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2 Introduction 

2.1 Global Challenges in Malaria Control 

Malaria remains a major worldwide cause of morbidity and mortality with an estimated 249 million cases 

and 608,000 deaths in 2022, mostly occurring in the WHO African Region (World Health Organization, 

2023b). The disease continues to be a substantial hindrance to the economic and social prosperity of 

the tropics (Sachs and Malaney, 2002). Overall, the incidence has been decreasing since 2010 but is 

stagnating or slightly rising again since 2015. Goals in the WHO Global Technical Strategy for Malaria 

are to reduce malaria case incidence globally by at least 90% compared to 2015 and to eliminate malaria 

from at least 35 countries by 2030.  

To this end, WHO recommends vector control by distribution of long-lasting insecticidal nets (LLINs), 

indoor residual spraying (IRS), and rapid diagnosis and treatment of malaria cases with Artemisinin-

based Combination Therapies (ACTs) (World Health Organization, 2021). As even with good LLINS and 

IRS coverage some areas show sustained high levels of transmission, novel prevention strategies are 

needed (Ruiz-Castillo et al., 2023). Furthermore, specific drug resistance against ACTs are emerging 

(Haldar et al., 2018). Therefore, new drugs with novel mechanisms of action are needed.  

While intermittent preventive treatment in pregnancy (IPTp) and infants (IPTi) and seasonal malaria 

chemoprevention (SMC) are already recommended by the WHO, mass drug administrations (MDAs) 

against malaria for the general population of high transmission regions are not yet fully established 

(World Health Organization, 2018). 

2.2 Therapeutic Roles of Ivermectin 

Ivermectin is a well-established endectocide that is commonly used against nematodes and insects, 

such as Strongyloides, Scabies, and filarial infections by Wuchereria bancrofti and Onchocerca volvulus. 

In addition, ivermectin exhibits mosquito-killing properties against Anopheles mosquitoes, the malaria 

vector, at higher and more prolonged doses compared to those used in anthelminthic treatments 

(Rowland Yeo and Wesche, 2023). It is also under investigation for new indications such as Dengue 

virus, Loa loa, and, notably, for its potential efficacy against Plasmodium, the causative agent of malaria 

(Pfarr et al., 2023). The drug gained public attention as a potential antiviral therapeutic agent during the 

COVID-19 pandemic (Formiga et al., 2021). 

Ivermectin has an excellent safety profile with rare reports of side effects even at higher doses (Munoz 

et al., 2018). The avermectin triggers the release of inhibitory gamma-aminobutyric acid which interferes 

with non-mammalian neurotransmission in a variety of targets and vectors (Zufall et al., 1989).  

Based on its profound effect on insect vectors, ivermectin was proposed to be evaluated as transmission 

blocking drug for Mass Drug Administration (MDA) campaigns against malaria (Smit et al., 2018). 
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2.3 Ivermectin and its Use in Mass Drug Administration for the Control of Parasitic Diseases 

Ivermectin is known for its use in MDA campaigns for the elimination of onchocerciasis and lymphatic 

filariasis since 1987, with ongoing success and five billion single-dose treatments administered through 

the Mectizan Donation Program alone (Mectizan Donation Program, 2023). It is currently being 

considered for repurposing in endectocide-based MDAs to support malaria vector control efforts (Ruiz-

Castillo et al., 2023). It is also assessed for scabies MDA (Lake et al., 2023, Rowland Yeo and Wesche, 

2023). In overlapping endemic areas, combining different drugs, and targeting different pathogens may 

enhance the effectiveness of MDA in relieving polyparasitised communities affected by neglected 

tropical diseases (NTDs). Ivermectin is an excellent candidate due to its wide range of established and 

suggested indications, good safety profile and low rate of drug-drug interactions (McPherson et al., 

2023). 

