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Around 350 million people worldwide suffer from rare diseases. These may have a genetic, infectious, or auto-
immune basis, and several include an inflammatory component. Launching of effective treatments can be very
challenging when there is a low disease prevalence and limited scientific insights into the disease mechanisms.
As a key trigger of inflammatory processes, complement has been associated with a variety of diseases and has
become an attractive therapeutic target for conditions involving inflammation. In view of the clinical experience
acquired with drugs licensed for the treatment of rare diseases such as hereditary angioedema and paroxysmal
nocturnal hemoglobinuria, growing evidence supports the safety and efficacy of complement therapeutics in
restoring immune balance and preventing aggravation of clinical outcomes. This review provides an overview
of the candidates currently in the pharmaceutical pipeline with potential to treat orphan diseases and discusses
the molecular mechanisms triggered by complement involved with the disease pathogenesis.
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1. Introduction

The complement system is invariably considered one of the most
ancient defense mechanisms of the body [1]. Since the discovery of
the bactericidal properties of serum components more than a century
ago, the perception of complement as part of immunity has changed
considerably [2]. Initially regarded as a mere co-adjuvant in microbial
elimination through opsonization and lysis, it is hard to assume that
evolutionary forces would conserve such an intricate system compris-
ing about 50 proteins to act entirely onmicrobial killing. Today, comple-
ment is seen not only as a first line of defense against pathogens but also
as a modulator of acquired immunity, being the decisive factor that
guides the quality andmagnitude of cell activation and also orchestrates
several important physiological and pathological processes, such as the
clearance of foreign bodies, coagulation, tissue regeneration, and
inflammation (Fig. 1) [2–4].

The biological functions of complement are elicited as a result of the
activation of the classical, alternative, and/or lectin pathways (CP, AP,

and LP, respectively). The initial components of each pathway serve as
pattern recognition molecules: C1q fixes antigen-antibody complexes,
mannose binding lectins (MBL) and ficolins bind to microbial carbohy-
drates, and molecules of C3b and properdin recognize self- and non-
self-structures that are damaged or lack complement-regulatory pro-
teins. The initial trigger for the CP and LP leads to subsequent activation
of the components C2 and C4 and the formation of the C3 convertase,
C4b2b (Fig. 2). The AP is continuously activated via the spontaneous
hydrolysis of C3, resulting in a conformational change that allows the
binding of factor B (FB). Upon cleavage of FB by the serine protease
factor D (FD), the C3bBb complex is formed. This complex acts as the
C3 convertase of the AP and plays a critical role in the amplification of
the AP as a result of the continuous production of C3b molecules
(Fig. 2), ensuring an immediate and effective response against danger
signals. More recently, properdin has been identified as a pattern recog-
nition molecule that is able to initiate the activation of the AP [5]. In
addition, it also acts as a positive regulator of the C3bBb complex, favor-
ing stable and longer activation of the AP. All three pathways converge

Fig. 1. Complement acts as a key mediator of several pathophysiological processes.
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