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ABSTRACT 

Endoscopy is an important tool for the evaluation of any hollow organs or cavities. In the field of gas-

troenterology, endoscopy has become an integral and essential tool in the investigations of gastrointes-

tinal diseases. The first endoscopic equipment was a rigid instrument that utilised candle light source. 

As technology progressed, optical lens improved the quality of images, followed by development of 

flexible fibre optic endoscopes and charged coupled device used in the modern videoendoscopes. Endo-

scopic equipment have completely revolutionalised the practice of medicine. In Brunei Darussalam, the 

first endoscopic system was introduced in 1978 and with introduction of newer equipment, services 

provision expanded. This article reviews the history and experience of gastrointestinal endoscopic ser-

vices in Brunei Darussalam. 
 

 

Keywords: Brunei Darussalam, endoscopic services, endoscopy, gastrointestinal diseases 

Special Report 

Correspondence author: Vui Heng CHONG 

Division of Gastroenterology and Hepatology,  
Department of Medicine, RIPAS Hospital,  

Bandar Seri Begawan BA 1710,Brunei Darussalam 
Tel: +673 2242424 Ext 5233 

E mail: chongvuih@yahooc.co.uk 

Brunei Int Med J. 2014; 10 (5): 235-246 

INTRODUCTION 

Endoscopy is an important tool for the evalu-

ation of not just the gastrointestinal (GI) tract 

but also other hollow visci, such as the pul-

monary and urinary systems. Endoscopic ex-

amination not only allows direct visualisation 

of the tract and pathology, but also allow tis-

sue sampling and therapeutic procedures to 

be carried out. Prior to the development of 

the flexible endoscope, evaluation of the GI 

tract relied heavily on the use of radiological 

contrast imaging such as barium swallow, 

barium meal, enteroclysis and barium enema. 

While these investigations were important,   
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they have now become near obsolete and 

replaced by endoscopic imaging. 

 

 In the latter half of the twentieth cen-

tury, adaptation of fibre-optics to GI endosco-

py is considered one of the major advances 

made in the field of gastroenterology. Many 

discoveries in gastroenterology would have 

not been possible without the use of endosco-

py. With the advancement in technologies, 

endoscopic systems have improved and 

evolved with superior imaging, ability to view 

at microscopic levels (confocal microscopy), 

and beyond the bowel walls (endoscopic ul-

trasound, EUS). Now the entire GI tract can 

be visualised endoscopically (capsule endos-

copy and balloon assisted enteroscopy). Apart 



from visualisation, the ability to perform in-

terventions such as tissue sampling and ther-

apy have also improved. 

 

 Today, endoscopy is an integral and 

essential part of gastroenterology practice, 

and one cannot practice gastroenterology 

with it. This article reports on the develop-

ment of and experience with flexible endosco-

py service in the Brunei Darussalam over a 

period of three decade. 

History of Endoscopy 

The history of endoscopy stretches back to 

the ancient time with the discovery of relics 

that had features of equipment for viewing 

the inside of human body. The development 

of the GI endoscope has passed through 

three principle phases; the ‘rigid endo-

scope’ (1805 to 1932), the ‘semi-flexible en-

doscope’ or ‘Schindler’ era (1932 to 1957); 

and the ‘fibre optic’ era (1957 to present). 1 

The first attempt to visualise the inside of the 

living human body (urinary tract, rectum and 

pharynx) was in 1805 by Philip von Bozzini 

(Germany), using a tube instrument he creat-

ed known as a ‘Lichtleiter’, or ‘light conductor’ 

to allow the inspection of ear, urethra, rec-

tum, female bladder, cervix, mouth, nasal 

cavity and even wound. 1 Antoine Jean De-

sormeaux (France) in 1853 developed an in-

strument which he named ’endoscope’ specif-

ically designed to examine the urinary tract 

and bladder. 1 However, the first gastroscopy 

was credited to Adolf Kussmaul (Germany) in 

1868, who enlisted the help of a professional 

sword swallower to pass a 47 cm long metal 

tube with a 13 mm diameter into his stom-

ach. However, it was not until 1881, that Jo-

hann von Mikulicz and his colleagues created 

the first rigid gastroscope for practical appli-
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tions. In 1932, Dr Rudolph Schindler invented 

the first flexible gastroscope that allowed ex-

aminations even while the tube was bent. A 

significant breakthrough occurred in the 

1950s with the advent of glass fibre, with Bas-

il Hirschowitz being credited with the develop-

ment of the first flexible fibre-optic endoscope 

in 1957.  

