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MHA Cardiac Protocol 

 

Pre-Employment Screening for Candidates 

For candidates applying as Home Team uniformed officers (HUS/HAS-ICA), it is 

important to trace and check if there has been any prior cardiac screening during 

National Service for males. 
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Pre-employment Cardiac Screening Protocol 2018 (adapted from Pre-enlistment 

Cardiac Screening (SAFE) Protocol) 

Characteristic of Resting ECG Plan 

Axis Left axis deviation (-30 to -90)  No further workup needed if 

isolated finding 

2DE only if two or more borderline 

findings are present1  

Right axis deviation (≥120) 

Heart 

Blocks 

1st degree AV block (PR 

interval 200-400ms), positive 

family history of IHD/heart 

block 

TMX  

 

(if no FHx: PES A2)  

Profound 1st degree AV block 

(≥400ms) 

TMX 

2nd degree Mobitz type 1 AV 

block 

PES B 

2nd degree Mobitz type 2 AV 

block 

Refer Cardiology  

3rd degree AV Block Refer Cardiology 

Left anterior fascicular block/ 

Left posterior fascicular block ± 

incomplete RBBB 

2DE, TMX  

Complete RBBB + LAFB  2DE, TMX 

Complete RBBB + LPFB  2DE, TMX, Refer Cardiology 

Incomplete RBBB (QRSD 90-

119) 

 

If no Brugada features and no 

family history of sudden cardiac 

death, PES A2   

Incomplete RBBB, with 

Brugada features or family 

history of sudden cardiac death 

 

2DE, 1-space up ECG Refer 

Cardiology 

Complete RBBB (QRSD≥120) 

 

No further workup needed if 

isolated finding 

2DE only if two or more borderline 

findings are present1 

Complete LBBB (QRSD≥120) 2DE, Refer Cardiology 

Profound non-specific intra-

ventricular delay (QRSD≥140) 

2DE, TMX, Refer Cardiology 

Heart 

Rate 

Sinus tachycardia (≥100bpm)  Repeat ECG 2/52: if persistent 

sinus tachycardia, for ambulatory 

blood pressure and thyroid function 

test 

If ABP shows persistent sinus 

tachycardia, holter and refer 

Cardiology  

Sinus bradycardia HR 30-

60bpm, asymptomatic  

PES A2 (if asymptomatic with good 

effort tolerance) TMX (if poor 

effort tolerance)  

Sinus bradycardia HR<30bpm or 

sinus pause ≥3s 

TMX 
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Intervals Isolated short PR interval 

(<120ms) with no delta waves or 

palpitations  

PES A2 

Short PR interval (<120ms) 

without delta waves, with 

palpitations  

TMX, 2DE, Holter/TTECG, refer 

Cardiology  

Short PR interval (<120ms) with 

delta waves  

TMX refer Cardiology 

Prolonged QTc (≥450ms)  

For both Male and Female  

Check electrolytes (Ca, Mg, renal 

panel, thyroid function tests), TMX 

long- QTc protocol 

Refer Cardiology  

Short QTc  QTcB≤330ms, refer Cardiology 

QTcB 331-359ms AND positive 

family history of sudden cardiac 

death/personal history of 

palpitations/syncope, refer 

Cardiology  

Segments 

and waves 

ST segment depression (≥0.5mm 

in depth in 2 or more contiguous 

leads)  

2DE  

Left atrial enlargement (negative 

portion of P wave in lead 

V1≥0.1mV in depth and ≥0.04s 

in duration)  

No further workup needed if 

isolated finding 

2DE only if two or more borderline 

findings are present1  

Right atrial enlargement (peaked 

P wave in leads II and III or 

V1≥0.25mV in amplitude)  

No further workup needed if 

isolated finding 

2DE only if two or more borderline 

findings are present1  

Abnormal Q wave ≥0.04s in 

duration or ≥25% of the height 

of the ensuing R wave in two or 

more leads (Excluding III and 

aVR) 

2DE 

T-wave inversions in two or 

more contiguous leads (Excludes 

leads aVR, III and V1)  

