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Abstract: Pegcetacoplan is the newest inhibitor of the complement system to be approved by the FDA and EMA for the treatment of 
Paroxysmal Nocturnal Hemoglobinuria (PNH). The cyclic peptide inhibitor of C3 was evaluated in several clinical trials in PHN 
leading to its approval. The focus of this paper will review the efficacy and safety of Pegcetacoplan (PEG), and considerations for use 
in patients with PNH. 
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Paroxysmal Nocturnal Hemoglobinuria
Paroxysmal nocturnal hemoglobinuria is a rare hematologic disorder. It is due to an acquired mutation on the 
X chromosome (PIG-A) which prevents the formation of the glycosylphosphatidylinositol (GPI) anchors on cell 
membranes. Among the multiple proteins bound to the cell membrane by these GPI anchors, are the complement 
regulators, CD55, (decay accelerating factor), and CD59, which blocks the insertion of Complement protein 9, the 
final protein of the membrane attack (MAC). The loss of these anchored complement regulators leads to uncon-
trolled complement activation on the cell membrane resulting in cellular destruction. This leads to intravascular 
hemolysis, granulocyte, monocyte and platelet activation leading to thrombosis and cytokine mediated inflamma-
tion. PNH is a very morbid disease, limiting the lifespan of the affected patients many of whom are in their 20– 
30s.1–3

PNH is the best studied of all the complement mediated disorders. The introduction of complement inhibition 
dramatically altered the morbidity and mortality of PNH and has given us new insights into the role of complement in 
health and disease. Red cell destruction with intravascular hemolysis is the most obvious manifestation of the effect of 
complement dysregulation. Hemolysis is continuous but may be exacerbated by increase complement activation, in the 
setting of infection (both bacterial and viral), vaccination, pregnancy, trauma, and surgery.1–3 While more complement 
activity occurs at night due to exposure of blood to bacterial antigens in the gastrointestinal tract, intravascular hemolysis 
and hemoglobinuria occurs all time to varying degrees. Paroxysms represent episodes of increased complement activa-
tion, red cell destruction and cellular activation.2

Thrombosis, the most dreaded complication of PNH, occurs in up to 60% of patients. Complement activation of 
platelets, granulocytes, and monocytes contributes to and is the underlying mechanism of the thrombogenicity of the 
disorder.4,5

PNH is seen in all ages groups but most often presents in patient in their late twenties and early thirties2 Untreated, 
thirty percent of patients the patients will die within 5 years of diagnosis, half will die by 10 years even with best 
supportive (BSC).2 If the patient has a thromboembolic complication, it is likely they will die within 4 years. Historic 
treatments such as steroids, and prednisone are anecdotal and ineffective.2
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Complement Inhibition
The role of the Complement system in health and disease has become an active area of research and drug development. 
The development of C5 inhibitors for PNH/atypical hemolytic uremic syndrome (ahus), myasthenia gravis, and 
neuromyelitis optica spectrum disorder (NMSOD) has revolutionized the treatment of these diseases, improving the 
quality of life and survivals in these disorders. The most recent additions to this list of approved complement inhibitors 
are Pegcetacoplan (Empaveli), approved in 2019 for the treatment of PNH and a C1S inhibitor, Sutimlimab, approved in 
2021, for the treatment of Cold Agglutinin disease (CAD).

The use of complement inhibition has dramatically changed the outlook for patients with PNH. Eculizumab and 
ravulizumab (inhibitors of complement protein 5) have altered the morbidity and mortality of the disease by blocking 
terminal complement activation. The pilot trial, Triumph, Shepherd and AEGIS trials all demonstrated rapid reproducible 
reduction of hemolysis as measured by lactic dehydrogenase (LDH) and a marked reduction in thrombotic risk, as 
measured by D-Dimer.6–10 As a result, overall mortality has normalized to that of age matched controls. Ravulizumab, 
the long acting C5 inhibitor, has been shown to be non-inferior to the parent drug, eculizumab, with similar benefits.6–10

However, not all PNH patients respond equally to C5 inhibition There are rare patients who have a polymorphism in 
C5, which renders the C5 resistant to eculizumab and ravulizumab.11 About 20–30% of patients achieve hemoglobin 
normalization, which leaves 70% of patients with some component of anemia.12–16, Fifteen to 20% will remain 
transfusion dependent. Unless there is a significant component of bone marrow failure, most patients have high retic 
counts with normal LDH consistent with extravascular hemolysis. LDH levels are usually normal or modestly increased 
(<1.5 times the upper limit of normal) in extravascular hemolysis. Risitano et al noted increased Complement 3b (C3b) 
loading of RBC due to C5 blockade resulting in extravascular clearance in the spleen and liver due to C3 fragments12,13 

