for copyediting. 
During copyediting, there may be some changes 
made to accommodate the style of journal for-
mat. Attempts will be made to ensure that the 
overall meaning of the texts are not altered. Au-
thors will be informed by email of the estimated 
time of publication. Authors may be requested to 
provide raw data, especially those presented in 
graph such as bar charts or figures so that 
presentations can be constructed following the 
format and style of the journal. Proofs will be 
sent to authors to check for any mistakes made 
during copyediting. Authors are usually given 72 
hours to return the proof. No response will be 
taken as no further corrections required. Correc-
tions should be kept to a minimum. Otherwise, it 
may cause delay in publication. 
 
Offprint 
Contributors will not be given any offprint of their 
published articles. Contributors can obtain an 
electronic reprint from the journal website. 

Brunei Int Med J. 2020; 16: ii 

DISCLAIMER 
All articles published, including editorials and letters, represent the opinion of the contributors and do not reflect the official 
view or policy of the Clinical Research Unit, the Ministry of Health or the institutions with which the contributors are affi liated 
to unless this is clearly stated. The appearance of advertisement does not necessarily constitute endorsement by the Clinical 
Research Unit or Ministry of Health, Brunei Darussalam. Furthermore, the publisher cannot accept responsibility for the cor-
rectness or accuracy of the advertisers’ text and/or claim or any opinion expressed.  

 



Case Report 

BULLOUS WELLS SYNDROME: A 
CASE REPORT. 

Brunei Int Med J. 2020;16:84-87 

WAN AHMAD KAMMAL WSL1,  ABDUL MALIK KHIEW MA2, WAN AHMAD KAMMAL WSE3, 

BAKRIN IH4, HOW KN1 
1Dermatology Unit, Faculty of Medicine and Health Sciences, Universiti Putra Malaysia. 
2Medical Department, Faculty of Medicine and Health Sciences, Universiti Putra Malay-

sia. 
3Diagnostic Laboratory Services Department, Universiti Kebangsaan Malaysia Medical 

Centre.  
4Pathology Department, Faculty of Medicine and Health Sciences, Universiti Putra Ma-

laysia  

Correspondence: Wan Syazween Lyana Wan 
Ahmad Kammal, MRCP(Eire), Dermatology Unit, 
Faculty of Medicine and Health Sciences, Universiti 
Putra Malaysia, 43400 Serdang, Malaysia. 
Telephone number: +603-8947 2568; Fax num-
ber: +603-8947 2759 
Email address : syazween@upm.edu.my 

ABSTRACT 
Bullous Wells syndrome is a rare inflammatory dermatosis.  Typically it presents as an erythema-

tous plaque with bullae. Morphologically, it can be confused with bullous cellulitis, arthropod bite, 

contact dermatitis and bullous pemphigoid. Histopathology is mandatory to diagnose the disease. 

Bullous Wells syndrome can be associated with sinister systemic conditions such as Churg Strauss 

syndrome, ulcerative colitis and lymphoma. Treatment can be topical or systemic steroid. We re-

port an interesting case of idiopathic bullous Wells syndrome in a 30-year-old woman who re-

sponded well to oral steroid.  

 

Keywords:  Bullous Lesions, Drug Therapy, Eosinophilia, Eosinophilic Cellulitis, Wells 

syndrome. 

INTRODUCTION 

Bullous eosinophilic cellulitis or Wells syn-

drome is an uncommon inflammatory disor-

der.1, 2 It typically presents as an oedematous 

and erythematous plaque, with presence of 

bullae. Clinically, it can mimic bullous celluli-

tis, intense arthropod bite, bullous pemphi-

goid or intense contact dermatitis. Diagnosis 

is based on history, examination, blood inves-

tigation and histopathological findings. Pe-

ripheral blood may reveal eosinophilia in ap-

proximately 50% of cases.1 Histological fea-

tures include diffuse dermal eosinophil infil-

tration with intradermal or subepidermal blis-

ters. The most characteristic finding is flame 

figures.  

 

 Bullous Wells syndrome has been re-

ported to be associated with more sinister 

systemic conditions such as ulcerative colitis, 

lymphoma and Churg-Strauss syndrome.3-6 

Although it can resolve spontaneously, Wells 

syndrome typically follows a relapsing and 

remitting pattern.1, 2, 6 Treatment involves top-

ical or systemic steroid,  as well as treating 

the associated condition if present. The pur-

pose of this case report is to highlight the im-

portance to consider bullous Wells syndrome 

in a patient presenting with blistering derma-

toses. Failure to diagnose may lead to unnec-

essary treatment and increased morbidity. 

mailto:syazween@upm.edu.my


CASE REPORT 

A 30-year-old woman presented with red, 

pruritic patches and plaques on bilateral legs 

for three-week duration. She had a back-

ground history of atopic dermatitis. Physical 

examination revealed she was febrile. There 

were tense blisters filled with serosanguine-

ous fluid on the dorsal aspect of both feet 

(Figure 1). No signs of skin trauma, insect 

bite or regional lymphadenopathy.  

 

 Investigations showed leukocytosis 

with eosinophilia. C-reactive protein (CRP) 

was raised at 17.24 mg/L and erythrocyte 

sedimentation rate (ESR) was raised at 48 

mm/hour. Biochemical screening was normal. 

A diagnosis of cellulitis was made. Patient was 

started on intravenous cloxacillin. Despite 

negative blood and swab cultures, the skin 

lesions showed no signs of improvement after 

five days of antibiotic. 

