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ABSTRACT 

Eosinophilic gastroenteritis is a rare disease, and it can pose diagnostic challenges in areas where parasitic 

infection is common. The condition is characterized by eosinophilic infiltration of the bowel wall with various 

clinical manifestations based on the bowel layers predominantly affected. It is typically treated with cortico-

steroid. In this case report, we describe a 33 years old lady with gastrointestinal symptoms of epigastric 

pain, vomiting and diarrhoea with mild ascites. She underwent extensive investigations including ultrasound 

guided paracentesis with ascitic fluid analysis which showed predominantly eosinophils cells. She was even-

tually diagnosed with eosinophilic gastroenteritis and was treated with tapering dose of prednisolone, and 

her symptoms gradually resolved.  

 

Keywords: Abdominal pain, Diarrhoea, Eosinophilic gastroenteritis, Eosinophilic ascites, Gastro-

intestinal. 



Brunei International Medical Journal (BIMJ) 
Official Publication of  
The Ministry of Health 

and  
Universiti Brunei Darussalam 

EDITORIAL BOARD 
  

 Editor-in-Chief   Ketan PANDE   

 

 Sub-Editors   Vui Heng CHONG 

     William Chee Fui CHONG 

      

  

 Editorial Board Members Muhd Syafiq ABDULLAH 

     Alice Moi Ling YONG 

     Ahmad Yazid ABDUL WAHAB 

     Jackson Chee Seng TAN 

     Pemasiri Upali TELISINGHE 

     Pengiran Khairol Asmee PENGIRAN SABTU 

     Dayangku Siti Nur Ashikin PENGIRAN TENGAH 

 

       

INTERNATIONAL EDITORIAL BOARD MEMBERS 

 Lawrence HO Khek Yu (Singapore)   Chuen Neng LEE (Singapore) 

 Wilfred PEH (Singapore)    Emily Felicia Jan Ee SHEN (Singapore) 

 Surinderpal S BIRRING (United Kingdom)  Leslie GOH (United Kingdom)  

 John YAP (United Kingdom)   Ian BICKLE (United Kingdom)  

 Nazar LUQMAN (Australia)    Christopher HAYWARD (Australia) 

 Jose F LAPENA (Philippines) 

  

 Advisor 

 Wilfred PEH (Singapore) 
 

 Past Editors-in-Chief 

 Nagamuttu RAVINDRANATHAN 

 Kenneth Yuh Yen KOK 

 Chong Vui Heng 

 William Chong Chee Fui 

  
 

 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. 2021; 17 : 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 Brunei Int Med J.2021;17:36-39 

EOSINOPHILIC GASTROENTERITIS: 
A RARE CAUSE OF PERSISTENT AB-
DOMINAL PAIN, DIARRHOEA AND 
ASCITES. 

HUSSIN MHF, JALIHAL A, ALIUDDIN PMB 

 

Department of Internal Medicine and Department of Laboratory, Raja Isteri Pengiran 

Anak Saleha Hospital, Bandar Seri Begawan, Brunei Darussalam. 

Correspondence: Dr. Mohd Herollenienor Felah 
HJ HUSSIN, Acute Medical Unit, Department of In-
ternal Medicine, Raja Isteri Pengiran Anak Saleha 
Hospital, Bandar Seri Begawan BA1710, Brunei 
Darussalam.  
Email: herolfelah.hussin@gmail.com; Phone contact
-2242424 

ABSTRACT 
Eosinophilic gastroenteritis is a rare disease, and it can pose diagnostic challenges in areas where 

parasitic infection is common. The condition is characterized by eosinophilic infiltration of the 

bowel wall with various clinical manifestations based on the bowel layers predominantly affected. 

It is typically treated with corticosteroid. In this case report, we describe a 33 years old lady with 

gastrointestinal symptoms of epigastric pain, vomiting and diarrhoea with mild ascites. She un-

derwent extensive investigations including ultrasound guided paracentesis with ascitic fluid analy-

sis which showed predominantly eosinophils cells. She was eventually diagnosed with eosinophilic 

gastroenteritis and was treated with tapering dose of prednisolone, and her symptoms gradually 

resolved.  

 

Keywords: Abdominal pain, Diarrhoea, Eosinophilic gastroenteritis, Eosinophilic ascites, 

Gastrointestinal. 