Extravascular hemolysis is observed in most patients with PNH who are being treated with C5 inhibitors, and can 
manifest as persistent anemia, reticulocytosis, hyperbilirubinemia and the need for transfusion14–16 (Table 1).14 

Complement 3 (C3) inhibition with Pegcetacoplan (APL-2) is designed to block extravascular clearance.

Pegcetacoplan
Pegcetacoplan (PEG) is a cyclic peptide related to compstatin, which blocks C3 preventing the generation of C3b and 
subsequent C3b loading of the red blood cells (Figure 1). 2,17,18,20

Table 1 Proposed Classification of Response to Complement Inhibition in PNH

Response to C5 Inhibition Need for Transfusion Hemoglobin (g/dl) LDH ARC

Complete None >12 < 1.5X UNL < 150,000

Major None >12 >1.5X UNL >150,000

Good None >10 <12 A < 1.5X UNL 
B >1.5X UNL

r/o bone marrow failure

Partial None or <2/ 6 mos >8 <10 A <1.5XUNL 
B >1.5X UNL

r/o bone marrow failure

Minor Occasional 
50% reduction 

Regular >3/6 mos

>8 <10 
< 10 

< 10

A <1.5X UNL 
B>1.5X UNL

r/o bone marrow failure

No response Regular 

>6/6 mos

< 10 A <1.5X UNL 

B >1.5X UNL

r/o bone marrow failure

Notes: Adapted from Risitano AM, Marotta S, Ricci P et.al. Anti-complement Treatment for Paroxysmal Nocturnal Hemoglobinuria: Time for Proximal 
Complement Inhibition? A Position Paper From the SAAWP of the EBMT. Front Immunol. 2019; 10: 1157.14 

Abbreviations: LDH, lactic dehydrogenase; ARC, absolute reticulocyte response.
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Pharmacology of Pegcetacoplan
Following a single subcutaneous infusion in healthy subjects, pegcetacoplan was gradually absorbed into the systemic 
circulation and reached maximum concentrations with a median time of 108–144 h (4.5–6.0 days)17,18 In PNH patients 
treated with pegcetacoplan for sixteen weeks, steady-state serum concentrations were reached in 4–6 weeks after the first 
dose, with mean steady-state trough serum concentrations ranging from 655 to 706 μg/mL. Exposure to pegcetacoplan 
increased proportionally over a dose range of 45–1440 mg (0.015 L/h) and 8.0 days, respectively17,18 Pegcetacoplan is 
metabolized by catabolic pathways into small peptides. The drug is broken down into peptides and amino acids and using 
radiolabeled peptides, the drug was primarily eliminated via urinary excretion.17,18

The estimated bioavailability in patients with PNH is 77%, mean volume of distribution has been measured at ≈ 3.9 
L, the mean clearance and median effective elimination half-life of subcutaneous pegcetacoplan, 0.015 L/h, and 8.0 days, 
respectively.17,18

There may be interference between silica reagents in coagulation panels and pegcetacoplan that results in artificially 
prolonged activated partial thromboplastin time (aPTT). Therefore, avoid the use of silica reagents in coagulation panels. 
A chromogenic assay is preferred. Significant prolongation of the QT interval was not observed.

Clinical Studies
The PADDOCK study investigated PEG (APL-2) as monotherapy in untreated PNH demonstrated meaningful reduction 
in intravascular hemolysis, defined as LDH greater the 1.5 times the upper limit of normal. PEG (APL-2) was given SC 
as daily infusions, in different dosing cohorts 180 mg (cohort 1) or 270 mg (cohort 2). Reduction of LDH was observed 
in all patients, with 95% of patients achieving LDH normalization by day 29 of treatment. LDH remained in the normal 
range at all subsequent time points investigated. Similarly, hemoglobin increased from median 8.0 g/dL at baseline to 
median 10.8 g/dL at day 29, and 12.2 g/dL when APL-2 treatment was continued to day 85.19

