
BULLETIN  PHARMACY 
OSTEOPOROSIS 

Osteoporosis is a condition characterized by a decrease in 

the density of bone, decreasing its strength and resulting in 

fragile bones. Osteoporosis literally leads to abnormally 

porous bone that is compressible, like a sponge. This disor-

der of the skeleton weakens the bone and results in frequent 

fractures in the bones. Osteopenia is a condition of bone 

that is slightly less dense than normal bone but not to the 

degree of bone in osteoporosis. Normal bone is composed 

of protein, collagen, and calcium, all of which give bone its 

strength. Bones that are affected by osteoporosis can break 

with relatively minor injury that normally would not cause 

a bone to fracture. The fracture can be either in the form of 

cracking (as in a hip fracture) or collapsing (as in a com-

pression fracture of the vertebrae of the spine). The spine, 

hips, ribs, and wrists are common areas of bone fractures 

from osteoporosis although osteoporosis-related fractures 

can occur in almost any skeletal bone. 

symptoms of osteoporosis 

-Pain related to fractures due to minor fall or accident. Wrist pain and deformity due 

to fracture of the distal radius. Low back pain with radiation to the buttocks and hips 

or thighs due to fractures of the spine. Inability to walk, shortening of the lower limb 

and severe hip pain due to fracture of the hip. 

-Gradual loss of height due to gradual and multiple anterior wedge 

facture of the spine. Loss of height as a result of weakened spines. A 

person may find that his/her clothes are no longer fitting and their 

pants looking longer. Patients may lose as much as 6 inches in height. 

-Neck pain, discomfort in the neck other than from injury or trauma 

-Persistent pain in the spine or muscles of the lower back 

-Spinal deformities become evident like stooped posture, an outward 

curve at the top of the spine as a result of developing a vertebral col-

lapse on the back 

-Cramps in the legs at night      

-Bone pain and tenderness 

-Brittle fingernails  

-Fatigue                          

-Periodontal disease 

THE FACT 
Osteoporosis often 

known as “a silent  dis-

ease” is a progressive 

medical condition in 

which the bone density 

slowly decreases with 

advancing age. Osteopo-

rosis related fractures are  

recognized as a major 

health problem by the 

WHO. 
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All of us are at risk from osteoporosis as we get older, but there are some people who are more 

at risk that others. These are some of the factors which can make a difference: 

Risk factors 

1. Oestrogen deficiency Woman who have had an early menopause (before the age of 45),of 

a hysterectomy (removal of the womb) where one or both ovaries 

have been are at risk 

    

2. Lack of exercise Exercise keeps the bones strong - both as they are developing 

and throughout adulthood. So, anyone who does not exercise, or has 

an illness which makes it difficult for them to move about, will be 

more likely to develop osteoporosis 

      

3. Poor diet A diet that does not include enough calcium can encourage osteopo-

rosis  

      

4. Heavy smoking Tobacco lowers estrogen levels in woman 

      

5. Heavy drinking (alcohol) A high alcohol intake reduces the ability of the body's cells to make 

bone. 

      

6. Steroids (prednisolone) If someone takes prednisolone over a long period of time, they can 

become osteoporotic 

      

7. Family history Osteoporosis can run in families. This is probably because there is 

an inherited factor that affects the development of bones 

      

8. Previous fractures People who have had a low trauma fracture are at greater risk of 

having another. 



1. Pain Relief Following a fracture, you may be in considerable pain. This may be relieved 

by pain killers, physiotherapy/ hydrotherapy and/or calcitonin injections in 

the short term. At home, local heat or ice packs may be helpful. 

      

2. Raloxifene As part of the treatment for osteoporosis, you should get adequate calcium 

and vitamin D, as suggested in the prevention section. 

      

3. Bisphospho-

nates 

Are a class of drugs for osteoporosis which inhibit bone resorption. They all 

slow down bone loss and prevent fractures. There are many ways to take 

bisphosphonates: 

 

      

4. Strontium Strontium works by stimulating bone formation and reducing bone resorp-

tion. It improves bone density and reduces fractures. It is taken daily. 

      

5. Parathyroid 

hormone (PTH) 

Is a hormone naturally produced by our bodies. Given daily by  subcutaneous 

injection, it stimulates bone formation leading to increased bone density and 

reduction in fractures. 

DO I HAVE OSTEOPOROSIS? 

In order to demonstrate bone loss, a bone scan would need to be performed. The most common 

type of bone scan is a DEXA test which would provide a value of Bone mineral Density (BMD). 