INTRODUCTION 

Eosinophilic gastroenteritis (EG) is a spec-

trum of primary eosinophilic gastrointestinal 

disorders (EGIDs).1 EG can involve the muco-

sa, submucosa or serosa. The clinical features 

of EG depends on gastrointestinal wall in-

volvement. Mucosal involvement is typically 

characterized by non-specific abdominal pain 

and some degree of malabsorption; Submu-

cosal involvement, central abdominal pain 

and obstructive symptoms; and serosal in-

volvement, generalized central abdominal 

pain and ascites. However, symptoms can 

overlap based on infiltration severity and af-

fected layers.2,3 

 

Diagnosis is often challenging and a 

high clinical index suspicion of peripheral hy-

pereosinophilia is often required, with histo-

logical confirmation via bowel biopsy is fre-

quently necessary. Due to the rarity of EG, 

other gastrointestinal disorders must be ruled 

out. Once the diagnosis is confirmed, the con-

dition can be treated with steroids.  

 

Herein, we report a young female pa-

tient presenting with epigastric pain, diar-

rhoea and ascites, whose diagnosis of eosino-

philic ascites was finally confirmed with thor-

ough medical examinations and appropriate 

investigations. 
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CASE REPORT 

A 33-year-old woman with no significant 

medical history, consulted a general practi-

tioner due to epigastric pain. She was diag-

nosed with dyspepsia, and symptomatic 

treatment with antacid was provided. Howev-

er, she again visited her physician the follow-

ing day due to the onset of new symptoms of 

diarrhoea and vomiting but no fever. She was 

diagnosed as acute gastroenteritis and treat-

ed symptomatically but with no antibiotics at 

this stage.  

 

Her symptoms persisted and she pre-

sented to the Emergency Department. She 

was given analgesia which relieved the pain. 

She was discharged home and was referred 

to Gastroenterology Unit for gastroscopy. Up-

per gastrointestinal endoscopy was per-

formed one week after that. The gastroscopy 

was reported as normal and biopsy was tak-

en. 

 

She again represented to the emer-

gency department because of recurrent epi-

gastric pain and diarrhoea. On abdominal ex-

amination, there was mild shifting dullness, 

and no stigmata of chronic liver disease. Oth-

er examinations were unremarkable. The full 

blood count (FBC) results were as follows: 

white blood cell (WBC) count, 15.7x103/uL 

(4.2–12.6 x103/uL) and eosinophil count, 

5.1x109/L (0.0–0.7x109/L). The rest of other 

blood test results were normal. Abdominal 

and pelvic ultrasonography revealed moder-

ate amount of ascites and normal liver, uter-

us and ovary. The patient was admitted to 

Gastroenterology unit for further evaluation.  

  

She underwent ultrasound-guided 

paracentesis and the ascitic fluid sample was 

taken for analysis. The ascitic fluid’s red 

blood cell count was 9,050/high power field 

(hpf), and the WBC count was 7,040/hpf. No 

organisms were identified on gram staining, 

and the acid-fast bacilli (AFB) staining result 

was also negative. The serum ascites albumin 
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gradient was 7 g/L, and the protein was ex-

tremely high at 46 g/L. Due to concerns of 

secondary bacterial peritonitis, the patient 

underwent abdominal and pelvic computed 

tomography (CT) scan, which was reported as 

ascites with no evidence of bowel disease or 

perforation. She was started on IV ceftriax-

one 1 g twice daily. At that time, anti-

helminth treatment was not considered due 

to the low risk of helminth infection.  

 

Colonoscopy was conducted, and was 

reported as normal. The CA 125 level in-

creased to 423 (normal range: 0.0–35.0) U/

mL and other tumour markers were normal. 

The biopsies taken during gastroscopy and 

colonoscopy were reported as normal. In ad-

dition, her stool microscopy and culture find-

ings were negative. A repeat FBC on the 5th 

day of admission revealed WBC eosinophil 

count of 6.3x109/L. The ascitic fluid cytology 

result also confirmed moderate cellularity 

mostly comprising eosinophils (90%) with 

few neutrophils, histiocytes and mesothelial 

cells. However, no malignant cells were ob-

served (Figure 1). With these findings, the 

final diagnosis of eosinophilic gastroenteritis 

with eosinophilic ascites was made. Oral 

prednisolone 30 mg once daily was started. 

The patient was discharged home and was 

followed up in the Gastroenterology clinic af-

ter treatment with oral prednisolone for 16 

days. On follow-up review, her symptoms 

Figure 1: Abundant eosinophils comprising more 
than 90% of the cells. No malignant cells were ob-
served. (Click on the image to enlarge). 

http://www.bimjonline.com/PDF/BIMJ2021;17/BIMJ2021;17-36-39/Figure 1.jpg


have resolved completedly. Repeat eosinophil 

count was 0.7x109/L. The prednisolone dose 

was tapered down and gradually discontin-

ued. 

 

 

DISCUSSION 

EG is characterized by eosinophilic inflamma-

tion of the bowel wall with various gastroin-

testinal manifestations. Its prevalence in the 

United States was about 8.4 per 100,000 per-

sons.4 EG can affect any age group. However, 

it is commonly observed in children age less 

than 5 years old with a female preponder-

ance.4 

 

EG is a spectrum of primary EGIDs. 