The PHAROAH trial, a prospective, nonrandomized single and multiple ascending dose phase Ib trial demonstrated 
efficacy and safety of PEG (APL-2). Patients received 270mg/day. Of the 6 patients in cohort 4 (the highest dose cohort), 
4 were able to discontinue their eculizumab with sustained improvement in hemoglobin and LDH on PEG alone.20 

Hemoglobin levels were below the LLN in all subjects at baseline (range 7.0–10.5 g/dL). By day 29, all patients had an 
increase in hemoglobin which remained stable throughout the rest of the study. Two subjects the increase in hemoglobin 
were high enough to allow for regular phlebotomies as treatment of severe transfusion-related iron overload.20

One patient developed transaminitis necessitating a pause of the APL2 (PEG). After resumption, the transaminases 
again increased. The patient then underwent a choledochojejunostomy with resolution of the transaminitis. After the 
operation, there was no recurrence of the transaminitis once the PEG was resumed.20

Figure 1 Structure of Pegcetacoplan. Reproduced from Al Shaer D, Al Musaimi O, Albericio F, de la Torre BG. 2021 FDA TIDES (Peptides and Oligonucleotides) 
Harvest. Pharmaceuticals. 2022; 15(2):222. Creative Commons.28
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Pegasus
The PEGASUS trial randomized patients with PNH treated with eculizumab but who remained anemic, Hemoglobin < 
10, or transfusion dependent were entered into 2 groups. Both groups received PEG + eculizumab for 4 weeks, then 
randomized to receive PEG alone vs eculizumab (ECU) alone for 16 weeks21,22 The trial demonstrated superiority PEG 
to eculizumab in the reduction of hemolysis and transfusion avoidance. PEG was superior to the control for the 
coprimary endpoints of hemoglobin stabilization as well the change from baseline in LDH levels through Week 26 
(Figure 2). Hemoglobin stabilization occurred in 85% of PEG patients compared to 0% (n=30) (n=0/18) in ECU arm at 
the treatment assessments point, week 26 (difference, 73∙1%; 95% CI, 57∙2%, 89∙0%; P<0∙0001). PEG treated patients 
demonstrated greater improvements from baseline in LDH levels compared to the ECU at Week 26; the least-square (LS) 
mean (SE) change from baseline in LDH levels at Week 26 in the PEG arm was –1870∙5 U/L (101∙0) versus –400∙1 U/L 
(313∙0) in the control arm (difference, –1470∙4 U/L; 95% CI, –2113∙4, –827∙3; P<0∙0001).21,22 The side effect profile was 
similar to that seen in PADDOCK and PHAROAH. The PEGASUS 48-week data demonstrate a durable effect of PEG 
on hemolysis as measured by hemoglobin, reduction of LDH, reticulocytes and bilirubin. The favorable safety prolife, as 
well as quality of life outcomes, such as FACIT-fatigue score and transfusion avoidance, were sustained through 48 
weeks. Patients in the Eculizumab-to-Pegcetacoplan group demonstrated significantly improved hemoglobin levels at 48 
weeks (11·45 g/dL [SD, 2·14]) as compared to 16 weeks of treatment (ecu alone) (8·58 g/dL [SD, 0·96]; nominal 
p-value<0·0001). There was no significant change in Pegcetacoplan’s safety profile at 48 weeks as compared with 
reported data at 16 weeks.22 In a recent sub-analysis of PEGASUS trial, patients with AA-PNH on PEG had durable 
treatment benefits in all efficacy parameters at week 48, demonstrating outcomes comparable to patients with no history 
of AA. PEG safety profile was consistent with previous data at 16 weeks.23

Prince
Can patients start Pegcetacoplan without initial C5 inhibitor treatment? The PRINCE study looked at PNH patients 
without access to Eculizumab or Ravulizumab.24 The Phase 3, randomized, multicenter (22 sites), open-label, controlled 
PRINCE study enrolled 53 adult complement-inhibitor naïve patients with PNH. Patients were randomized and stratified 
based on number of transfusions (<4 or ≥4) within 12 months before screening. Patients were assigned at a 2:1 ratio to 
receive pegcetacoplan (1080 mg subcutaneously twice-weekly [N=35]) or continue best supportive care (BSC) without 

