endometriosis. A large number of hematologic, immunologic, and
congestive causes of splenomegaly can lead to destruction of one or
more cellular blood elements. In the majority of such cases,
splenectomy can correct the cytopenias, particularly anemia and
thrombocytopenia. In a large series of patients seen in two tertiary
care centers, the indication for splenectomy was diagnostic in 10%
of patients, therapeutic in 44%, staging for Hodgkin’s disease in
20%, and incidental to another procedure in 26%. Perhaps the only
contraindication to splenectomy is the presence of marrow failure, in
which the enlarged spleen is the only source of hematopoietic tissue.

Often the splenectomy is done by laparoscopy, which is
associated with shorter hospital stays and faster recovery than the
open procedure; however, concern has emerged that the
laparoscopic approach is associated with a higher risk of
postoperative portal venous system thrombosis and Budd-Chiari
syndrome.

The absence of the spleen has minimal long-term effects on the
hematologic profile. In the immediate postsplenectomy period,
leukocytosis (up to 25,000/uL) and thrombocytosis (up to 1 x 108/uL)
may develop, but within 2-3 weeks, blood cell counts and survival of
each cell lineage are usually normal. The chronic manifestations of
splenectomy are marked variation in size and shape of erythrocytes
(anisocytosis, poikilocytosis) and the presence of Howell-Jolly bodies
(nuclear remnants), Heinz bodies (denatured hemoglobin),
basophilic stippling, and an occasional nucleated erythrocyte in the
peripheral blood. When such erythrocyte abnormalities appear in a
patient whose spleen has not been removed, one should suspect
splenic infiltration by tumor that has interfered with its normal culling
and pitting function.

The most serious consequence of splenectomy is increased
susceptibility to bacterial infections, particularly those with capsules
such as Streptococcus pneumoniae, Haemophilus influenzae, and
some gram-negative enteric organisms. Patients aged <20 years are
particularly susceptible to overwhelming sepsis with S. pneumoniae,
and the overall actuarial risk of sepsis in patients who have had their
spleens removed is about 7% in 10 years. The case-fatality rate for
pneumococcal sepsis in splenectomized patients is 50-80%. About



