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INTRODUCTION
•	 Sepsis and other hyperinflammatory conditions represent a major 

challenge in critical care, often leading to multi-organ failure and high 
mortality.

•	 CRRT is a cornerstone of support for these patients, particularly those 
with concurrent AKI.

•	 The oXiris filter is a multi-modal device for extracorporeal blood 
purification, uniquely combining:
	» Endotoxin adsorption
	» Cytokine adsorption
	» Standard hemofiltration/dialysis

•	 This approach aims to reduce circulating inflammatory mediators, 
helping to restore immune balance in critically ill patients.

OBJECTIVE
To formulate expert consensus statements based on the latest clinical 
evidence to guide the practical use of the oXiris filter in patients with 
sepsis and hyperinflammatory states requiring CRRT. 

METHODS
A structured, multi-step consensus process was employed:

•	 Expert Panel: The Asia-Pacific oXiris Expert Group was formed, 
comprising senior intensivists and critical care nephrologists from 9 
territories with extensive experience using the oXiris filter. 

•	 Evidence Review:
	» Key clinical questions were developed using the Population, Intervention, 

Comparator, Outcome (PICO) framework.
	» Systematic literature searches were conducted to identify all eligible 

studies involving the oXiris filter.
	» Data from eligible studies were extracted and organised into evidence 

summary tables.

•	 Consensus Development:
	» Draft statements were formulated based on the synthesised evidence.
	» A formal consensus meeting was held in September 2024, where 

statements were discussed, refined, and voted on using a modified Delphi 
method until consensus was achieved.

RESULTS
•	 The literature search identified 100 eligible studies for review, covering 

patient populations with sepsis/septic shock, severe COVID-19, ARDS, 
and other hyperinflammatory states.

•	 A total of 17 statements achieved consensus: 
	» 3 Recommendations
	» 14 Practice Points

•	 These statements provide guidance on the initiation, monitoring, and 
evaluation of oXiris filter treatment. Selected statements and practice 
points have been summarised as an algorithm (Figure 1).

•	 These consensus statements provide a practical, evidence-based framework to assist clinicians in the use of the oXiris filter for critically ill 
patients with sepsis and hyperinflammatory states requiring CRRT.

•	 The provided algorithm offers a clear, actionable pathway for patient selection, treatment monitoring, and evaluation of success.
•	 These statements are intended as a guide and must be personalized based on the treating team’s clinical judgment and individual patient 

characteristics.
•	 Well-designed randomized clinical trials are needed to further establish the impact of oXiris filter treatment on clinical outcomes and solidify 

its role in critical care.
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•	 A key recommendation was also made for using the oXiris filter in 
patients undergoing cardiopulmonary bypass for cardiac surgery who 
are at high risk for developing AKI.

Figure 1. Treatment algorithm for oXiris filter use in patients 
needing CRRT with sepsis/septic shock, severe COVID-19, or other 
hyperinflammatory states.

Patient needing CRRT
•	 Sepsis/septic shock
•	 Severe COVID-19
•	 Other hyperinflammatory state
•	 ≥30 kg and no heparin allergy/HIT

Consider/
continue 

conventional 
treatment

Clinical criteria:
•	 Haemodynamic instability 

with high-dose vasopressors 
(norepinephrine >0.5 pg/kg/min) 
or >2 vasopressors used after 
adequate fluid management

•	 Sepsis-associated AKI requiring 
CRRT

•	 Persistent elevation of lactate 
levels, APACHE or SOFA score

Biomarker criteria:
•	 Elevated PCT
•	 Elevated cytokines 

(IL-6, IL-10, TNF-a)
•	 Elevated endotoxin/EAA

Initiate oXiris filter use based on:

✕ Initiation criteria
not met

✓ Initiation criteria met

Treat and monitor for up to 72 hours

During oXiris filter treatment

oXiris filter modality CVVHDF, CVVH, CVVHD, or SCUF
oXiris filter dose 20–25 m L/kg/h
Anticoagulation Individualised, per 2012 KDIGO AKI guidelines

Filter changes ↑ More frequent
(every 12–24 hours)
↑ Maximise adsorptive 
capacity in patients with high
inflammatory/endotoxin 
burden

↓ Less frequent
(every 24–72 hours)
↓ Minimises treatment
interruptions in patient 
showing signs of stabilisation 
or improvement

Monitoring 
(evaluate within 72 
hours)

•	 Improvement in haemodynamic parameters
•	Lactate levels	
•	SOFA score
•	 Inflammatory marker levels

Other 
considerations

•	Addition of other extracorporeal therapies (e.g. ECMO)
•	Adsorption of antibiotics by oXiris filter

Evaluate treatment success/failure:

Success
•	 Improvement in haemodynamic parameters 

with a reduction of vasoactive therapy (50–70% 
reduction) as early as 12 hours

•	 Improvement in clinical parameters (mean arterial 
pressure, heart rate, PaO2/FiO2 ratio) after 24 hours 

•	Reduction in inflammatory biomarkers: lactate/
CRP/PCT/IL-6 within 24 hours

Failure
•	 Improvement in haemodynamic 

parameters/dependence on 
vasopressors after 72 hours

CONCLUSIONS