 

 With improvement in technology, fibre

-optic endoscopes were replaced by video en-

doscopes which uses charged-coupled devices 

(CCD) for image capture. Quality of image 

improved with better resolution and definition. 

Utilisation of the various light wavelength (i.e. 

narrow band imaging [NBI] and auto fluores-

cence imaging [AFI]) allow visualisation of the 

mucosa, vascular and pit patterns. Magnifica-

tion coupled with enhanced imaging allow the 

inspections of the mucosa in microscopic de-

tail. Improvement will continue to be made 

improving both the diagnostic and therapeutic 

potentials. 

History of Endoscopy in Brunei  

Darussalam  
 

Prior to the introduction of flexible endoscopy, 

rigid endoscopies were already routinely used 

in the Brunei General Hospital (BGH) by the 

State Surgeon, Pehin Ian Antrobus Harris. 2 

Even though specialising in thoracic surgery, 

Pehin Harris had a wide repertoire and pre-

formed rigid proctoscopy, sigmoidoscopy and 

oesophagoscopy. It was only in 1978 that flex-

ible GI endoscopy service was started in the 

BGH, the only referral hospital in Brunei Da-

russalam by Dato Peter de Vellier Hart, the 

State physician.  

 

 In the 1970s, the flexible endoscopic 

technology was still at its infancy and trying to 



acquire such equipment was not easy. Dato 

Hart remembered that one day, the equip-

ment; a complete Welch Allyn® (United 

States) endoscopic system (Figures 1) with 

oesophagoduodenoscope and colonoscope, 

‘mysteriously’ appeared in the hospital. The 

then Medical Director, Pehin Philip Irvin 

Franks 4 who was also the royal advisor for 

health matters had managed to convince the 

local authority the importance of such equip-

ment and service.  

 

 Dato Hart knew he needed to intro-

duce an endoscopy service to effectively 

manage patients with suspected upper GI 

pathologies. Prior to the introduction of the 

endoscopy service, he had to rely on radio-

logical contrast study and clinical acumen. In 

order to treat patients with suspected upper 

GI pathologies more effectively, he needed to 

know the exact pathology. Dato Hart’s intro-

duction to endoscopy occurred when he was 

training in the London Hospital, Untied King-

dom at that time as a house surgeon to the 

famous Mr. Ivor Lewis (Ivor Lewis oesoph-

agectomy) in the 1950s. 3 The important con-

cept of looking inside the GI tract to assess 

underlying disease was made clear to him 

 

when he observed Mr. Lewis perform a rigid 

oesophagoscopy.  

 

 Since the introduction of the endo-

scope to Brunei Darussalam, the endoscopic 

service has expanded to the other hospitals 

with the introduction of other essential endo-

scopic services (colonoscopy and endoscopic 

retrogradecholangiopancreatography [ERCP]). 

 

Endoscopic Service in the Brunei 

General Hospital (BGH) 

The endoscopy unit in the BGH was part of 

Ward 7, a surgical ward, and the endoscopy 

team then consisted of Dato Hart, a nurse (Hj 

Mustafa Bin Hj Abdul Hamid) who joined the 

unit when the unit started in 1978) and an 

assistant (Hj Isnisa Bin Hj Md Tahir). At that 

time, there were no formal training pro-

gramme for both doctors and nurses, and 

they had to learn on the job. Teaching was 

conducted on the job by doctors involved with 

endoscopy.  

