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Abstract
Background
Artemisinin-based combination therapy (ACT) is recommended for uncomplicated Plasmodium vivax malaria in areas of emerging chloroquine resistance. We undertook a systematic
review and individual patient data meta-analysis to compare the efficacies of dihydroartemisinin-piperaquine (DP) and artemether-lumefantrine (AL) with or without primaquine (PQ)
on the risk of recurrent P. vivax.

Methods and findings
Clinical efficacy studies of uncomplicated P. vivax treated with DP or AL and published
between January 1, 2000, and January 31, 2018, were identified by conducting a systematic
review registered with the International Prospective Register of Systematic Reviews
(PROSPERO): CRD42016053310. Investigators of eligible studies were invited to contribute individual patient data that were pooled using standardised methodology. The effect of
mg/kg dose of piperaquine/lumefantrine, ACT administered, and PQ on the rate of P. vivax
recurrence between days 7 and 42 after starting treatment were investigated by Cox regression analyses according to an a priori analysis plan. Secondary outcomes were the risk of
recurrence assessed on days 28 and 63. Nineteen studies enrolling 2,017 patients were
included in the analysis. The risk of recurrent P. vivax at day 42 was significantly higher in
the 384 patients treated with AL alone (44.0%, 95% confidence interval [CI] 38.7–49.8) compared with the 812 patients treated with DP alone (9.3%, 95% CI 7.1–12.2): adjusted hazard
ratio (AHR) 12.63 (95% CI 6.40–24.92), p < 0.001. The rates of recurrence assessed at
days 42 and 63 were associated inversely with the dose of piperaquine: AHRs (95% CI) for
every 5-mg/kg increase 0.63 (0.48–0.84), p = 0.0013 and 0.83 (0.73–0.94), p = 0.0033,
respectively. The dose of lumefantrine was not significantly associated with the rate of recurrence (1.07 for every 5-mg/kg increase, 95% CI 0.99–1.16, p = 0.0869). In a post hoc analysis, in patients with symptomatic recurrence after AL, the mean haemoglobin increased
0.13 g/dL (95% CI 0.01–0.26) for every 5 days that recurrence was delayed, p = 0.0407.
Coadministration of PQ reduced substantially the rate of recurrence assessed at day 42
after AL (AHR = 0.20, 95% CI 0.10–0.41, p < 0.001) and at day 63 after DP (AHR = 0.08,
95% CI 0.01–0.70, p = 0.0233). Results were limited by follow-up of patients to 63 days or
less and nonrandomised treatment groups.

Conclusions
In this study, we observed the risk of P. vivax recurrence at day 42 to be significantly lower
following treatment with DP compared with AL, reflecting the longer period of post-treatment
prophylaxis; this risk was reduced substantially by coadministration with PQ. We found that
delaying P. vivax recurrence was associated with a small but significant improvement in
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haemoglobin. These results highlight the benefits of PQ radical cure and also the provision
of blood-stage antimalarial agents with prolonged post-treatment prophylaxis.

Author summary
Why was this study done?
• The susceptibility of Plasmodium vivax to chloroquine is decreasing in many malariaendemic locations.
• Artemisinin-based combination therapies (ACTs) are recommended in areas of emerging chloroquine resistance; however, the optimal ACT is not clear.
• Knowledge of the comparative advantages and disadvantages of different ACTs will
help guide national policy makers.

What did the researchers do and find?
• Following a systematic review, individual data from 2,017 patients were pooled from 19
studies undertaken between January 1, 2000, and January 31, 2018.
• Cox regression analysis showed that the risk of recurrence at day 42 was 12-fold greater
following treatment with artemether-lumefantrine (AL) alone compared with dihydroartemisinin-piperaquine (DP), although by day 63 the risk of recurrence following
DP was also high.
• For every 5-mg/kg increase in the dose of piperaquine, the risk of recurrence at day 42
fell by 37%.
• A delay in the time to symptomatic recurrence was associated with an increase in
haemoglobin.
• Coadministration with primaquine reduced the risk of recurrence at day 42 after AL by
80% and at day 63 after DP by 92%.

