
167SCIENTIFIC LETTERS

REFERENCES
1. Caputo KM, Byrick R, Chapan MG, Orser BJ, Orser BA. Intu-
bation of SARS patients: infection and perspectives of healthcare 
workers. Can J Anaesth 2006;53:122-9. https://doi.org/10.1007/
BF03021815
2. Zhang Z, Liu S, Xiang M, Li S, Zhao D, Huang C, et al. Protect-
ing healthcare personnel from 2019-nCoV infection risks: lessons 
and suggestions. Front Med 2020; Mar 23. https://doi.org/ 10.1007/
s11684-020-0765-x. [Epub ahead of print].
3. Ranney ML, Griffeth V, Jha AK. Critical Supply Shortages — The 
Need for Ventilators and Personal Protective Equipment during 
the Covid-19 Pandemic. N Engl J Med 2020 https://doi.org/10.1056/
nejmp2006141
4. Nicoara A, Maldonado Y, Kort S, Swaminathan M, Mackensen 
B, et al. Specific Considerations for the Protection of Patients and 
Echocardiography Service Providers When Performing Periopera-
tive or Periprocedural Transesophageal Echocardiography During 
the 2019 Novel Coronavirus Outbreak: Council on Perioperative 
Echocardiography Supplement to the Statement of the American So-
ciety of Echocardiography Endorsed by the Society of Cardiovascular 
Anesthesiologists- J Am Soc Echocardiogr 2020;April 11 https://doi.
org/10.1016/j.echo.2020.04.008 [Epub ahead of print].
5. Everington K. Taiwanese doctor invents device to protect US doc-
tors against coronavirus. Taiwan News 2020; March 23. https://www.
taiwannews.com.tw/en/news/3902435
6. Canelli R, Connor CW, Gonzalez M, Nozari A, Ortega R. Barrier 
Enclosure during EndoTracheal Intubation. N Engl J Med 2020; Apr 
3. https://doi.org/10.1056/NEJMc2007589. [Epub ahead of print].
7. Lockhart SL, Duggan LV, Wax RS, Saad S, Grocott HP. Personal 
protective equipment (PPE) for both anesthesiologists and other 
airway managers: principles and practice during the COVID-19 pan-
demic.). Can J Anaesth 2020; Apr 23. https://doi.org/10.1007/s12630-
020-01673-w

Cardiac Reintervention and Hemi-Commando Proce-
dure in Double-Valve Endocarditis 

Aortic and mitral double-valve infective endocarditis 
affecting the fibrous skeleton of the heart is a com-
plex condition that requires a challenging surgical 
management. Extensive debridement of necrotic and 
infective tissue with removal of all the prosthetic ma-
terial must be performed to achieve healing results.

A difficult reconstruction is usually required, par-
ticularly in cases of aortic root abscess also involving 
the fibrous skeleton and the mitral valve. The “com-
mando procedure” is the reconstruction of the aor-
tomitral fibrous body for invasive double-valve endo-
carditis. It is a technically challenging procedure that 
includes root and aortic valve replacement and mitral 
valve replacement, along with reconstruction of the 
aortomitral fibrous body.

The hemi-commando procedure is a suitable and 
less complex treatment option than the “commando 
surgery” for invasive double-valve endocarditis not 
involving the mitral valve anterior leaflet free edge. 
Its advantage is that most of the mitral valve and sub-
valvular apparatus are preserved.

We present the case of an asymptomatic 38-year-
old male patient, with history of severe aortic regurgi-
tation and bicuspid valve, requiring mechanical aortic 
valve replacement. Two months after the procedure, 
the patient progressed to an early prosthetic aortic 
valve endocarditis, requiring a second valve replace-
ment (both procedures were performed at another 

center).
The patient was admitted to our center with per-

sistent fever. The admission transesophageal echocar-
diography showed images consistent with prosthetic 
aortic valve endocarditis with 15 mm vegetation.  Pro-
trusion of a periannular abscess through the vegeta-
tion with mitral-aortic membrane and anterior leaflet 
of the mitral valve involvement were observed (Figure 
1 A, B), and blood cultures of samples isolated from 
the center of origin revealed non-fermenting Gram-
negative bacilli. An empirical therapy was initiated 
with piperacillin-tazobactam, levofloxacin and trime-
thoprim-sulfamethoxazole.   

