
   

 

 

 

THE ASPLENIC AND HYPOSPLENIC PATIENT 

 

 

“Here fell the English and the French simultaneously in the battle”, Bayeux Tapestry, 

(detail) 11
th

 Century A.D 

 

“He became ill and that afflicted him severely...The sharp death which spares neither 

powerful men nor lowly - it seized him. He died in Normandy on the day immediately 

after the Nativity of St. Mary, and was buried in Caen at St. Stephen's minster, he had 

built it earlier and afterwards endowed it in many ways. 

 

Alas! How false and unstable is the prosperity of this world. He who was earlier a 

powerful king and lord of many a land, he had nothing of any land but a seven foot 

measure; and he who was at times clothed with gold and with jewels, he lay then covered 

over with earth. 

 

He left behind him three sons. The eldest was called Robert, who was earl in Normandy 

after him. The second was called William, who wore the royal crown in England after 

him. The third was called Henry, to whom the father bequeathed untold treasures”. 

 

Contemporary account of the death of William the Conqueror, The Anglo-Saxon 

Chronicle, Peterborough manuscript, 1087 A.D 

 



In the small French town of Bayeux in Normandy, in a museum constructed especially for 

its display, is kept one of the world’s priceless historical documents. It is a strip of linen 

tapestry 230 feet long and around 20 inches high. It is almost a thousand years old.  

Embroidered in brightly coloured wool are hundreds of animated figures that tell the 

story of a great epic - the Norman conquest of Anglo-Saxon England. It is one of the very 

few contemporary sources for this event and as a social document is of incalculable 

value. As a work of art it is thought to be the only known survivor of an art from which 

was probably once widespread. And yet surprisingly few people bother to see it, and 

appreciate just how totally absorbing it is. 

 

The Norman conquest of England, an event of the most far reaching consequences for 

world history, occurred during the tail end of the “Dark Ages”. Today this term is 

considered “politically incorrect” - and yet as far as the written record of history is 

concerned - it is entirely  appropriate. William Manchester, author of the magisterial, “A 

World Lit Only by Fire”, wrote... 

 

“The densest of the medieval centuries, the six hundred years between, roughly, A.D 400 

and A.D. 1000, are still widely known as the Dark Ages. Modern historians have 

abandoned that phrase, one of them writes, “because of the unacceptable value judgment 

it implies”. Yet there are no survivors to be offended. Nor is the term necessarily 

pejorative. Very little is clear about that dim era. Intellectual life had vanished from 

Europe. Even Charlemagne, the first Holy Roman Emperor and the greatest of all 

medieval rulers, was illiterate…” 

   

There could be no better vindication of the term “Dark Ages”! And so our knowledge of 

the events of this critical period of history, come from the scantest of primary 

contemporary sources, one of which, along with the Anglo-Saxon Chronicle, is the 

Bayeux Tapestry. William the Conqueror died in 1087, and though we do not know 

precisely how he died, it does seem evident from what little we have of contemporary 

accounts that his death was sudden and unexpected, and threw the Norman world into 

confusion and chaos. One tantalizingly brief contemporary account of the manner of the 

Conqueror’s death has survived. It was written by an anonymous monk of Caen, shortly 

after the event. During a sack of the rebellious Norman town of Mantes, it appears that 

his horse took fright at some burning embers, that it reared over and threw William 

against the high pommel of his saddle. He then developed severe abdominal pain and 

was in agony for some hours before dying. Other interpretations have attributed the 

King’s sudden abdominal pain to an overwhelming intestinal infection. 