What do these findings mean?
• There is a high risk of recurrence following AL or DP unless they are combined with
primaquine.
• Compared with AL, patients treated with DP have a reduced risk of early P. vivax
recurrence.
• Delaying the time to recurrence was associated with greater haematological recovery,
and this has potential to prevent morbidity related to multiple rapid recurrences by preventing a cumulative risk of anaemia.
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Introduction
Declining efficacy of chloroquine against Plasmodium vivax has been reported at varying
degrees across much of the vivax-endemic world [1]. This erosion of efficacy is observed initially as breakthrough to patency of the first relapse in tropical strains within 28 days [2–4].
Each episode of recurrent patent parasitaemia is associated with a risk of morbidity, a cumulative risk of anaemia, and increased transmission, threatening malaria control and elimination
efforts [5–8].
Potential options to respond to declining chloroquine efficacy include prescribing a higher
dose of chloroquine or ensuring that radical cure is provided—i.e., combining chloroquine
with primaquine (PQ) [9]. Alternatively, some countries have changed their national antimalarial guidelines to recommend artemisinin-based combination therapy (ACT) for both P. falciparum and P. vivax malaria [10]. The ACTs adopted differ, with Cambodia and Indonesia
using dihydroartemisinin-piperaquine (DP) and Papua New Guinea, Solomon Islands, and
Vanuatu using artemether-lumefantrine (AL) [11].
Relapses can be prevented by combining blood schizontocidal treatment and PQ, an 8-aminoquinoline with activity against the dormant liver stages of P. vivax [2]. In tropical areas,
relapses can occur within weeks of the initial infection, leading to a further episode of haemolysis, prior to complete haematological recovery from the first episode [12,13]. Partner drugs
in ACTs vary significantly in their terminal elimination half-lives, with the more rapidly eliminated lumefantrine providing a shorter period of post-treatment prophylaxis against early
reinfections and relapses compared with the more slowly eliminated piperaquine [6,14,15].
To inform decisions regarding optimal treatment policy in areas of emerging chloroquineresistant P. vivax, we conducted a systematic review and individual patient data meta-analysis
to compare the efficacy of AL and DP for treatment of uncomplicated P. vivax malaria, with
and without PQ, on the risk of early P. vivax recurrence.

Methods
Search strategy and selection criteria
MEDLINE, Web of Science, Embase, and Cochrane Data of Systematic Reviews were searched
in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) statement (S1 Checklist). As previously described [9,16], prospective studies evaluating the efficacy of antimalarials against uncomplicated P. vivax that were published between
January 1, 2000, and January 31, 2018, in any language were identified (S1 Text).
Two independent investigators undertook the review and extracted the data (RJC and
RNP), resolving discrepancy through discussion. Principal investigators of eligible studies
were invited to share individual patient data and any additional data from eligible unpublished
studies. Studies were included if they assessed treatment with DP or AL with or without PQ.
Studies were excluded if adjunctive drugs were given or PQ was dosed weekly. Individual
patient data shared with the WorldWide Antimalarial Resistance Network (WWARN) were
curated and standardised as described in a data management plan [17].
Data included in this analysis were obtained in accordance with ethical approvals from the
location of origin. See S2 Text for a list of specific ethics committees. Data are requested to be
shared anonymised, and additional review from an ethics committee was not required for the
subsequent analysis according to guidelines of the Oxford Central University Research Ethics
Committee.
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Procedures
Individual patient data were excluded if baseline parasitaemia involved mixed species or blood
schizontocidal treatment was incomplete. Early PQ was defined as commencement of PQ
within the first 3 days of ACT treatment. Drug doses were calculated from the number of tablets a patient was administered if data were available or were based on the study protocol,
assuming complete adherence. ACT partner drugs were considered determinants for recurrence rather than artemisinins, which have short half-lives and are considered determinants
for parasite clearance.
Study sites were classified as having short (median time to patent relapse of 47 days or less)
or long P. vivax relapse periodicity based on estimates from the Malaria Atlas Program for geographical location [12]. PQ dose was defined as a low dose if the total dose was <5.0 mg/kg or
high dose if the total dose was �5.0 mg/kg [18]. A symptomatic recurrence was defined as
recurrent parasitaemia associated with a temperature of �37.5˚C or a history of fever within
the preceding 24 hours.
Underdosing of piperaquine and lumefantrine was defined as a dose less than the minimum
dose recommended by current World Health Organization (WHO) guidelines for P. falciparum [19]. DP dosing guidelines were updated by WHO in 2015, after enrolment of patients in
all studies included in this analysis was completed. The revised WHO guidelines recommend a
minimum total dose of piperaquine of �60 mg/kg in patients weighing <25 kg and �48 mg/
kg if weighing �25 kg [19–21]. A minimum total dose of lumefantrine of �29 mg/kg is recommended in patients treated with AL [19].

Outcomes
The primary outcome was the risk of P. vivax recurrence between days 7 and 42. The secondary outcomes were the risk of P. vivax recurrence between days 7 and 28 and days 7 and 63.

