
MCG Categorization Guide

 G Extremely High Myocardial Dysfunction All MCG Severity Scores ≥ 15

F Very High Myocardial Dysfunction All MCG Severity Scores ≥10.5 
All MCG Severity Scores < 15 

E High Myocardial Dysfunction All MCG Severity Scores ≥ 7 
All MCG Severity Scores < 10.5

D Intermediate Myocardial Dysfunction
MCG Severity Scores Fluctuating 

All scores above 3.5 and below 7 appearing in the same 
session.

C Low Myocardial Dysfunction
MCG Severity Scores Fluctuating 

Scores above and below 3.5 appearing in the same session. 
(Distinguish from Category B by angiography evidence of collaterals)

B Collateral Circulation Group All MCG Severity Scores > 2.0 
All MCG Severity Scores ≤ 3.5

A Clinically Normal
All MCG Severity Scores ≤ 2.0 

or 
All Scores 0 with Pathological/Physiopathological Findings

N True Normal All MCG Severity Scores 0 
No Pathological/Physiopathological Findings
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Note: The incidental findings of structural abnormalities such as transient or persistent signs of Rheumatic Heart Disease, Pulmonary Heart, and/or Congenital maybe transient structural changes. These may be the result of his myocardial ischemia mimicking the structural anomalies. They tend to resolve once the ischemia is resolved. If these 
incidental MCG findings persist in the repeat test sessions, an echocardiography examination maybe warranted to define their existence and potential impact on cardiac functions. All these findings collectively contribute to the overall cardiac dysfunctions represented by the severity scores.

 



G
High Cardiogenic shock potential with systems instability. Apply tertiary and secondary prevention measures, stabilizing any hemodynamic instability, and optimizing 
medications. Referral to coronary intervention to maintain or improve status may be appropriate if the presence of local or global ischemia is detected, with post-intervention 
MCG Monitoring. Simultaneously manage and treat co-morbidities such as metabolic, endocrinological, hematologic, hemodynamic, infectious, neurohormonal, structural, 
lifestyle, environmental, or inflammatory conditions.

F
Intermediate risks for cardiogenic shock and systems instability. Apply tertiary and secondary prevention measures, stabilizing any hemodynamic instability, and optimizing 
medications. Referral to coronary intervention to maintain or improve status may be appropriate if the presence of local or global ischemia is detected, with post-intervention 
MCG monitoring. Simultaneously manage and treat co-morbidities such as metabolic, endocrinological, hematologic, hemodynamic, infectious, neurohormonal, structural, 
lifestyle, environmental, or inflammatory conditions.

E
Diagnose, manage, and treat the primary cause and its co-morbidities such as metabolic, endocrinological, hematologic, hemodynamic, infectious, neurohormonal, structural, 
lifestyle, environmental, or inflammatory conditions via primary prevention, medications or referral to inpatient care. Coronary intervention may be required to maintain or 
improve status if the presence of local or global myocardial ischemia is detected, with post-intervention MCG monitoring.

D

Diagnose, manage, and treat the primary cause and its co-morbidities such as metabolic, endocrinological, hematologic, hemodynamic, infectious, neurohormonal, structural, 
lifestyle. environmental, or inflammatory conditions. There are simultaneous fluctuating myocardial ischemia patterns related to all causes of supply and demand imbalance 
which can be managed via primary and secondary prevention or are treatable by medications. If the patient presents in an Emergency or Urgent Care setting he or she can be 
sent back home to follow up with a primary care physician within 24 hours, plus 30 to 60 day MCG event monitoring following chest pain due to higher propensity to sudden 
cardiac deaths in this group, especially those suffering from preoperative myocardial infarctions.

C
Patients in this group have recovered from high levels of chronic myocardial ischemia. 
Angiographic evidence of collateral formation is required to place the patient in this group for long term monitoring. Knowing that further coronary intervention may exacerbate 
the problems (such as phenomena like "coronary steal”) check for the presence of ventricular arrhythmia, asynchronization, low ejection fraction, acute power loss, ventricular 
remodeling, and hypertrophy. Other abnormal expressions can be treated per generally applicable, individualized physician suggested options.    

B
Diagnose, manage, and treat the primary cause and its co-morbidities such as metabolic, endocrinological, hematologic, hemodynamic, infectious, neurohormonal, structural, 
lifestyle, environmental, or inflammatory conditions. If higher disease burden represented by either local or global myocardial ischemia is found referral to coronary intervention 
may be appropriate. If admitted to an ER or Urgent Care facility the patient can be to a primary care physician for follow up. 
Follow up frequency will be determined by the physician on a case by case basis, considering patient history and other risk factors.

A Clinically normal with minimal early signs of CVD or other mixed automatically detected signs of pathologies. 
If admitted to an ER or Urgent Care facility the patient can be safely discharged home with physician supervised observation and annual follow up unless symptomatic.

N No MCG-detectable abnormalities. 
If admitted to an ER or Urgent Care facility the patient can be safely discharged home for physician follow up and monitoring using MCG.
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