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Neisseria meningitides and immunization with the annual 
influenza vaccine, combined with antibiotic prophylaxis 
for a period of time depending from the underlying dis-
ease and the age at which hyposplenism first appeared. A 
selection from the guidelines proposed by the Doncaster 
and Bassetlaw Hospitals (in year 2011)19, for manage-
ment of asplenic patients, is shown in Table 2. These 
guidelines, however, recommend lifelong antibiotic pro-
phylaxis and have been characterized as “conservative” 
by many authors. This recommendation is based on the 
fact that OPSI syndrome has been observed even 10-30 
years after splenectomy20, and this is thought to be also 
valid in case of Functional Hyposplenism. According to 
others (Australasian Society for Infectious Diseases)21, 
antibiotics should be only given for two years after di-
agnosing FH, as the risk of OPSI has not proved to be 
the same in all diseases. Antibiotic prophylaxis is not 
routinely suggested for all patients with FH. Local mi-
croorganism resistance should be taken in consideration, 
before choosing the type of antibiotic therapy. 

Immunization of hyposplenic patients has been in-
cluded in the Canadian Immunization Guide (2006) and 
includes vaccination against Streptococcus pneumoniae, 
Neisseria meningitides and Haemophilous influenzae 
type B22.

Guidelines also include other preventive measures 
such as prophylaxis against malaria in case of traveling 
to endemic countries, as hyposplenic patients are thought 
to be particularly susceptible to this infection.

It is important to educate the patient and their fam-
ily, emphasizing on the necessity of seeking immediate 
medical help in case symptoms such as high fever, mal-
aise and shivering develop. It should be also advised to 
the patient to keep a supply of penicillin or amoxicillin 
ready to use in the same occasion.

Guidelines for hyposplenic children differ because of 
the immaturity of their immune system. Antibiotic pro-
phylaxis should be used routinely until the age of two, re-
gardless of the underlying condition. The 7-valent pneu-
mococcal conjugate vaccine should be used instead of the 
23-valent polysaccharide vaccine, because of the ability 
of its protein “carrier” to induce immediate and more in-
tense immune response23. A new 13-valent pneumococ-

cal conjugate vaccine was approved for use in children in 
2010 and, according to the ACIP (United States Advisory 
Committee on Immunization Practices) it is recommend-
ed for use in individuals older than 19 years of age with 
FH, with concomitant use of the 23-polyvalent pneumo-
coccal vaccine24.

According to several studies the percentage of seri-
ous infections in hyposplenic patients after immunization 
with the pneumococcal vaccine has been significantly 
reduced25. This could justify the pneumococcal vaccine 
administration to all hyposplenic patients in everyday 
clinical practice. Annual measurements of antibody lev-
els should be performed, and revaccination should be un-
dertaken if these levels are low. 

Conclusions
Functional hyposplenism is described in this article 

and guidelines about the treatment of hyposplenic pa-
tients are given. They consist mostly of preventive mea-
sures against possible serious complications, even though 
their efficacy has not been proven by clinical studies yet.

Immunization of patients at risk seems to be the most 
effective measure and vaccination against pneumococcus 
should probably be applied to all hyposplenic subjects. 
Identifying the patients at risk is also of crucial impor-
tance with the aim to educate these patients and their 
families about possible risks and measures to be taken 
if necessary.     
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 Antibiotic              
Prophylaxis

1: All patients, regardless of underlying condition, should be on life long antibiotic 
prophylaxis. This should be either Penicillin V or Amoxycillin, with a preference for 
Penicilline V. Adult doses: Penicillin V 500 mg bid. Amoxycillin 500 mg od. 

2: For penicillin allergic patients Erythromycin 250mg bid should be used.          

 Immunization 1: All splenectomised patients and those with functional hyposplenism should receive 
the 23-polyvalent pneumococcal vaccine; the Haemophilus influenza type B conjugate 
vaccine and the meningococcal C conjugate vaccine as soon as possible.

2: Patients undergoing elective splenectomy should receive the above vaccines at least two 
weeks before surgery.

3: All adults should receive an annual influenza immunization.

Table 2: Guidelines for management of asplenia/hyposplenia in adults.