Statistical analysis
Analyses were undertaken according to an a priori statistical analysis plan [22], unless stated
otherwise, using Stata (version 15.0) and R (version 3.4.0). The protocol was registered in the
International Prospective Register of Systematic Reviews (PROSPERO: CRD42016053310)
prior to undertaking the analysis.
To investigate inclusion bias, baseline characteristics of targeted studies not included in the
analysis were compared with the characteristics of the studies included in the analysis. Study
quality and risk of bias were assessed according to criteria for individual patient data metaanalyses [23].
Kaplan-Meier survival analyses were used to calculate risk of recurrence according to the
treatment administered. Patients were censored at the first day of any of the following for an
outcome prior to day of the end point: recurrent parasitaemia, the last clinic visit, the last visit
prior to a gap of >18 days between parasite microscopy results, the day of outcome, or the day
of PQ treatment (if �28 days after enrolment).
The association between schizontocidal treatment (AL versus DP), coadministration of PQ,
and the mg/kg dose of each drug component (piperaquine and lumefantrine) with the rate of
P. vivax recurrence was estimated using Cox’s proportional hazards regression. Analyses were
adjusted for potential confounders: age, sex, baseline parasitaemia, baseline haemoglobin, and
regional relapse periodicity, with shared frailty applied for study site. Weight was not included,
because of collinearity with age and geographical region, and parasite prevalence was not
included, because of collinearity with relapse periodicity. Age was categorised for analyses of
mg/kg dose as defined previously by age-related dose effects in P. falciparum [21,24].
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Proportional hazards assumptions were tested using Schoenfeld residuals. Figures of risk of
recurrence were generated based on the Cox model, which adjusted for confounders and
assumed no study-site effect. In a sensitivity analysis, the coefficient of variation was calculated
for estimates of primary analyses by removal of one study site at a time to investigate study site
heterogeneity. The coefficient of variation should be interpreted in association with the absolute variation of the effect size. A subgroup analysis restricted the analysis to results from studies directly comparing DP and AL.
Following preplanned statistical analyses, a post hoc analysis was undertaken to investigate
whether a delay in recurrence was associated with a benefit in clinically relevant outcomes.
In patients with a P. vivax recurrence between day 7 and day 63, the delay in recurrence
was correlated with the mean haemoglobin at the day of recurrence using linear regression,
adjusting for confounding factors (age, sex, baseline parasitaemia, baseline haemoglobin, parasitaemia at recurrence, regional relapse periodicity, and PQ use), and with random effects for
study site. Analysis was undertaken separately for all recurrences and just symptomatic
recurrences.

Results
Of 180 prospective P. vivax studies published between January 1, 2000, and January 31, 2018,
26 studies (14.4%) with patients treated with DP or AL were eligible for inclusion. Individual
patient data were available from 18 studies enrolling 4,946 patients, of which 3,640 were
infected with P. vivax (67.7% of the 5,377 targeted patients with P. vivax). Additional data
were available for 45 patients enrolled in these published studies, but not formally reported,
and 736 patients from two unpublished studies.
Of 4,421 P. vivax patients with data available from eligible studies, 2,217 (50.1%) were not
treated with DP or AL, and an additional 187 (4.2%) were excluded for other reasons, resulting
in 2,017 patient records included in the analysis (Fig 1 and S1–S4 Tables). Of those patients,
the median age was 18.0 years (interquartile range [IQR] 8.0–30.0), and 272 (13.5%) were aged
<5 years (Table 1). There were 1,593 patients (79.0%) from 15 studies from the Asia-Pacific
region [6,25–38], 341 patients (16.9%) from three studies from Africa [39–41], and 83 patients
(4.1%) from one study from The Americas [42] (Table 1 and S1 Fig). In total, 812 patients
were treated with DP alone [6,25–27,30,34,37,38], 384 with AL alone [6,26,28,31,36,39–41],
613 with DP plus early PQ [25,29,32,33,35], and 208 with AL plus early PQ [28,36,39,41,42].
Only two studies (from Indonesia and Papua New Guinea) compared treatment with DP and
AL directly [6,26]. Patients were followed for 28 days in one study (n = 38, 1.9%) [39], 42–62
days in 10 studies (n = 814, 40.4%) [6,25,26,28,31,32,36–38,40], 63–84 days in three studies
(n = 390, 19.3%) [27,34,42], and 365 days in five studies (n = 775, 38.4%) [29,30,33,35,41]. The
mg/kg doses of lumefantrine and piperaquine were calculated from the number of tablets
given for 1,281 (63.5%) of 2,017 patients, with dosing for the remaining 736 (36.5%) patients
calculated from the study protocol (Table 1).
All patients treated with DP or DP + PQ were enrolled from the Asia-Pacific region, and
those treated with DP + PQ were all from regions with short relapse periodicity. Patients
treated with AL or AL + PQ were enrolled from the Asia-Pacific region, Africa, and The Americas, although patients from The Americas were all treated with AL + PQ. Compared with
patients treated with DP or AL alone, patients treated with PQ were older and had lower baseline parasitaemias and a lower risk of anaemia at enrolment (Table 1). Characteristics of
patients from studies that were targeted but not included were similar, although included
patients were younger and had a more even balance of males and females (S5 Table). The risk
of bias relating to included studies is described in S6 Table.
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Fig 1. Study flowchart. aOne study was excluded entirely because patients treated with AL or DP all had mixed infections [43]. bIncludes 100 patients treated with
DP and two patients treated with AL who received primaquine at day 28 and were censored at this day. AL, artemether-lumefantrine; DP, dihydroartemisininpiperaquine.
https://doi.org/10.1371/journal.pmed.1002928.g001

