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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property of the BIMJ and may not be published 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 
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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. 
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Hypertension management in the 

Gadong Health Centre 
Selinji GOPAL, Aziz Ahmed CHANNAR, Saadia YASIN, 

Pengiran Anak Puteri Muta-wakkilah Hayatul Bolkiah 

Health Centre, Gadong, Brunei Darussalam 

 

Introduction: The Integrated Health Screening 

and Health Promotion Programme for Civil Servants 

in Brunei in 2007-2009 showed that 14.8% had 

high blood pressure. The outpatient attendance for 

hypertensive disease in 2011 was 6.8%, the se-

cond leading cause of visits to primary health care 

services. Hypertensive disease accounted for 4.0% 

of deaths in the year 2011. The aim of the study 

was to evaluate the standard of care of hyperten-

sion at Gadong health centre and to ensure that all 

process indicators are monitored regularly in all 

patients with hypertension so that target organ 

damage and further cardiovascular complications 

can be delayed / prevented.  

Materials and Methods: A prospective study of 

300 case files of patients with hypertension regis-

tered and followed up in Gadong health centre se-

lected randomly, was done by three doctors from 

the clinic. Four process indicators and two outcome 

measures were assessed and compared against a 

standard set at 80% by the study group.  

Results: Smoking status was recorded in 74% and 

height recorded in 64% of patients. All patients had 

their weight recorded at follow-up visits. Lipid pro-

file was done in all patients and blood sugar 

checked in 99% of patients. Fundoscopy was done 

in 29% and ECG done in 92% of patients. Urine 

was checked in 76% and serum creatinine checked 

in 99% of patients. Regular follow-up was arranged 

for all patients and blood pressure checked during 

all visits. A mean systolic blood pressure of <140 

mmHg was attained by 77% of patients and mean 

diastolic blood pressure of <90 mmHg was attained 

by 81% of patients. There were about 19% of pa-

tients who had diabetes as co-morbidity, and 75% 

of them attained a mean diastolic blood pressure of 

<80mmHg.  

Conclusion: We achieved the standard in only 8 

out of the total 14 criteria. We have put forward 

suggestions and action plan for improvement of the 

care of our hypertensive patients and hope to im-

plement them. The importance of documenting 

details in patient files was highlighted. We propose 

Free Papers presented in the second Clinical Audit Symposium. 

 

to incorporate a tick list in patient files to ensure 

that all process indicators are monitored at regular 

intervals during each review visits.  

Patients’ waiting time in an  

appointment based health centre 
Dk Hjh Roserahaini PG HJ IDROS, Mohd Elham HJ MOHD  

ISMAIL, Nuramalia HJ ABD MUTALIB 

Berakas A Health Centre, Brunei Darussalam 

 

Introduction: Muara Health Centre was the first 

government health centre in Brunei Darussalam to 

commence a full appointment system at the Prima-

ry Care section. All patients are advised to present 

30 minutes before their booked appointment time. 

As one of the main reasons to start the appoint-

ment system was to reduce waiting time, an audit 

on waiting time was done to evaluate how the 

health centre is performing. The aim of this audit is 

to evaluate patients’ waiting time in Chronic Dis-

ease Clinic (CDC) and General Clinics in an appoint-

ment based health centre. The objectives are: (1) 

to determine if all patients that arrived at least 30 

minutes before their booked appointment time are 

seen within 15 minutes of their appointment time 

(2) to determine if all patients that arrived at least 

30 minutes before their booked appointment time 

are triaged within 15 minutes of their arrival time. 