➢ anterior V2-V4 

➢ Lateral I,AVL,V5-V6 

➢ Inferolateral II AVF,V5-V6 I 

AVL ➢ Inferior: II AVF  

Asymptomatic: 2DE 

If ≥25yo/poor effort tolerance: 

2DE, TMX 

If symptomatic with chest pain on 

exertion: 2DE, TMX and refer 

Cardiology  

 

Right ventricular hypertrophy – 

R/S in V1 >1, and R in V1 

>0.5mV  

2DE 

Rhythm Atrial fibrillation or Atrial 

Flutter  

Symptomatic: refer A&E 

Asymptomatic: 2DE, Holter, TMX, 

refer Cardiology  

Premature ventricular complexes 

(PVCS) including couplets or 

triplets or non-sustained 

ventricular tachycardia  

Polymorphic: refer Cardiology 

Monomorphic (<1/10 on rhythm 

strip): PES B 

Monomorphic (>1/10 on rhythm 
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strip): TMX, 2DE, Holter, refer 

Cardiology  

Symptoms Palpitations  2DE, Holter/TTECG, refer 

Cardiology  

Chest pain TMX 

+/- 2DE 

+/- Refer Cardiology 

(Based on Chest Pain Protocol)  

Syncope 2DE 

Refer Cardiology 

+/- TMX 

(Based on FAAINT Protocol)  
1In the presence of two or more borderline findings, refer for 2DE if the following is 

seen:  

1. LAD or RAD  

2. LAE  

3. RAE  

4. Complete RBBB  

 
2PES A if no other concomitant medical condition 

 

Family History:  

Positive Family History of Sudden Cardiac Death (i.e. first degree relative aged 40 

years and below that died or heart arrested suddenly and unexpectedly) – refer 

Cardiology  
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Chest Pain Protocol  

History taking for Chest Pain: 

Does the chest pain last for minutes?  

- If yes, proceed to the following questions 

• Is the chest pain retrosternal? Y/N 

• What brings on the chest pain? Exertion/ Lying Down/ After Meals/ Anytime 

• What makes it better? Sitting up/ Lying Down/ Resting/ Medication  

Referral Protocol for chest pain:  

-  If the chest pain fulfills all 3 criteria (Retrosternal, brought on by exertion, relieved 

by rest): Refer for TMX (frontloaded), 2DE (frontloaded), refer Cardiologist  

-  If the chest pain fulfills 1-2 of the above criteria: Refer for TMX only  

FAAINT Protocol for Vasovagal Syncope  

- Fainting episodes 

o ≥ 3 episodes in any one year within the last 2 years (Refer Cardiologist for further 

evaluation of recurrent vasovagal syncope, order 2DE and TMX)  

- Associated symptoms  

o Chest pain OR palpitations preceding or during syncope (Refer Cardiologist – as per 

chest pain or palpitations protocol)  

o Occurs with upright posture or after exposure to emotional stress/ pain/ medical 

stimuli (e.g. blood taking/ bleeding) and is typically preceded by symptoms such as 

nausea, pallor, giddiness, diaphoresis (more likely Vasovagal syncope – refer only if 

recurrent)  

- Activities 

o Syncope whilst lying down without typical stimuli or occurring without any warning 

(2DE [frontloaded), TMX [frontloaded), refer Cardiologist) 

o Syncope during exertion (to exclude structural heart disease/malignant arrhythmias: 

2DE [frontloaded), TMX [frontloaded), refer Cardiologist) 

o Syncope after exertion (more likely Vasovagal syncope – refer only if recurrent)  

- Injuries  

o Injuries as sequelae of syncope: Especially head injuries (Refer Cardiologist if any 

significant injuries/head injuries sustained from syncope episode)  

- Near Syncope vs. True Syncope 

o Near syncope defined as episodes where serviceman says that he has not truly lost 

consciousness, i.e. experiences darkening of vision, but still able to hear others talking 

in the surrounding (Near-syncope episodes not considered as true syncope and does 

not require further evaluation in the absence of other cardiac symptoms)  