 

 There were daily endoscopic lists in 

the morning after the morning ward rounds. 

Each list usually had up to five patients and 

listed patients were mainly from the wards 

Fig.1: The Welch Allyn fibre optic 

endoscopic system (Picture: cour-

tesy of Welch Allyn ® (United 

States). 
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admitted for various GI problems. Haemostat-

ic therapy for bleeding ulcers was limited to 

injection with adrenaline. 

 

Endoscopic Service in RIPAS Hospital 

The first endoscopy unit in RIPAS hospital was 

located on the third floor (Block 3) between 

the Medical Intensive Care Unit (MICU) and 

Coronary Care Unit (CCU), now converted to 

be part of the refurbished MICU. The unit con-

sisted of two rooms, an inner room where 

procedures were carried out and endoscopes 

processed and an outer room as a holding 

area. This holding area was also used for hae-

matological work such as leucoperesis and 

platelets donations. At that time, these hae-

matological procedures were under the charge 

of the endoscopy nurses, who were also 

trained in these procedures.  

 

 In the earlier period, only flexible up-

per GI endoscopies were offered. Although 

colonoscope was available, there were few 

cases and experience was minimal with flexi-

ble lower GI endoscopy. Limited lower GI en-

doscopic imaging through proctoscopy and 

rigid sigmoidoscopy were offered by both the 

surgeons and physicians. The Surgical Unit 

started performing flexible sigmoidoscopy in 

the operating theatre from 1979/1980. 

 

 In 2000, the Endoscopy Unit was relo-

cated to the Specialist Block, which also 
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Fig. 3: Frequencies of the various endoscopic procedures over the three decades. 

Upper gastrointestinal 
endoscopy 
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Figs. 2: a) The Olympus CLE-4U (Olympus ® Japan) , 

the second endoscopic system acquired after the 

Welch Allyn ® system, b) A portable Olympus OTV-F2 

processor and, c) Olympus processor Evis CV-240. 
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housed the Gastroenterology and Hepatology 

outpatient clinics (previously in the PHY Clin-

ics), two rooms for endoscopic procedures 

including a lead lined room for fluoroscopic 

work (mainly ERCPs), a four bedded recovery 

bay, a treatment room and a room for other 

studies (24 hour pH monitoring, manometry 

and urea breath test).  

 

 Bronchoscopy services  were also car-  

ried out in the Endoscopy unit until the Divi-

sion of Respiratory Medicine (DORM), Depart-

ment of Medicine acquired their own Endo-

scopic system in 2006. This service was later 

relocated to the DORM (1st June 2006), next 

to the Endoscopic unit in the same Specialist 

Building. 

Indications        n (%) 

Dyspepsia        1,101 (53.3) 

Gastrointestinal bleeding          263 (12.7) 

Evaluation of anaemia         263 (12.7) 

Heartburn            166 (8.0) 

Evaluation of vomiting         67 (3.2) 

Dysphagia          41 (1.9) 

Evaluation of weight loss          33 (1.6) 

Evaluation of anorexia          19 (0.9) 

Others        120 (5.8) 

Table 1: Spectrum of indications for upper  

gastrointestinal endoscopy among  

referred for endoscopy over a two year  

period) (Ref 5). 

 In Brunei Darussalam, after the Welch 

Allyn® system, other systems that had been 

acquired include the Olympus®  (Japan) 

(Figures 2), Pentax® (Japan) and Fujinon®  

(Japan) systems, each having their ad-

vantages and disadvantages. 

 

Types of Endoscopy Services 

Oesophagogastroduodenoscopy (OGD or 

Upper GI endoscopy) 

Upper GI endoscopy or OGD (Figure 4) is the 

most common endoscopic procedure per-

formed in the field of gastroenterology. Over 

the years, there had been a steady increase in 

the total number of upper GI endoscopies per-

formed per year (Figure 3). To date, the max-

imum number of upper GI endoscopy per-

formed per year was 2,069 in 2008, equiva-

lent to ~678.4 endoscopies per 100,000 pop-

ulation (RIPAS Endoscopy unit then provided 

a service to three districts; Brunei-Muara, 

Tutong and Temburong) compared to 1980 

(n=170, ~89.9/100,000 population, service 

provision for the whole country). In 2014, the 

average number of procedures was 7.1 upper 

GI procedures per list (typically a morning 

four hours mixed list).  