Schizontocidal treatment with DP alone
Among the 812 patients treated with DP alone, the median total dose of dihydroartemisinin
administered was 6.4 mg/kg (IQR 6.0–7.1; range 3.5–10.6), and the median total dose of piperaquine administered was 51.4 mg/kg (IQR 48.0–56.5; range 28.2–84.7) (S2 Fig). In total, 181
patients (22.3%) were administered less than the former WHO target dose, and 303 (37.3%)
patients were administered less than the revised WHO target dose (S3 Fig).

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002928 October 4, 2019

7 / 21

Comparative efficacy of ACTs for P. vivax malaria

Table 1. Demographics and baseline characteristics.
Characteristic

DP alone

DP and early PQ

AL alone

AL and early PQ

Overall

(n = 812)

(n = 613)

(n = 384)

(n = 208)

(n = 2,017)

Female

349 (43.0%)

294 (48.0%)

144 (37.5%)

75 (36.1%)

862 (42.7%)

Male

463 (57.0%)

319 (52.0%)

240 (62.5%)

133 (63.9%)

1,155 (57.3%)

Sex

Age (years)
Median (IQR)

16.0 (7–27.0)

21.0 (12.0–32.0)

13.0 (4.9–24.0)

28.0 (18.5–40.6)

18.0 (8.0–30.0)

<5

124 (15.3%)

42 (6.9%)

96 (25.0%)

10 (4.8%)

272 (13.5%)

5 to <15

252 (31.0%)

166 (27.1%)

115 (29.9%)

29 (13.9%)

562 (27.9%)

�15

436 (53.7%)

405 (66.1%)

173 (45.1%)

169 (81.2%)

1,183 (58.7%)

Weight (kg)
45.0 (18.0–54.0)

46.0 (30.0–55.0)

32.0 (15.0–55.0)

61.6 (47.0–71.5)

46.0 (20.0–56.0)

5 to <15

Median (IQR)

126 (15.5%)

40 (6.5%)

93 (24.2%)

10 (4.8%)

269 (13.3%)

15 to <25

155 (19.1%)

85 (13.9%)

69 (18.0%)

20 (9.6%)

329 (16.3%)

25 to <35

48 (5.9%)

60 (9.8%)

36 (9.4%)

8 (3.8%)

152 (7.5%)

35 to <45

76 (9.4%)

82 (13.4%)

19 (4.9%)

6 (2.9%)

183 (9.1%)

45 to <55

208 (25.6%)

182 (29.7%)

66 (17.2%)

31 (14.9%)

487 (24.1%)

55 to <80

193 (23.8%)

156 (25.4%)

99 (25.8%)

100 (48.1%)

548 (27.2%)

6 (0.7%)

8 (1.3%)

2 (0.5%)

33 (15.9%)

49 (2.4%)

�80
Relapse periodicity
Long

265 (32.6%)

0 (0%)

230 (59.9%)

194 (93.3%)

689 (34.2%)

Short

547 (67.4%)

613 (100.0%)

154 (40.1%)

14 (6.7%)

1,328 (65.8%)
1,593 (79.0%)

Geographical region
812 (100.0%)

613 (100.0%)

154 (40.1%)

14 (6.7%)

The Americas

Asia-Pacific

0 (0%)

0 (0%)

0 (0%)

83 (39.9%)

83 (4.1%)

Africa

0 (0%)

0 (0%)

230 (59.9%)

111 (53.4%)

341 (16.9%)

301 (37.1%)

246 (40.1%)

223 (58.1%)

111 (53.4%)

881 (43.7%)

61 (7.5%)

0 (0%)

28 (7.3%)

14 (6.7%)

103 (5.1%)

450 (55.4%)

367 (59.9%)

133 (34.6%)

83 (39.9%)