A bone scan is recommended for all women over 65 years old. In addition, women with risk fac-

tors other than menopause, postmenopausal women with a history of a fracture and women consid-

ering therapy for osteoporosis should speak to their health care providers about early testing. 

  

WHO defined (a) Normal BMD as values >1SD (standard deviation) below to the young normal 

adult mean,  

                       (b) “Osteopaenia” as value between ‐2.5SD and ‐1SD,  

                       (c) “Osteoporosis” as BMD <‐2.5SD and  

                       (d) “Established or Severe Osteoporosis” is BMD below ‐2.5SD in the presence of 

   fractures 

Prevention  

Apart from the preventative measures already described, there are other treatments available if you 

are suffering from osteoporosis. Some of these treatments can slow down the rate of bone loss and/

or reduce the risk of future fractures. 

As the bone of the spine thins, factures can occur that cause a loss of height and a forward curvature of the spine.  



PREVENTION OF OSTEOPOROSIS AND FALLS 
 

Nutrition 

A balanced diet is important to provide adequate nutrients that are required for skeletal health.  

                                                                                                                     (Grade B,  Level IIa)  

Calcium 

Calcium intake is positively correlated to bone mass at all ages. A sustained high calcium in-

take in children and adolescents is associated with higher peak bone mass. Increased calcium 

intake potentiates the effect of other treatment modalities such as vitamin D and hormone re-

placement therapy (HRT) 

                                                                     (Grade A, Level Ia) 

The current calcium intake in the Malaysian diet is between 300-500 mg daily. The recom-

mended total daily calcium intake is shown in Table 7 

                                                                                                                      (Grade C, Level IV) 

 

Table 7: Suggested Daily Calcium Intake 
 

A. The absorption of calcium from human breast milk is higher than from baby formula, therefore the calcium 

requirement for non breast-fed babies is higher.  

 

B. The calcium recommendation of Malaysian adolescents is 1000  mg/day based on a moderate animal protein 

intake 20-40 g/day. 

 

C. During pregnancy and lactation, calcium absorption is increased and fetal bone mineralization can be obtained 

with no detectable mobilization of maternal bone for this purpose. However, in Malaysia where habitual calcium 

intake is low, a high calcium intake may possibly benefit the fetus. The recommendation for calcium during 

pregnancy and lactation is 1000 mg/day.  

 

 When the diet is calcium deficient, calcium may be given in the form of supplements. 

The absorption of calcium supplements is highly variable ranging from 20-40% depend-

ing on the formulation as shown in Table 8. It is postulated that calcium supplements 

should be ingested in small divided doses and taken after meals (except calcium car-

bonate which should be taken with meals). 

                                                                                                                      (Grade B, Level IIa) 
 

 

 

 Age Recommended  Intake  

Infants  0-6 months  300 mg (breast-fed) 

400 mg (non-breast-fed) 

 6-12 months  400 mg  

Children  1-3  

4-6  

7-9 

500 mg  

600 mg  

700 mg  

 

Adolescents ( boys & girls)  10-18 1000 mg  

Men  19-49 

> 50 y\ears  

800 mg  

1000 mg  

Women  19-49  

>50 years  

800 mg  

1000 mg  

Pregnant  

Lactating  

Third trimester  1000 mg  

1000 mg  



Table 8 : Studies investigating calcium absorption from different sources  

 

Vitamin D 

Individuals exposed to sufficient sunlight (>15 minutes a day) should have adequate vitamin D levels. 

Elderly who are instituitionalised, immobile, lack outdoor activities and have a poor diet will benefit 

from 800 IU vitamin D supplementation daily. 

                                                                                                                       (Grade A, Level Ia) 

Body weight 

Low body weight and excessive dieting is associated with low mineral status and increased fracture 

risk. Maintenance of a body mass index of not less than 19 kg/m2 is recommended for prevention of 

osteoporosis.  

                                                                                                                      (Grade C, Level IV) 

Nutritional status 

Maintenance of an adequate protein and energy intake is important especially in children and the elder-

ly.  

                                                                                                                      (Grade B, Level III) 

Exercise  

Regular physical activity, in particular weight bearing exercise (e.g : brisk walking, line dancing) is 

encouraged in all age groups in order to maximise peak bone mass., decrease age related bone loss, 

maintain muscle strength and balance. The individual’s health status should be taken into consideration 

when recommending an exercise programme.  

