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ABSTRACT
Despite the progress of anti-cancer treatment, the prognosis of many patients with solid tumors is still 
dismal. Reliable noninvasive biomarkers are needed to predict patient survival and therapy response. 
Here, we propose a Humoral Complementomics approach: a work-up of assays to comprehensively 
evaluate complement proteins, activation fragments, and autoantibodies targeting complement proteins 
in plasma, which we correlated with the intratumoral complement activation, and/or local production, 
focusing on localized and metastatic clear cell renal cell carcinoma (ccRCC). In two prospective ccRCC 
cohorts, plasma C2, C5, Factor D and properdin were elevated compared to healthy controls, reflecting an 
inflammatory phenotype that correlated with plasma calprotectin levels but did not associate with CRP or 
with patient prognosis. Conversely, autoantibodies against the complement C3 and the reduced form of 
FH (a tumor neo-epitope reported in lung cancer) correlated with a favorable outcome. Our findings 
pointed to a specific group of patients with elevated plasma C4d and C1s-C1INH complexes, indicating the 
initiation of the classical pathway, along with elevated Ba and Bb, indicating alternative pathway activa
tion. Boostrapped Lasso regularized Cox regression revealed that the most predictive complement 
biomarkers were elevated plasma C4d and Bb levels at the time of surgery, which correlated with poor 
prognosis. In conclusion, we propose Humoral Complementomics as an unbiased approach to study the 
global state of the complement system in any pathological plasma sample and disease context. Its 
implementation for ccRCC revealed that elevated C4d and Bb in plasma are promising prognostic 
biomarkers, correlating with shorter progression-free survival.
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Introduction

Despite the tremendous progress in understanding molecular and 
cellular mechanisms driving cancer progression and the develop
ment of novel cancer therapies, there is still an unmet need to 
establish noninvasive biomarkers to predict patients’ prognosis. 
Moreover, the intricate relationships between the immune 
response in the solid tumor and the circulating immune effectors 
are not fully understood. The complement system is an innate 
immune defense mechanism against pathogens and altered host 
cells.1 Mirroring complement evasion strategies by some patho
gens and “self” cells, “altered self” cancer cells can employ com
plement regulators to evade complement-mediated damage while 
allowing the pro-tumoral chronic inflammation.2,3

We previously identified a fraction of patients suffering 
from clear cell renal cell carcinoma (ccRCC) with poor prog
nosis, presenting elevated plasma levels of the complement 
activation fragment C4d and intense intratumoral C4d depos
its on tumor cell surfaces,4–6 but what is the overall comple
ment profile of the patients and whether C4d is an optimal 
biomarker remains to be defined. These results echo previous 
findings in lung cancer and malignant pleural mesothelioma, 
where plasma C4d also correlated with poor prognosis.7,8 

Therefore, quantifying complement activation fragments in 
the plasma of cancer patients could reveal novel, noninvasive 
biomarkers to predict prognosis and potentially adapt the 
therapeutic strategy.
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Tumor cells from many types of cancer, including ccRCC, 
express complement proteins that can lead to the production of 
autoantibodies against modified forms of these proteins. 
Autoantibodies against neo-epitopes of the complement regu
lator Factor H (FH) secreted in a reduced form by lung 
tumors9–11 were described in early-stage cancer patients who 
control the disease.9 One such anti-FH antibody (GT103) was 
cloned from a patient, found to confer protection against 
tumor growth in a mouse model of lung cancer10 and is now 
undergoing testing in a clinical trial for advanced lung cancer 
in combination with anti-PD1 (NCT05617313). Apart from 
FH, C3,12 and FB13,14 are also potential candidates as they are 
also secreted by the tumor cells. Interestingly, autoantibodies 
against both C3 and FB have been described in kidney diseases 
with complement deposits such as Lupus Nephritis15,16 or C3 
Glomerulopathy,17,18 but they have not been investigated in 
kidney cancer.

Despite these findings, no data on an unbiased systematic 
exploration of the complement components, activation frag
ments, and anti-complement autoantibodies in the plasma of 
cancer patients and their correlation with the status of comple
ment activation within the tumor is available. Such data are 
necessary to understand the mechanism(s) of complement 
activation within the tumors and to identify novel biomarkers 
for prognosis and treatment response.

Here, we introduce the concept of Humoral 
Complementomics–the simultaneous exploration of a large 
number of complement proteins, activation fragments, and 
autoantibodies against complement proteins in plasma samples 
of patients, using two well-characterized prospective cohorts of 
ccRCC. Autoantibodies against C3 and reduced FH correlated 
with a favorable outcome, while patients with elevated C4d and 
Bb had shorter progression-free survival, supporting the rele
vance of these biomarkers for predicting renal cancer 
prognosis.

Materials and methods

Patient cohort

Plasma-EDTA samples collected at the time of surgery from 
two prospective ccRCC cohorts of adult patients were included 
in this study: a discovery cohort “ExhauCRF” (n = 25, patients 
with clinical data available for 22) and a validation cohort 
“ImmPro” (n = 98 patients, with tumor specimens, progression 
and other clinical data for 49 of them). Histopathologic and 
clinical features such as Fuhrman grade, TNM stages, sex, age 
and cohort size are summarized in Supplementary table S1. 
Both cohorts have been described previously, and we corre
lated the new measurements here with the available results 
from tissue staining for C1q, C4, and FH published before.4–6 

As controls, 28 and 59 plasma-EDTA samples from healthy 
donors from the French Blood Bank (EFS) were used for 
ExhauCRF and Immpro, respectively. For the C4d measure
ments, we extended our previous ImmPro cohort5 by adding 
17 more patients (for a total of 75). Of note, from the 58 
previously published patients with C4d measurements, for 8, 
no more plasma samples were available, and they were 
excluded from the analyses, as the remaining complement 

components could not be tested in these cases. The patients 
included in this study signed an informed consent form before 
inclusion. The research was approved (N° CEPAR 2014–001, 
CPP Ile-de-France II n°2016-07-08) by the medical ethics 
board and conducted according to the recommendations in 
the Helsinki Declaration.

Complement multiplex assays

We have selected the MicroVue Complement multiplex 
(QuidelOrtho) assay based on a good correlation of the mea
sured values with the gold standard monoplex methods 
(nephelometry for C3 and C4; ELISA for FH, FI, sC5b-9), the 
capacity to distinguish patients with genetic deficiency of com
plement components and their accordance with the expected 
normal range in the literature.19 Two panels were used: Panel 1: 
Ba, Bb, C3a, C5a, sC5b-9, C4a, Factor H, Factor I (8 plex kit 
HQ1M210421 16,400 01) and Panel 2: C1q, C2 Intact, C3 
Intact, C4 Intact, C5 Intact, FD, FP (7 plex kit HQ2M210316 
16,400 03). Samples were diluted 1/100th for Panel 1 and 1/ 
1000th for panel 2 and processed as recommended by the 
manufacturer. Specific chemiluminescence signal for each pro
tein was detected by Q-View Imager LS, and results were 
analyzed using Q-View™ Software. C4d was detected by 
ELISA (Complement C4d – RUO – Svar Life Science) as well 
as MASP2 (HK326–01, Hycult Biotech). C1s/C1INH and 
MASP1/C1INH complexes were measured using ELISA kits 
(HK399–01 Hycult Biotech and HK3001–01 Hycult Biotech, 
respectively).20 C4a measurements were excluded from this 
study due to the significant variability in the dynamic range 
observed across healthy control measurements which has been 
previously reported.19 Calprotectin levels were measured by 
ELISA (CalproLab ELISA (ALP) – RUO – Svar Life Science). 
CRP was measured by immunoturbidimetry (Beckman- 
Coulter).