- Time  

o Duration taken for serviceman to regain consciousness (Few seconds vs. minutes)  
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o Time taken to recover back to baseline mental status after syncope episode: Longer 

duration signifies a more severe episode (depending on clinical judgment if referral is 

indicated)  

Refer to Cardiologist for further evaluation if serviceman fulfills any of the following 

(to refer for 2DE [frontloaded), TMX [frontloaded), and cardiologist review):  

-  ≥ 3 episodes in any one year within the last 2 years  

-  Syncope with associated symptoms such as chest pain/palpitations  

-  Syncope during exertion  

-  Syncope whilst lying down or occurring without any warning  

-  Syncope with associated injuries as sequelae  

-  Syncope with ≥ 5 minutes loss of consciousness/ long recovery time  

-  Syncope with ECG abnormalities that in itself require further workup  

-  Syncope with significant FHx (SCD/ inherited cardiac disease) [Add random 

lipids (For FH)]  

Consideration for tilt table is only to be recommended by the cardiologist. The 

diagnosis of vasovagal syncope is clinical and can be made even in the absence of a 

tilt table assessment.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



RESTRICTED 

7 

RESTRICTED 

MHA Health Screening Program for all Home Team Uniformed Officers   

 

Schedule of Requirements for MHA Health Screening Program 

 

 

 

 

 

 

 

 

 

 

 

 
 

Validity for Panel 1 

 

Table 2: Panel 1 Investigations 

Investigation Validity Period 

Resting ECG 3 months 

Urine dipstick 6 months 

Fasting lipids  6 months 

Fasting glucose 6 months 
*Panel 1 Investigation Timeline: 25, 30, and annually from the age of 35 

 

 

Validity for Panel 1a 

 

Table 3: Panel 1A Investigation 

Investigation Validity Period 

Full Blood Count 6 months 

Creatinine 6 months 
*Panel 2a Investigation Timeline: 25, 35, 3-yearly from the age of 40 and annually from the age of 50 

for regulars 

 

 

 

 

 

IIa 

IIb 

HTD 



RESTRICTED 

8 

RESTRICTED 

Table 4: Schedule for Panel 2A/2B Screen 

 

 

 

 

 

 

 

 

 

 

Validity for Panel 2A/2B  

Table 5: Panel 2A/B Investigation 

Investigation Validity Period 

Stress ECG 1 year 

Stress Echocardiogram 3 years 

MIBI 3 years 

Invasive Coronary Angiogram 5 years 

CT Coronary Calcium Scan Not applicable 
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Routine Screening TMX Workflow 

 

 

 

 
 

 

 

 

 

 

 

CGH  

CGH  

CGH  

CGH  
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MHA Health Screening Protocol 
 

If Home Team officer is referred for stress (treadmill) ECG as first appointment 

MHA

NHCS

Proposed MHA Health Screening Protocol

Abnormal

Calcium score

Abnormal

Calcium = 0 Calcium > 0

Health-screening

Servicemen meets threshold 
for Cardiac Screening

Stress ECG

Report

Normal

Upload to NHCS 
Clinical System

Stress Echo/MIBI

Report

(<40 yrs old)

(≥40 yrs old)

Upload to NHCS Clinical System

Normal

Consult in 
NHCS

Consult in 
NHCS

Abnormal
Normal

CGH Cardiology  

CGH  

CGH Cardiology  

CGH Cardiology  

CGH  

Calcium <100 Calcium >100 
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If Home Team officer is referred for stress echo / MIBI as first appointment 

 

 MHA

NHCS

Proposed MHA Health Screening Protocol

Calcium score

Abnormal

Calcium = 0 Calcium > 0

MHA refers servicemen for 
Health-Screening

Stress Echo/MIBI

Report

(<40 yrs old)

(≥40 yrs old)
within 1 week

Upload to NHCS Clinical System

Normal

Consult in 
NHCS

within 1 week

within 1 week

Normal

Consult in 
NHCS

Abnormal

CGH Cardiology  

CGH  

CGH Cardiology  

CGH Cardiology  

Calcium <100 Calcium >100 
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Detailed Cardiac Protocol 