 

Prevention of falls  

Most osteoporosis-related fractures, especially in the elderly, are a consequence of decreased BMD 

and falls. Factors increasing risk of falls:  

 

 

 

 

 

 

 

 

 

Evaluation of falls  

Family physicians caring for older patients should integrate fall assessment into the history and physi-

cal examination.                                                                                                          (Grade C, Level IV) 

 

Older persons who present for medical attention because of a fall, report recurrent falls in the past 

year, or demonstrate abnormalities of gait and/ or balance should have a fall evaluation performed. 

                                                                                                                                    (Grade C, Level IV) 

 

A fall evaluation is defined as an assessment that includes the following: history of fall circumstances, 

medications, acute or chronic medical problems, and mobility levels; extrapyramidal, and cerebellar 

function; assessment of basic cardiovascular status including heart rhythm and postural blood pressure. 

Type  Elemental Calcium  (%) Average calcium absorption ( %) (range) 

Calcium carbonate  40  26 (13.8-64) 

Calcium citrate  21 22(12.3-31.4) 

Calcium lactate  13  32 

Calcium gluconate  9 34 (21.8-67.5) 

Milk ( non calcium enriched )  33 33(21.4 –37.7) 

 Poor balance  

 Reduced muscle strength  

 Poor vision  

 Diseases of nervous & muscoskeletal systems 

 Excessive alcohol assumption 

 Certain medications (e.g. sedatives, anti-hypertensives) 

 Hazards in the home (e.g. steps, inadequate lighting, slippery 



Management of Postmenopausal Osteoporosis 
 

Hormone Replacement Therapy  

 Combination HRT ( Oestrogen + progestin in women with intact uterus) 

 ERT ( Oestrogen only in women without uterus) 

 

Oestrogen therapy is beneficial in the prevention and treatment of postmenopausal osteoporosis. It 

increase lumbar spine BMD up to 7.6 % and femoral neck BMD up to 4.5 % over 3 years. It reduces 

the risk of spine, hip and other osteoporotic fractures by 33-40%.  

However, if HRT is prescribed solely for prevention of osteoporosis, other treatments should be con-

sidered first and the severity of risk should be significant.  

                                                                                                                                   (Grade A, Level Ib) 

Effective bone protective doses of oestrogen are as shown in Table 10. 

  

Table 10  Efeective Bone Protective Doses of Oestrogen  

 

 

 

 

 

 

 

 

 

 

Women initiating therapy for menopausal relief will receive simultaneous protection against early 

bone loss. The beneficial effects in fracture reduction are seen throughout the duration of HRT use. 

 

While ERT alone has not shown to increase the risk of breast cancer and coronary heart disease, com-

bination HRT has been found to increase the risk of breast cancer and coronary heart disease. Both 

combination HRT /  ERT show a similar increase towards the risk of stroke. 

  

Oestrogen therapy has also been shown to be beneficial in the treatment of urogenital symptoms asso-

ciated with the menopausee and in reduction of colorectal cancer. 

 

However the long term use of HRT/ ERT has to be assessed on an individual basis.  

 

A full gynaecological assessment is mandatory prior to starting HRT/ERT and at regular intervals 

thereafter. A breast examination should be conducted at least annually and mammography at 1-3 

yearly intervals. Women should be advised to perform monthly self-breast examination.  

 

Absolute contraindications for oestrogen use are undiagnosed vaginal bleeding , severe liver disease 

and a history of venous thromboembolism.  

 

However, HRT is not currently recommended as first– line treatment for the prevention and treatment 

of osteoporosis, as there are other alternatives available.  

 

Based on current evidence : 

1. In women considering HRT solely to prevent osteoporosis, alternatives should be considered. 

2. When used for vasomotor symptoms at the early menopausal age group and for premature men-

opause, HRT will decrease bone loss and prevent osteoporosis. 

3. HRT/ERT  is not advised in women with coronary heart disease or stroke.  

4. HRT is recommended in women with premature menopause with no excess risk of breast can-

cer if used until the normal age menopause ie, the age of 50 years. 

Type of oestrogen  Dose  

Conjugated Equine Oestrogen (CEE) 0.3, 0.625 mg 

Oestradiol Valerate  1.0, 2.0 mg 

Transdermal oestradiol  25-100 mcg 

Micronised oestradiol  0.5—1.0 mg 

Tibolone  2.5 mg 



Selective Estrogen Receptor Modulators (SERM)  

Selective estrogen receptor modulators (SERMs, e.g. raloxifene at 60 mg daily) improve and preserve 

bone density at both the spine (2.6%) and hip (2.1%) after 4 years with a simultaneous reduction by 76% 

in the risk of invasive breast cancer. 