Figure 2 Prince: Observed hemoglobin over time. Reprinted from Blood, 138(supp1), Wong RS, Navarro JR, Comia NS, et al. Efficacy and safety of pegcetacoplan treatment 
in complement-inhibitor naïve patients with paroxysmal nocturnahemoglobinuria: results from the phase 3 prince study. 606, Copyright 2021, with permission from 
Elsevier.24
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complement-inhibitors (control [N=18]) through the 26-week. Coprimary endpoints were hemoglobin stabilization 
(avoidance of >1 g/dL decrease in hemoglobin levels without transfusions) from baseline through Week 26 and change 
from baseline in lactate dehydrogenase (LDH) levels at Week 26. Secondary endpoints evaluated additional hematologic 
parameters, transfusion requirements, fatigue, and quality of life. Safety was analyzed in all patients. Data presented, as 
an abstract, revealed PEG was superior to SOC in both co-primary endpoints. Hemoglobin stabilization was achieved by 
85.7% (n=30) of PEG-treated patients and 0.0% of SOC patients through Week 26 (p<0.0001). PEG-treated patients 
demonstrated superior reductions in mean LDH levels from baseline to Week 26 compared to SOC patients (least-squares 
mean change from baseline (CFB): PEG, −1870.5 U/L; SOC, −400.1 U/L; p<0.0001), and mean LDH levels in PEG- 
treated patients at Week 26 (mean level: 204.6 U/L) were below the ULN for LDH (226.0 U/L). PEG was also superior to 
SOC in the secondary endpoints: mean CFB in Hb levels (least-squares mean CFB: PEG, 2.9 g/dL; SOC, 0.3 g/dL; 
p=0.0019; Week 26 mean Hb: PEG, 12.8 g/dL; SOC, 9.8 g/dL) (Figure 1) and transfusion avoidance (PEG, 91.4%, n=32; 
SOC, 5.6%, n=1; p<0.0001). Serious AEs were reported by 8.7% (n=4) of PEG-treated patients and 16.7% (n=3) of SOC 
patients through Week 26. Two deaths occurred, one in each arm, and were both deemed unrelated to treatment (PEG, 
2.9%, n=1, septic shock related to medullary aplasia; SOC, 5.6%, n=1, respiratory failure). No events of meningitis or 
thrombosis were reported in either group. The most common AEs reported during the study were injection site reaction 
(PEG, 30.4%, n=14; SOC, 0.0%), hypokalemia (PEG, 13.0%, n=6; SOC, 11.1%, n=2), and fever (PEG, 8.7%, n=4; SOC, 
0.0%). None of the AEs led to discontinuation of PEG. It appears that patients with PNH, naïve to complement-inhibitor 
treatment demonstrated meaningful hematological and clinical improvements following 26 weeks of PEG treatment. The 
treatment was well tolerated and showed a safety profile similar to those seen in other Pegcetacoplan trials.24,25 However, 
results of this trial remain unpublished at this time.

No thromboembolic events were noted. In the PRINCE study, concomitant use of antithrombotic treatment decreased 
from 21% (n=11/53) before study entry, to 7% (n=3/46) in pegcetacoplan patients. No change in the number of patients 
on antithrombotic therapy was observed in the control patients during the study. Two events occurred in the open-label 
extension, but were deemed unrelated to study drug, a case of Hodgkin’s lymphoma, and one case of sepsis. D-dimer 
normalization rates in PEGASUS PEG arm were similar to those in who stayed on Eculizumab. In the PRINCE study, 
dimer normalization increased from 51% to 67% by week 8 and further increased to 68% by week 26.26 Only 18% of 
patients in the control arm of patients (n=2/11) who escaped to PEG had normalized D-dimer levels at baseline, which 
increased to 27% (n=3/11) at their last lab reading before switching to PEG. After switching to PEG, 82% (n=9/11) had 
D-dimer normalization at Week 26. PEG treatment improved D-dimer normalization and reduced the incidence of 
thrombotic events in patients who were complement-inhibitor naïve or remained anemic after stable eculizumab 
treatment (≥3-months). This suggests that PEG treatment may inhibit complement mediated hemostatic activation, 
similar to the effect seen with C5 inhibition.5,24

Side Effects
Injection site reactions were the most common side effect in all of trials. However, they were mild and decreased over 
time, most likely due to increasing patient skill. In the PEGASUS trial, infections occurred in 29% of patients on the PEG 
arm and 26% in the Eculizumab arm. Diarrhea did occur more frequently in the PEG arm vs the ECU arm (22% vs 3%) 
but was mild. No grade 3 or 4 events were reported. Hemolysis, as a side effect, was more common in the ECU arm vs 
PEG (23% vs 10%).22,23