1,033 (51.2%)

4,458 (1,729–9,368)

2,240 (528–6,960)

4,282 (1,672–10,480)

3,400 (1,560–7,920)

3,599 (1,200–8,784)

11.7 (2.1)

12.4 (2.0)

12.1 (2.6)

13.4 (1.9)

12.2 (2.2)

130/764 (17.0%)

55/612 (9.0%)

72/333 (21.6%)

4/184 (2.2%)

261/1,893 (13.8%)
1,226/1,437 (85.3%)

Prevalence of P. vivax
Low
Moderate
High
Enrolment clinical variables
Parasitaemia, parasites per μL
Haemoglobin, g/dLa
Anaemic, haemoglobin < 10 g/dL
Gametocytes present

524/570 (91.9%)

411/411 (100%)

218/281 (77.6%)

73/175 (41.7%)

Fever, temperature > 37.5˚C

332/753 (44.1%)

260/556 (46.8%)

142/380 (37.4%)

58/124 (46.8%)

792/1,813 (43.7%)

Mg/kg dose calculated by tablet number

772/812 (95.1%)

112/613 (18.3%)

213/384 (55.5%)

184/208 (88.5%)

1,281/2,017 (63.5%)

Data are number (%), median (IQR), mean (SD), or n/N (%). Some percentages do not add up to 100, because of rounding.
a

Data not available for 124 of 2,017 patients: 48 in the DP alone group, 1 in the DP plus PQ group, 51 in the AL-alone group, and 24 in the AL plus PQ group.
Abbreviations: AL, artemether-lumefantrine; DP, dihydroartemisinin-piperaquine; IQR, interquartile range; PQ, primaquine; SD, standard deviation
https://doi.org/10.1371/journal.pmed.1002928.t001

Following DP alone, 50 of 812 patients had a recurrence between days 7 and 42, the cumulative risk of recurrence being 1.2% (95% confidence interval [CI] 0.6–2.3) at day 28 and 9.3%
(95% CI 7.1–12.2) at day 42. Of the 505 patients from nine studies with follow-up beyond day
42, an additional 105 patients had a recurrence up to day 63, cumulative risk 39.9% (95% CI
33.9–46.7) at day 63. Risks for individual studies are presented in the Supporting information
(S4 Fig). After adjusting for age, sex, baseline parasitaemia, baseline haemoglobin, regional
relapse periodicity, and study-site clustering, an increased piperaquine dose was associated
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Table 2. Risk factors for P. vivax recurrence between days 7 and 42 in patients treated with dihydroartemisinin-piperaquine alone.
Total N (n)a

Adjusted HR (95% CI)

p-Value

764 (41)

0.63 (0.48–0.84)

0.0013

�15

432 (21)

Reference

-

<5

82 (14)

1.69 (0.68–4.23)

0.2615

5 to <15

250 (6)

0.70 (0.27–1.85)

0.4741

Risk factor
Piperaquine dose, every 5-mg/kg increase
Age, years

Gender
Male

441 (31)

Reference

-

Female

323 (10)

0.64 (0.31–1.32)

0.2231

Parasitaemia, parasites per μL every 10-fold increase

764 (41)

1.19 (0.73–1.93)

0.4818

Haemoglobin, every 1-g/dL increase

764 (41)

0.83 (0.68–0.99)

0.0432

Enrolment clinical variables

Relapse periodicity
Long

264 (2)

Reference

-

Short

500 (39)

27.28 (4.53–164.14)

<0.001

Theta (variance of frailty parameter for clustering of study sites) = 0.41. The assumption of proportional hazards held for the model (p = 0.20 for global test). To examine
the robustness of the parameter estimates, a sensitivity analysis was carried out by removing one study site at a time, which showed that the overall coefficient of
variation for piperaquine dose estimates in the multivariable model was small (S7 Table).
a

Number of patients (number with recurrence by day 42).

Abbreviations: CI, confidence interval; HR, hazard ratio
https://doi.org/10.1371/journal.pmed.1002928.t002