Materials and Methods: The target population is 

patients attending Muara Health Centre. The inclu-

sion criteria for this audit is patients attending CDC 

and General Clinics. The exclusion criteria for this 

audit are: (1) patients that arrived less than 30 

minutes before their booked appointment time (2) 

incomplete data on morbidity sheet (3) patients 

whose appointment times are 8.00am and 8.10am 

(4) patients attending Flu Clinic (5) overbooked 

patients. A convenient sampling was done. The 

duration of this sampling was one month, June 

2013. The data is collected retrospectively from 

the morbidity sheets into a proforma. The stand-

ards chosen for this audit are: (1) 80% of patients 

that arrived at least 30 minutes before their 

booked appointment time should be seen by the 

doctor within 15 minutes of their appointment 

time. (2) 80% of patients that arrived at least 30 

minutes before their booked appointment time 

should be seen by the triage nurse within 15 

minutes of their arrival time  
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Quality of asthma care in the  

Police Medical Clinic 
En Po FUNG. 

Police Medical Clinic, Brunei Darussalam 

 

Introduction: Asthma was the third leading cause 

of morbidity at the Accident & Emergency Depart-

ment and general out-patient from 2009 to 2012, 

along with COPD. It was also the sixth leading 

cause of hospital inpatient morbidity from 2010 to 

2012. The impact of asthma can be reduced by 

improving the control of asthma in every asthmatic. 

The aim of this audit was to evaluate the quality of 

care given to patients with asthma in terms of cer-

tain evidence-based standards. 

Materials and Methods: The audit was conducted 

retrospectively, and included all patients in the 

asthma registry of Police Medical Clinic. However, 

those who had been under the care of another 

Results: In June 2013, 1002 patients were seen in 

CDC and General Clinics. Only 354 patients met all 

the criteria. 215 (60.7%) patients were seen within 

15 minutes of their booked appointment time, of 

which 47 CDC patients and 168 General Clinic pa-

tients. Only 92 (26.0%) patients were triaged with-

in 15 minutes of their arrival time, of which 30 CDC 

patients and 62 General Clinic patients. Standards 

were not met for both criteria. Possible reasons for 

first criteria not met are: (1) timing affected by 

those who did not come at least 30 minutes before 

the  appointment (2) procedural, complicated cas-

es or emergency cases will take longer consult time 

(3) overbooked patients had to be squeezed in 

between timed patients (4) doctors interrupted 

with administrative duties. Possible reasons for 

second criteria not met are: (1) delay in patients’ 

file arriving from the medical record counter (2) 

shortage of manpower as only one nurse is based 

at the triage counter. Limitations of this study are: 

(1) data entering into morbidity sheets may be 

inaccurate as it is person dependent (2) duration of 

this audit is only limited to a one month period.  

Conclusion: Standard were not met in this study. 

With the recent introduction of Bru-HIMS (Brunei 

Health Information and Management system) into 

the health centres, hopefully this will improve the 

waiting time by reminder system via SMS for those 

with appointments and reduced time to look for 

patients files and printing laboratory results. Bru-

HIMS will also provide a more accurate recording of 

patients’ time of arrival, triage and seen by the 

doctors. 

health centre or specialist services in the hospital, 

and those whose record files could not be retrieved 

were excluded. The period of study was 01 August 

2012 to 31 July 2013.  Each record file was read 

through in entirety by the same researcher for 

identification and noting of data of interest. The 

collected data was then analysed using Microsoft 

Excel functions. The standards were: (i) 70% 

should have had at least one review; (ii) 70% 

should have had their inhaler-technique check rec-

orded at least once; (iii) 70% of those aged 12 

years or older should have had at least one record-

ed peak expiratory flow rate (PEFR) assessment; 

(iv) 100% should have had their weight, body-

mass index (BMI) or growth centile recorded during 

an attended review; (v) 80% should have had their 

smoking status recorded at least once; (vi) 50% 

should have had a written action plan given and 

recorded at least once; (vii) 50% of those aged 18 

years or older and had attended at least one review 

within the study period should have had their occu-

pation status recorded; (viii) 100% should have 

had an assessment of symptom control recorded at 

least once during attended reviews; and (ix) 100% 

of those who were symptomatic at reviews should 

have had their compliance to medication assess-

ment recorded. 