Detection of anti-complement proteins autoantibodies

Preparation of reduced FH (RedFH)
Purified FH (1 mg/mL, Quidel, #A410) has been incubated 
with 10 mM TCEP (Tris(2-CarboxyEthyl) Phosphine, 
Hydrochloride [SigmaAldrich]) in Tris 0.4 M pH 7.4 in 
a ratio 1 :1 during 30 min at 20°C as previously described.21 

The reduction was verified by western blotting before use.

Multiplex particle-based assay
Five separate batches of magnetic microbeads (Bio-Plex Pro 
Magnetic COOH Beads and Related ReagentsTM, Bio-Rad) 
were respectively covalently coupled to 12 µg of five separate 
human complement proteins: C3 (ComplementTech, 
#A113C), FB (Quidel, #A408), C4bp (ComplementTech, 
#A109), FH (Quidel, #A410) and RedFH, by using the Bio- 
PlexTM amine coupling kit (Biorad, #171406001) according to 
the manufacturer’s protocol. Plasma samples of each patient 
were screened for IgG, IgM and IgA isotypes of the five auto
antibodies in a multiplex particle-based assay according to the 
protocol described below. Around 3000 of each four coated 
microbeads were deposited in wells of a 96 wells LUMINEX 
plate. After two washes with 200 µL with a buffer composed of 
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phosphate-buffered saline (PBS) Tween 0.02%, bovine serum 
albumin (BSA) 0.1% (TB/PBS), microbeads were saturated 
with 100 µL of PBS BSA 1% (B/PBS) for 30 minutes, under 
agitation, and at room temperature (RT). After two washes 
with TB/PBS, 50 µL of patients’ samples pre-diluted to 1/50th 

in B/PBS, were deposited, and then were incubated for 30  
minutes, under agitation at RT.

After three washes with TB/PBS, 100 µl of PE-coupled anti- 
human IgG, IgM, IgA antibodies (SouthernBiotech, 2020–09) 
pre-diluted at 1/100th in B/PBS, were deposited in the wells for 
30 minutes, under agitation at RT. Finally, after three washes, 
microbeads in each well were resuspended with 100 µL of TB/ 
PBS for 10 minutes, under agitation at RT.

The reading was done on the Bio-Plex 200 systemTM (Bio- 
Rad) and analyzed using the software Bio-Plex Manager 6.1.1. 
Results were expressed as mean fluorescence intensity (MFI).

Immunostaining

Formalin-fixed paraffin-embedded human ccRCC primary 
tumors were cut into 3 µm-tick sections and were stained for 
C1q, C4d, C5b9 and FH. The primary and secondary antibo
dies, as well as the antigen retrieval and staining conditions, are 
detailed in Supplementary Table S2. Antigen retrievals were 
carried out on PT-link (Dako) using EnVision Target Retrieval 
Solutions (Dako pH Low catalog no. K8005, pH High catalog 
no. K8004) with high or low pH depending on the antibody. 
Endogenous peroxidases and nonspecific staining were 
blocked with 3% H2O2 (Gifrer) and protein block (Dako, 
X0909). The staining was revealed by the 3-amino-9-ethylcar
bazole substrate (Vector Laboratories, SK4200). The slides 
were then counterstained using hematoxylin (Dako, CS700), 
mounted with Glycergel (Dako, C0563), and scanned with 
NanoZoomer (Hamamatsu).

For the C1s/C4d/C1q/IgG-4plex, the FB/FH/C3d-3plex and 
the FB/C4d/C3d-3plex, staining was performed manually, 
using the tyramide system amplification from Akoya 
(NEL82001KT and FP1501001KT). The signal is revealed by 
the addition of OPAL molecule according to the manufac
turer’s protocol. Antibodies and their staining conditions (pH 
retrieval and dilution) are detailed in Supplementary Table S2. 
Nuclei are stained with 2 µg/mL of DAPI (ThermoFisher 
Technologies 62,248). The slides were then mounted with 
Prolong Glass antifade reagent (Invitrogen, P36980) and 
scanned with AxioScan (Zeiss).

Statistical analyses

Software R studio and Prism were used to generate statistical 
analyses.

Association between one categorical variable and one 
continuous variable was evaluated by the Kruskal–Wallis 
test, the correlation between two continuous variables by 
the Spearman test and the association between two catego
rical variables by a two-sided Fisher's exact test. The 
R software version 4.2.1 was used to generate heatmaps, 
correlation heatmaps, Kaplan–Meier curves and Cox regres
sion analyses with the “pheatmap”, “corrplot”, and “survi
val” packages, respectively. A log-rank test was applied to 

examine the survival difference depending on the optimal 
cutoff calculated with the “survminer” package, p-values 
were adjusted using the Benjamini–Hochberg (BH) method 
for controlling False Discovery Rate (FDR) with a defined 
statistical significance at q-value <0.05. For ImmPro, auto
antibodies were measured in two separated batches and 
optimal cutoffs were calculated within its corresponding 
batch. Unsupervised hierarchical clustering was performed 
with a similarity between patients calculated based on the 
Manhattan distance and complete linkage. The difference 
between healthy donors and ccRCC patients with regard to 
complement plasma concentrations was assessed by the 
Mann–Whitney test. * p-value <.05, ** p-value <.01, *** 
p-value <.001, **** p-value <.0001.

Least Absolute Shrinkage and Selection Operator (LASSO) 
regularized multivariate Cox Regression was used to select 
key complement variables for patient progression-free survi
val. For this analysis, we removed features without events in 
at least one of the groups and set a VIF cutoff <10 to remove 
colinear features. LASSO is a strategy that employs a fitting 
procedure which sets the coefficients of irrelevant or redun
dant variables to zero by applying a penalty parameter that 
must be chosen.22 The optimal penalty parameter was 
selected by 3-fold cross-validation and selecting the lambda 
with the smallest cross-validation error. To evaluate the 
stability of the selected variables, we fitted LASSO regular
ized Cox Regressions to 1,000 bootstrapped samples con
structed from our Immpro dataset. Variables were then 
classified as “higher risk” if they had positive coefficients in 
more than 50% of the models selecting the variable or “lower 
risk” if they had negative coefficients. Finally, variable selec
tion frequencies were reported along with their classification. 
LASSO regularized Cox Regressions were performed using 
the R package “glmnet”23 and variable selected frequencies 
were plotted with the “ggplot2” package.

Results

Profiling of plasma complement proteins levels in ccRCC

We and others have previously identified that the expression 
of several complement genes in ccRCC associates with patient 
prognosis.24,25 To gain a more comprehensive understanding 
on the overall status of the complement system in ccRCC 
patient’s plasma, we explored the concentration of comple
ment proteins in two different cohorts: a discovery cohort 
“ExhauCRF” (n = 25) and a validation cohort “ImmPro” (n =  
75). We evidenced a significant increase in intact C2, intact 
C5, FD, and properdin in both ccRCC cohorts compared to 
healthy controls. However, this was not the case for intact C3, 
intact C4, FH, and FI which did not show significant differ
ences in both cohorts (Figure 1a–s). Inflammatory marker 
calprotectin was reported to be elevated in serum from RCC 
patients.26 We observed a robust positive correlation between 
complement proteins (except for MASP2, FH and FI), as well 
as a positive correlation between C1q, intact C2, intact C3, 
intact C4, intact C5 and calprotectin in both cohorts 
(Figure 1t–u). Of note, no such correlation was evidenced 
with CRP.