with a reduced rate of recurrence between days 7 and 42 (adjusted hazard ratio [AHR] for
every 5-mg/kg increase 0.63, 95% CI 0.48–0.84, p = 0.0013) (Table 2). Other factors associated
with P. vivax recurrence were short relapse periodicity (AHR 27.28, 95% CI 4.53–164.14,
p < 0.001) and lower baseline haemoglobin (AHR per g/dL 0.83, 95% CI 0.68–0.99, p =
0.0432). When the method of calculating the dose of drug was included in the model, it was
not an independent predictor of recurrence. In the sensitivity analysis, the coefficient of variation for piperaquine dose estimate was 6.08%, with AHRs ranging from 0.60 to 0.75 (S7
Table). The association between increased piperaquine dose and a reduced rate of recurrence
was also apparent when the follow period was extended to day 63 (AHR for every 5-mg/kg
increase 0.83, 95% CI 0.73–0.94, p = 0.0033).
To investigate the current WHO guidelines for DP dosing, piperaquine dosing was dichotomised into a dose above and below the minimum WHO-recommended dose for P. falciparum
in the model. A piperaquine dose under the minimum WHO-recommended dose was associated with an increased rate of recurrence by day 42 (AHR 2.49, 95% CI 1.19–5.22, p = 0.0159).
By day 63, the association between piperaquine dose and the rate of recurrence was attenuated
(AHR 1.47, 95% CI 0.96–2.26, p = 0.0797), although it remained significant in children weighing <25 kg (AHR 2.33, 95% CI 1.18–4.62, p = 0.0149).

Schizontocidal treatment with AL alone
A total of 384 patients were treated with AL alone. The median total dose administered was
10.0 mg/kg (IQR 8.6–12.0; range 4.6–20.0) of artemether and 60.0 mg/kg (IQR 51.4–72.0;
range 27.7–120.0) of lumefantrine (S5 Fig and S6 Fig).
Following AL alone, 136 of 395 patients had a recurrence between days 7 and 42, with a
cumulative risk of recurrence of 21.0% (95% CI 16.9–25.8) at day 28 and 44.0% (95% CI 38.7–
49.8) at day 42. Of 14 patients with follow-up beyond day 42 and up to day 63, 11 (78.6%) had
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recurrent parasitaemia. Only one patient (0.3%) was administered less than the current dose of
lumefantrine recommended by WHO for P. falciparum (<29 mg/kg), and this patient did not
have a recurrent infection (S6 Fig). The median dose of lumefantrine was 65.5 mg/kg in
patients younger than 5 years and 53.3 mg/kg in those older than 5 years. After adjusting for
confounders and study-site clustering, there was no significant effect of lumefantrine dose on
rate of P. vivax recurrence (AHR per 5 mg/kg 1.07, 95% CI 0.99–1.16, p = 0.0869). Low baseline haemoglobin was a risk factor for recurrence (Table 3).

Schizontocidal treatment AL versus DP
In the subgroup of patients not treated with PQ, the rate of P. vivax recurrence between days 7
and 42 was significantly greater following AL than DP after adjusting for confounders and
study-site clustering (AHR 12.63, 95% CI 6.40–24.92, p < 0.001) (Table 4). Because of violation
of the proportional hazards assumption, the analysis was undertaken separately, stratifying by
relapse periodicity. The high rate of recurrence after AL was apparent both in regions of short
relapse periodicity (AHR 6.56, 95% CI 4.04–10.65, p < 0.001) and long relapse periodicity
(AHR 81.40, 95% CI 19.58–338.45, p < 0.001) (Fig 2 and Table 4). In the sensitivity analysis,
there was minimal bias related to individual study sites (S8 Table). The difference between DP
and AL was also apparent in a subgroup analysis of the two studies comparing the treatments
directly (AHR 10.27, 95% CI 3.99–26.45, p < 0.001). The method of drug dose calculation was
not an independent predictor of recurrence when included in the overall model (AHR 0.57
[95% CI 0.19–1.70] for dosing based on the actual number of tablets administered compared
with that expected from study protocol; p = 0.3137).

Schizontocidal treatment plus PQ radical cure regimens
The median dose of PQ was 6.6 mg/kg (IQR 4.7–7.0; range 2.6–8.9) in patients treated with
DP and 3.3 mg/kg (IQR 3.1–3.8; range 0.3–9.1) in patients treated with AL. Of the patients
Table 3. Risk factors for P. vivax recurrence between days 7 and 42 in patients treated with artemether-lumefantrine alone.
Risk factor
Lumefantrine dose, every 5-mg/kg increase

Total N (n)a

Adjusted HR (95% CI)

p-Value

333 (119)

1.07 (0.99–1.16)

0.0869

171 (37)

Reference

-

Age, years
�15
<5

59 (33)

1.41 (0.78–2.58)

0.2570

5 to <15

103 (49)

1.27 (0.71–2.27)

0.4110

Gender
Male

212 (69)

Reference

-

Female

121 (50)

0.85 (0.58–1.24)

0.3982

Enrolment clinical variables
Parasitaemia, parasites per μL every 10-fold increase

333 (119)

1.35 (0.96–1.89)

0.3982

Haemoglobin, every 1-g/dL increase

333 (119)

0.88 (0.80–0.96)

0.0862

Relapse periodicity
Long

216 (75)

Reference

-

Short

117 (44)

1.31 (0.79–2.15)

0.2917

Theta (variance of frailty parameter for clustering of study sites) = 0.01. The assumption of proportional hazards held
for the model (p = 0.33 for global test).
a

Number of patients (number with recurrence by day 42).