 

1) Suspected Brugada workflow  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If uncertain, offer 
elective admission 
for flecainide 
challenge 

Possible Brugada 
pattern on routine 
resting ECG  

If uncertain, repeat 
ECG with V1-V3 one 
intercostal space up  

Transthoracic Echo   
And Refer CGH Cardio 

ECGs with V1-V3 
normal, one & two 
intercostal spaces up 
on arrival at CGH  

Seen at CGH 
Arrhythmia Clinic  

Patient declined 
flecainide challenge – 
entry made into clinic 
notes that patient 
declined and Brugada 
syndrome cannot be 
excluded, HTMB to 
PES grade accordingly  

Diagnosis decided – 
Brugada syndrome 
or not Brugada  
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Some standardised comments when offering flecainide challenge to patients:  

(Counselling for the test is performed in the presence of patient and at least one of the parents/legal 

guardians if patient is not yet 21 years’ old)  

1. Flecainide challenge is a test to help doctors determine if a patient has Brugada syndrome, a cardiac 

condition with increased risk of cardiac arrest. Although not perfect, the test is very useful.  

2. The flecainide challenge test is not mandatory, but clinically there are advantages to proceeding 

with the test as will be mentioned below.  

3. We do not know for sure what your PES status will be if you choose not to proceed with the 

flecainide challenge – it is up to the Home Team Medical Board to decide.  

4. If you proceed with flecainide challenge and are tested positive (i.e. diagnosed Brugada syndrome), 
our experience has been that Home Team Medical Board will downgrade you. Again the exact PES 
status is for Home Team Medical Board to decide based on established internal guidelines developed 

and updated regularly by a panel of experts (specialists).  

5. If the flecainide challenge is negative, and you have no other cardiac issue – cardiac wise we have 
not found any abnormality and hence you can exercise as normal and Home Team Medical Board will 

not downgrade you for cardiac reasons.  

6. Flecainide challenge has some risks, including risk of arrhythmias requiring defibrillation. 

However the CGH experience has been good and that the risk of any major adverse event occurring is 

low (<0.5%).  

7. Benefits of flecainide challenge include:  

a) Greater clarity as to the diagnosis which will impact management and possibly survival (patients 
with known Brugada syndrome can take precautions by avoiding medications or situations that 

potentially can trigger lethal arrhythmias)  

b) Cost is covered by MHA 

c) May benefit additional family members because they may be screened as well if the diagnosis of 

Brugada is confirmed  
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2) Suspected Long QT workflow  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Possible long QTc on routine resting ECG (measured with 
heart rate preferably within normal range)  

TMX and refer CGH Cardio 

-ECGs supine followed by standing 
(every minute for 5 minutes) on 
arrival at CGH Cardiac Clinic  
-Blood tests by CGH: Ca, Mg, renal 

panel, thyroid function tests  

After reversible causes excluded, the Modified 
Schwartz score typically calculated and entered into 
clinic notes to aid diagnosis and HTMB PES grading:  
- If score <3, usually considered normal  
- Score of 3, borderline – seen again in CGH Arr clinic 
for repeat ECGs +/- TMX long QT protocol  
- Score 3.5 and above – usually considered to be long 
QT syndrome and followed up in CGH Arr clinic  

Seen at CGH 

Arrhythmia Clinic  
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3) Suspected WPW workflow  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Not WPW, discharge or 
manage accordingly if other 
cardiac issues present  

Possible WPW on 
routine RESTING ECG  

TMX and  
Refer CGH 
Cardio 

Routine ECG on 
arrival in CGH 
General CVM 
Clinic  

Seen at CGH 
General CVM 
Clinic  

Possible / likely / definite 
WPW 

Seen at CGH Arrhythmia 
clinic  

Echo +/- consider 
Holter/transtel/handheld ECG if 
palpitations 
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4a) Suspected Marfan’s syndrome workflow 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*See next page for Marfan’s syndrome criteria  