It has been shown that ivermectin at 150 µg/kg single-dose up to 600 µg/kg administered for three days 

led to significant mortality in Anopheles gambiae mosquito populations for up to 14 days. This applies 

to both wild-caught and laboratory-geared mosquitoes. While the standard dose of ivermectin against 

lymphatic filariasis is up to 400 µg/kg, higher doses have been safely tested in evaluations of its 

mosquitocidal activity (Munoz et al., 2018, Sylla et al., 2010, Smit et al., 2018). First studies show 

evidence that ivermectin could reduce malaria incidence by 31-71% on a community level (Slater et al., 

2020). However, the optimal dose regimen is still to be defined (Foy et al., 2019, Badhan et al., 2018). 

To target residual reservoirs, it is crucial to consider not only symptomatic but also asymptomatic carriers 

of Plasmodium (Rabinovich et al., 2017). The significance of this reservoir of transmission is only starting 

to be fully understood and quantified. Clinically ill patients are only the “tip of the iceberg” of infected 

persons (Ketema and Bassat, 2020). By applying MDAs in these populations, the effect on overall 

transmission could be improved (Hsiang et al., 2020). 

2.4 Ivermectin as a Blood Schizonticidal Drug 

While ivermectin is known to exert substantial activity against Anopheles mosquitoes, it is so far 

incompletely understood whether it also exerts a blood schizonticidal effect in vivo. Although the 

transmission-blocking effect is beneficial in reducing onward transmission, it is important to note that a 

direct blood schizonticidal effect would also provide individual benefits for the treated person. 

Ivermectin affects the cycle of Plasmodium falciparum by inhibiting the nuclear import of polypeptides 

of the signal recognition particle of P. falciparum (PfSRP) (Panchal et al., 2014). For instance, in an in 

vitro evaluation, which evaluated its effect on both asexual and sexual developmental stages at clinically 

relevant drug concentrations, parasite growth was arrested at trophozoite stage while no effect was 

detected on sexual parasite stages. The doses needed for this effect are higher than those doses 

employed in routine practice which range between 150 to 200 μg/kg for onchocerciasis and 

strongyloidiasis, and scabies therapy, respectively (Therapeutic Goods Administration, 2022, Pessanha 

de Carvalho et al., 2019). Whether this translates to substantial activity in vivo remained unclear. 
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Should a clinically significant effect of ivermectin on Plasmodium be shown, this would increase its 

usefulness as a sole or accompanying drug in MDAs, especially in malaria endemic areas where 

polyparasitic coinfections are common. It could potentially offer prolonged transmission blocking effects, 

prevention of symptomatic malaria, and regression in prevalence and intensity of coexisting nematode 

or soil-transmitted helminth (STH) infections (Sylla et al., 2010, Foy et al., 2011, Singh and Singh, 2021). 

To address the question of whether ivermectin exerts clinically relevant blood schizonticidal activity in 

vivo, this study therefore evaluated the safety and blood-schizonticidal efficacy of single doses of 

ivermectin (200µg/kg for one, two, or three days) and ivermectin 300 μg/kg once daily for three days in 

adults with naturally acquired asymptomatic P. falciparum infection. 

3 Materials and Methods 

3.1 Study Design and Setting 

This monocentric phase Ib/IIa trial in adults with asymptomatic P. falciparum infection had two stages. 

The first stage was a safety roll-in phase that assessed the safety of 200µg/kg of ivermectin (IVM) for 

one to three days, and the second stage was a randomized, double-blind, placebo-controlled 

assessment of 300µg/kg IVM for three days (Supplementary Figure S11). It was conducted at the Centre 

de Recherches Médicales de Lambaréné (CERMEL) in Gabon, an area hyperendemic for malaria with 

perennial transmission. The study protocol was registered in the Pan-African Clinical Trials Registry 

(PACTR201908520097051). 

3.2 Participants, Enrolment, Randomization, and Blinding 

Eligible adults (≥18 years old) with asymptomatic P. falciparum mono-infection were enrolled. Exclusion 

criteria included Loa loa infection and recent antimalarial or IVM treatment (Supplementary Table S12). 

