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Abstract

Mechanical complications are serious complications of myocardial infarction, including acute mitral

regurgitation, interventricular septum perforation, ventricular aneurysm formation and ventricular free wall rup-

ture. Overall, the incidence of mechanical complications is low, but the mortality rate is high and the treatment is

quite complex. Emergency treatment for myocardial infarction, represented by percutaneous coronary interven-

tion, has made significant progress in improving the mortality and prognosis of AMI patients. However, in the

last 20 years. despite continuous improvement in surgical techniques and increased use of mechanical circulatory

support devices, the mortality rate of mechanical complications remains really high.
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