Abbreviations: CI, confidence interval; HR, hazard ratio
https://doi.org/10.1371/journal.pmed.1002928.t003
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Table 4. Multivariable model for rate of P. vivax recurrence between days 7 and 42 in patients receiving artemether-lumefantrine or dihydroartemisinin-piperaquine alone.
Risk factor

All regions
Total N
(n)a

Adjusted HR
(95% CI)

Long relapse periodicity
p-Value

Total N
(n)a

Adjusted HR
(95% CI)

Short relapse periodicity

p-Value

Total N
(n)a

Adjusted HR
(95% CI)

p-Value

Treatment
Dihydroartemisinin-piperaquine

764 (41)

Reference

-

264 (2)

Reference

-

500 (39)

Reference

-

Artemether-lumefantrine

333 (119)

12.63 (6.40–
24.92)

<0.001

216 (75)

81.40 (19.58–
338.45)

<0.001

117 (44)

6.56 (4.04–10.65)

<0.001

Age, per every 5-year increase

1,097
(160)

0.93 (0.87–1.00)

0.0562

480 (77)

0.88 (0.78–1.00)

0.0521

617 (83)

1.00 (0.91–1.09)

0.9153

Male

653 (100)

Reference

-

271 (45)

Reference

-

382 (55)

Reference

-

Female

Gender
444 (60)

0.74 (0.53–1.04)

0.0840

209 (32)

1.12 (0.70–1.79)

0.6269

235 (28)

0.47 (0.29–0.76)

0.0021

Parasitaemia, parasites per μL every
10-fold increase

1,097
(160)

1.44 (1.09–1.91)

0.0107

480 (77)

1.43 (0.86–2.38)

0.1700

617 (83)

1.37 (0.99–1.89)

0.0600

Baseline haemoglobin, every 1-g/dL
increase

1,097
(160)

0.87 (0.80–0.94)

<0.001

480 (77)

0.84 (0.74–0.94)

0.0030

617 (83)

0.86 (0.78–0.96)

0.0053

Relapse periodicity
Long

480 (77)

Reference

-

480 (77)

-

-

-

-

-

Short

617 (83)

2.95 (1.26–6.91)

0.0128

-

-

-

617 (83)

-

-

Theta (variance of frailty parameter for clustering of study sites for the model of all regions) = 0.35. The assumption of proportional hazards did not hold for the model
of all regions (p < 0.001 according to the global test, with p < 0.001 for relapse periodicity and p < 0.001 for treatment). There were interactions between treatment and
relapse periodicity and relapse periodicity and gender. For the model of patients from regions of long relapse periodicity alone, the assumption of proportional hazards
held (p = 0.19 according to the global test). For the model of patients from regions of short relapse periodicity alone, the AHR for treatment (artemether-lumefantrine
versus dihydroartemisinin-piperaquine) varied with time, with a higher AHR in the early follow-up to day 28 (AHR 18.48, 95% CI 7.32–46.69, p < 0.001) compared
with later follow-up after day 28 (AHR 4.11, 95% CI 2.29–7.38, p < 0.001, respectively), consistent with the difference in elimination half-lives between lumefantrine and
piperaquine. To examine the robustness of the parameter estimates, a sensitivity analysis was carried out by removing one study site at a time, which showed that the
overall coefficient of variation of parameter estimates in the multivariable models was minimal (S8 Table).
Number of patients (number with recurrence by day 42).

a

Abbreviations: AHR, adjusted HR; CI, confidence interval; HR, hazard ratio
https://doi.org/10.1371/journal.pmed.1002928.t004