 

Raloxifene has been shown to be beneficial in reducing vertebral fracture risk in both osteopenic and 

osteoporotic post menopausal women. Raloxifene can be used as therapy for the prevention and treat-

ment of osteoporosis especially for women with an increased risk of breast cancer.  

 

Raloxifene and oestrogen are associated with a similar increased of venous thromboembolism ( VTE). 

However, no cases of VTE were reported amongst healthy post menopausal Asian women whilst on ra-

loxifene.  

 

Other side effects include hot flushes, which are more likely in the peri-menopausal period and leg 

cramps.  

                                                                                                                              (Grade A, Level Ib) 

Bisphosphonates  

Bisphosphonates are potent inhibitor s of bone resorption.  

 

Alendronate 

Alendronate at 10 mg daily for 3 years increases lumbar spine BMD by up to 8.8% and femoral neck 

BMD by 5.9 % compared to placebo. The rate of new vertebral and hip fracture is reduced by 50 % in 

women with or without prior fractures. Wrist fractures are reduced by 50 % in patients with prior verte-

bral fractures. Fracture reduction is seen after 1 year of treatment.  

 

Alendronate 70 mg weekly has similar efficacy to alendronate 10 mg daily in the treatment of postmeno-

pausal osteoporosis. 

 

Alendronate at 5 mg daily has been shown to prevent postmenopausal bone loss with similar efficacy to 

HRT. It is a useful alternative for women unable or unwilling to take HRT. It is  a useful alternative for 

women unable or unwilling to take HRT. However, in established osteoporosis, the recommended daily 

dose of alendronate is 10 mg. 

 

Continuous use of alendronate, for up to 10 years, if clinically indicated, produces a sustained increase 

in BMD with a good safety profile.  

                                                                                                                               (Grade A, Level Ia) 

Risedronate 

Treatment with risedronate 5 mg daily for 3 years increases lumbar spine BMD by 6.4% and femoral 

neck BMD up to 3.4% compared to placebo. This is associated with up to a 49% reduction in new verte-

bral fractures in women with prior vertebral fractures and a 39% reduction in non-vertebral fractures. 

Vertebral fracture risk reduction is seen after 6 months of therapy. Reduction of hip fracture after 3 years 

of therapy was 40% in women with confirmed osteoporosis and by 60 % in women with  at least one co-

existing vertebral fracture. Currently, the use of risedronate for up to 5 years, is safe and efficacious. 

Risedronate 35 mg once weekly has similar efficacy to the 5 mg daily dosing.  

                                                                                                                               (Grade A, Level Ia) 

Ibandronate 

Treatment with oral ibandronate 150 mg/month increases the lumbar spine BMD by 6.6% over 2 years 

in postmenopausal osteoporotic women without prior fracture compared to placebo. Oral ibandronate 

2.5 mg daily for 3 years reduces vertebral fracture by 62% in postmenopausal women with prevalent 

vertebral fracture. The currently licensed ibandronate dose of 150 mg a month has been shown to be 

non-inferior to the 2.5 mg daily dose in terms of BMD gain and bone marker suppression. Pooled analy-

sis showed significant reduction of non-vertebral fracture by 38-43% over 2 years. 

              (Grade A, Level Ib) 

 



Zoledronic acid 

Treatment with zoledronic acid (5 mg by intravenous infusion over at least 15 minutes once yearly) in 

osteoporotic postmenopausal women reduces the incidence of vertebral fracture by 70% over 3 years 

with significant reduction seen by one year. Hip fracture is reduced by 41% and non vertebral fracture 

by 25% over 3 years.           (Grade A Level Ib) 

 

Zoledronic acid yearly infusion is also indicated for the prevention of new clinical fractures in patients 

who recently (within 90 days) have had a low trauma hip fracture. It has also been shown to be associ-

ated with a reduction in mortality. 

 

Adverse effects of bisphosphonates 

Two adverse effects have been noted in bisphosphonate therapy: 

1. Atypical femoral shaft fractures 

2. Osteonecrosis of the jaw (ONJ) 

 

Other common side effects of the oral bisphosphonates are gastro-intestinal, most commonly nausea, 

although the actual incidence is low. Proper administration of bisphosphonates will reduce the small 

risk of oesophagitis or oesophageal ulceration. For patients with upper gastrointestinal disease, 

risedronate may be better tolerated. Intravenous zoledronic acid is another option.  