Participants in the first stage were enrolled consecutively without randomization. In the second stage, a 

1:1 randomization to IVM or placebo was conducted with double-blinding maintained throughout the 

study. 

3.3 Intervention and Outcomes 

In the safety roll-in stage, participants received IVM 200µg/kg for one to three days. In the randomized-

controlled trial (RCT) stage, participants received either IVM 300µg/kg or placebo for three days. Study 

drugs were administered with fatty food to ensure good bioavailability. The primary efficacy endpoint 

1 This corresponds to the figure in the original publication. 
2 This corresponds to the table in the original publication. 
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was the time to 90% reduction in asexual parasitaemia. Secondary endpoints included parasite 

reduction assessed by qPCR, parasite clearance time, and AUC of parasitaemia until day 7. Safety 

outcomes included treatment-emergent serious adverse events (SAEs) and adverse events (AEs). 

 

3.4 Sample Size Consideration and Statistical Analysis 

Sample sizes were empirically chosen for the safety roll-in stage with five participants each in three 

groups. For the RCT stage, 17 participants per group were calculated based on the assumption of 75% 

of IVM-treated individuals and 25% of placebo-treated individuals reducing parasite load by 90% within 

a week. Analyses were performed on safety (all participants), intention-to-treat (ITT, all participants 

having received ≥1 dose), and per-protocol (PP) populations using Kaplan-Meier survival analysis, log-

rank test, and Cox regression. Area under the curve (AUC) was compared by Student’s t-test. Adverse 

events were systematically recorded and tabulated. 

 

3.5 Ethical Considerations and Funding 

The Institutional Ethics Committee of CERMEL approved the study, which adhered to ICH-GCP and 

Helsinki Declaration. Participants provided written informed consent, and the study was registered with 

the Pan African Clinical Trials Registry. The CERMEL acted as sponsor of the clinical trial. The study 

was funded by institutional funds of CERMEL and the Department of Clinical Research of the Bernhard 

Nocht Institute for Tropical Medicine.  

 

4 Results  

4.1 Participants, Recruitment, and Baseline Characteristics 

Between May 2019 and October 2020, 49 eligible volunteers out of 869 pre-screened participants were 

enrolled in the study. The main reason for ineligibility was low parasitaemia (72%, Figure 13). All 49 

participants were included in the intention-to-treat (ITT) and safety populations. The participants were 

all Black Africans with a median age of 25 years. The median body mass index was 20.4 kg/m² (Table 

14). During the multiple dose stage, the median parasitaemia of P. falciparum was 317 parasites per μl 

(P/μl) and during the RCT stage 663 P/μl. The parasitaemia was comparable in all study groups, except 

for the placebo group, where it tended to be higher. The baseline characteristics were similar between 

the ITT and per-protocol (PP) populations (Supplementary Table S25). 

 
3 This corresponds to the figure in the original publication. 
4 This corresponds to the table in the original publication. 
5 This corresponds to the table in the original publication. 
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4.2 Parasite Reduction 

Participants who received 3d-300µg/kg IVM showed a 38% higher hazard of achieving 90% parasite 

reduction compared to those who received placebo, although this was not statistically significant 

(hazard ratio (HR) = 1.4 [95% CI 0.6–3.0], Figure 26). In both groups, 90% of participants achieved a 

reduction in asexual parasitaemia, with a median reduction time of 24.1 [95% CI 8.0–31.8] hours for 

the 3d-300 μg/kg IVM group and 32.0 [95% CI 24.0–115.6] hours for the placebo group. Comparable 

results were observed in the ITT analysis (Supplementary Figure S2, Table 27). 

 

4.3 Parasite Clearance and Difference in Parasitaemia Area Under the Curve  

No statistically significant difference was found in parasite clearance time (time to <100 P/µl) between 

the IVM and placebo groups in both the PP (32.0 vs. 56.0 hours) and ITT populations (32.0 vs. 40.0 

hours; Supplementary Figure S5, Supplementary Figure S6, Table 28). 