Results: There were 292 identified patients in the 

asthma registry, but only 242 (83%) were included 

in the audit.  The remainder were excluded due to 

reasons described earlier. A recording of asthma 

review, inhaler-technique check, and PEFR assess-

ment were found in 51 (21%), 6 (2%), and 25 

(14%) patients respectively. There were 49 (96%) 

patients who had their weight recorded at reviews, 

26 (11%) patients who had their smoking status 

recorded, and none who had a recording of a writ-

ten action plan given. There were 15 (33%) pa-

tients who had their occupation status recorded, 41 

(80%) patients who had an assessment of symp-

tom control recorded at reviews, and 6 (86%) pa-

tients who had their compliance to medication as-

sessment recorded.   

Conclusion: None of the 9 audit standards were 

met. Proposed reasons for the sub-standard find-

ings were centred on patients' behaviour, doctors' 

practice, justification of the standard levels, admin-

istration and policies, recording practice, and accu-

racy of diagnosis. Recommendations to improve 

audit findings, and to achieve better asthma con-

trol, involved more stringent selection of audit cri-

teria, input from specialist services, updating of 

doctors, the need of a standardised content of re-

view, and better recording system. A re-audit may 

1 
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Support for smoking cessation 

among smokers with chronic  

diseases in the Jubli Emas Bunut 

Health Centre 
Zawatil Amal HJ MAT DON, Eniza Agustri Amir MUHAMMAD, 

Hj Faruque REZA 

Department of Primary Health Care Services, Jubli Emas 

Bunut Health Centre 

 

Introduction: Smoking is the single largest pre-

ventable cause of disease and premature death. It 

is a prime factor in heart disease, stroke and chron-

ic lung disease. It can cause cancer of the lungs, 

larynx, oesophagus, mouth, and bladder, and con-

tributes to cancer of the cervix, pancreas, and kid-

neys. According to the National Nutritional Status 

Survey reported in 1989, 31.1% of males and 5.3% 

females in Brunei were smokers. The study looked 

at the support that our general practitioners give to 

smokers with chronic diseases to improve skill of 

our general practitioners to deliver better support 

for smoking cessation of our patients particularly 

with chronic diseases in addition to other smokers.  

Material and Methods: Randomly selected retro-

spective data was collected of 300 patients from the 

chronic disease registry of the Jubli Emas Bunut 

Health Centre. Smoking status if recorded in the 

patient’s clinical notes was looked for patients who 

have been seen over the last one year from 1st June 

2012 until 31 May 2013. Subsequently, looked for if 

smokers were given brief advice or referred them to 

smoking cessation clinic.  

Results: 119 (39.66%) patient notes recorded 

smoking status. However, majority181 (60.3%) 

notes were not recorded. Only 5 (71.43%) of rec-

orded 7 (87.5%) smokers were referred to smoking 

cessation clinic. 

Conclusions: Target of 80% for recording patients' 

smoking status was not achieved. Nearly 88% of 

those recorded smoker were given advice to quit 

smoking, and that target of 780% standard level 

was achieved.71% were referred to smoking cessa-

tion support (KBM). Those that was referred not 

reached the target of standard of 80%.   

be performed 12-18 months after the recommen-

dations have been acted upon. 

An audit on safe prescription 

writing by primary care doctors 

at Pengkalan Batu Health Centre 
Hjh Norafizan HJ HAZIPIN, Bilal HABIB, Mya Mya WIN, 

Pengkalan Batu Health Centre, Brunei Muara, Brunei Da-

russalam 

 

Introduction: Prescribing errors are identified as 

the leading causes of medication errors and ad-

verse drug events in family practice. There should 

be a strong emphasis on the importance of safe 

prescription writing among doctors in primary 

health care. The aim of this audit was to evaluate if 

the primary care doctors at Pengkalan Batu Health 

Centre were following the safe practice guideline in 

prescription writing. Assess if the prescriptions writ-

ten contain adequate patient identifiers; Determine 

if the information written on a prescription was in 

accordance to the recommendations stated in the 

British National Formulary (BNF); Evaluate if im-

portant information was stated when writing pre-

scription for children; Ascertain if crucial prescriber 

details were stated on the prescription in accord-

ance to the requirements by the Pharmacy Ser-

vices. 

