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GOOD
PRACTICE

Second-Line Therapy

Thrombopoietic Agent Switching

Splenectomy
If possible, splenectomy should be delayed 
for at least one year after diagnosis because 
of the potential for remission.

GOOD
PRACTICE

GOOD
PRACTICE

Switching to a different 
thrombopoietic agent may 
be considered based on:

• Insufficient response
• Adverse effects
• Poor adherence
• Comorbidities
• Patient preference

Shared decision-making 
with the patient, 
documentation of the 
rationale for switching, 
avoidance of treatment 
gaps, and close monitoring 
around the time of 
switching are good practices 
to ensure optimal outcomes 
and continuity of care.

GOOD
PRACTICE

Patients should receive immunizations ≥2 weeks 
before splenectomy when feasible, and counseling 
on antibiotic prophylaxis and lifelong risk of sepsis 
and thrombosis. Educate on prompt recognition of 
fever and urgent antibiotic use.

GOOD
PRACTICE

After splenectomy, arrange at least annual follow-up for platelet counts, counseling, 
and immunization adherence.

Consider splenectomy if:
1) Failure/intolerance of multiple

medical therapies
2) Desire to avoid long-term

medication
3) Severe thrombocytopenia

needing emergent treatment
with poor response to
medical therapy

Special Consideration: ILAPS

Consider indium-labeled autologous platelet scan (ILAPS), 
which predicts response to splenectomy, if available.

Rituximab or 
thrombopoietic agent

available and appropriate?

No

Suggests 
corticosteroids

(± IVIG)

Patient places a high 
value on avoiding regular 

medication

Patient places a high 
value on avoiding 

immunosuppression

Adults with Primary ITP 
Requiring Initial Therapy

Suggests rituximab +
corticosteroids 

(with or without IVIG)

Most studied rituximab 
regimen is 375 mg/m² × 4 
weekly doses.

Biosimilars are suitable
substitutes.

Other doses/schedules used 
according to local practice.

Suggests 
thrombopoietic agent 

+ corticosteroids
(with or without IVIG)

Any approved thrombopoietic 
agent at standard starting dose.

Optimal duration typically guided 
by clinical response, toxicity, and 

platelet count stability.

Taper corticosteroids before 
thrombopoietic agent if a 

response is achieved.

Assess patient
values and

preferences
Yes

• Short course (≤2 weeks) of corticosteroids (± IVIG) alone may be given to support diagnosis of
ITP before starting combination therapy.

• Most studied corticosteroid component of combination therapy is dexamethasone 40 mg
daily for 4 consecutive days for 1 to 3 cycles administered every 2 to 4 weeks. Also reasonable
to use prednis(ol)one at a starting dose of 0.5-2 mg/kg/day.

• Whether corticosteroids are used as part of combination therapy or alone, it is advisable to
limit their administration to 6 weeks or less to minimize toxicity.

Azathioprine is not equivalent to 
the other suggested treatment 

options. It may be useful in some 
settings due to its low cost, 

global availability, and 
safety profile in pregnancy.

Evidence is too indirect to definitively rank 
BTK inhibitors, MMF, or SYK inhibitors. 

Consider side effect profiles, cost, 
availability, and shared decision-making.

Suggests
BTK inhibitor

Suggests
Mycophenolate
mofetil (MMF)

Suggests
SYK inhibitor

Recommends
thrombopoietic agent

Suggests rituximab 

Most studied rituximab regimen 
is 375 mg/m² × 4 weekly doses.

Any approved thrombopoietic 
agent at standard starting dose.

Biosimilars are suitable
substitutes.

Other doses/schedules used 
according to local practice.

Although thrombopoietic 
agents are recommended, 

rituximab may be preferable for 
patients who value avoiding 

chronic medication.

Rituximab or 
thrombopoietic agent

available and appropriate?

No

Adults with Primary ITP 
Requiring Additional 

Treatment After Initial
Therapy with 

Corticosteroids (with or 
without IVIG) Yes

Duration typically guided by 
clinical response, toxicity, and 

platelet count stability.

Special Consideration: Pregnancy

Normalization of platelet count following splenectomy 
does not prevent transplacental passage of maternal 
anti-platelet antibodies during pregnancy, which can cause 
neonatal thrombocytopenia.