Because of the effectiveness of PEG, PNH clone size on treatment approaches 98%. A concern expressed by Luzzato 
et al, is that breakthrough hemolysis with PEG is more profound because of the increased clone size. Several cases of 
severe, life-threatening breakthrough hemolysis have been reported with LDH values of 10–15 times patient baseline. In 
the clinical trials, fifteen percent of patients discontinued treatment due to breakthrough hemolysis. This may have been 
due to constraints of the clinical trial which limited the amount of rescue medications. PEG half-life is short so 
compliance and adherence to the dosing regimen is crucial.27 A maximally effective regimen for breakthrough should 
be established.
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Patient Selection
PEG was broadly approved for the treatment of PNH. Based on the clinical trial data, patients with an inadequate 
response to C5 inhibition should be considered as candidates for PEG. This includes the rare C5 polymorphism described 
by Nishimura.11 More often, patients accumulate C3b on the RBC membrane due to inhibition of C5.12–16 This leads to 
opsonization by the red cells by splenic and liver macrophages. It is important to document the presence of C3b on the 
RBC via a Coombs test. It is also important to have an adequate reticulocyte count. A poor reticulocyte count may be 
evidence of coincident bone marrow failure (Aplastic Anemia) which is common in PNH. Since the complement cascade 
is not involved in immune-mediated bone marrow failure, changing the anti-complement treatment is not likely to 
improve underlying bone marrow failure.

For patients who prefer to do their own treatment, PEG affords an opportunity for self-administration and 
convenience.

Based on the preliminary PRINCE data, it appears that naïve PNH patients can be treated upfront with PEG with 
improvement in hemolysis, anemia and a decrease in thromboembolic events. However, at this time, the trial manuscript 
is pending peer evaluation.

There are no formal guidelines concerning monitoring the effect of Pegcetacoplan. Hemoglobin response, bilirubin, 
reticulocyte count, and LDH are used. Total hemolytic complement (CH50) does not accurately monitor the alternative 
complement pathway inhibition. AH50 can be used but may not be readily available.

Trials with Pegcetacoplan that are underway in thrombotic microangiopathy associated with following hematopoietic 
stem cell transplant (HSCT), C3Glomerulonephritis (C3GN)-Immune complex GN (ICGN), post-transplant C3GN and 
ICGN and cold agglutinin disease as well as intravitreal treatment for macular degeneration (geographic atrophy).

Funding
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Disclosure
The author reports speaker honoraria, consultant from Alexion Pharmaceutical; she is also a consultant for Apellis 
Pharmaceuticals, Novartis Pharmaceutical, and Biocryst Pharmaceutical.

References
1. Zipfel PF, Hallstrom T, Riesbeck K. Human Complement Control and complement evasion by pathogenic microbes- Tipping the balance. Mol 

Immunol. 2013;56:152–160.
2. de la Torre BG, Albericio F. Albericio F the pharmaceutical industry in 2021. an analysis of FDA Drug approvals from the perspective of 

molecules. Molecules. 2022;27:1075. doi:10.3390/molecules27031075
3. Hillmen P, Lewis SM, Bessler M, Luzatto L, Dacie J. The natural history of paroxysmal nocturnal hemoglobinuria. N Engl J Med. 

1995;333:1253–1258. doi:10.1056/NEJM199511093331904
4. Hill A, Kelly R, Hillmen P. Thrombosis in PNH. Blood. 2013;121(25):4985–4996. doi:10.1182/blood-2012-09-311381
5. Weitz IC, Ghods M, Rochanda L, et al. Eculizumab therapy results in sustained reduction in markers of hemostatic activation and inflammation and 

thrombocytopenia in patients with PNH. Thromb Res. 2012;2012:107. PMID: 22542362.
6. Brodsky RA, Young NS, Antonioli E, et al. Multicenter phase 3 study of the complement inhibitor eculizumab for the treatment of patients with 

paroxysmal nocturnal hemoglobinuria. Blood. 2008;111:1840–1847. doi:10.1182/blood-2007-06-094136
7. Kelly RJ, Hill A, Arnold LM, et al. Long-term treatment with eculizumab in paroxysmal nocturnal hemoglobinuria: sustained efficacy and 

improved survival. Blood. 2011;117:6786–6792. doi:10.1182/blood-2011-02-333997
8. Loschi M, Porcher R, Barraco F, et al. Impact of eculizumab treatment on paroxysmal nocturnal hemoglobinuria: a treatment versus no-treatment 

study. Am J Hematol. 2016;91:366–370. doi:10.1002/ajh.24278
9. Lee JW, Kulasekarara AG. Ravulizumab for the treatment of paroxysmal Nocturnal Hemoglobinuria. Expert Opin Biol Ther. 2020;20(3):227–233. 