 

William could well have died from a ruptured abdominal viscus - liver, kidney or perhaps 

spleen. The means of treating a catastrophic rupture of  a solid viscus, such as the spleen 

would not exist for a thousand years, and so in William’s time nothing could have been 

done to save him. The world eventually emerged from the Dark Ages, and with the light 

of the Renaissance in the Fourteenth century remarkable progress in the arts and 

sciences began to be made. In the 21st century, with modern techniques of surgery and 

anaesthesia, together with sophisticated “chains of survival” systems of emergency 

transport, the injury that may have finished off the Conqueror is no longer a certain 

death sentence. There are many alive to today, who have had their spleens removed due 

to surgery, as result of trauma as well as other medical conditions. As we move forward 



though progress does not halt there. Those having survived injury by removal of their 

spleen will be left with a lifelong increased vulnerability to overwhelming post 

splenectomy infection, (or OPSI). Overwhelming sepsis is the other possible explanation 

for the death of the Conqueror. It is for this reason that lifelong vigilance must be 

maintained for patients who have lost their spleen, and potentially lifesaving antibiotics 

be given at the earliest suspicion of the potential for OPSI. Just as the Conqueror 

established the great Doomsday Book register of his subjects, so the Victorian Spleen 

Registry has established a register of their own - for those at risk of OPSI.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



THE ASPLENIC AND HYPOSPLENIC PATIENT 

 

Introduction 

 

The asplenic or hyposplenic patient is at risk of serious fulminant sepsis, or OPSI 

(overwhelming post splenectomy infection). 

 

Although the incidence of OPSI is fairly low, this entity has a mortality of up to 

50%, in those who do get it. This is far higher than the mortality from sepsis in the 

normal population. 

 

The risk of OPSI is highest in children and the immunocompromised, and the risk 

remains lifelong. 

 

As such there needs to be a high awareness of the potential risk in these patients, 

especially when they present unwell to Emergency Departments. 

 

The threshold to investigate, initiate empirical treatment to cover serious bacterial 

infection and to admit must be low in these patients. 

 

The incidence of fulminant sepsis in asplenic/ hyposplenic patients can be reduced by 

education and preventive measures, although compliance with recommendations appears 

to be poor. 

 

All patients and their families should be educated about the risk of sepsis and strategies to 

minimize that risk. To this end in Victoria the Victorian Spleen Registry, (VSR) has 

been established and is based at The Alfred Hospital.  

 

Presentations to the Emergency Department of patients without spleens or 

hypofunctioning spleens, (be it for sepsis or some other reason), provide an 

opportunity for education about, and referral to,  the Victorian Spleen Registry, if 

they are not already registered.  

 

Pathology 

 

Splenic macrophages have a major role in phagocytosing bacteria and aging blood cells 

from the circulation. The spleen is also a major producer of antibodies. 

 

Absent or reduced splenic function, leaves a person susceptible to overwhelming 

infection.  

 

Causes: 

 

Patients can lack splenic function from: 

 

1 Congenital lack of a spleen (rare). 

 

2 Previous splenectomy: 



 

 This is the commonest cause of asplenia. 

 

 The commonest reasons for surgical splenectomy are: 

 

● Trauma. 

 

● Haematological disorders. 

 

● Malignancies. 

 

3 An under functioning spleen may be due to: 

 

 ● Subtotal splenectomy (rarely). 

 

 ● Some autoimmune diseases; Coeliac disease in particular. 

 

 ● Following bone marrow transplantation. 

 

 ● Haemoglobinopathies, including:  

 

♥ Sickle cell anaemia. 

 

♥ Thalassaemia major. 

 

Susceptibility to OPSI: 

 

The risk of OPSI in the splenectomy group is greatest within the first two years post 

operation. 

 

However, there are case series demonstrating that risk remains lifelong. 

 

Children are especially susceptible because they often have lower levels of specific 

antibodies against encapsulated organisms. 

 

Patients with co-existing immunosuppression are at additional risk.   

 

Causes of sepsis: 

 

OPSI is a major risk in patients following splenectomy or in patients who are hyposplenic 

for other reasons. 

 

Organisms involved include: 

 

1. Pathogenic encapsulated organisms: 

 

 ● Streptococcus pneumoniae: 

 



♥ This is the commonest cause (responsible for > 50 % of cases of 

 overwhelming post splenectomy sepsis) 

 

 ● Neisseria meningitidis (the meningococcus) 

 

 ● Haemophilus influenzae type b (Hib). 

 

2. Plasmodium protozoa (i.e. malaria): 

 

● There is an increased susceptivity to intraerythrocytic parasites in general. 