There was no significant difference in parasitaemia Area Under the Curve (AUC) between IVM and 

placebo in both thick blood smear- and qPCR-derived parasitaemia of the PP population during the RCT 

stage (p = 0.6 to 0.9, mean difference −13.2 to -3.1 P/μl*hours, Figure 3, Supplementary Figure S79). 

 

4.4 Adverse Events 

No severe or serious adverse events were reported. Overall, 59% (29/49) of the participants 

experienced mild or moderate adverse events. Adverse events that were possibly or probably related 

were more frequent in the 3d-300µg/kg IVM group (73%) than in the placebo group (27%, Table 310). 

Dermatological adverse events, such as allergic dermatitis (45-67%) or pruritus (13-27%), were the most 

common, with no severe cases reported. One participant in the placebo group discontinued treatment 

due to allergic dermatitis. Four participants received early antimalarial treatment, none of whom were 

from the 3d-300µg/kg IVM group. 

 

5 Discussion  

Ivermectin is administered to entire communities through mass drug administrations for the control of 

lymphatic filariasis and onchocerciasis. Studies have shown that it is effective in killing Anopheles 

mosquitoes, which suggests that it has the potential to reduce malaria transmission (de Souza et al., 

 
6 This corresponds to the figure in the original publication. 
7 These correspond to the figure and table in the original publication. 
8 These correspond to the figures and table in the original publication. 
9 These correspond to the figures in the original publication. 
10 This corresponds to the table in the original publication. 
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2021). Previous studies have also explored the impact of ivermectin on malaria at the community level 

(Foy et al., 2019). However, the present study focuses on providing specific clinical evidence on the 

effect of ivermectin on P. falciparum at the individual level. Although in vitro studies have shown activity 

of ivermectin against asexual blood stages, this effect has not yet been translated into a clinically 

significant effect (Yipsirimetee et al., 2023).  

5.1 Parasite Reduction through Ivermectin in a Semi-Immune Asymptomatic Population 

Within seven days, over 90% of participants in both the ivermectin and placebo groups achieved a 90% 

reduction in parasite load. Although both groups showed similar reductions, the point estimate indicates 

a faster reduction in parasites in the ivermectin group (24 hours) than in the placebo group (32 hours), 

supported by a hazard ratio of 1.38 in favour of ivermectin. However, the overlapping of confidence 

intervals demonstrate that there is not sufficient statistical evidence to support the superiority of 

ivermectin in either per protocol or intention-to-treat analyses, ruling out any potential attrition bias.   

The study results suggest that a 90% reduction in parasitaemia within seven days can occur without 

ivermectin, as it was observed in both groups. The achievement of the placebo group challenges the 

initial assumption that only 25% of participants would reach this reduction. The slower reduction in the 

placebo group may be attributed to the higher baseline parasitaemia. Subgroup analysis was not 

possible due to the small sample size and lack of observed differences between the randomised groups. 

Furthermore, ivermectin pharmacokinetics are only questionably associated with sex or BMI (Smit et al., 

2019, Rowland Yeo and Wesche, 2023). 

The secondary outcomes are in line with the primary results, suggesting a potential decrease in parasite 

clearance time and smaller parasitaemia AUC in the ivermectin group in comparison to the placebo 

group when considering the point estimates. However, these findings again lack statistical significance 

to draw definitive conclusions or dismiss the role of chance. 

The semi-immunity in the study population, acquired over multiple disease episodes, may have 

contributed to the higher-than-anticipated rate of parasite reduction in the placebo group. This raises 

questions about the suitability of assessing efficacy in a semi-immune asymptomatic population 

(Gonzales et al., 2020, Nahrendorf et al., 2021). However, evaluating ivermectin in non-immune P. 

falciparum-infected subjects would have been impossible due to ethical reasons as non-immune 

individuals require early antimalarial treatment to prevent disease progression. Therefore, a semi-

immune study population was chosen for this study. 