ONCOIMMUNOLOGY 3



Figure 1. Humoral complementomics of ccRCC: plasma complement protein levels and association with inflammation. Plasma complement protein levels in (a–j) the 
ExhauCRF ccRCC discovery cohort (n = 25, except for MASP2 n = 23) vs healthy controls (n = 28, except MASP2 n = 10), and K-S) the ImmPro ccRCC validation cohort (n  
= 75) vs healthy controls (n = 33). Correlation of plasma calprotectin and complement levels among T) ExhauCRF ccRCC patients, and U) ImmPro ccRCC patients; circles 
represent the spearman correlation coefficient and only correlations with adjusted p-value >0,05 (Benjamini-Hochberg) are shown. For the comparison of plasma 
complement levels between ccRCC vs healthy: * p-value ≤0,05; ** p-value <0,01; *** < 0,001; **** p-value <0,0001. Mann–Whitney test. The cutoff of the normal range 
is calculated as mean ±2SD, patients above this limit are boxed by a red square, and the number of patients concerned is marked beside.
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Profiling of plasma complement activation in ccRCC

Here, we observed a significant increase of Ba, Bb, C3a and C5a 
compared to normal controls in our discovery cohort 
ExhauCRF. Additionally, we observed elevated C4d levels 
without a concurrent increase in MASP1/C1INH, suggesting 
that not only the alternative pathway was active in ccRCC, but 
also the classical pathway (Figure 2a–g). In agreement with the 

ExhauCRF cohort, C4d was significantly increased when com
pared to healthy controls (Figure 2h) in the validation cohort 
ImmPro. The activation products C3a, C5a, and sC5b-9 were 
within the normal range (defined as mean ± 2SD of the healthy 
control group), while for the C1s/C1INH complexes, Ba and 
Bb, at least 10 samples exhibited values above the normal 
ranges, even if not significantly different from controls 

Figure 2. Humoral complementomics of ccRCC: plasma complement activation fragments. (a–g) comparison of plasma complement activation fragment levels in the 
ExhauCRF ccRCC discovery cohort (n = 25, except for MASP1/C1INH n = 23) vs healthy controls (n = 28, except MASP1/C1INH n = 10) (h–n) comparison of plasma 
complement activation fragment levels in the ImmPro ccRCC validation cohort (n = 75) vs healthy controls (n = 33). * p-value ≤0,05; ** p-value <0,01; *** < 0,001; **** 
p-value <0,0001. Mann–Whitney test. The cutoff of the normal range is calculated as mean ±2SD, patients above this limit are boxed by a red square, and the number of 
patients concerned is marked beside.
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(Figure 2i–n). sC5b-9 was significantly lower because, for most 
patients’ samples, the concentration was below the detection 
limit, even though there were 9 at the limit or above the normal 
range (Figure 2n).

Classical and alternative pathway activation fragments 
and regulators correlated between each other in both 
cohorts, but no consistent associations between activation 
fragments and calprotectin were detected (Suplementary 
Figure S1). Classical pathway markers C1s/C1INH com
plexes and C4d correlated as did the alternative pathway 
markers Ba and Bb. No correlation was observed between 
C4d and MASP1-C1INH levels.

Interestingly, Fuhrman grade appeared to be associated with 
increased levels of the complement activation fragments Ba 
and Bb, which may explain the observed differences between 
cohorts. Patients of the ImmPro cohort with Fuhrman Grade 3 
or above presented significantly higher levels of these frag
ments compared to controls (Suplementary Figure S2). 
Notably ExhauCRF cohort is composed of patients with higher 
Fuhrman grade than the ImmPro cohort (Suplementary Figure 
S2G). No statistically meaningful association between 
Fuhrman Grade and alternative pathway activation could be 
stablished in the ExhauCRF cohort due to the limited number 
of tumors with low grade.

Patterns of tumor tissue staining in ccRCC

In ccRCC, there are three types of staining for the complement 
proteins: positivity of the cells from the tumor microenviron
ment (immune cells, fibroblasts, endothelial cells), deposits at 
the membrane of the tumor cells and intracellular staining of the 
tumor cells concordant with local production or 
internalization.27 These patterns are illustrated in Figure 3. 
C1q was present as expected in the infiltrating immune cells 
(macrophages) and as deposits (Figure 3a–b). Strikingly, we 
found in some patients the presence of intracellular C1q staining 
in tumor cells, which was rarer in our previous experience 
(Figure 3c). C4d-positive staining (recognizing C4d but also 
C4b and full-length C4) was present mostly as deposits and as 
intracellular patterns in tumor cells (Figure 3d–e). Furthermore, 
plasma C4d correlated to the intratumoral C4d+ deposits in 
ImmPro cohort for which data is available (Figure 3f).

Using multiplex imaging, we found colocalization of IgG, 
C1q, C1s, and C4 activation fragments on the tumor cells, 
suggesting classical complement pathway activation on IgG+ 
immune complexes (Figure 3g). There was also 
a colocalization between activation fragments of C3 and FB 
(Figure 3h) or C3 and FH (Figure 3i) from the alternative 
pathway. Occasionally the classical and alternative pathway 
components co-inside on the surface of the same cells, illus
trating the action of the alternative pathway amplification 
loop (Figure 3j). Factor H had, similarly to C4 and C3, 
a membranous deposit pattern but also intracellular staining 
of the tumor cells (Figure 3k–l). Finally, we did not observe 
C5b-9 staining in ccRCC patients when compared to a lupus 
nephritis-positive control (Figure 3m–n). Together, these 
results indicate complement activation and regulation at 
the surface of ccRCC tumor cells.

Anti-complement proteins autoantibodies in ccRCC

Since anti-complement protein autoantibodies were evidenced 
in diseases with kidney complement deposits, and anti-reduced 
FH autoantibodies were described in lung cancer, we set up 
a detection system for exploration of anti-FH autoantibodies 
against the native or the reduced form, as well as against native 
C4bp, FB and C3, of IgG but also IgM and IgA isotypes.

In the ExhauCRF discovery cohort, we did not detect 
significant differences between ccRCC patients and normal 
controls, albeit few patients presented IgA anti-FB, anti-FH, 
anti-reduced FH and anti-C4bp above normal range 
(Suplementary Figure S3). In ImmPro cohort, we detected 
IgA and IgM against reduced FH, and IgA anti-C3, anti-FH 
and anti-FB, with at least 10 patients above the normal range 
(mean +2SD of values obtained from healthy donors), while 
the remaining antibodies did not show any significant dif
ferences (Figure 4). The difference in IgM anti-C3 was sig
nificant but likely irrelevant as patients had titers lower than 
the normal controls (Figure 4f). There was an increase for 
anti-FB and anti-FH IgG (Figure 4i–k) with 14 and 16 
patients, respectively, exceeding the normal range without 
reaching significance. No correlations were observed 
between autoantibodies and calprotectin, but some correla
tions within each antibody isotype were detected 
(Supplementary Figure S4). Additionally, we did not observe 
correlations between complement features in plasma and 
tissues and the autoantibodies.

Association between humoral complement signatures and 
clinical features

One advantage of Humoral Complementomics is that it offers 
the benefit of enabling the unbiased exploration of connections 
between complement features and clinical parameters. In order 
to profile complement signatures among ccRCC patients, we 
performed unsupervised hierarchical clustering to interrogate 
the subjacent structure of the data. Within the ExhauCRF 
cohort, we identified a “complement-rich” subgroup, compris
ing approximately 60% of the patients, which displayed high 
levels of complement proteins and their activation fragments 
(Supplementary Figure S5A). Similarly, we also observed 
a subgroup of patients in the validation cohort characterized 
by elevated complement biomarker levels (Figure 5a). No evi
dent subgroups were observed when patients were clustered 
according to the anti-complement antibodies (Supplementary 
Figure S6).