 

3. Capnocytophaga canimorsus: 

 

● There is an increased risk of severe sepsis due to this agent in patients with 

 asplenia or hyposplenia who are bitten or even just scratched by dogs or 

 cats.  

 

Less commonly: 

 

3. Gram negative bacilli. 

 

4. Streptococcus suis. 

 

5. Bordetella holmesii. 

 

6. Babesiosis: 

 

● This is an unusual infection transmitted by ticks. It can be fatal in 

 splenectomised patients. It  has not to date been described in Australia or 

 New Zealand. 

 

Clinical assessment 

 

Patients who are asplenic or hyposplenic who present to the Emergency Department with 

unexplained fever, chills or constitutional symptoms should be carefully assessed for 

possible serious sepsis. 

 

Initial symptoms of overwhelming post-splenectomy infection are often mild, non-

specific and non-localizing. 

 

Initial symptoms are usually non-specific constitutional symptoms such as: 

 

● Fever 

 

● Malaise / lethargy 

 

● Headache 

 



● Anorexia 

 

● Nausea/ vomiting 

 

● Myalgias 

 

● Arthralgias. 

 

A high index of suspicion must be maintained for early underlying serious bacterial 

infection. 

 

Important points of history: 

 

1. A past history of splenectomy: 

 

Somewhat surprisingly however some patients may not be aware: 

 

● That they have had their spleen removed (because of traumatic injury)  

 

● That their splenic function is subnormal, due to some disease process they 

 might have. 

 

It will sometimes be up to the clinician to have a raised index of suspicion, and a 

laparotomy scar may be the only initial clue.  

 

Severity of past infections or recurrence of serious bacterial infections may also 

be a clue to an asplenic state. 

 

2. Immunizations history is very important. 

 

3. The taking of any antibiotics, either prophylactically) or for some intercurrent 

 illness.     

 

 ● This should be carefully documented in the medical record.  

 

4. Recent travel: 

 

● In particular to a malarial endemic region. 

 

5. Animal bites. 

 

Important points of examination: 

 

1. Assess issues of ABC and the patient's vital signs. 

 

● In particular for early evidence of sepsis / septic shock. 

 

2. Check for any laparotomy  scars (that may indicate previous splenectomy). 



 

3. Check for hepatosplenomegaly and/ or generalized lymphadenopathy that may 

 indicate a haematological disease. 

 

Investigations 

 

For the septic patient who presents to the ED: 

 

1. FBE: 

 

 ● Including blood film examination. 

 

2. U&Es/ glucose 

 

3. LFTs 

 

4. Coagulation profile. 

 

5. Blood cultures. 

 

Others septic work-up, as clinically indicated: 

 

7. CXR. 

 

8. MSU for MC&S.  

 

9. LP. 

 

10.  Echocardiography, if endocarditis is suspected. 

 

11. CT scan: 

 

♥ Brain. 

 

♥ Abdomen, for occult surgical sepsis. 

 

Monitoring of splenic function: 

 

An asplenic or hyposplenic state can be confirmed by the detection of Howell-Jolly 

bodies on blood film and reduced levels of IgM memory B cells and so these can act as 

indicators of splenic function: 

 

● Howell-Jolly bodies: 

 

♥ Howell-Jolly bodies are haematological findings of basophilic nuclear 

 remnants (clusters of remnant DNA fragments) in circulating erythrocytes. 

 



♥ These erythrocytes are normally removed by the spleen, but will persist in 

 individuals with functional hyposplenia or asplenia and as such 

 constitute an important clue to the diagnosis  of asplenia or  hyposplenia. 

 

♥ Rarely Howell-Jolly bodies may be seen as a result of myelodysplasia or 

 haemolysis. 

 

● IgM memory B cells: 

 

♥ This test has been developed at The Alfred Hospital. 

 

♥ There is evidence that low levels of circulating IgM memory B cells is a 

 predictor of an individual’s impaired immune response to encapsulated 

 bacteria following splenectomy and this may become the basis for  future 

 assessment. 