 

 

Possible Marfan’s 

Syndrome 

Transthoracic Echo and 
Refer CGH Cardio  

1. Family history of Marfan’s syndrome  
2. Past medical history of aortic 

dissection  
3. Presence of ectopia lentis  
4. Aortic root Z score on Echo  
5. Systemic score  
6. Past genetic tests for FBN1 mutation  

If fulfills criteria* for Marfans syndrome, 
then refer CGH CVM Clinic to verify 
diagnosis, if verified, refer on to NHCS 
ACHD clinic  
Seen at NHCS ACHD clinic  

Refer 
Ophthalmology to 
assess for ectopia 
lentis  
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4b) MHA Marfan’s Syndrome Workflow 
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3. Clinical protocols for specific conditions at CGH Cardiology Clinics 

a) Bicuspid aortic valve and / or aortic root dilatation  
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b) Coronary artery origin workflow:  
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MHA Kawasaki Disease Flow Chart 
 

 

A) 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

B) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* Symptomatic refer to symptoms that are suggestive of coronary artery disease. 

** Consider stress echo if contra indicated for adenosine stress CMR 

Note: Rarely if the CMR coronary arteries anatomy is sub-optimal, CMR consultant should 

arrange a CT angio prior patient to be reviewed in the  clinic. 

Asymptomatic patient with 

history childhood Kawasaki 

disease irrespective of whether 

there is with or without previous 

coronary complication   

Stress Echo to assess for ischaemia 

If positive stress echo-consider angiogram 
Reassurance and consider discharged. 

Cardiac CMR to 

assess for presence of 

coronary aneurysm. 

Presence of coronary 

aneurysm. 

Absence of coronary 

aneurysm. 

*Symptomatic patient with 

history childhood Kawasaki 

disease irrespective of whether 

there is with or without previous 

coronary complication   

 

Adenosine Stress Cardiac CMR  

OR 

Cardiac MR and **stress echo to assess for 

presence of coronary aneurysm and ischaemia 

if positive stress echo/CMR-consider 

angiogram 
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MHA Management of Lung Nodules during CACS 
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e) Asymptomatic bifascicular block on ECG 

 
All patients with complete (QRSd>120ms) RBBB + LPHB :  

-  To have 1 year TCU to CGH Arrhythmia clinic, ECG OA  
-  After which the Dr running Arrhythmia clinic will decide on subsequent TCU/tests as required  

 

f) Mild MR or mild AR on Echo 

 
All patients with mild MR or mild AR on Echo:  

-  For repeat Echo in 3 years, TCU CGH CVM General clinic 1 to 2/52 after Echo  
-  After which the Dr running the clinic will decide on subsequent TCU/tests as required  

(more severe valvular heart lesions – to follow published ESC/ACC/AHA guidelines 
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Summary of PSPL Guide^ 

 

Investigation Results Actions by PSPL 

Stress ECG Normal Fit for IPPT 

Abnormal • Unfit for IPPT x 3 

months temp 

• Refer for Stress 

Echocardiogram 

• Refer to Home Team 

Medical Board 

Stress Echocardiogram Normal (<40 years old) Fit for IPPT  

Normal (>40 years old) • Unfit for IPPT x 3 

months temp (if not 

already given) 

• Refer for CT Coronary 

angiogram 

• Refer to Home Team 

Medical Board 

Abnormal • Unfit for IPPT x 3 

months temp 

• Refer to Home Team 

Medical Board 

• Refer to CGH 

Cardiology 

CT Coronary Angiogram Calcium <100 Fit for IPPT 

Calcium ≥100 • Unfit for IPPT x 3 

months temp 

• Refer to Home Team 

Medical Board 

• Refer to CGH 

Cardiology 

 

Resting ECG Characteristics  Plan  

Axis  

Left axis deviation (-30 to -

90)  

If isolated 

• No further workup needed  

 