 

Indications   n (%) 

Normal   506 (24.5) 

Gastritis/duodenitis  981 (47.5) 

Oesophagitis (LA classification) 397 (19.2) 

 Grade A/B  376 (18.2) 

 Grade C/D  21 (1.0) 

Peptic ulcer disease  305 (14.8) 

 Gastric ulcer  99 (4.8) 

              Duodenal ulcer  172 (8.3) 

 Gastric/duodenal  35 (1.7) 

Malignancies   26 (1.3) 

 Oesophageal  5 (0.2) 

 Stomach   21 (1.0) 

Table 2: Spectrum of findings of upper  

gastrointestinal endoscopy (Ref 5). 
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LA Classification: Los Angeles classification for gastro-oesophageal reflux 
disease. 

Fig. 4: Upper gastrointestinal endoscopy being  

performed in the old endoscopy Unit. 



 Like any other procedures, there are 

clear cut indications for performing endosco-

py. The most common indications for upper 

GI endoscopy in our local setting is shown in 

table 1. 5  By far the most common indication 

is the evaluation of dyspepsia, and our find-

ings have been consistent with what have 

been reported from other centres in other 

countries. The common findings include gas-

tritis/duodenitis, oesophagitis (mainly mild) 

and ulcer disease (Table 2). In countries 

where Helicobacter pylori (H. pylori) infection 

remains common, peptic ulcer disease and 

related complications such GI bleeding are 

common. However, there has been a decline 

in the prevalence of this infection. 6 Malignan-

cies only account for a small proportion. The 

incidence of both oesophageal and gastric 

cancers are declining in our setting. 7, 8 

 

 In our setting, the routine waiting 

time for upper GI endoscopy remains consist-

ently less than two weeks. For urgent cases, 

the procedure can be arranged for the same 

or following day after consultation with the 

endoscopist doing the routine list or with the 

endoscopist oncall for haemostasis.  

 

 Apart from routine endoscopic proce-

dures, an important aspect is the provision of 

emergency endoscopy services. This service 

mainly deals with GI bleeding. The endoscopy 

team consist of an endoscopist and two en-

doscopy nurses. Procedures are done in the 

Endoscopy unit for stable patients and bed 

side for unstable patients, typically patients in 

the intensive care units. The treatment mo-

dalities used for haemostasis include a combi-

nation of adrenaline injection, heater probe 

coagulations and haemoclips, with the first 

two modalities widely used for ulcer or non-

variceal bleeding. For variceal bleeding, vari-

ceal band ligation is used for oesophageal 

varices and histoacryl glue injection for gas-

tric varices. Currently, other modalities such 

as argon plasma coagulation (APC) or laser 

are still not available. Failing endoscopic hae-

mostasis, patient typically proceed to angi-

ography and embolisation. Surgery remains 

the last option. The endoscopy unit have a 

very good support from the Department of 

Radiology and any failed endoscopic hemosta-

sis have to date been dealt successfully with 

angiographic interventions.  

 

 Upper GI endoscopy are routinely 

performed with only topical anaesthesia 

(lignocaine) with conscious sedation used se-

lectively. Therefore, complications for upper 

GI endoscopy in our setting in general is rare. 

Most complications or adverse events have 

been related to sedation resulting in transient 

desaturation or hypotension. Reported ad-

verse effects or complications ranged from 

0.56% (1 in 170) and 0.01% (1 in 10,000 

procedures). 9 The most common adverse 

effects are cardiopulmonary related, account-

ing for as high as 60% of all adverse events. 