A brain CT scan showed no evidence of anatomi-
cal alterations (Figure 1 C), as opposed to the abdomi-
nal CT scan, which exhibited images consistent with 
splenic embolic foci (Figure 1 D).

Sepsis progressed, non-responsive to antibiotics; 
consequently, surgical treatment was decided. Consid-
ering anatomical involvement in the images, cardiac 
reoperation using the hemi-commando procedure was 
proposed, which consists of the extensive resection of 
the infected tissue (Figure 2. B), homograft implanta-
tion with mitral valve repair, preservation of first- and 
second-order cords, and reconstruction of the mitral-
aortic membrane (Figure 2 C, D). Also, the roof of the 
left atrium was reconstructed using a bovine pericar-
dial patch, with 120 minutes of cross-clamping time 
and 150 minutes of total cardiopulmonary bypass 
time.

The course was favorable, without complications 
in the postoperative period. Only low doses of vaso-
constrictor and inotropic drugs were necessary due to 

Fig. 1. Preoperative images. A, B: Transesophageal echocar-
diography with prosthetic, periannular, and mitral valve in-
volvement. C: Normal brain CT scan. D: Splenic embolism.
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mild vasoplegia and the patient remained in the Coro-
nary Care Unit for 48 hours. A semi-permanent cath-
eter was placed in advance for long-term outpatient 
antibiotic infusion, and the patient was discharged on 
the 7th postoperative day.

After one-year follow-up, the patient continues 
without clinical signs or images of reinfection, and has 
returned to his daily routine.

Technically, the hemi-commando procedure for 
double valve endocarditis represents a suitable and 
relatively less complex option than the “commando 
surgery”, with the advantage of preserving most of 
the mitral valve and its subvalvular apparatus. This 
is beneficial in certain scenarios, such as young pa-
tients and patients with poor ventricular function. (1, 
2, 3) The integrity of the posterior leaflet and the mi-
tral valve anterior leaflet free edge is required when 
choosing this procedure. (2)
As a result of intraoperative findings, this procedure 
should be considered in the following cases:
• Invasive double-valve infective endocarditis.
• Involvement of the aortomitral fibrous skeleton or 

the anterior leaflet of the mitral valve.
Performing the procedure in a reoperation would 

increase the surgical risk.
Mid- and long-term outcomes in different series, 

such as those of David and Navia, support this pro-
cedure for endocarditis involving the aortic valve and 
part of the mitral valve, without need for a double 
prosthetic replacement. (4, 5)

In previous complicated replacements with exten-
sive destruction, choosing homograft in combination 

with a bovine pericardial patch to reconstruct the car-
diac anatomy is an excellent strategy. (4, 5) We believe 
that the hemi-commando procedure is a valid option, 
even in very complex scenarios such as cardiac reinter-
ventions. In certain cases, this type of procedure is the 
only surgical option to restore the integrity of the heart. 
More importantly, preserving the mitral subvalvular 
apparatus and the left ventricular function provides an 
additional advantage in these high-risk patients.
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Subcutaneous Implantable Cardioverter 
Defibrillator in a Patient with Pacemaker 

The implantation of a cardioverter defibrillator has 
shown to reduce mortality in primary and secondary 
prevention, in patients at high risk of sudden death. In 
the last 10 years, a new generation of totally subcuta-
neous implantable devices has been developed, i.e. ex-
travascular devices that have provided a solution when 
vascular access must be avoided or is not possible. (1)

Current indications for subcutaneous implantable 
cardioverter defibrillator (S-ICD) focus on patients 
with inadequate vascular access, history of infection, 
or situations where it is preferable to avoid the use 

Fig. 2. Intraoperative images. A: Prosthetic valve endocardi-
tis. B: Extension of necrotic tissue. C, D: Homograft implan-
tation