In ExhauCRF cohort, the “complement-rich” subgroup 
showed a trend toward higher TNM stages, Fuhrman Grade 
and shorter Progression-Free Survival (PFS) (Supplementary 
Figure S5B-D). Within the ImmPro cohort, patients from this 
subgroup displayed a trend toward shorter PFS, along with 
associations with TNM stage and Fuhrman Grade (Figure 5b–d).

Association between complement biomarkers and 
autoantibody titers with patients’ prognosis

To further dissect the complement features associated with 
PFS, we stratified patients based on the optimal cutoff as 
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proposed by Reese et al.15 Subsequently, we evaluated the 
importance of each complement variable in ccRCC prognosis 
by performing LASSO regularized Cox Regression. This tech
nique allows for automatic selection of key variables and miti
gates overfitting of the model to the data (detailed LASSO 
explanation can be found in the Methods section). The stability 

of the variable selection was evaluated by fitting LASSO reg
ularized Cox Regressions to 1,000 bootstrapped samples con
structed from the ImmPro cohort. We observed that Bb and 
C4d were the two complement variables influencing the most 
of the patient prognosis, as they were the most frequently 
selected with non-zero coefficients in more than 75% of the 

Figure 3. Complement proteins are found at the tumor cell membrane and intracellularly. immunohistochemistry against C1q highlighted staining (a) in immune cells, 
(b) at the tumor cell membrane, and (c) intracellularly in tumor cells. Immunohistochemistry against C4d highlighted staining (d) at the tumor cell membrane, and (e) 
intracellularly in tumor cells. (f) association between the concentration of C4d in plasma and the presence of C4d at the surface of tumor cells intratumorally determined 
by Wilcoxon rank sum test. (g) immunofluorescence multiplex showed colocalization of IgG, C1q, C1s, and C4d at the surface of tumor cells. Immunofluorescence 
multiplex showed co-localization of (h) C3 and FB, and (i) C3 and FH at the surface of tumor cells. (j) immunofluorescence multiplex showed colocalization of C4, C3 and 
FB. Immunohistochemistry against FH highlighted staining (k) at the tumor cell membrane, and (l) intracellularly in tumor cells. Immunohistochemistry against C5b9 in 
(m) ccRCC primary tumor, and (n) lupus nephritis glomerulus.
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models (Figure 6a). Notably, multivariate cox regression ana
lysis of the two most selected Lasso features demonstrated that 
the prognosis value of C4d and Bb was significant even after 
adjustment for Fuhrman Grade, TNM stage, age, and sex 
(Figure 6b–c).

The selection of the C4d biomarker is consistent with our 
previous work where we reported an association between C4d 
activation fragments and PFS5 (Figure 6d). Here, we also identi
fied an association between C1s/C1INH complexes levels and 
PFS (Figure 6e), and a correlation between the two markers, 
indicating that C1s activation could be involved in C4d genera
tion. Importantly, we also observed an association between 
alternative pathway activation fragments and poor patient prog
nosis in both discovery and validation cohorts (Figure 6f–g).

Patient stratification according to autoantibody levels revealed 
that high anti-reduced FH and anti-C3 IgG antibodies (which are 
not significantly higher compared to controls; likely because of 
positivity in the normal controls) were associated with a favorable 

outcome (Figure 6h–i). In cox analysis, high anti-reduced FH and 
anti-C3 IgG were associated with lack of tumor progression 
(Figure 6j) even after adjustment for age, sex, Fuhrman Grade 
and TNM stage (Figure 6k). We also observed a weak association 
between anti-C3 IgM levels and patient prognosis, which was not 
significant after adjustment by clinical parameters. In the 
ExhauCRF cohort, neither the anti-reduced FH or anti-C3 IgG 
autoantibodies correlated with PFS.

Discussion

Here, we present the Humoral Complementomics approach, mea
suring multiple-complement proteins, activation fragments, and 
autoantibodies targeting complement proteins in human plasma 
that we applied to renal cancer. Intact complement components 
were elevated in plasma correlating with calprotectin levels, but 
not with plasma CRP or the intratumoral complement production 
or deposition or with patients’ survival. A subset of patients 

Figure 4. Humoral complementomics of ccRCC: autoantibody profiles in ImmPro cohort vs healthy controls. IgA autoantibodies against (a) FB, (b) C3, (c) native FH, and 
(d) reduced FH in ccRCC patients compared to healthy controls. IgM autoantibodies against (e) FB, (f) C3, (g) native FH, and (h) reduced FH. IgG autoantibodies against (i) 
FB, (j) C3, (k) native FH, and (l) reduced FH in ccRCC patients compared to healthy controls. 98 ccRCC patients and 59 healthy controls were analyzed. * p-value ≤0,05; ** 
p-value <0,01. Mann–Whitney test. The cutoff of the normal range is calculated as mean ±2SD.
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presenting elevated plasma C4d or Bb had shorter progression- 
free survival. IgG autoantibodies against the recently discovered 
tumor neoantigen reduced FH and anti-C3 IgGs were elevated in 
a subgroup of ccRCC patients and correlated with a favorable 
outcome. These results support the pathogenic role of early com
plement activation and are in favor of therapeutic targeting of 
complement in renal cancer.

Omics approaches allow unbiased evaluation of the experi
mental system. Here, we combined different complement 

screening approaches to get closer to what we define as 
Humoral Complementomics – simultaneous exploration of 
a large number of complement proteins, activation fragments, 
and autoantibodies against complement proteins in patient 
plasma. For this purpose, we employed a novel validated multi
plexed ELISA19 for quantification of complement proteins and 
activation fragments, combined with the quantification of C4d 
neoepitope, well-validated in the literature and associated with 
poor prognosis in different cancers and in lupus nephritis,7,28,29 

Figure 5. Humoral complementomics of ccRCC: complement profiles at the time of nephrectomy associate with clinical features in ccRCC. (a) heatmap of hierarchically 
clustered ccRCC patients (n = 49) across the different complement features in the ImmPro cohort. Each row represents an individual subject and each column represents 
a complement feature. Complement measurements are scaled and centered per feature and the range was truncated ±3 SD. Higher responses are indicated in red and 
lower responses are indicated in blue. (b) PFS Kaplan Meier curves of ImmPro patients stratified according to hierarchical clustering, log-rank test p-value is shown. 
Association of hierarchical clusters with (c) Fuhrman grade, and (d) TNM stage, p-values were calculated using a two-sided Fisher’s exact test. PFS: progression-free 
survival; CS1: cluster 1; CS2: cluster 2.
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Figure 6. Humoral complementomics of ccRCC: complement activation and IgG FH reduced levels in plasma predict patient prognosis in ccRCC. (a) frequency of selected 
complement features by multivariate Lasso regularized cox regressions fitted to 1000 bootstrapped samples constructed from the ImmPro cohort. The bar plot 
represents the relative number of times that each complement feature had non-zero coefficients in the models, red bars (“higher risk”) indicate selection frequencies for 
variables with positive coefficients in more than 50% of the models selecting the variable. Blue bars are indicative of frequencies associated with variables having 
negative coefficients. (b–c) multivariate cox regression analysis of clinical features and Lasso selected features C4d and bb, respectively. PFS Kaplan – Meier curves 
according to (d) C4d, (e) C1S/C1-IHN plasma levels in the ImmPro validation cohort. PFS Kaplan – Meier curves according to bb plasma levels in the (f) ExhauCRF 
discovery cohort and (g) ImmPro validation cohort. PFS Kaplan – Meier curves according to (h) IgG FH reduced, and (i) IgG C3 plasma levels in the ImmPro validation 
cohort. (j) univariate and (k) multivariate cox regression analysis of clinical features and anti-complement autoantibody features in ImmPro cohort.
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an ELISA for MASP2 and the recently described tests for quan
tification of the C1s/C1INH and the MASP1/C1INH 
complexes.20,30 Furthermore, we developed an in-house method 
for simultaneous screening of plasma IgG, IgM, and IgA auto
antibodies against complement proteins. In parallel 4-plex 
panels, detection of complement activation in tissues was per
formed on tumoral tissues. We applied this methodology to clear 
cell renal cell carcinoma, the most frequent renal cancer. These 
methods are transferable and applicable to any plasma sample.