                                                                                                                      

Calcitonin 

A daily intranasal dose of 200 IU of calcitonin, will increase lumbar spine BMD by 1 % - 1.5% over 5 

years and reduce vertebral fracture rate by 36%. Calcitonin has also been shown to have an analgesic 

effect for acute pain relief in osteoporosis related fractures.  

 

Side effects of calcitonin include nausea, flushing, vomiting and nasal irritation. 
 

Calcium  

In established osteoporosis, calcium supplementation alone is not adequate. However, calcium supple-

mentation potentiates other treatment modalities.  

 

Vitamin D 

Vitamin D supplementation at 800 IU/day in combination with calcium has been shown to reduce 

fracture in elderly populations with vitamin D deficiency.  

                                                                                                                                   (Grade A, Level Ib) 

In most of the recent osteoporosis trials, active therapies have demonstrated significantly increased 

bone density and greater fracture reduction, despite calcium and vitamin D in the placebo arm. There-

fore, calcium with vitamin D alone is generally considered inadequate for the treatment of osteoporo-

sis, and should usually be prescribed together with other active osteoporosis therapies. 

(Grade C, Level IV) 

Activated Vitamin D 

Activated Vitamin D (calcitriol 0.25 μg bd, alfacalcidol 1 μg od) has been demonstrated to increase 

BMD in those with established osteoporosis121,122 and reduce vertebral (47%) and non-vertebral 

fractures (66%). 

(Level Ib) 

All patients on activated Vitamin D should avoid taking more than 800 mg of calcium supplements to 

reduce the risk of hypercalcemia and renal stone disease. Serum and urinary calcium should be moni-

tored periodically, 6 weeks after initiation of therapy and at 3 to 6 monthly intervals thereafter. 

(Grade C, Level IV) 



Recombinant human PTH 1-34 (Rpth) 

Recombinant human PTH 1-34 (Rpth), teriparatide is a potent anabolic agent. Rpth is indi-

cated for individuals with severe osteoporosis.  

                      

Subcutaneously administered Rpth at 20 microgram daily for 21 months increases lumbar 

spine BMD up to 8.6% and femoral neck BMD by 3.5% compared to placebo. The rate of 

new vertebral and non-vertebral fractures is reduced by 65% and 53% respectively.  

                                                                                                                 (Grade A, Level Ib) 

The drug is contraindicated in patients with open epiphyses ( children and adolescents), 

Paget’s disease of the bone, prior radiation therapy involving the skeleton, bone malignan-

cies, metabolic bone diseases other than osteoporosis or preexisting hypercalcemia. 

                                                                                                                (Grade C, Level IV) 

Strontium Ranelate 
Strontium ranelate reduces bone resorption while promoting bone formation. 

A pooled estimate showed a relative risk reduction of 37% for vertebral fracture and 14% 

for non-vertebral fracture. Efficacy for reduction of incident vertebral fractures was seen 

as early as 1 year (49% reduction). In a subgroup of high risk women (i.e. women aged 

>74 year with a femoral neck BMD T-score <-3.0), the relative risk reduction of hip frac-

ture was 36% (RR 0.64, 95% CI 0.41-0.99), which was borderline significant. This anti-

fracture efficacy is sustained up to 10 years.            (Grade A, Level 1b) 
 

Side effects include diarrhoea and Drug Rash with Eosinophilia Systemic Symptoms 

(DRESS). 
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ADVERSE DRUG REACTION HOSPITAL SEGAMAT 

April 2013 
 

* No case reported on April 2013 
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PROGRAM eMASS (ELECTRONIC MEDI-

CAL AUTOMATION SUPPLY SYSTEM) 
Definisi e-MASS 

 e-MASS (Electronic Medical Automation Supply System) merupakan sistem yang 

dikendalikan oleh Oratis Services Sdn Bhd.  

 e-MASS berfungsi sebagai perantara untuk memudahkan pesara dan tanggungan yang layak, 

mendapatkan bekalan ubat dan alatan perubatan yang tidak dapat disediakan oleh Hospital/

Klinik Kerajaan.  

 e-MASS adalah melalui rangkaian Farmasi Runcit yang Berdaftar dengan Oratis Services Sdn 

Bhd, dengan syarat-syarat yang telah ditetapkan.  

Pihak yang layak 

Mereka yang layak adalah PESARA:- 

 Perkhidmatan Awam Persekutuan  

 Ahli Parlimen 

 Anggota Pentadbiran 

 Setiausaha Politik Persekutuan  

 Hakim MahkamahTinggi, Rayuandan Persekutuan  

**e-MASS tidak layak untuk pesara awam negeri, pesara badan berkanun negeri, pesara tentera 

&pesara di bawah pihak berkuasa tempatan. 