These rates have been based on studies from 

the West (United States and Europe) where 

most upper GI procedures are performed un-

der sedation (moderate or deep). However 

the complication rates vary with the type of 

procedures, higher in interventional proce-

dures such as oesophageal dilation or muco-

sal resections than pure diagnostic proce-

dures. To date, there have only been a single 

case of death and documented oesophageal 

perforation in our setting over the last two 

decades, with almost forty thousands upper 

GI endoscopy undertaken. The death was in 

an elderly ill patient who was admitted with 
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Indications   n (%) 

Bleeding per rectum   596 (22.9) 

Abdominal pain   546 (21.0) 

Evaluation of anaemia   305 (11.7) 

Screening for CRC   415 (15.1) 

Family history of CRC/colonic polyps 93 (3.6) 

Elevated serum CEA   37 (1.4) 

Constipation   152 (5.9) 

Altered bowel habit   99 (3.8) 

Diarrhoea    64 (2.5) 

Weight loss (suspected lower GI related)  52 (2.0) 

Surveillance   34 (1.3) 

Melaena (after negative OGD)  23 (0.9) 

Bowel obstruction   7 (0.3) 

Not specified   305 (11.7) 

Table 3: Spectrum of indications for  

lowergastrointestinal endoscopy 

(Colonoscopy) (Ref 11). 
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CRC: Colorectal cancer, CEA: Carcinoembryogenic antigen,  

GI; gastrointestinal, OGD: Oesophagogastroduodenoscopy 

upper GI bleeding. This patient also had mul-

tiple comorbid conditions. The case of oe-

sophageal perforation was a young patient 

who had meat bolus impaction in the proxi-

mal oesophagus with delayed presentation of 

several days. This case was managed with 

surgical drainage of the abscess and con-

servative management of the perforation. 

 

Sigmoidoscopy 

The practice of sigmoidoscopy is now slowly 

becoming less common, and only done for 

patients who do not require a complete ex-

amination of the colon i.e. very young patient 

where proximal pathologies are not suspect-

ed or for assessment of known distal patholo-

gies (haemorrhoids, solitary rectal ulcers or 

distal ulcerative colitis). The numbers of sig-

moidoscopies carried over the years has 

steadily declined. Change in practice has 

been the major factor. Examination of the 

whole colon is now preferred especially with 

the increasing incidence of CRC. 10   

 Flexible sigmoidoscopy was intro-

duced by the Surgical Unit in 1979/1980 and 

procedures were performed in the operating 

theatres. Later in the Medical Unit also of-

fered limited sigmoidoscopic service when the 

Olympus system was acquired in 1982. When 

the Endoscopy unit of the Department of 

Medicine was established, service provision 

was transferred to this unit. In our setting, 

sigmoidoscopy are performed with or without 

conscious sedation depending on the endos-

copists’ preference. Similar to upper GI en-

doscopy, complications are rare. To date, no 

major adverse events have been documented 

in our setting. 

 

Colonoscopy 

Colonoscopy service was introduced by the 

Medical Unit in 1978, when a Welch Allyn ® 

system was acquired. However, the numbers 

were small and experience with colonoscopy 

minimal. The Welch Allyn ® colonoscope was 

difficult to use and it was only later before 

1986, the Olympus (Olympus ® Japan) colon-

oscope was acquired. Prior to 1987, thera-

peutic intervention was not available, and 

patients who required therapeutic colonosco-

py had to be referred to centres in Singapore. 

 

 Colonoscopy service had been provid-

ed by the Endoscopy Unit, Department of 

Medicine until 13/11/1993 when the Depart-

ment of Surgery started a service for their 

own patients. This has continued until the 

present day. 

 

 There was a total of 15 lower GI en-

doscopy (sigmoidoscopy) performed by the 

physicians in 1983. Since then, the number of 

procedures performed annually has steadily 

increased from 162 colonoscopies in 1988 
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(equivalent to ~68.1 colonoscopies per 

100,000) to 775 (~261.5 colonoscopies per 

100,000) in 2011. The total number of colon-

oscopies performed in 2013 was 840, and the 

number continues to increase as the popula-

tion grow and age.   