Distinguishing between asymptomatic and pre-symptomatic participants can be challenging. Upon 

enrolment, some participants who later received rescue treatment may not have been asymptomatic but 

rather pre-symptomatic. 
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5.2 Reconsiderations on the Sample Size and Study Design 

This study has a few limitations, including the fact that more than 90% of participants in both treatment 

groups had a 90% parasite load reduction. This higher-than-anticipated reduction of parasitaemia in the 

placebo group resulted in an underpowered study. Adjustments are necessary for future trials. To 

achieve 80% power with a 5% α, a sample size of 260 participants would be required based on the 

effects observed in this clinical trial and considering the observed hazard ratio of 1.4. However, the 

adequacy of our sample size hypothesis and endpoint is uncertain. These findings, along with other 

studies on asymptomatic Plasmodium carriers, will help to define parasite variability and support robust 

hypotheses for trials on the blood-schizonticidal effect of ivermectin. 

The use of a randomized, placebo-controlled clinical trial design in this study enhances the validity of 

the results. Furthermore, the low dropout rate, with only one participant lost and three withdrawals, adds 

to the credibility of the study. Additionally, there was no missing outcome data among the trial 

participants. The primary diagnostic tool, microscopy, ensures reproducibility across research centres 

in malaria-endemic countries. 

5.3 Safety, Dosing and Drug Formulation 

The safety findings indicate that ivermectin is well-tolerated in asymptomatic participants at doses of 

200µg/kg once daily for up to three days and 300µg/kg once daily for three days. These findings are 

consistent with reports of higher doses up to 2000µg/kg (Awadzi et al., 1999, Kamgno et al., 2004) and 

fall within the generally accepted safe dose range of 200 μg/kg to 400 μg/kg (Failoc-Rojas et al., 2023). 

Doses ranging from 400 μg/kg to 800 μg/kg are considered high-dose and are likely to be as safe as 

standard doses. However, there is still insufficient evidence to justify their use or authorisation beyond 

the currently approved doses (Navarro et al., 2020). 

While ivermectin dosing is not directly linked to Loa loa treatment-related encephalopathy, a cautious 

approach was taken in this study to mitigate any risk of neurological side effects associated with 

ivermectin treatment in L. loa infected participants (Boussinesq et al., 2003). Subjects with detectable 

L. loa microfilaremia were therefore excluded from this study. However, ivermectin is shown to be safe

in low-level microfilaraemic loiasis therapy (Zoleko-Manego et al., 2023).

In a recent physiologically based pharmacokinetic model, the drug exposure of ivermectin could be 

shown to be raised 2.6-fold when administered with food for a 30mg single-dose in males (Rowland Yeo 

and Wesche, 2023, Guzzo et al., 2002). In the presented RCT, female and male participants took an 

average daily dose of 18.8mg ivermectin and the concomitant administration of study medication with 

fatty food did not result in any complications as per our safety outcomes. 

Given the pharmacokinetic properties and favourable safety profile, ivermectin should be evaluated in 

higher doses and in long-lasting drug formulations to improve drug exposure and thus possibly drug 

effect (Rowland Yeo and Wesche, 2023). Furthermore, a fixed-dose regimen as opposed to weight- or 



23 

height-based dosing (e.g., 18 or 36mg per dose for adults) would improve practicability in MDA settings 

against scabies, STH and malaria (Navarro et al., 2020). 

Interestingly, chemical variants of ivermectin, such as C13-epi-amide derivatives, might also enhance 

its plasmodicidal activity (Sulik et al., 2024). Some hybrids have already shown tenfold more potent 

plasmodicidal activity in vitro than their parent compound (Singh et al., 2022, Singh et al., 2020). 

5.4 Ivermectin for Antimalarial Mass Drug Administration 

Antimalarial Mass Drug Administrations (MDAs) are expected to contribute to the World Health 

Organization's goal of accelerating the elimination of malaria in 35 countries by 2030. This will be 

achieved by using long-acting, effective, and well-tolerated antimalarials.  