Materials and Method: Data was collected from 

300 single sheet prescriptions written by doctors at 

Pengkalan Batu Health Centre retrospectively. Cri-

teria for the audit were based on the recommenda-

tions for prescription writing in the BNF. Audit crite-

ria were categorised into patient information, quali-

ty and safety of prescription writing, and prescriber 

details. The gold standards for most of the audit 

criteria were set at 100%.  

Results: The gold standards for all the criteria 

listed in the quality and safety of prescription writ-

ing were not met. 6% of the prescriptions were not 

written legibly. 46% of the prescriptions did not 

have the dose of drugs written clearly. 27% of the 

names of the drugs were not written clearly. 12% 

of the prescriptions did not have the dose frequen-

cy written clearly, and 99% did not have the route 

of drug administration written.  

Conclusion: The quality and safety of handwritten 

prescriptions of primary care doctors at Pengkalan 

Batu Health Centre generally did not meet the gold 

standards of this audit. This had raised the issues 

of medications errors and potential adverse events 

and near misses. 

Audit on identification of under-

weight and obese pregnant women 

and their subsequent management 
Tessa May TRENAS, Daisy ESMA, Norasiah HJ AHMAD, Hjh 

Roslin HJ SHARBAWI 

Maternal and Child Health Division, Ministry of Health, 

Brunei Darussalam. 
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Care Guideline 2010” and the current antenatal 

standard operating procedure: at first visit and after 

BMI assessment. At the first visit, all (100%) should 

have their height, pre-pregnancy and booking 

weight, and the pre-pregnancy and booking BMI 

calculated. After BMI assessment, all (100%) with 

BMI >30 and <18.5 kg/m2 should be referred to the 

dietician, at least 50% should be seen within one 

months of referral, all those with BMI >30.0 kg/m2 

should have an oral glucose tolerance test at 26 

weeks, and all (100%) with BMI >30 and <18.5 kg/

m2 should have at least one growth scan at 32 

weeks. 

Results: Only three audit standards were met; all 

patients had their height and weight recorded dur-

ing the first antenatal visit. 50% of pregnant wom-

en were seen by the dietician within 1 month of 

referral. Seven audit criteria achieved more than 

50% of the audit standard and 1 did not meet at 

least 50% of the audit standard. Refer to table be-

low. 

Conclusions: Only three standard were achieved. 

All measurements should be properly recorded at 

booking and subsequent follow ups. A dialogue with 

the Community Nutrition Division needs to be car-

ried out to discuss the findings of this audit and the 

‘Antenatal Guideline 2010’ needs to be updated with 

respect to BMI determination in the first trimester. 

A revision of the local guideline should be made on 

the definition of underweight. 

Introduction: Obesity is a medical condition in 

which excess body fat has accumulated to the ex-

tent that it may have an adverse effect on health. 

Maternal obesity has become one of the most com-

monly occurring risk factors in obstetric practice. At 

the other end of the spectrum is maternal under-

weight, which is defined as a body mass index 

(BMI) below 18.5kg/m2 prior to pregnancy. Mater-

nal underweight remains a common occurrence 

that can potentially lead to adverse perinatal out-

comes. It has been shown in 2012 that 10.9% of 

pregnant Bruneians are obese, and 3% were un-

derweight. Health care during the antenatal period 

provides an opportunity to identify underweight and 

obese women. This audit was carried out to deter-

mine whether these high risk groups are effectively 

identified and managed in accordance with our local 

“Antenatal Guideline 2010”. The aim of the audit is 

to ensure effective identification and management 

of pregnant women who are underweight or obese 

in accordance with the Antenatal Care Guideline. 