 

 The main indications of colonoscopy 

have been for the evaluations of bleeding per 

rectum, abdominal pain, altered bowel habits 

and other symptoms of bowel cancers (Table 

3). 11 In the latter part of the last decade, 

there had been a steadily increase in screen-

ing colonoscopy. There is currently no formal 

national CRC screening programme in place 

and screening has been offered in the oppor-

tunistic fashions (family history of CRC or 

those considered average risk >50 years old 

above). Our recent experience with CRC 

screening as part of the Integrated Health 

Screening programme colonoscopy had 

shown that CRC screening is feasible. 12 Cur-

rently, a national CRC screening is being pro-

posed in order to tackle the rising incidence of 

CRC. 10 With the implementation of a national 

screening programme, the number of colon-

oscopy is expected to increase dramatically. 

 The  majority of patients have normal 

endoscopy. 11 Common pathologies include 

haemorrhoids, polyps and diverticular disease. 

Four percent of all colonoscopies were on pa-

tients found to have CRC (Figure 4). 11  

 

 Compared to upper GI endoscopy, the 

risk for colonoscopies is higher. Adverse 

events such as hypoxeamia and hypotension 

related to sedation have been reported to 

range from 6% to 11% and 5% to 7% respec-

tively. 13 Significant complications include 

bowel perforations and bleeding. Literature 

have reported major adverse events rate of 

2.8 per 1,000 colonoscopies (perforation of 

between 0.01% and 0.3% and bleeding of 

between 0.1% and 0.6%), typically post inter-

vention such as polypectomy. 13 In our set-

ting, to date, there have been three perfora-

tions documented; one occurred immediately 

after polypectomy of a flat polyp in the trans-

verse colon and the other two others, delayed 

perforations after polypectomies of sigmoid 

polyps. Two were managed surgically and 

once conservatively. There have been several 

delayed bleeding post polypectomies. No 

death have been associated with colonoscopy 
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Endoscopic Retrograde  

Cholangio-Pancreatoscopy (ERCP) 

ERCP was introduced into clinical practice in 

1968, and in Brunei Darussalam in 1987. 

Since its introduction, it has become a com-

monly performed procedure to manage biliary 

and pancreatic diseases. ERCP has now large-

ly replaced surgery for the management of 

biliary stones (Figures 6), post surgical com-

plications such as bile leak and unresectable 

malignant biliary obstructions. 14 Since its in-

troduction, the number of procedures per-

formed annually in our setting has increased 

from 16 in 1988 to as high as 183 in 2010 

(~46.3 procedures per 100,000 population). 

Prior to 2000, ERCP were carried out in the 

Department of Radiology until the acquisition 

of the C-arm (Siemen ®, Germany).  

 

 The most common indications for 

ERCP are the management of obstructive 

jaundice (biliary stones and to a lesser extent 

malignant obstructions) and acute gallstone 

Figs. 6: Fluoroscopic image showing several large 

stones in a dilated common bile and common hepatic 

ducts, and b), endoscopic images showing a large 

stone extracted from the bile duct with a balloon 

catheter. 

pancreatitis. Biliary and pancreatic malignan-

cies remain uncommon. Procedures are car-

ried under conscious sedation (midazolam and 

fentanyl or pethidine) with or without premed-

ication. On rare occasions, ERCPS are done 

under propofol, under general anaesthesia or 

even in the operating theatre. Common com-

plications include post ERCP pancreatitis as 

reported in the literature. Lesser complica-

tions include post sphincterotomy bleeding. To 

date, significant complications included a res-

piratory arrest, a duodenal perforation and 

two post sphincterotomy perforations.  

 

Enteroscopy 

Enteroscopy (Olympus® Japan, GIFQ240) is 

used to assess the small bowel and common 

indications include evaluation of suspected 

small bowel bleed, in patients who had nega-

tives upper GI endoscopy and colonoscopy. 