Studies in lung cancer revealed the presence of IgG auto
antibodies against reduced FH in patients with early-stage 
disease, capable to control the tumor progression.9–11 

Moreover, a therapeutic anti-FH antibody GT103 has been 
generated,31 proven safe (NCT04314089) and now is being 
tested in a clinical trial in combination with anti-PD1 in 
patients with advanced lung cancer (NCT05617313). The pre
valence of such antibodies in other cancers has not been stu
died. Here, IgG anti-reduced FH were found both in patients 
and in some healthy donors. Strikingly, at optimal cutoff, IgG 
against reduced FH correlated with favorable outcomes in the 
validation cohort, as reported for lung cancer, and IgG anti- 
reduced FH antibodies associated with protection by Cox ana
lysis. The presence of anti-reduced FH IgG in healthy controls 
is consistent with previous observations9 and suggests exis
tence of protective autoimmunity against such tumor neoanti
gens. In addition to IgG anti-reduced FH, we also observed 
longer progression-free survival among patients with high 
levels of IgG targeting C3. Anti-C3 antibodies have been 
reported in kidney diseases involving pro-inflammatory com
plement activation,15,16,32 but to our knowledge, they have not 
been previously studied in ccRCC. The functional conse
quences of these antibodies remain to be explored. IgA against 
different complement proteins was also elevated in ccRCC but 
did not correlate with progression-free survival. The specific 
IgA isotype was already described in a mouse model of prostate 
cancer to promote CD8 T cells exhaustion, through the expres
sion of PD-L1 and the secretion of IL-10.33,34 However, in 
ovarian and endometrial cancer, the immune protection is 
mediated in majority by IgA that sensitize tumor cells to 
cytolytic killing, notably through their transcytosis by tumor 
cells.35,36 In ccRCC IgG and IgA, but not IgM concentrations 
in plasma from ccRCC patients were elevated37 and intratu
moral IgA in ccRCC was reported, especially in patients with 
paraneoplastic IgA nephropathy.38 Further studies are needed 
to uncover the functional consequences of the autoantibodies 
recognizing complement C3 and the reduced FH tumor neo- 
epitope in ccRCC and their implication in the immune sur
veillance. Nevertheless, our results position ccRCC as a cancer 
type for which the anti-reduced FH therapeutic antibody 
GT103 could be tested if it gives promising results in lung 
cancer, in patients expressing intratumoral FH.

A hallmark of ccRCC is the strong intratumoral comple
ment expression and activation. Nevertheless, it is still unclear 
whether the tumoral complement deposits are due to intratu
moral production or reflect the overexpression/overactivation 
of components of the systemic complement cascade. Using two 
well-characterized prospective cohorts of ccRCC, we revealed 
that complement components in plasma were elevated at the 
time of surgery. These were not the liver acute-phase reactants 

C3 and C4 but rather properdin, FD, C2 and C5 that were 
elevated. Similar elevation of C5 and FD was observed in 
a cohort of renal cancer patients treated with checkpoint 
inhibitors.24 In both cohorts here, there was no clear associa
tion between the elevated intact complement proteins with 
survival, even though Reese et al. found such tendencies.24 

Plasma C1q, C4 and FH concentrations did not associate 
with the intracellular expression of C1q, C4 and FH, suggesting 
that the tumoral complement expression likely does not con
tribute to the plasma pool. Rather, the elevation of intact 
complement components could reflect a particular myeloid/ 
neutrophil-mediated inflammatory phenotype related to the 
presence of the tumor in agreement with the correlation 
observed between intact complement proteins and calprotectin 
(S100A8/S100A9) but not with the liver-derived CRP. The link 
between complement and calprotectin in ccRCC requires 
further investigation. FB concentration could not be measured 
here due to lack of validated and robust assay. Its concentration 
was reported in two ccRCC studies. Reese et al. found 
a significant decrease of intact FB in ccRCC,24 whereas 
Cooley at al found elevated FB associated with presence of 
metastasis and metastasis dissemination in RCC.25 Moreover, 
patients whose FB levels were increased under anti-angiogenic 
(sunitinib) treatment had faster disease progression and shor
tened survival compared to patients whose levels were 
decreased.25 The particular case of FB requires further investi
gation. Nevertheless, despite the elevated concentration, mea
surement of the remaining intact complement proteins in 
ccRCC may not be an informative biomarker for the clinical 
practice as they did not correlate with prognosis.

Subgroups of ccRCC patients had elevated C4d and C1s/ 
C1INH complexes, without increased levels of MASP1/C1INH 
or MASP2, evidencing initiation of the classical pathway rather 
than lectin pathway. We have previously reported that plasma 
C4d is elevated in the ccRCC patients5 and further confirmed it 
in this work. Intact C4 levels were not modified in the plasma 
of ccRCC patients. C4d correlated with the intratumoral C4 
activation fragments deposits at the surface of tumor cells, 
which are colocalized with IgG, C1q and C1s. Moreover, 
plasma C4d correlated with C1s/C1INH complexes, indicating 
that the elevated plasma C4d was related, at least partially, to 
the classical pathway activation occurring in the tumor micro
environment. This could not only occur on intratumoral 
immune complexes but also on PTX3 deposits.4,39 In parallel, 
subgroups of patients had elevated Bb, which correlated with 
Ba, evidencing initiation of the alternative pathway. This is 
further supported by the observed colocalization between C3 
and FB or C3 and FH indicating alternative pathway activation 
and regulation at the tumor site. In addition to this, we also 
observed the co-localization of classical and alternative path
way components on the surface of the same tumor cells. Even 
though there was no correlation between C4d (and C1s/C1INH 
complexes) levels and Bb (and Ba), nearly all Bb-high patients 
were also high for C4d in both cohorts, with 11 patients with 
high levels of both fragments, 32 patients being C4d and Bb 
low, 20 patients with only high levels of C4d and 3 being Bb 
high only (Fisher’s test p = .014). This observation suggests that 
FB activation may come from the alternative pathway amplifi
cation loop, initiated after classical pathway triggering.
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Finally, despite the activation of the classical and alternative 
pathways in ccRCC, we could not observe C5b-9 deposition, 
neither at the tumor site nor consistent elevation in plasma 
(where in the patients it was even lower compared to the 
healthy donors), evidencing the fine regulation of the comple
ment activation cascade by cancer cells. This observation sup
ports previous observations by other groups.26,40,41

