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Splenic Sequestration
• Acute splenic sequestration remains a leading cause of death in children with SCD

• Definition: drop in Hg >2g/dL, increased reticulocyte count, acutely enlarging spleen

• Acute splenic sequestration age range: 3 months to 5yrs of age

• Usually associated with viral or bacterial infections

• Clinical symptoms:  sudden weakness, pallor, tachycardia, tachypnea and abdominal 
fullness

• Early recognition of symptoms and prompt treatment improve survival

• Recurrence is common: 50% 



Splenic Sequestration by SCD type
• HgSS : most common (90%), age range 3 months to 5 years
• Lifetime prevalence 7 – 30%

• Teaching parents to palpate spleen and recognize signs and symptoms

• HgSC: less common, age range 9 years to adulthood

• HgS/b+: less common, adulthood



Treatment of Acute Splenic 
Sequestration
• Emergent transfusion of PRBC (best match available, do not delay transfusion)

• Management is geared towards hemodynamic stabilization of patient

• PRBC transfusion will release RBCs sequestered in the spleen, leading to higher 
Hg/HCT values than predicted from transfused volume

• Spleen will decrease in size after PRBC transfusion



Management After Acute Splenic 
Sequestration

• Observation

• Chronic Transfusions

• Splenectomy*

Indication for which approach to 
take is not clearly defined.

• Observation does not remove 
risk of fatal episode

• Chronic transfusion risks future 
sequestration by  maintaining 
spleen function

• Risk of infection after 
splenectomy for young age

• Total vs partial splenectomy



Observation
• Risk of recurrence is high

• Does not decrease risk of potentially fatal episode



Chronic Transfusions
• Chronic transfusions will decrease risk of splenic sequestration, but can still occur.

• Chronic transfusions may temporarily reverse splenic dysfunction

• Often used in youngest population to allow growth to age where splenectomy is 
safer (3-5yrs).

• Concern that chronic transfusions simply delay episodes of splenic sequestration to 
a later age



J Pediatr 1990;117:194-9

Observed arm: 
• 4/7 had recurrence
• 3/4 had splenectomy

Transfused arm: 
• 4/14 had recurrence ON Tx
• 5/8 had recurrence OFF Tx

Thus suggest that while 
splenic sequestrations can 
occur on chronic tx, rate is 

much lower but 61% of 
patients still required 

splenectomy



Splenectomy
• Recommended after first acute splenic sequestration episode or a minor episode if 

hypersplenism is sustained

• Splenectomy before age 2yrs is higher risk, but overall found no significant increased 
risk of infection with proper vaccination and antibiotic prophylaxis



J Pediatr 1999;134:304-9

130 patients (1974-1996) 35% after 2 splenic sequestration attacks
65% hypersplenism

Splenectomy at mean of 
2.3 years

Mortality was not 
increased in splenectomy 
group (9/130) compared 
to control group (12/130)



Bacteremia was not 
increased in splenectomy 
group compared to 
control group

BUT increased Strep 
bacteremia vs Salmonella 
bacteremia in 
splenectomy group



J of Pediatric Surg (2009) 44, 1134-1138

53 patients <4yrs old underwent splenectomy after 1 or more acute splenic sequestration episodes  (1993-2008)

• Mean follow-up was 5.6yrs
• 3/53 died  and 1/53 (1.8%) had pneumococcal sepsis
• All patients had pre-splenectomy vaccination and post-splenectomy PCN 
• All patients admitted for 48hr R/O if febrile until 12yrs of age

• Conclusion: splenectomy at young age is safe and without increased risk