The enteroscope (Olympus® Japan) was ac-

quired in 2002. This enteroscope is a long en-

doscope with a outer diameter of 13 mm and 

a length of 200 cm. It utilises an over tube to 

reduce looping and shorten the endoscope in 

the stomach. In our setting, the utilisation of 

the enteroscope is small given the low fre-

quency of small bowel pathologies beyond the 

second part of the duodenum. The main dis-

advantage of the enteroscope is limited depth 

of insertion, typically up to the proximal part 

of the jejunum and also the associated dis-

comfort to the patient. Without the ability for 

fixation such as the double balloon enter-

oscope (Fujinon ® Japan).  

 

Endoscopic Ultrasound (EUS) 

EUS utilises the concept of an ultrasound 

probe placed at the front or tip of an endo-

scope. Since its introduction and with subse-

quent improvement, EUS has now become the 

a 

b 



gold standard for T-staging of GI cancers and 

also for the acquisition of tissue for diagnosis 

of the upper GI tract (oesophagus, stomach, 

pancreas and biliary tree) and also the medi-

astinal structures such as lymph nodes. Use in 

the lower GI tract, in particular the rectum is 

well established. EUS was introduced into Bru-

nei Darussalam in 2006, a radial Olympus 

echoendoscope. Given that is a radial scope, it 

could only be used for assessment, but not 

tissue acquisitions or interventions. The main 

use was for the assessment of upper GI ab-

normalities such as gastric cancer T-staging, 

assessment of submucosal neoplasms and 

assessment of the pancreas and biliary tract 

(mainly for assessment of those patients cate-

gorised as low to moderate probability of hav-

ing biliary stones before proceeding to ERCP).  

 

Endoscopy Services in the Other  

Hospitals 

Suri Seri Begawan Hospital (SSBH): After 

the introduction of endoscopic services in the 

Brunei General Hospital and later RIPAS Hos-

pital, the next hospital to provide endoscopic 

services was the SSBH in the Kuala Belait dis-

trict. This district, which is geographically the 

largest district in the country has a population 

catchment of between 70,000 and 80,000. 

Endoscopic service was introduced in 1984. 

Similar to the progression in RIPAS Hospital, 

colonoscopy was later introduced. Therapeutic 

procedures were carried out from 1995 on-

wards. The total number of  upper GI endos-

copies ranged between 325 to 350 per year 

(~464 procedures per 100,000 population) 

and for lower GI endoscopies, this ranged be-

tween 160 and 170 procedures per year 

(~228 procedures per 100,000 population). 

Complex procedures such as ERCP had been 

previously performed in this hospital. Howev-

er, due to low case load and current lack of 

expertise, patients are referred to the RIPAS 

Hospital.  

 

Pengiran Muda Mahkota Pengiran Muda 

Haji Al-Muhtadee Billah (PMMPMHAMB) 

Hospital: Among the government hospitals, 

the other hospital to introduce endoscopic ser-

vice was the PMMPMHAMB hospital in the 

Tutong district. This was started in 2010 under 

the charge of the surgical team. The total 

number of cases (upper and lower GI proce-

dures) were; 2011 (n=92), 2012 (n=82) and 

2013 (n=128). Procedures are carried out in 

the operating theatre. The endoscopy services 

only cover diagnostic and simple interventions 

such as simple polypectomy. Complex cases 

are referred to RIPAS Hospital. 

 

Jerudong Park Medical Centre (JPMC): 

Outside of the three government centres that 

provide an endoscopy service, the only other 

healthcare institution that offers endoscopic 

services is the JPMC, a private healthcare 

medical centre. Procedures offered include 

upper GI endoscopy, colonoscopy and ERCP. 

Similar to any other endoscopy centre, the 

major workload is upper GI endoscopy and 

colonoscopy, with a few ERCP performed. 