doi:10.1080/14712598.2020.1725468
10. Kulasekararaj AG, Hill A, Langemeijer S, et al. One-year outcomes from a phase 3 randomized trial of ravulizumab in adults with paroxysmal 

nocturnal hemoglobinuria who received prior eculizumab. Eur J Haematol. 2021;106(3):389–397. doi:10.1111/ejh.13564PMCID:PMC8246907
11. Nishimura J, Yamamoto M, Hayashi S, et al. Genetic variants in C5 and poor response to eculizumab. N Engl J Med. 2014;370(7):632–639. PMID: 

24521109. doi:10.1056/NEJMoa1311084
12. Risitano AM, Notaro R, Marando L, et al. Complement fraction 3 binding on erythrocytes as additional mechanism of disease in paroxysmal 

nocturnal hemoglobinuria patients treated by eculizumab. Blood. 2009;113:4094–4100. doi:10.1182/blood-2008-11-189944.13

https://doi.org/10.2147/JBM.S362220                                                                                                                                                                                                                                   

DovePress                                                                                                                                                            

Journal of Blood Medicine 2023:14 244

Weitz                                                                                                                                                                  Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3390/molecules27031075
https://doi.org/10.1056/NEJM199511093331904
https://doi.org/10.1182/blood-2012-09-311381
https://doi.org/10.1182/blood-2007-06-094136
https://doi.org/10.1182/blood-2011-02-333997
https://doi.org/10.1002/ajh.24278
https://doi.org/10.1080/14712598.2020.1725468
https://doi.org/10.1111/ejh.13564PMCID:PMC8246907
https://doi.org/10.1056/NEJMoa1311084
https://doi.org/10.1182/blood-2008-11-189944.13
https://www.dovepress.com
https://www.dovepress.com


13. Hill A, Rother RP, Arnold L, et al. Eculizumab prevents intravascular hemolysis in patients with paroxysmal nocturnal hemoglobinuria and 
unmasks low-level extravascular hemolysis occurring through C3 opsonization. Haematologica. 2010;95:567–573. doi:10.3324/ 
haematol.2009.007229

14. Risitano AM, Marotta S, Ricci P, et al. Anti-complement treatment for paroxysmal nocturnal hemoglobinuria: time for proximal complement 
Inhibition? A position paper from the SAAWP of the EBMT. Front Immunol. 2019;10:1157. doi:10.3389/fimmu.2019.01157

15. Risitano AM. Paroxysmal nocturnal hemoglobinuria and the complement system: recent insights and novel anticomplement strategies. Adv Exp 
Med Biol. 2013;735:155–172. doi:10.1007/978-1-4614-4118-2_10

16. Risitano AM, Notaro R, Luzzatto L, et al. Paroxysmal nocturnal hemoglobinuria--hemolysis before and after eculizumab. N Engl J Med. 
2010;363:2270–2272. doi:10.1056/NEJMc1010351

17. Apellis Pharmaceuticals Inc. EMPAVELITM (pegcetacoplan) injection, for subcutaneous use; 2021. Available from: https://dailymed.nlm.nih.gov/ 
dailymed/drugInfo.cfm?setid=c23d89e9-b00b-4520-e053-2995a90a95af. Accessed September 5, 2022.

18. Swedish Orphan Biovitrum AB (publ). ASPAVELI 1 080 mg solution for infusion; 2021. Available from: https://www.ema.europa.eu/en/medicines/ 
human/EPAR/aspaveli. Accessed September 5, 2022.