 

 Thus, skin biopsy was performed to 

rule out differentials such as intense contact 

dermatitis, intense insect bite reactions, 

bullous pemphigoid and eosinophilic cellulitis. 

Histological findings showed marked spongi-

otic dermatitis with intraepidermal vesicles 

containing eosinophils mixed with occasional 

neutrophils (Figure 2). The dermis showed a 

dense eosinophilic infiltrate mixed with scat-

tered lymphocytes extending into the superfi-

cial part of the subcutaneous fat accompanied 

by foreign body granulomas  (Figure 3a). In 

areas, flame figures were identified (Figure 

3b). No subepidermal blister or features of 

vasculitis. No immune deposit was seen by 

direct immunofluorescence study. A diagnosis 

of bullous eosinophilic cellulitis was made.  

 

Oral prednisolone 0.5mg/kg/day was 

commenced. After 72 hours, patient became 

afebrile with improvement of skin lesion and 

normalization of CRP and ESR. Prednisolone 

was tapered down over a course of two 

months, which resulted in complete resolution 

of skin lesions.  Subsequent six-monthly fol-

low up revealed no recurrences.  

 

 

DISCUSSION 

Bullous eosinophilic cellulitis or bullous Wells 

syndrome is a rare inflammatory skin disor-

der.1, 2 Other variants of eosinophilic cellulitis 

include, plaque type, annular granuloma-like, 

urticaria-like, papulovesicular, papulonodular 

WAN AHMAD KAMMAL et al. Brunei Int Med J. 2020;16:85 

Figure 1:  Tense blisters filled with serosanguineous 
fluid on the dorsal aspect of left foot.  

Figure 2: The epidermis showed marked spongiotic 
dermatitis with intraepidermal vesicles containing 
eosinophils mixed with occasional neutrophils (H&E 
stain, magnification x40). 



and fixed-drug-eruption-like.1 

 

Bullous Wells syndrome typically pre-

sents as an edematous and erythematous 

plaque, with presence of bullae.2 The bullae 

can be tense or flaccid. It usually affects the 

extremities. The lesion can be painful and 

pruritic. Systemically, patient may complain 

of general malaise and fever. Clinically, it can 

mimic bullous cellulitis, intense arthropod 

bite, bullous pemphigoid or intense contact 

dermatitis.7 Our patient presented with tense 

blisters filled with serosanguineous fluid and 

fever. Hence, a diagnosis of cellulitis was en-

tertained initially.  

 

The diagnosis of Wells syndrome is 

based on clinical history, examination, blood 

investigation and histological findings. Periph-

eral blood may reveal eosinophilia in approxi-

mately 50% of cases.1 Besides supporting the 

diagnosis, eosinophilia may also help to indi-

cate disease activity.8  

 

Skin biopsy is crucial to diagnose 

Wells syndrome. Histologically, the biopsy 

shows a diffuse dermal infiltrate of eosino-

phils. The blisters can be intraepidermal or 

subepidermal. The most characteristic find-

ings are flame figures, which are bright eosin-

ophilic areas of collagen encrusted with eosin-

ophil granules.1, 2 The flame figures are some-

times surrounded by histiocytes and multinu-

cleated giant cells. Although the presence of 

flame figure strongly supports diagnosis of 

Wells syndrome, it is not pathognomonic. It 

can only be detected in about 50% of cases.1 

Flame figure can be seen in other dermatoses 

with eosinophils, such as bullous pemphigoid, 

bites, drug eruption and eczema.  But in the 

latter differential diagnoses discussed, epithe-

lioid cell granulomas are not present together 

with the flame figures. 

 

Bullous Wells syndrome has been re-

ported to be associated with more sinister 

systemic conditions such as ulcerative colitis , 

lymphoma  and Churg-Strauss syndrome.3-6 

Treating the underlying disease may lead to 

recovery of Wells syndrome.3-5 Thorough his-

tory and examination involving respiratory 

and gastrointestinal systems, are mandatory 

in order to rule out systemic involvement. Our 

patient denied symptoms suggestive of sys-

temic disease, hence further investigation was 

not warranted.  

 

 To date, there is no standard guide-

line to treat Wells syndrome. Although it can 

resolve spontaneously, Wells syndrome typi-

cally follows a relapsing and remitting pat-

tern.1, 2, 6 Steroid, both topical and systemic 
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Figure 3: (a) The dermis showed a dense eosinophilic infiltrate mixed with scattered lymphocytes, accompanied 
by epithelioid cells granuloma, (b) Dense eosinophilic infiltrate with formation of flame figures (white arrow), 
(H&E stain, magnification x40). 



are considered first-line treatment. Other 

therapies include dapsone and tacrolimus.1, 2, 

9 The prognosis is good, with resolution of 

lesion and no permanent scars. Our patient 

responded well to systemic steroid with no 

recurrences over one-year follow up.  

 

 

CONCLUSION 

Bullous Wells syndrome is a rare inflammato-

ry skin disease. It can be misdiagnosed as 

other disease such as bullous cellulitis, which 

may result in delay in treatment. A compre-

hensive history, examination, blood investiga-

tion and histological review are mandatory to 

diagnose Wells syndrome. This case high-

lights the importance to suspect Wells syn-

drome in a patient with presumed cellulitis 

and eosinophilia who fails to respond to anti-

biotics. Misdiagnosis as other diseases may 

delay treatment and prolonged the course of 

the condition with increased morbidity. 
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