If two or more borderline findings are present1 

• Unfit for IPPT x 3 months temp 

• Refer for CGH Cardiology, 2D 

echocardiogram 

• Refer to Home Team Medical Board 

Right axis deviation (≥120)  

Heart 

Blocks  

1st degree AV block (PR 

interval 200-400ms), 

positive family history of 

IHD/heart block  

Without Family History 

• Fit for IPPT 

 

With Family History 

• Unfit for IPPT x 3 months temp 

• Refer to Stress TMX, CGH Cardiology 

• Refer to Home Team Medical Board 
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Profound 1st degree AV 

block (≥400ms)  

Unfit for IPPT x 3 months temp 

Refer to Stress TMX, CGH Cardiology 

Refer to Home Team Medical Board 

2nd degree Mobitz type 1 

AV block  
Fit for IPPT 

2nd degree Mobitz type 2 

AV block  

Unfit for IPPT x 3 months temp 

Refer to CGH Cardiology  

Refer to Home Team Medical Board 

3rd degree AV Block  

Unfit for IPPT x 3 months temp 

Refer to CGH Cardiology 

Refer to Home Team Medical Board 

Left anterior fascicular 

block/ Left posterior 

fascicular block ± 

incomplete RBBB  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D Echocardiogram, 

Stress TMX  

Refer to Home Team Medical Board 

Complete RBBB + LAFB  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D Echocardiogram, 

Stress TMX 

Refer to Home Team Medical Board 

Complete RBBB + LPFB  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D Echocardiogram, 

Stress TMX 

Refer to Home Team Medical Board 

Incomplete RBBB (QRSD 

90-119) No Brugada 

features and no family 

history of sudden cardiac 

death 

Fit for IPPT  

Incomplete RBBB, with 

Brugada features or family 

history of sudden cardiac 

death  

Unfit for IPPT x 3 months temp 

Refer to CGH Cardiology for 1-space up ECG, 2D 

Echocardiogram   

Refer to Home Team Medical Board 

Complete RBBB 

(QRSD≥120)  

If isolated finding 

• Fit for IPPT and no further workup needed  

If two or more borderline findings are present1 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX  

• Refer to Home Team Medical Board  

Complete LBBB 

(QRSD≥120)  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D Echocardiogram  

Refer to Home Team Medical Board  

Profound non-specific intra-

ventricular delay 

(QRSD≥140)  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D Echocardiogram, 

Stress TMX 

Refer to Home Team Medical Board 
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Heart Rate  

Sinus tachycardia 

(≥100bpm)  

Repeat ECG 2/52: if persistent sinus tachycardia, 

for ambulatory blood pressure and thyroid function 

test  

If ABP shows persistent sinus tachycardia 

• Unfit for IPPT x 3 months temp 

• Refer to Home Team Medical Board 

• Refer for CGH Cardiology 

Sinus bradycardia HR 30-

60bpm, asymptomatic  

If asymptomatic with good effort tolerance 

• Fit for IPPT 

If poor effort tolerance 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for Stress TMX  

• Refer to Home Team Medical Board 

Sinus bradycardia 

HR<30bpm or sinus pause 

≥3s  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for Stress TMX 

Refer to Home Team Medical Board 

Intervals  

Isolated short PR interval 

(<120ms) with no delta 

waves or palpitations  

Fit for IPPT 

 

 

Short PR interval (<120ms) 

without delta waves, with 

palpitations  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for stress TMX, 2D 

Echocardiogram, Holter/TTECG  

Refer to Home Team Medical Board 

 
Short PR interval (<120ms) 

with delta waves  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for Stress TMX 

Refer to Home Team Medical Board 

 

Prolonged QTc (≥450ms)  

For both Male and Female  

PSPL to check electrolytes (Ca, Mg, renal panel, 

thyroid function tests). Include blood tests 

results in web portal.  