Materials and Methods: This is a retrospective 

audit looking at BMI assessment of antenatal pa-

tients attending four MCH clinics in Brunei-Muara 

district and their subsequent management. An au-

dit pro forma was developed for this purpose and a 

case note review of antenatal patients who had 

attended their 6-week postnatal check-up between 

the periods of May to July 2012 was done. The au-

dit standards are based on the local “Antenatal 

AUDIT STANDARDS RESULTS AUDIT 

ALL pregnant women with BMI >30 should be referred to the dietitian 14/18  78% 

ALL pregnant women with BMI <18.5 should be referred to the dietitian 3/9 33% 

50% of pregnant women referred to the dietitian should be seen within 1 month of referral 8/16 50% 

ALL pregnant women with BMI >30 should have a GTT at 26 weeks 16/18 89% 

ALL pregnant women with BMI <18.5 should have at least 1 growth scan at 32 weeks 5/9 56% 

ALL pregnant women with BMI >30 should have at least 1 growth scan at 32 weeks 13/18 72% 

AUDIT STANDARDS : AT THE FIRST ANTENATAL VISIT RESULTS AUDIT 

ALL pregnant women should have their height measured 141/141 100% 

ALL pregnant women should have their pre-pregnancy weight recorded 91/141 65% 

ALL pregnant women should have their weight measured 141/141 100% 

ALL pregnant women should have their BMI recorded 103/141 73% 

ALL pregnant women should have their pre-pregnancy BMI recorded 77/141 55% 

Table: Results of the audit. 



Management of hypertension in 

PAPHRSB Sungai Asam Health  

Centre 
Hj Norzaidi HJ MD SAINI, Hjh Rummana CHOWDHURY, 

Mehreen ASAD, Pengiran Anak Puteri Hajah Rashidah 

Saa’datul Bolkiah (PAPHRSB) Health Centre Chronic Dis-

ease Clinic, Bandar Seri Begawan, Brunei Darussalam 

 

Introduction: Hypertension is one of the common 

Chronic Non-Communicable Diseases (NCDs) and 

an important risk factor for cardiovascular and cer-

ebrovascular disease. Despite understanding and 

availability of treatment, the number of patients 

achieving target blood pressure control remains 

unsatisfactory. An audit on management of hyper-

tension based on National Institute for Health and 

Clinical Excellence recommendation was done in 

the Pengiran Anak Puteri Hajah Rashidah Saa’datul 

Bolkiah (PAPHRSB) Health Centre Chronic Disease 

Clinic.  

Materials and Methods: The audit looks at the 

anti-hypertensive medications initiated, and the 

measures taken to improve the management of 

patients with uncontrolled hypertension. Altogether 

287 non-diabetic hypertensive patients were ran-

domly selected from the health centre’s chronic 

disease registry and data regarding the age during 

diagnosis of hypertension, anti-hypertensive initiat-

ed and measures taken for uncontrolled hyperten-

sion were gathered retrospectively from the pa-

tient’s notes.  

Results: It was found that 43.5% of hypertensive 

patients less than 55 years of age were initiated on 

angiotensin converting enzyme (ACE) inhibitor and 

45.2% of hypertensive patients aged 55 years and 

above were initiated on calcium channel blockers 

(CCB) as per recommended by the guideline. 67.1% 

of patients with uncontrolled hypertension had at 

least one measure documented in their notes.  

