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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property of the BIMJ and may not be published 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 
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. 
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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 
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may cause delay in publication. 
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electronic reprint from the journal website. 

Brunei Int Med J. 2019; 15 : 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.  

 



A   3-week-old   term   baby   girl   with Down syndrome   was   referred   for   a   cardiac as-

sessment   due   to   a grade 2/6   continuous   murmur   at   the upper left   sternal   edge. She   

was   oxygen   dependent   after   treatment   of   early   onset   pneumonia   with   persistent 

pulmonary hypertension   of   the   newborn. Chest radiograph showed a homogeneous opacity at 

the right cardiophrenic angle causing obliteration of right heart border suggestive of a mediastinal 

lesion (Figure 1). Transthoracic   echocardiogram   revealed   a mildly   dilated   left ventricle, 

perimembranous   ventricular   septal   defect   measuring   3.6 mm   and   a   patent   ductus 

arteriosus   measuring 2 mm. She   was   started   on   oral frusemide   and   captopril   for   car-

diac failure   and   underwent   occlusion   of   the   ductus arteriosus   at   2-months of age. She 

was treated for recurrent pneumonia.  However, respiratory   distress   persisted.  She   under-

went   a   computed tomography (CT)  thorax   at   3-months   of age, which is shown above 

(Figure 1). 

 

What is the diagnosis? 

 

 

Answer: refer to page 111 
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(Refer to page 110) 

ANSWER: MORGAGNI HERNIA  

Fig. 1a: There is a homogeneous opacity at the 

right cardiophrenic angle causing obliteration of 

right heart border indicating a right mediastinal 

lesion. The right hemidiaphragm looks intact. The 

heart is enlarged. 

 

Fig. 1b : The opacity seen on the chest radiograph 

is part of liver parenchyma (black star) that herni-

ated through an anteromedially located right hemi-

diaphragmatic defect (paired black arrows). The 

normal diaphragm is labeled by dotted black arrow 

which discontinues medially. Part of air filled bowel 

is also seen (white star) anterior to the herniated 

liver part on sagittal view. 

 

Morgagni hernia results from an anterior 

opening in the diaphragm and represents 5 % 

of congenital diaphragmatic hernia.1 The 

most common presentation in infants are res-

piratory distress and respiratory infections.It  

is  more  common  on  the  right  side at  the  

level  of  the  seventh  rib, but  may  occur  

on  the  left (Larrey  hernia),  midline  or  

bilaterally.2 The commonly herniated viscera 

are liver, spleen, colon, stomach and omen-

tum 1. Those  detected in  the  neonatal  peri-

od  are  associated  with  Down  syndrome 

(14%),  congenital  heart  defect (80%)  and  

omphalocoele (15%).1. Symptoms  are  relat-

ed  to  the  size  of  the  sac  and  contents  

in   hernia  sac.2   

 

The  chest  radiograph  usually  re-

veals  the  hernia  as  a  rounded  mass  in  

the  right cardiophrenic  angle.3 On lateral 

chest radiograph, it appears as a soft – tissue 

REFERENCES 
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-opacity   lesion posteriorly.3 Computed  to-

mography (CT) thorax  is  the  best  imaging  

modality  which reveals  the  defect  in  the  

diaphragm  as  well  as  organ  entrapment.2,3 

Antenatally , ultrasound examination  demon-

strates  herniated  viscera  with  or  without  

liver  in  the  foetal  thorax  and stomach  

below  the  diaphragm.3 Colour  flow  doppler  

may  show  abnormal  positioning  of  the  

umbilical  and  portal  vein, indicating  liver  

herniation  and right  sided  hernias.3 Foetal 

magnetic  resonance  imaging (MRI)  is  use-

ful  to  confirm  the  diagnosis  of Morgagni 

hernia.3 

 

The  differential  diagnoses   are  

pleuropericardial  cyst , pleural  mesothelio-

ma, mediastinal  lipoma , thymoma , tumour  

or  cyst  of  the  diaphragm  and  anterior  

chest  wall  tumours.2  

 

Complications  include  volvulus, 

small  intestinal  obstruction , incarceration  

and  strangulation  of  the  hernia.  All 

Morgagni hernia should be repaired to avoid 

unnecessary patient morbidity. It can be re-

paired by laparotomy, thoracotomy, laparos-

copy and thoracoscopy. Laparotomy   is   per-

formed   in   patients with obstruction, incar-

ceration, perforation and strangulation. Thor-

acotomy  is  not  preferred  due  to  need  for  

chest  drainage  post- operatively. Laparo-

scopic approach   is   the   gold standard for 

repair   of   uncomplicated   Morgagni   her-

nia. The  benefits  of  laparoscopic  repair  is  

less  tissue  damage, good  bilateral  view  

and  quick  post-operative  recovery 2.  
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