Unsupervised hierarchical clustering identified a fraction 
of ccRCC patients which were enriched in plasma comple
ment proteins and their activation fragments at the time of 
surgery. Interestingly, this subgroup of patients seems to be 
associated with higher TNM stages and Fuhrman Grade. 
Progression-free survival was not significantly different 
between patient clusters, although a trend was observed, 
suggesting that not all the complement features were infor
mative of patient prognosis. A combination of 
a multidimensional feature selection method (LASSO) and 
multivariate cox regression on bootstrap samples revealed 
that the two most predictive complement features were 
related to the activation fragments Bb and C4d which 
were of prognostic value even after adjustment by TNM 
stage, Fuhrman Grade, age and sex. The association 
between elevated plasma C4d and shorter progression-free 
survival in the ImmPro is consistent with previous obser
vations and already described for both cohorts.5 Here, we 
also observed a correlation between C1s/C1INH complexes 
and worse patient prognosis, supporting the notion that the 
classical pathway is activated in ccRCC. Alternative path
way activation fragments Bb and Ba also correlated with 
poor prognosis in both validation and discovery cohorts 
and associated with Fuhrman Grade. This is in line with 
the observed complement deposits in the ccRCC tumors, 
indicating the formation of alternative pathway C3 conver
tase and its regulation by FH. FB and its activation frag
ments are promising biomarkers for ccRCC. Therefore, the 
activation fragments Bb and C4d (and likely FB) but not 
the other intact complement proteins, could be useful bio
markers to add to the work-up for ccRCC patients to 
predict prognosis.

Conclusion

In conclusion, here we validated a comprehensive strategy 
for complement exploration in plasma: Humoral 
Complementomics, consisting of measurement of comple
ment proteins, activation fragments, and autoantibodies. Its 
application to ccRCC revealed that complement proteins are 
upregulated in patients due to the global inflammatory phe
notype of the disease. This approach identified that the 
fragments C4d and Bb, reflecting the initiation of the classi
cal and alternative pathways, could be useful to predict poor 
patient prognosis. Moreover, anti-C3 and anti-reduced FH 
autoantibodies were detected. These findings open the pos
sibility for therapeutic targeting of complement in renal 
cancer.

Data availability

The raw data for complement quantification are available upon request.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This work was supported by grants to LTR from: Institut National Du 
Cancer INCa_16096 and Les Entreprises contre le Cancer (GEFLUC). 
This work is also supported by The Labex Immuno-Oncology Excellence 
Program, by CARPEM, by INSERM, by Université de Paris Cité, and by 
Sorbonne Université. MRA was supported by funds of the EU MSCA 
project CORVOS 860044.

ORCID

Mikel Rezola Artero http://orcid.org/0000-0002-1172-6697
Lubka T. Roumenina http://orcid.org/0000-0002-9940-0324
Marie-Agnes Dragon-Durey http://orcid.org/0000-0002-5809-8122

Author contributions

M. Revel: conceptualization, data curation, formal analysis, supervi
sion, validation, investigation, methodology, writing-original draft, 
writing-review and editing. M. Rezola Artero: conceptualization, data 
curation, formal analysis, statistical workup, validation, investigation, 
methodology, writing-original draft, writing-review and editing. 
H. Hamidi: investigation, methodology. A. Grunenwald: investigation, 
methodology. L. Blasco: investigation, methodology. YA Vano: 
resources. SM Oudard: resources. R. Sanchez-Salas: resources. Petr 
Macek: resources. Lara Rodriguez Sanchez: resources. X. Cathelineau: 
resources. B Vedié: investigation. C. Sautes-Fridman: resources, vali
dation, writing-review, and editing. W.H. Fridman: resources, valida
tion, writing – review, and editing. L.T. Roumenina: conceptualization, 
data curation, formal analysis, supervision, funding acquisition, valida
tion, writing – original draft, project administration, writing – review, 
and editing. M-A. Dragon-Durey: conceptualization, methodology, 
data curation, formal analysis, supervision, validation, investigation, 
writing – original draft, project administration, writing – review, and 
editing.

References

1. Merle NS, Noe R, Halbwachs-Mecarelli L, Fremeaux-Bacchi V, et 
Roumenina LT. Complement system part II: role in immunity. 
Front Immunol. 2015;6:257. doi:10.3389/fimmu.2015.00257  .

2. Roumenina LT, Daugan MV, Petitprez F, Sautès-Fridman C, et 
Fridman WH. Context-dependent roles of complement in cancer. 
Nat Rev Cancer. 2019 déc;19(12):698–715. doi:10.1038/s41568- 
019-0210-0  .

3. Revel M, Daugan MV, Sautés-Fridman C, Fridman WH, et 
Roumenina LT. Complement system: promoter or suppressor of 
cancer progression?. Antibodies (Basel). 2020 oct;9(no 4):E57. 
doi:10.3390/antib9040057  .

4. Roumenina LT, Daugan MV, Noé R, Petitprez F, Vano YA, 
Sanchez-Salas R, Becht E, Meilleroux J, Clec’h BL, Giraldo NA, 
et al. Tumor cells hijack macrophage-produced complement C1q 
to promote tumor growth. Cancer Immunol Res. 2019 juill;7(no 

7):1091–1105. doi:10.1158/2326-6066.CIR-18-0891  .
5. Daugan MV, Revel M, Russick J, Dragon-Durey M-A, 

Gaboriaud C, Robe-Rybkine T, Poillerat V, Grunenwald A, 
Lacroix G, Bougouin A, et al. Complement C1s and C4d as prog
nostic biomarkers in renal cancer: emergence of non-canonical 
functions of C1s. Cancer Immunol Res. 2021 mai;9(8):891–908. 
doi:10.1158/2326-6066.CIR-20-0532  .

6. Daugan MV, Revel M, Thouenon R, Dragon-Durey M-A, Robe- 
Rybkine T, Torset C, Merle NS, Noé R, Verkarre V, Oudard SM, 
et al. Intracellular factor H drives tumor progression independently 

12 M. REVEL ET AL.

https://doi.org/10.3389/fimmu.2015.00257
https://doi.org/10.1038/s41568-019-0210-0
https://doi.org/10.1038/s41568-019-0210-0
https://doi.org/10.3390/antib9040057
https://doi.org/10.1158/2326-6066.CIR-18-0891
https://doi.org/10.1158/2326-6066.CIR-20-0532


of the complement cascade. Cancer Immunol Res. 2021;9 
(8):909–925. mai. doi:10.1158/2326-6066.CIR-20-0787  .

7. Ajona D, Okrój M, Pajares MJ, Agorreta J, Lozano MD, Zulueta JJ, 
Verri C, Roz L, Sozzi G, Pastorino U, et al. Complement C4d- 
specific antibodies for the diagnosis of lung cancer. Oncotarget. 
2018 janv;9(5):6346–6355. doi:10.18632/oncotarget.23690  .

8. Klikovits T, Stockhammer P, Laszlo V, Dong Y, Hoda MA, 
Ghanim B, Opitz I, Frauenfelder T, Nguyen-Kim TDL, Weder W, 
et al. Circulating complement component 4d (C4d) correlates with 
tumor volume, chemotherapeutic response and survival in patients 
with malignant pleural mesothelioma. Sci Rep. 2017 nov;7(no 1 
Art.):16456. doi:10.1038/s41598-017-16551-7  .

9. Amornsiripanitch N, Hong S, Campa MJ, Frank MM, Gottlin EB, 
et Patz EF. Complement factor H autoantibodies are associated 
with early stage NSCLC. Clin Cancer Res. 2010 juin;16 
(12):3226–3231. doi:10.1158/1078-0432.CCR-10-0321  .