Conclusion: This audit showed that ACE inhibitor 

was the most commonly used anti-hypertensive 

among patients less than 55 years old and CCB for 

the older patients. Measurement and documentation 

of blood pressure remain poor. Interventions in the 

form of educations and repeat audit are required to 

improve the care of patient with hypertension. 
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Audit on Cardiovascular (CV) Risk Assessment in Type 2 Diabetes Patient in 

Muara Clinic 
Sajjad KHAN, Ameer HAMZA, Moi Moi TEO, Muara Health Centre, Brunei Darussalam 

 

Introduction: Diabetes is a chronic disease and is part of non-communicable disease (NCD) which causes 

significant impact on mortality, morbidity and quality of life. There is a high prevalence of diabetes in the 

community. The rate of morbidity and mortality from cardiovascular (CV) is 2 to 5 times greater in patients 

with diabetes than those without diabetes. In 2011, heart disease is the second leading cause of death after 

cancer in Brunei Darussalam. This leads to an increase in financial burden to the country. The main risk fac-

tors for CV are hypertension, dyslipidemia and diabetes. Studies have shown that diabetes is associated with 

3-4 fold increase risk of getting coronary events. Hypertension is the second and diabetes is the eighth most 

common diseases seen in the primary health care in Brunei Darussalam. WHO has drawn attention to the fact 

that CV is our modern epidemics i.e. a disease that affects the population and not an unavoidable attribute of 

ageing. The aim of this study is to evaluate the cardiovascular risk factors (blood pressure, HbA1c and total 

cholesterol) in all the type 2 diabetic patients in Muara clinic over period of one month. 

Materials and Methods: A retrospective approach was used in which data was collected from patient case 

notes by using a self-design proforma. All type 2 diabetic patients with age 70 and below registered under 

chronic disease registry were included in study. The patients’ files were coded as CV 2013 to avoid double 

entry.  

Results: 275 case notes were extracted from the medical record. 43 patients did not meet the inclusion cri-

teria thus giving a total sample size of 232 patients. 52% were female patients and 48% were male patients, 

both genders were affected with more females than males. Majority of the patients were Malays (91%), fol-

lowed by Chinese (6%) and the other races (3%). 69% of the patients were in the age range of 40 to 59. 

76% had blood pressure at the target while 22% of the patients had blood pressure above the target and 6% 

were not recorded. 44% had HbA1c at target while 51% had HbA1c above the target, and 5% were not rec-

orded. 65% had total cholesterol at the target while 30% had total cholesterol above the target and 5% were 

not recorded. 47% were on aspirin and 3% were on other antiplatelet. 85% of the patients were on oral hy-

poglycaemic agents. 54% patients were on statins and 3% were on other lipid lowering agents. 46% patients 

were on antihypertensive. 5% medication data was not available in patient case notes. 

Conclusion: There were a significant percentage of people with diabetes with more female than male. Out of 

the three CV risk factors assessed, only blood pressure met the standard set for this audit. Therefore, overall 

there is a poor control of CV risk factors leading to a higher risk of getting coronary events. This audit cannot 

represent the overall primary health care of Brunei as the data was extracted from one health center only. 
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Achieving target blood pressure in patients with hypertension in BSB health 

Centre 
Zeenathul ASHIKA, Mirza Muhammad OMAR SAAD, Rhea BASU. Bandar Seri Begawan Health Centre, Brunei Darussalam  

 

Introduction: Hypertension is one of the leading causes of mortality and morbidity in Brunei Darussalam.  

According to Ministry of Health statistics from 2008 to 2011 around 40,000 appointments at government 

Health Centres and 4,000 appointments at specialist centres in government hospitals were for patients with 

hypertension. WHO data published in April 2011 revealed that hypertension related deaths in Brunei Darus-

salam reached 91 or 10.03% of the total deaths recorded. The age adjusted death rate was 54.46 /100,000 

of population which ranks 30th in the world. The aim of the study is to determine if all hypertensive patients 

with or without diabetes achieve the recommended target blood pressure according to NICE guidelines; pa-

tient with diabetes <130/80 mmHg and patient without diabetes <140/90 mmHg. 

