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[ Abstract] Type 2 myocardial infarction is an ischemic myocardial injury caused by the mismatch of oxygen supply and demand. It is
more common in the elderly and women with more complications and is mostly found in departments other than cardiology,and the prognosis is
poor. Type 2 myocardial infarction is not a widely accepted entity in clinical practice,and there are no recognized diagnostic criteria. In recent
years ,research on the diagnosis and prognosis of type 2 myocardial infarction has been a hot topic in the world. This paper summarizes the
recent research progress on the diagnosis and prognosis of type 2 myocardial infarction to provide a reference for subsequent research and
clinical practice.
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