Unfit for IPPT x 3 months temp 

Refer for CGH Cardiology 

Stress TMX long-QTc protocol 

Refer to Home Team Medical Board 

 Short QTc  

Unfit for IPPT x 3 months temp 

If QTcB≤330ms: Refer CGH Cardiology 

If QTcB 331-359ms AND positive family history of 

sudden cardiac death/personal history of 

palpitations/syncope: Refer CGH Cardiology  

Refer to Home Team Medical Board 

Segments 

and Waves  

 

ST segment depression 

(≥0.5mm in depth in 2 or 

more contiguous leads)  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D echocardiogram 

Refer to Home Team Medical Board 

Left atrial enlargement 

(negative portion of P wave 

in lead V1≥0.1mV in depth 

and ≥0.04s in duration) 

 

If isolated finding 

• Fit for IPPT and no further workup needed  

 

If two or more borderline findings are present1 

bpp-c003
Highlight



RESTRICTED 

27 

RESTRICTED 

Right atrial enlargement 

(peaked P wave in leads II 

and III or V1≥0.25mV in 

amplitude) 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX  

• Refer to Home Team Medical Board  

Abnormal Q wave ≥0.04s in 

duration or ≥25% of the 

height of the ensuing R 

wave in two or more leads 

(Excluding III and aVR)  

If isolated finding 

Fit for IPPT and no further workup needed  

If two or more borderline findings are present1 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX  

• Refer to Home Team Medical Board  

T-wave inversions in two or more 
contiguous leads (Excludes leads 

aVR, III and V1)  

➢ anterior V2-V4 

➢ Lateral I,AVL,V5-V6 

➢ Inferolateral II AVF,V5-V6 I 

AVL ➢ Inferior: II AVF  

If asymptomatic 

• Fit for IPPT  

 

If ≥25yo/poor effort tolerance 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX 

• Refer to Home Team Medical Board 

 

If symptomatic with chest pain on exertion 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX 

• Refer to Home Team Medical Board 

 

Right ventricular hypertrophy – 

R/S in V1 >1, and R in V1 

>0.5mV  

Unfit for IPPT x 3 months temp 

Refer CGH Cardiology for 2D Echocardiogram 

Refer to Home Team Medical Board 

Rhythm  

Atrial fibrillation or Atrial 

Flutter  

Symptomatic 

• Unfit for IPPT x 3 months temp 

• Refer to A&E  

 

Asymptomatic 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX, Holter  

• Refer to Home Team Medical Board  

Premature ventricular 

complexes (PVCS) 

including couplets or 

triplets or non-sustained 

ventricular tachycardia  

Polymorphic 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology  

• Refer to Home Team Medical Board 

 

Monomorphic (<1/10 on rhythm strip) 

• Fit for IPPT  

Monomorphic (>1/10 on rhythm strip) 

• Unfit for IPPT x 3 months temp 

• Refer CGH Cardiology for 2D 

Echocardiogram, Stress TMX, Holter  



RESTRICTED 

28 

RESTRICTED 

• Refer to Home Team Medical Board 

 

 

 

 

^Please note that fit for IPPT in this guide is purely cardiac fitness. Please do consider other 

aspects of IPPT screening before clearing the serviceman for IPPT fitness. 

 

*In the presence of two or more borderline findings, refer for 2DE if the following is seen:  

1. LAD or RAD  

2. LAE  

3. RAE  

4. Complete RBBB  

Family History:  

Positive Family History of Sudden Cardiac Death (i.e. first degree relative aged 40 years and 

below that died or heart arrested suddenly and unexpectedly) – refer Cardiology  

 

 

Symptoms 

Palpitations  

Unfit for IPPT x 3 months temp 

Refer for CGH Cardiology, 2D 

Echocardiogram, Holter/TTECG  

Refer to Home Team Medical Board 

Chest pain  

 

Unfit for IPPT x 3 months temp 

Refer for CGH Cardiology, Stress TMX 

+/- 2D Echocardiogram 

Refer to Home Team Medical Board 

Syncope  

Unfit for IPPT x 3 months temp 

Refer for CGH Cardiology, 2D 

Echocardiogram 

+/- Stress TMX 

(Based on FAAINT Protocol)  

Refer to Home Team Medical Board 