Materials and Methods: This is a retrospective study of patients with hypertension seen in the BSB Health 

Centre. All patients with hypertension were included in the study with the exception of pregnant patients, 

patients with renal impairment, newly diagnosed hypertensive patients within six months and patients fol-

lowed up in any specialist clinics. Data gathering was done using a proforma on first hundred patients seen 



by three primary health care doctors during scheduled chronic care appointments and regular outpatient con-

sultations. The data collection was done from August 2013 to September 2013. A total of three hundred pa-

tients with hypertension were assessed.  

Results: Among the 300 patients, 219 patients were non diabetic. 191(88%) achieved the target BP of less 

than 140/90 mmHg and 28 (12%) of them did not achieve it. Among the total of 81 diabetic patients, 55 

(67%) achieved the target BP of less than 130/80 mmHg and 26 (33%) did not achieve it. When analysing 

the medications a total of 194 patients are on calcium channel blockers, 169 patients are on angiotensin con-

verting enzyme (ACE) Inhibitors, 81 patients are on angiotensin renin blocker (ARB) and 55 patients are on 

beta blockers. It shows that most of the patients are on calcium channel blockers. 91% of the patients are 

compliant with medication. 

Conclusion: The diabetic patients did not achieve the target BP according to NICE guideline. The reasons 

may be poor compliance of diet and medications, sedentary lifestyle and lack of awareness of complications 

of uncontrolled hypertension. Recommendations include lifestyle modification, emphasizing compliance on 

taking anti hypertensive medications and public awareness programs .Primary health care doctors should be 

urged to update themselves in the latest medical guidelines and management of hypertension. 

Antibiotic prescribing in Flu Clinic in Berakas B Health Centre 
Khin Thida AUNG, Thomas Kottayil JOHN, Jerome Cabalhin LASTIMOSA. Berakas B Health Centre, Brunei Darussalam. 

 

Introduction: In Brunei Darussalam, acute upper respiratory tract infection ranks as the 1st leading cause 

of Primary Health Care Outpatient attendance in all districts as well as the leading cause of Hospital Outpa-

tient morbidity from 2008-2011. There is strong evidence that antibiotic resistance is clearly related to un-

necessary antibiotic use. Primary health care doctors play an important role in identifying patients clearly 

needing antibiotic treatment based on several aspects like evidence of a bacterial infection, concept of re-

sistance, and possible serious complications especially in high risk groups and those with co-morbid condi-

tions.  

Materials and Methods: A retrospective study was done. Data was collected from 22nd August to 28th Au-

gust 2013. The study was carried out in Berakas B health Centre with a catchment population of 43,000. The 

sample was selected randomly from all patients attending flu clinic from 1st August to 20th August 2013 but 

excluding patients with incomplete particulars, illegible case sheets, non-flu patients (wrong triage). The 

standard was set to treat 90% of uncomplicated viral URTI symptomatically without antibiotics. 

Results: Total 337 patients were included in the study and 16.6% of the patients were of high risk age group 

which comprised under-five children and above 65 years old. They were 94.7% of Malay ethnicity with female 

predominance (58.2%). Out of total 337 patients, 21 (6.2%) were prescribed with antibiotic. Among these 

patients, only 7 had clear documentation for the indication for prescription of antibiotic. Out of the remaining 

14 patients, 7 patients are of high-risk group with extreme ages and associated co-morbidities, and there 

were no documented reason for the other 7 patients. Penicillin group (amoxicillin and co-amoxiclav) were 

mainly given in 19 patients. Only 2 patients were prescribed macrolide group of antibiotic (Erythromycin). 

Conclusion: The study concludes that the practice, within the study period achieved the standard of more 

than 90% non-antibiotic prescription to RTI patients seen in flu clinic. But there was limitation of sample size 

and short duration of study to get a better representative result. Re-audit should be done after 2-3 years.  

Noticed: At the time of publication, one poster (Management of Bronchial Asthma in Gadong Health Centre from Mubashir Amin Butt and Joseph 

Castello) was not available and not included in the Supplement. 
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