10. Bushey RT, Moody MA, Nicely NL, Haynes BF, Alam SM, Keir ST, 
Bentley RC, Roy Choudhury K, Gottlin EB, Campa MJ, et al. 
A therapeutic antibody for cancer, derived from single human 
B cells. Cell Rep. 2016 17;15(7):1505–1513. doi:10.1016/j.celrep. 
2016.04.038  .

11. Campa MJ, Gottlin EB, Bushey RT, et Patz EF. Complement factor 
H antibodies from lung cancer patients induce complement- 
dependent lysis of tumor cells, suggesting a novel immunothera
peutic strategy. Cancer Immunol Res. 2015 déc.;3(12):1325–1332. 
doi:10.1158/2326-6066.CIR-15-0122  .

12. King BC, Kulak K, Krus U, Rosberg R, Golec E, Wozniak K, 
Gomez MF, Zhang E, O’Connell DJ, Renström E, et al. 
Complement component C3 is highly expressed in human pan
creatic islets and prevents β cell death via ATG16L1 interaction and 
autophagy regulation. Cell Metab. 2019 janv.;29(1):202–210.e6. 
doi:10.1016/j.cmet.2018.09.009  .

13. Niyonzima N, Rahman J, Kunz N, West EE, Freiwald T, Desai JV, 
Merle NS, Gidon A, Sporsheim B, Lionakis MS, et al. 
Mitochondrial C5aR1 activity in macrophages controls IL-1β pro
duction underlying sterile inflammation. Sci Immunol. 2021 déc.;6 
(66):eabf2489. doi:10.1126/sciimmunol.abf2489  .

14. Yan B, Freiwald T, Chauss D, Wang L, West E, Mirabelli C, 
Zhang CJ, Nichols E-M, Malik N, Gregory R, et al. SARS-CoV-2 
drives JAK1/2-dependent local complement hyperactivation. Sci 
Immunol. 2021 avr.;6(58):eabg0833. doi:10.1126/sciimmunol. 
abg0833  .

15. Vasilev VV, Noe R, Dragon-Durey M-A, Chauvet S, Lazarov VJ, 
Deliyska BP, Fremeaux-Bacchi V, Dimitrov JD, Roumenina LT. 
Functional characterization of autoantibodies against complement 
component C3 in patients with lupus nephritis. J Biol Chem. 2015 
oct;290(42):25343–25355. doi:10.1074/jbc.M115.647008  .

16. Vasilev V, Artero MR, Petkova M, Mihaylova G, Dragon-Durey 
M-A, Radanova M, Roumenina LT. Clinical relevance of anti-C3 
and anti-C4 autoantibodies in lupus nephritis. Kidney Int Reports. 
2024. doi:10.1016/j.ekir.2024.01.052  .

17. Marinozzi MC, Roumenina LT, Chauvet S, Hertig A, 
Bertrand D, Olagne J, Frimat M, Ulinski T, Deschênes G, 
Burtey S, et al. Anti-Factor B and Anti-C3b Autoantibodies in 
C3 Glomerulopathy and Ig-Associated Membranoproliferative 
GN. J Am Soc Nephrol. 2017;28(5):1603–1613. mai. doi:10. 
1681/ASN.2016030343  .

18. Chauvet S, Berthaud R, Devriese M, Mignotet M, Vieira Martins P, 
Robe-Rybkine T, Miteva MA, Gyulkhandanyan A, Ryckewaert A, 
Louillet F, et al. Anti-factor B antibodies and acute postinfectious 
GN in children. J Am Soc Nephrol. 2020 avr.;31(4):829–840. 
doi:10.1681/ASN.2019080851  .

19. Meuleman M-S, Duval A, Grunenwald A, Rezola Artero M, 
Dermani M, Peliconi J, Revel M, Vieira-Martins P, 
Courbebaisse M, Parfait B, et al. Usefulness and analytical perfor
mances of complement multiplex assay for measuring complement 
biomarkers in plasma. Clin Chim Acta. 2024 févr.;554:117750. 
doi:10.1016/j.cca.2023.117750  .

20. Hurler L, Toonen EJM, Kajdácsi E, van Bree B, Brandwijk RJMGE, 
de Bruin W, Lyons PA, Bergamaschi L, Sinkovits G, Cervenak L, 

et al. Distinction of early complement classical and lectin pathway 
activation via quantification of C1s/C1-INH and MASP-1/C1-INH 
complexes using novel ELISAs. Front Immunol. 2022;13:1039765. 
doi:10.3389/fimmu.2022.1039765  .

21. Uzonyi B, Szabó Z, Trojnár E, Hyvärinen S, Uray K, Nielsen HH, 
Erdei A, Jokiranta TS, Prohászka Z, Illes Z, et al. Autoantibodies 
against the complement regulator factor H in the serum of patients 
with neuromyelitis optica spectrum disorder. Front Immunol. 
2021;12:660382. doi:10.3389/fimmu.2021.660382  .

22. Tibshirani R. Regression shrinkage and selection via the lasso. 
J R Stat Soc. 1996;58(1):267–288. doi:10.1111/j.2517-6161.1996. 
tb02080.x  .

23. Simon N, Friedman J, Hastie T, et Tibshirani R. Regularization 
Paths for Cox’s Proportional Hazards Model via Coordinate 
Descent. J Stat Softw. 2011 mars;39(5):1–13. doi:10.18637/jss. 
v039.i05  .

24. Reese B, Silwal A, Daugherity E, Daugherity M, Arabi M, Daly P, 
Paterson Y, Woolford L, Christie A, Elias R, et al. Complement as 
prognostic biomarker and potential therapeutic target in renal cell 
carcinoma. J Immunol. 2020 déc.;205(11):3218–3229. doi:10.4049/ 
jimmunol.2000511  .

25. Cooley LS, Rudewicz J, Souleyreau W, Emanuelli A, Alvarez-Arenas 
A, Clarke K, Falciani F, Dufies M, Lambrechts D, Modave E, et al. 
Experimental and computational modeling for signature and bio
marker discovery of renal cell carcinoma progression. Mol Cancer. 
2021 oct.;20(no 1):136. doi:10.1186/s12943-021-01416-5  .

26. Zhang L, Jiang H, Xu G, Wen H, Gu B, Liu J, Mao S, Na R, Jing Y, 
Ding Q, et al. Proteins S100A8 and S100A9 are potential biomar
kers for renal cell carcinoma in the early stages: results from 
a proteomic study integrated with bioinformatics analysis. Mol 
Med Rep. 2015 juin;11(6):4093–4100. doi:10.3892/mmr.2015.3321  .

27. Daugan MV, Revel M, Lacroix L, Sautès-Fridman C, Fridman WH, 
et Roumenina LT. Complement detection in human tumors by 
immunohistochemistry and immunofluorescence. Methods Mol 
Biol. 2021;2227:191–203. doi:10.1007/978-1-0716-1016-9_18  .

28. M M, Smoląg KI, Björk A, Gullstrand B, Okrój M, Leffler J, 
Jönsen A, Bengtsson AA, Blom AM. Plasma C4d as marker for 
lupus nephritis in systemic lupus erythematosus. Arthritis Res 
Ther. 2017 juin;19(no 1). doi:10.1186/s13075-017-1470-2  .

29. Kraaij T, Nilsson SC, van Kooten C, Okrój M, Blom AM, et 
Teng YO. Measuring plasma C4D to monitor immune complexes 
in lupus nephritis, Lupus Sci Med, vol. 6, no 1, p. e000326, 2019, 
doi: 10.1136/lupus-2019-000326  .