 

Management 

 

The Emergency Department approach to the febrile/ unwell patient without a spleen 

or with a hypo-functioning spleen should be one of a high index of suspicion for the 

possibly of the development of over whelming sepsis or OPSI. 

 

The threshold to investigate, initiate empirical treatment to cover serious bacterial 

infection and to admit must be low in these patients. 

 

Empiric antibiotic therapy should be initiated on an urgent basis, if sepsis is suspected, 

and should not be unduly delayed by investigations. 

 

Antibiotics will be chosen according to how unwell a patient appears, as well as the index 

of clinical suspicion for any given condition. 

 

Disposition 

 

Due to the high potential for serious sepsis, the threshold for admission, even if simply 

for a period of close observation, must be low in patients who present with fever or 

suspected sepsis. 

 

Patient Education 

 

All patients and their families should be educated about the risk of sepsis and strategies to 

minimize that risk. 

 

Education of the patient and their family members about OPSI is paramount and must be 

reinforced throughout the patient’s life. 

 

In particular: 

 



● Patients should have a reserve or standby supply of antibiotics, with instructions 

 when to commence them. 

 

● Patients who are asplenic or hyposplenic should promptly report any unexplained 

 fever, chills or constitutional symptoms to their doctor or hospital emergency 

 department. 

 

● All persons with asplenia or hyposplenia should be warned of the risk of animal 

 bites  or scratches and have early and optimal treatment of such wounds. 

 

● Patients travelling to malarial regains should be made aware of their increased 

 risk of severe malaria, as well as the importance of seeking travelling advice in 

 general. 

 

● The Victorian Spleen Registry: 

 

Patients in Victoria should be referred to the Victorian Spleen Registry: 
 

The Victorian Spleen Registry was established in 2003 to improve adherence to 

best practice preventive guidelines and thereby reduce the incidence of OPSI. 

 

The role of this registry includes: 

 

♥ Education of patients (and their carers)  

 

♥ Provision of educations material and medical alert devices.  

 

♥ The provision of optimal and up-to-date preventive advice  

 

♥ Provision of long-term and ongoing support, such as reminders of when 

 revaccinations are due. 

 

♥ Collecting  important long-term data which may be the vehicle for studies 

 on the efficacy of recommended interventions. 

 

Medical Alerts 

 

These should include: 

 

1. MediAlert bracelets: 

 

● Patients should be offered a medical alert (for example,  a wallet-sized 

 laminated card and/or MediAlert type bracelet or medallion) that can 

 inform medical carers of the patient’s asplenia or hyposplenia. 

 

2. Vaccination record: 

 

● An up-to-date vaccination card. 

https://spleen.org.au/Registration/Patient.aspx


 

3. Medical record: 

 

● The patient’s medical record should be tagged with a medical alert stating 

 the fact of lifelong increased risk of bacterial infection in general and 

 OPSI in particular. 

 

Prophylactic measures 

 

1. Antibiotics: 

 

● Phenoxymethylpenicillin or amoxicillin with clavulanic acid taken as daily 

 prophylaxis are most commonly prescribed. 

 

● Antibiotics are generally taken for at least 2 years following a 

 splenectomy. 

 

● An emergency supply of antibiotics is recommended for all asplenic/ 

 hyposplenic patients and they should receive education on when these 

 should be taken. 

 

The latest edition of Therapeutic Guidelines and the Victorian Spleen 

Registry Website will provide the latest recommendations and dosing 

schedules. 

 

2. Immunisations: 

 

● Pneumococcal immunization 

 

● Meningococcal immunization 

 

● Hib immunization 

 

● Influenza immunization: 

 

♥ This will be required annually. 

 

Full prescribing details for vaccines are available from the latest edition of 

the Australian Immunisation Handbook.  

 

3. Early presentation for medical care when fever develops is essential. 

 

Resources 

 

The Alfred Hospital, Infectious Disease Unit: Victorian Spleen Registry.  

 

● Phone: 9076 3828 

 

http://online.tg.org.au/ip/desktop/index.htm
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/handbook10-3-3


●  Victorian Spleen Registry 

 

♥ Important up-to-date recommendations are readily accessible to all 

 medical staff via this website. 
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