19. Wong RSM, Pullon HWH, Deschatelets P, et al. Inhibition of C3 with APL-2 results in normalisation of markers of intravascular and extravascular 
hemolysis in patients with paroxysmal nocturnal hemoglobinuria (PNH). Blood. 2018;132:2314. doi:10.1182/blood-2018-99-110827

20. De Castro C, Grossi F, Weitz IC, et al. C3 inhibition with pegcetacoplan in subjects with paroxysmal nocturnal hemoglobinuria treated with 
eculizumab. Am J Hematology. 2020;95(11):1334–1343. doi:10.1002/ajh.25960

21. Peter Hillmen P, Szer J, Weitz IC, et al. Pegcetacoplan versus eculizumab in paroxysmal nocturnal hemoglobinuria. N Engl J Med. 
2021;394:1028–1037. doi:10.1056/NEJMoa2029073

22. De la Tour RP, Szer J, Weitz IC, et al. Pegcetacoplan versus eculizumab in patients with paroxysmal nocturnal hemoglobinuria (PEGASUS): 48 
week follow- up of a randomised open lable phase 3 active comparator controlled trial. Lancet Haematol. 2022;e2022(9):e648–659.

23. Usuki K. The evaluation of pegcetacoplan in paroxysmal nocturnal haemoglobinuria patients with aplastic anemia. 2nd annual ESH-EBMT 
translational conference; 2022.

24. Wong RS, Navarro JR, Comia NS, et al. Efficacy and safety of pegcetacoplan treatment in complement-inhibitor naïve patients with paroxysmal 
nocturnahemoglobinuria: results from the phase 3 prince study. Blood. 2021;138(supp1):606. doi:10.1182/blood-2021-147493

25. Ueda Y, Takamori H, Nishimura JI. Pegcetacoplan versus Eculizumab in PNH. N Engl J Med. 2021;385(18):1723–1724. PMID: 34706182.
26. Weitz IC, Al-Adhami M, Min J, et al. Patients with Paroxysmal Nocturnal Hemoglobinuria Treated with Pegcetacoplan Show Improvements in 

D-dimer Normalization and Decrease in Incidence of Thrombosis EHA; 2022.
27. Notaro R, Luzatto L, Notaro R. Breakthrough hemolysis in PNH with proximal or terminal complement inhibition. NEJM. 2022;387:2. 

doi:10.1056/NEJMra2201664
28. Al Shaer D, Al Musaimi O, Albericio F, de la Torre BG. 2021 FDA TIDES (peptides and oligonucleotides) harvest. Pharmaceuticals. 2022;15 

(2):222. doi:10.3390/ph15020222

Journal of Blood Medicine                                                                                                                Dovepress 

Publish your work in this journal 
The Journal of Blood Medicine is an international, peer-reviewed, open access, online journal publishing laboratory, experimental and clinical 
aspects of all aspect pertaining to blood based medicine including but not limited to: Transfusion Medicine; Blood collection, Donor issues, 
Transmittable diseases, and Blood banking logistics; Immunohematology; Artificial and alternative blood based therapeutics; Hematology; 
Biotechnology/nanotechnology of blood related medicine; Legal aspects of blood medicine; Historical perspectives. The manuscript management 
system is completely online and includes a very quick and fair peer-review system. Visit http://www.dovepress.com/testimonials.php to read real 
quotes from published authors.  

Submit your manuscript here: http://www.dovepress.com/journal-of-blood-medicine-journal

Journal of Blood Medicine 2023:14                                                                                           DovePress                                                                                                                         245

Dovepress                                                                                                                                                                  Weitz

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3324/haematol.2009.007229
https://doi.org/10.3324/haematol.2009.007229
https://doi.org/10.3389/fimmu.2019.01157
https://doi.org/10.1007/978-1-4614-4118-2_10
https://doi.org/10.1056/NEJMc1010351
https://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?setid=c23d89e9-b00b-4520-e053-2995a90a95af
https://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?setid=c23d89e9-b00b-4520-e053-2995a90a95af
https://www.ema.europa.eu/en/medicines/human/EPAR/aspaveli
https://www.ema.europa.eu/en/medicines/human/EPAR/aspaveli
https://doi.org/10.1182/blood-2018-99-110827
https://doi.org/10.1002/ajh.25960
https://doi.org/10.1056/NEJMoa2029073
https://doi.org/10.1182/blood-2021-147493
https://doi.org/10.1056/NEJMra2201664
https://doi.org/10.3390/ph15020222
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Paroxysmal Nocturnal Hemoglobinuria
	Complement Inhibition
	Pegcetacoplan
	Pharmacology of Pegcetacoplan
	Clinical Studies
	Pegasus
	Prince
	Side Effects
	Patient Selection
	Funding
	Disclosure