30. Kajdácsi E, Jandrasics Z, Veszeli N, Makó V, Koncz A, Gulyás D, 
Köhalmi KV, Temesszentandrási G, Cervenak L, Gál P, et al. 
Patterns of C1-Inhibitor/Plasma serine protease complexes in 
healthy humans and in hereditary angioedema patients. Front 
Immunol. 2020;11:794. doi:10.3389/fimmu.2020.00794  .

31. Bushey RT, Gottlin EB, Campa MJ, et Patz EF Jr. Complement 
factor H protects tumor cell-derived exosomes from complement- 
dependent lysis and phagocytosis. PloS One. 2021 juin;16(no 6): 
e0252577. doi:10.1371/journal.pone.0252577  .

32. Vasilev VV, Radanova M, Lazarov VJ, Dragon-Durey M-A, 
Fremeaux-Bacchi V, et Roumenina LT. Autoantibodies against 
C3b-functional consequences and disease relevance. Front 
Immunol. 2019;10:64. doi:10.3389/fimmu.2019.00064  .

33. Shalapour S, Font-Burgada J, Di Caro G, Zhong Z, Sanchez-Lopez 
E, Dhar D, Willimsky G, Ammirante M, Strasner A, Hansel DE, 
et al. Immunosuppressive plasma cells impede T-cell-dependent 
immunogenic chemotherapy. Nature. 2015 mai;521(7550):94–98. 
doi:10.1038/nature14395  .

34. Teillaud J-L et Dieu-Nosjean M-C. Intratumoral plasma cells: more 
than a predictive marker of response to anti-PD-L1 treatment in 
lung cancer?. Cancer Cell. 2022 mars;40(3):240–243. doi:10.1016/j. 
ccell.2022.02.008  .

35. Biswas S, Mandal G, Payne KK, Anadon CM, Gatenbee CD, 
Chaurio RA, Costich TL, Moran C, Harro CM, Rigolizzo KE, 
et al. IgA transcytosis and antigen recognition govern ovarian 
cancer immunity. Nature. 2021 mars;591(7850):464–470. doi:10. 
1038/s41586-020-03144-0  .

ONCOIMMUNOLOGY 13

https://doi.org/10.1158/2326-6066.CIR-20-0787
https://doi.org/10.18632/oncotarget.23690
https://doi.org/10.1038/s41598-017-16551-7
https://doi.org/10.1158/1078-0432.CCR-10-0321
https://doi.org/10.1016/j.celrep.2016.04.038
https://doi.org/10.1016/j.celrep.2016.04.038
https://doi.org/10.1158/2326-6066.CIR-15-0122
https://doi.org/10.1016/j.cmet.2018.09.009
https://doi.org/10.1126/sciimmunol.abf2489
https://doi.org/10.1126/sciimmunol.abg0833
https://doi.org/10.1126/sciimmunol.abg0833
https://doi.org/10.1074/jbc.M115.647008
https://doi.org/10.1016/j.ekir.2024.01.052
https://doi.org/10.1681/ASN.2016030343
https://doi.org/10.1681/ASN.2016030343
https://doi.org/10.1681/ASN.2019080851
https://doi.org/10.1016/j.cca.2023.117750
https://doi.org/10.3389/fimmu.2022.1039765
https://doi.org/10.3389/fimmu.2021.660382
https://doi.org/10.1111/j.2517-6161.1996.tb02080.x
https://doi.org/10.1111/j.2517-6161.1996.tb02080.x
https://doi.org/10.18637/jss.v039.i05
https://doi.org/10.18637/jss.v039.i05
https://doi.org/10.4049/jimmunol.2000511
https://doi.org/10.4049/jimmunol.2000511
https://doi.org/10.1186/s12943-021-01416-5
https://doi.org/10.3892/mmr.2015.3321
https://doi.org/10.1007/978-1-0716-1016-9_18
https://doi.org/10.1186/s13075-017-1470-2
https://doi.org/10.1136/lupus-2019-000326
https://doi.org/10.3389/fimmu.2020.00794
https://doi.org/10.1371/journal.pone.0252577
https://doi.org/10.3389/fimmu.2019.00064
https://doi.org/10.1038/nature14395
https://doi.org/10.1016/j.ccell.2022.02.008
https://doi.org/10.1016/j.ccell.2022.02.008
https://doi.org/10.1038/s41586-020-03144-0
https://doi.org/10.1038/s41586-020-03144-0


36. Mandal G, Biswas S, Anadon CM, Yu X, Gatenbee CD, 
Prabhakaran S, Payne KK, Chaurio RA, Martin A, Innamarato P, 
et al. IgA-dominated humoral immune responses govern patients’ 
outcome in endometrial cancer. Cancer Res. 2022 mars;82 
(5):859–871. doi:10.1158/0008-5472.CAN-21-2376  .

37. Juranić Z, Stanojević-Bakić N, Maletić V, et Borkovacki R. Immune 
reactive proteins in renal cell carcinoma patients treated by IFN 
alpha alone or in combination with vinblastine, Neoplasma, vol. 
41, no 4, p. 229–232, 1994.

38. Magyarlaki T, Kiss B, Buzogány I, Fazekas A, Sükösd F, et Nagy J. 
Renal cell carcinoma and paraneoplastic IgA nephropathy. 
Nephron. 1999 juin;82(no 2):127–130. doi:10.1159/000045388  .

39. Netti GS, Lucarelli G, Spadaccino F, Castellano G, Gigante M, 
Divella C, Rocchetti MT, Rascio F, Mancini V, Stallone G, et al. 

PTX3 modulates the immunoflogosis in tumor microenvironment 
and is a prognostic factor for patients with clear cell renal cell 
carcinoma. Aging (Albany NY). 2020 avr.;12(8):7585–7602. 
doi:10.18632/aging.103169  .

40. Blok VT, Daha MR, Tijsma OM, Weissglas MG, van den Broek LJ, 
et Gorter A. A possible role of CD46 for the protection in vivo of 
human renal tumor cells from complement-mediated damage. Lab 
Invest. 2000 mars;80(3):335–344. doi:10.1038/labinvest.3780038  .

41. Lucarelli G, Netti GS, Rutigliano M, Lasorsa F, Loizzo D, Milella M, 
Schirinzi A, Fontana A, Di Serio F, Tamma R, et al. MUC1 expres
sion affects the immunoflogosis in renal cell carcinoma microen
vironment through complement system activation and immune 
infiltrate modulation. Int J Mol Sci. 2023 mars;24(5):4814. doi:10. 
3390/ijms24054814.

14 M. REVEL ET AL.

https://doi.org/10.1158/0008-5472.CAN-21-2376
https://doi.org/10.1159/000045388
https://doi.org/10.18632/aging.103169
https://doi.org/10.1038/labinvest.3780038
https://doi.org/10.3390/ijms24054814
https://doi.org/10.3390/ijms24054814

	Abstract
	Introduction
	Materials and methods
	Patient cohort
	Complement multiplex assays
	Detection of anti-complement proteins autoantibodies
	Preparation of reduced FH (RedFH)
	Multiplex particle-based assay

	Immunostaining
	Statistical analyses

	Results
	Profiling of plasma complement proteins levels in ccRCC
	Profiling of plasma complement activation in ccRCC
	Patterns of tumor tissue staining in ccRCC
	Anti-complement proteins autoantibodies in ccRCC
	Association between humoral complement signatures and clinical features
	Association between complement biomarkers and autoantibody titers with patients’ prognosis

	Discussion
	Conclusion
	Data availability
	Disclosure statement
	Funding
	ORCID
	Author contributions
	References