 

Kebaikan  e-MASS 

 Memudahkan proses untuk pesara dan tanggungan yang layak, mendapatkan   perkhidmatan 

bekalan ubat serta peralatan perubatan melalui rangkaian Farmasi Runcit yang Berdaftar 

dengan Oratis Services Sdn Bhd, dengan syarat-syarat yang telah ditetapkan.  

 Tiada pembayaran diperlukan bagi mendapatkan bekalan ubat dan alatan perubatan.  

 Pembayaran akan diuruskan oleh Oratis Services Sdn Bhd.  

 Khidmat penghantaran bekalan ubatan dan alatan perubatan disediakan melalui kurier Pos Laju 

secara percuma.  

Khidmat Kurier 

 Bagi memudahkan pengguna, Oratis Services Sdn. Bhd juga menyediakan khidma penghan-

taran bekalan ubat atau alatan perubatan dengan menggunakan perkhidmatan kurier Pos Laju.  

 Proses penghantaran biasanya mengambil masa selama empat (4) hari bekerja bagi Semenan-

jung Malaysia dan lima (5) hari bekerja bagi Sabah/Sarawak, dari tarikh pesara membuat 

permohonan melalui email, faksimili dan juga portal e-MASS.  

 Tiada sebarang pembayaran yang dikenakan bagi kos penghantaran.  



CARTA ALIRAN PERMOHONAN PEMBIAYAAN KEMUDAHAN PERUBATAN MELIBATKAN UBAT BAGI PE-

SARA (e-MASS) 

 

Pesara mendapatkan rawatan di 

hospital kerajaan

Ubat boleh dibekalkan oleh 

hospital kerajaan?

Pesara 

mendapatkan 

ubat di Hospital 

Kerajaan

Ya

Maklumkan pesara bahawa bekalan 

ubat perlu diperolehi di Farmasi 

Swasta yang berdaftar dengan Oratis 

Sdn. Bhd.

Pengesahan daripada Pakar / 

Pegawai Perubatan bahawa ubat 

tidak dapat dibekalkan

Tidak

Pesara mengisi Borang       

Perubatan 1/09 & dapatkan 

preskripsi ubat

Pesara kemukakan Borang 

Perubatan 1/09 & preskripsi ubat ke 

Farmasi Swasta yang berdaftar 

dengan Oratis Sdn. Bhd.

Pesara 

mendapatkan 

ubat di Farmasi 

Swasta secara 

percuma

Pesara membuat tempahan melalui 

laman web e-Mass 

(www.emass.com.my)

Ubat dihantar 

melalui pos laju 

dalam tempoh 4 

hari bekerja

Pesara perlu hubungi Oratis Call 

Centre (1-800-88-6627) 

Pesara perlu faks dokumen ke 

Syarikat Oratis Sdn. Bhd. 

(03-55234614)

Tuntutan ubat

Ambil sendiri Melalui laman web Telefon & fax

Pesara perlu muat naik dokumen 

yang lengkap ke portal e-Mass



Activities of Pharmacy Department 

Day 1 

2.30pm- gathered and registered at Park Office, 

Taman Hutan Lagenda.  

Day 1 

3.30pm- reached check 

point 1- Bukit Semput  

Day 1 

7.30pm– reached check 

point-4 Kolam Gajah, 

camping & BBQ... 

Day 2  

4.00am– started hiking 

to Puncak Mahligai  

Day 2 

Heading to Puncak 

Mahligai… Extremely 

tough way...  

Day 2 

8.00am- Reached Puncak 

Mahligai 

Beautiful view from Puncak 

Mahligai 

 



ANNOUNCEMENT 

WELCOME  TO PHARMACY DEPARTMENT 
 

KHOO CHEE SHIN 

PHARMACIST U41 (PRP) 

1. Pn. Nor Azlina bt Mohd Tahir 
2. Pn SIti aminah bt abu bakar 
3. En Mohd azren haron 
4. en zainudin alias  

 

Syarat &  Peraturan  

 Penilaian akan dibuat di semua 

zon 

 Penilaian adalah berdasarkan 

Kepatuhan kepada Standard 5S 

 Panel Hakim adalah ahli 

pasukan audit dalaman 5S Jab-

atan Farmasi Hospital Segamat 

Pemenang akan memenangi: 

Sijil + Piala 5S + Hamper 