Populations with pre-existing functional healthcare systems for malaria diagnosis and treatment can 

already benefit from preventive antimalarial treatment programs. These include Seasonal Malaria 

Chemoprevention (SMC) in the Sahel region, intermittent preventive treatment in pregnancy (IPTp) and 

infants (IPTi), or population-based Mass Drug Administration (MDA). These interventions have been 

shown to reduce transmission, thereby decreasing the incidence of malaria, and interrupting the 

circulation of drug-resistant Plasmodium strains. The distinction between the three strategies lies in their 

scale and target population. SMC and IPT have more specific target groups, while MDAs aim for broader 

coverage in entire populations or specific at-risk groups. Despite being a tool in successful malaria 

elimination programs in countries like China, no antimalarial MDA regimen has been universally proven 

effective and appropriate, yet. (Shah et al., 2021, Nguyen et al., 2023, Nadia and Lu, 2022) 

Ivermectin has been used for many years in annual mass drug administrations (MDAs) against 

onchocerciasis and lymphatic filariasis. It may also be useful as a partner drug in antimalarial MDAs and 

against other parasitic co-infections for several reasons. Firstly, it has been proven to have an effect on 

the malaria vector, Anopheles mosquitoes. Secondly, the effect of antimalarial MDAs could be extended 

to co-infections with nematodes or other parasites targeted by ivermectin (Soumare et al., 2022). 

While semi-annual ivermectin treatment is being considered in certain endemic regions, its widespread 

adoption faces significant challenges. These include additional costs, resource limitations, and a lack of 

precise mapping of loiasis prevalence within the endemic areas of West and Central Africa (Rowland 

Yeo and Wesche, 2023, Johnson et al., 2022). For instance, in rural south-eastern Nigeria, the use of 

ivermectin in MDAs to eliminate lymphatic filariasis has been hindered by the potential co-infection with 

L. loa, which may cause severe adverse reactions (Richards et al., 2013). In the study country Gabon,

several NTDs that are suitable for preventive chemotherapy through MDA are endemic. These are

schistosomiasis, STH, and trachoma. However, according to recent WHO reports, no MDA programme

was active (World Health Organization, 2023a). While MDAs for onchocerciasis and lymphatic filariasis

rely heavily on the Mectizan donation programme, a sustainable funding mechanism should be
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developed for large-scale antimalarial MDAs using ivermectin, just as the Global Fund, WHO or 

UNITAID are currently major donors for SMC (Gilmartin et al., 2021, Nikiema et al., 2022). 

Therefore, in areas without active loiasis transmission where preventive treatment programs are already 

established, ivermectin can be a useful addition. Ivermectin's mosquitocidal effect, make it a useful 

partner in antimalarial MDAs. Additionally, ivermectin does not impair the antimalarial activity of 

artemisinin derivatives or their partner drugs (Yipsirimetee et al., 2023). Improving mapping and rapid 

testing strategies for loiasis is crucial in many scenarios, particularly when antimalarial MDAs, including 

ivermectin, are implemented in loiasis-endemic regions. The significance of these necessary 

refinements becomes apparent when considering the implementation of MDA with ivermectin for 

onchocerciasis or lymphatic filariasis in these regions, which has been hindered for decades. These 

MDA scenarios require a safe test-and-not-treat approach (Kamgno et al., 2017). 

5.5 Concluding Remarks 

The study presented provides information for future research on the effectiveness of ivermectin against 

Plasmodium spp. blood stage infection. It demonstrates tolerability but does not show any statistically 

or clinically significant effect of ivermectin in reducing asymptomatic P. falciparum parasitaemia. To 

further characterise the plasmodicidal effect of ivermectin and better understand its potential impact in 

mass drug administrations against malaria and various other parasitic diseases, it is recommended to 

conduct larger, well-designed studies with optimised dosing and drug formulations.
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6 Summary and Abstract 

6.1 Summary and Abstract 

Malaria continues to be a significant health challenge, requiring innovative prevention methods. 

Although mass drug administration programs (MDAs) have been successful in certain populations, they 

have not been universally established. Ivermectin (IVM) is an anthelminthic drug that is effective, 

amongst other diseases, against lymphatic filariasis, scabies as well as insects such as the Anopheles 

mosquito. 