 

Paediatric Endoscopy Service  

Since 2012, with the employment of a paedia-

trician trained in paediatric endoscopy, all 

paediatric endoscopy have been managed by a 

separate team. Previously, all paediatric en-

doscopies were covered by adult gastroenter-

ologists. Generally, the endoscopic workload 

for the paediatric population has been and 

remains low with the most common indication 

being evaluation of GI bleeding or retrieval of 

foreign bodies. However, as the population 
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grows, the work load will slowly increase. The 

Peadiatric Endoscopy unit is located in the 

Women and Children block of RIPAS Hospital.  

 

Key Individuals in the Development 

and Endoscopy Service Provisions 

The key individuals who have been involved 

with the development of the endoscopy ser-

vices in Brunei Darussalam started off the 

Dato Peter Hart and Dato Sherlock Chin who 

introduced endoscopy service in the BGH. In 

the earlier times, there was no designated 

physicians placed in charged of the Endoscopy 

Unit. Physicians involved with endoscopy were 

those who were interested and were able to 

learn to perform endoscopy. These doctors 

included Dr Krishnan, Dr Mohan, Dato Muhd 

Arif Abdullah @ Dr Rajendran Nallathamby, 

Dato Babu Sukumaran, Dr VJ Sebastian and 

Dato Maliakal Alexander. They were all in-

volved with endoscopy service provisions in 

the eighties and nineties. Dato Alexander was 

a key individual in the development of the 

endoscopy services in the late eighties to the 

early twentieth century, most importantly 

with the introduction of therapeutic colonos-

copy and ERCP. He is still actively involved 

with service provision in RIPAS Hospital. Dr VJ 

Sebastian and Dr Dilip Thottacherry were two 

key individuals in the development and provi-

sion of endoscopy services in the SSBH in the 

Kuala Belait district. From the surgical side, 

key individuals included Mr Ghouse who de-

veloped and provided early lower GI flexible 

endoscopy service until 1986, and Mr Kenneth 

Kok who developed the surgical endoscopy 

list starting in 1993 in RIPAS Hospital and 

then later in the PMMPMHAMB hospital in 

2010. Key individuals other than clinicians 

were Hj Mustafa Bin Hj Abdul Hamid who was 

involved when the endoscopy services started 

and Mr Tieng Boon Wei, who joined the unit in 

1985 until the most part of the first decade of 

the twenty first century.  

 

The Future 

Currently, the healthcare infrastructure is be-

ing revamped with plans to expand services 

including the endoscopy service to cope with 

the increasing and ageing population. The 

current plan which will be in several stages 

will relocate the outpatient endoscopy service 

to another site away from the main hospital. 

The current in-patient Endoscopy Unit will be 

relocated and will cater less out-patient work. 

With the plan to start a national colorectal 

cancer screening programme, the number of 

colonoscopies will increase. 

 

 The immediate plans will be to acquire 

a linear endoscopic ultrasound, capsule en-

doscopy system, cholangioscopy, additional 

treatment modalities such as argon plasma 

coagulation or laser system for managing mu-

cosal lesions and the balloon assisted enter-

oscopy system. 

 

 The role of endoscopy will continue to 

grow. As technologies advance, newer imag-

ing techniques will be developed. Currently, 

the population of Brunei Darussalam is still 

small and some of these newer technologies, 

still at the infancy stages may not be cost-

effective to be introduced into routine daily 

practice. However, this will change as the 

population grows.  
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Suri Seri Begawan Hospital 
Population catchment: ~69,000 

Service started: 1984 

Pengiran Muda Mahkhota Pengiran Anak  
Al-Mutadhee Billah Hospital 

Population catchment: ~46,300 
Service started: 2010 

Raja Isteri Pengiran Anak Saleha Hospital 
Population catchment: ~309,800 (including the 

Temburong district) 
Service started: 1984 

Prior to the relocation of the medical services to RIPAS Hospital in 1984, endoscopy services were delivered in the Brunei 

General Hospital, Bandar Seri Begawan since the service started in 1978. 

Jerudong Park Medical Centre 
Private medical Centre 

Pengiran Isteri Hajah Mariam Hospital 
Population catchment: 10,300 

No endoscopy service 
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