Other than EG, primary EGIDs also comprise 

of eosinophilic oesophagitis, eosinophilic gas-

tritis and eosinophilic colitis.1,4 Primary EGID 

is a spectrum of inflammatory gastrointestinal 

disorders caused by infiltration of eosinophils 

into the gastrointestinal wall.  

  

The cause of EG is still unknown and 

not well understood. EG was found to be as-

sociated with seasonal allergy, food sensitivi-

ty, eczema, asthma and atopy.5,6 This result 

indicates that hypersensitivity reactions play 

a major role in the pathogenesis of the dis-

ease.  

  

The clinical features of EG are based 

on the depths of eosinophilic infiltration of the 

gastrointestinal wall.5 This disease can mimic 

various gastrointestinal diseases due to its 

wide spectrum of presentations. The mucosa 

is most commonly affected in 25%–100% of 

cases, and the clinical features include gener-

alised central abdominal pain, diarrhoea, dys-

pepsia, anorexia, bloating, nausea, vomiting, 

gastrointestinal haemorrhage and weight loss 

due to malabsorption.2,5,6 If muscularis of the 

gut wall is affected, it can present as pyloric 

outlet and small bowel obstruction. If the se-

rosa is involved, it causes eosinophilic ascites 

(EA) and peritonitis.5 In addition, EG involv-

ing the biliary system and pancreas can pre-

sent as obstructive jaundice and acute pan-

creatitis, respectively.  

  

EG can sometimes mimic acute ab-

dominal conditions such as acute appendici-

tis. Hence, its diagnosis can be challenging.6 

The serum eosinophil count is increase in 

20%–90% of cases.5 The serum eosinophil 

count is indicative of symptom severity.5 

However, EG can also occurs independent of 

serum eosinophil count. Secondary causes of 

gut eosinophilia should be ruled out, for in-

stance, gastrointestinal infections caused by 

different organisms (helminths and fungi), 

hypereosinophilic syndrome (HES), systemic 

disease (connective tissue disease, vasculitis, 

coeliac disease and inflammatory bowel dis-

ease), malignancies (gastric cancer and lym-

phoma) and other conditions attributed to the 

use of drugs (e.g. naproxen).1,2 

  

There are no set standard criteria for 

diagnosing EG. The conclusive diagnosis of 

EG is obtained based on histological evidence 

of eosinophilic infiltration.6 Endoscopic exami-

nation with multiple mucosal biopsies for his-

tological confirmation remains the gold stand-

ard for diagnosis. However, due to the patchy 

distribution of the lesions, the affected area 

can be missed. Thus, biopsies at multiple 

sites are recommended to prevent obtaining 

false-negative results. Histological examina-

tion must reveal more than 20 eosinophils 

per hpf to confirm the diagnosis.5,6 Other 

findings on histological examination include 

crypt hyperplasia and eosinophilic infiltration 

of the lamina propria.2 In the presence of as-

cites, EA is characterised by the presence of 

up to 95% eosinophil counts in the ascitic 

fluid. 5,7 

  

Other medical examinations should 

be performed to rule out other causes of hy-

pereosinophilia. Stool examination must be 

conducted to assess for parasitic infection. 

Abdominal ultrasonography usually reveals 

ascites in EA. CT scan shows thickening of the 
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bowel wall. However, this finding is not spe-

cific as it can be observed in other inflamma-

tory bowel diseases. 

  

Glucocorticoid is the mainstay treat-

ment for EG. Prednisolone at a starting dose 

of 20–40 mg is commonly recommended and 

the dose is gradually tapered down. It is pru-

dent to exclude parasitic infection prior to 

starting steroid therapy since initiation of 

steroid therapy in patients with this condition 

may lead to disseminated infection and 

death. Symptoms usually resolve within a few 

weeks after starting treatment. The optimal 

treatment duration is unknown.5,6 Steroid-

sparing medications such as sodium cromo-

glycate, ketotifen and montelukast have also 

been used for the management of EG.5,6 

 

The clinical course of EG varies. Some 

patients with refractory or recurring symptom 

might require long-term treatment with pred-

nisolone at maintenance dose.5,6 Flare up of 

the disease can occur after months or years 

of remission, and this can be managed by 

providing prednisolone at tapered doses. 

 

 

CONCLUSION 

In summary, EG is a rare disease, and it can 

mimic other gastrointestinal diseases. Clini-

cians should have a high index of suspicion 

for EG specifically when a patient presents 

with gastrointestinal symptoms and high se-

rum eosinophil count, after ruling out other 

causes that can increase peripheral eosinophil 

count. Endoscopy with multiple biopsies at 

multiple sites are recommended for confirma-

tion of EG. EG is treatable with steroids. 
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