This phase Ib/IIa trial in Gabon investigated IVM against asexual blood stages of Plasmodium 

falciparum. The trial evaluated the safety using 200µg/kg IVM for 1-3 days, as well as efficacy and safety 

using 300µg/kg IVM for three days. In 2019-2020, 49 Black African volunteers with a median age of 25 

years participated. The results showed a statistically non-significant 38% higher hazard of achieving 

90% parasite reduction with 3d-300µg/kg IVM within a shorter time span of 24 hours compared to 32 

hours. Adverse events were predominantly mild to moderate, with dermatological reactions being more 

prevalent in the 3d-300µg/kg IVM group. 

IVM is primarily active against mosquitoes and a range of parasitic infections that are prevalent in 

malaria-endemic regions. Comprehensive evaluation of ivermectin requires larger, optimized studies 

with higher doses and alternative drug formulations, particularly in the context of antimalarial MDAs. 
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6.2 Zusammenfassung und Abstract 

Malaria stellt nach wie vor eine große gesundheitliche Herausforderung dar und erfordert innovative 

Präventionsmethoden. Obwohl Programme zur Massenverabreichung von Medikamenten (MDA) in 

bestimmten Bevölkerungsgruppen erfolgreich waren, haben sie sich nicht flächendeckend 

durchgesetzt. Ivermectin (IVM) ist ein Anthelminthikum, das unter anderem gegen lymphatische 

Filariose, Krätze und Insekten wie die Anopheles-Mücke wirksam ist. 

In dieser Phase Ib/IIa-Studie in Gabun wurde IVM gegen asexuelle Blutstadien von Plasmodium 

falciparum untersucht. Die Studie untersuchte die Sicherheit von 200 µg/kg IVM für 1-3 Tage sowie die 

Wirksamkeit und Sicherheit von 300 µg/kg IVM für drei Tage. Im Zeitraum 2019-2020 nahmen 49 

afrikanische Probanden mit einem Durchschnittsalter von 25 Jahren teil. Die Ergebnisse zeigten ein 

statistisch nicht signifikantes, 38 % höheres Risiko, eine 90 %ige Parasitenreduktion mit 3d-300µg/kg 

IVM innerhalb einer kürzeren Zeitspanne von 24 Stunden im Vergleich zu 32 Stunden zu erreichen. 

Unerwünschte Ereignisse waren überwiegend leicht bis mittelschwer, wobei dermatologische 

Reaktionen in der Gruppe mit 3d-300µg/kg IVM häufiger auftraten. 

IVM ist in erster Linie gegen Stechmücken und eine Reihe von Parasiteninfektionen wirksam, die in 

Malaria-endemischen Regionen weit verbreitet sind. Für eine umfassende Bewertung von Ivermectin 

sind größere, optimierte Studien mit höheren Dosen und alternativen Arzneimittelformulierungen 

erforderlich, insbesondere im Zusammenhang mit Malaria-MDAs. 



27 

7 List of Abbreviations 

Short Form Long Form 
3d-300µg/kg 300 Microgram Ivermectin per Kilogram Bodyweight Daily for Three Days 

ACT Artemisinin-Based Combination Therapy 

AUC Area Under the Curve 

HR Hazard Ratio 

IPTi Intermittent Preventive Treatment in Infants 

IPTp Intermittent Preventive Treatment in Pregnancy 

IRS Inside Residual Spraying 

ITT Intention-To-Treat 

IVM Ivermectin 

LLIN Long-lasting insecticidal nets 

MDA Mass Drug Administration 

NTD Neglected Tropical Disease 

P/μl Parasites per Microliter of Blood 

PfSRP Signal Recognition Particle of P. falciparum 

PP Per-Protocol 

RCT Randomized-Controlled Trial 

SMC Seasonal Malaria Chemoprevention 

STH Soil-Transmitted Helminths 

WHO World Health Organization 
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