Fig 2. Risk of recurrence (solid line, estimate; dashed lines, limits of 95% CI) adjusted for age, gender, relapse periodicity, baseline haemoglobin, and baseline
parasitaemia in patients receiving DP or AL alone in (A) short-periodicity regions (p < 0.001) and (B) long-periodicity regions (p < 0.001). Assumes zero effect
from study site; p-values derived from Cox model. AL, artemether-lumefantrine; CI, confidence interval; DP, dihydroartemisinin-piperaquine.
https://doi.org/10.1371/journal.pmed.1002928.g002
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treated with DP + PQ, 173 (28.2%) received a low-dose PQ regimen (<5 mg/kg), and 440
(71.8%) received a high-dose regimen (�5.0 mg/kg). The corresponding figures for AL + PQ
were 191 (91.8%) and 17 (8.2%).
There were three recurrences between days 7 and 42 in patients treated with DP + PQ, with
a cumulative risk of recurrence of 0.2% (95% CI 0.0–1.2) at day 28 and 1.0% (95% CI 0.3–3.2)
at day 42. Of the 55 patients with follow-up beyond day 42, a further two patients had a recurrence between days 42 and 63: cumulative risk 5.2% (95% CI 1.7–15.5) at day 63. There were
nine recurrences between days 7 and 42 in patients treated with AL + PQ, with a cumulative
risk of recurrence of 2.7% (95% CI 1.1–6.3) at day 28 and 5.3% (95% CI 2.8–10.0) at day 42.
Two of five patients followed beyond day 42 had a recurrence between days 42 and 63.
In a multivariable model of patients treated with DP, recurrence by day 42 was not reduced
significantly by coadministration of PQ (AHR = 0.23, 95% CI 0.04–1.28, p = 0.0933). However,
in patients treated with AL, coadministration of PQ reduced the rate of recurrence (AHR =
0.20, 95% CI 0.10–0.41, p < 0.001) (Fig 3 and S9 Table). When PQ dose was included in the
model of patients treated with DP, neither low-dose PQ (AHR = 0.28, 95% CI 0.04–1.99,
p = 0.2031) nor high-dose PQ (AHR = 0.15, 95% CI 0.01–1.96, p = 0.1494) was associated with
reduced rate of recurrence. In patients treated with AL, low-dose PQ reduced the rate of recurrence (AHR = 0.21, 95% CI 0.10–0.41, p < 0.001; of note, only 17 patients received high-dose
PQ) (S10 Table). In a subset analysis including five studies following patients to day 63 or
more, coadministration of any dose of PQ with DP reduced the rate of recurrence
(AHR = 0.06, 95% CI 0.01–0.63, p = 0.0196) (S11 Table). In a sensitivity analysis, reductions in
rate of recurrence with PQ were unlikely to be attributable to bias from individual study sites
(S12 Table). Because of the low number of recurrences, a multivariable analysis comparing the
risk of recurrence with DP + PQ and AL + PQ could not be done.

Time to P. vivax recurrence and haematological recovery
In total, of the 160 patients with recurrence between day 7 and day 63 treated with DP with or
without PQ, 12 had available data on the haemoglobin at the day of recurrence, 6 (50.0%) of
which were symptomatic recurrences. The corresponding numbers for patients treated with

Fig 3. Risk of recurrence (solid line, estimate; dashed lines, limits of 95% CI) adjusted for age, mg/kg piperaquine or lumefantrine dose, gender, relapse
periodicity, baseline haemoglobin, and baseline parasitaemia comparing treatment with and without PQ in patients receiving (A) dihydroartemisininpiperaquine (p = 0.0933) or (B) artemether-lumefantrine (p < 0.001). Assumes zero effect from study site; p-values derived from Cox model. CI, confidence
interval; PQ, primaquine.
https://doi.org/10.1371/journal.pmed.1002928.g003
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AL were 109 patients with available data out of 158 patients with recurrence between day 7
and day 63, with 70 (64.2%) of these patients having symptomatic recurrence.
Because of the low number of recurrences after DP +/− PQ, a multivariable analysis assessing
the effect of day of recurrence on haemoglobin could not be undertaken. For patients treated
with AL +/− PQ, there was a nonsignificant increase in haemoglobin of 0.07 g/dL (95% CI
−0.06 to 0.20), p = 0.3130 for every 5 days that recurrence was delayed. When the analysis was
restricted to symptomatic recurrences, the mean haemoglobin at recurrence increased 0.13 g/
dL (95% CI 0.01–0.26) for every 5 days that recurrence was delayed (p = 0.0407) (S13 Table).

Discussion
In response to emerging resistance of P. vivax to chloroquine and the pragmatic advantages of
a universal treatment policy, some countries are recommending ACTs for all species of
malaria. Nevertheless, the optimal ACT for P. vivax remains unclear [10,11]. The pattern of
relapse following antimalarial treatment is determined by the elimination kinetics of the schizontocidal treatment. In this meta-analysis of data from more than 2,000 individual patients,
the risk of early vivax recurrence up to day 42 was 12.6-fold higher following AL than DP. This
difference was apparent despite 37.3% of patients receiving DP doses below those recommended for P. falciparum, with these patients having a 2.5-fold increased rate of recurrence
compared with those receiving a higher dose. However, by day 63, the risk of recurrence was
greater than 39.9% following treatment with either ACT. This suggests that the prolonged
half-life of piperaquine in DP may have only been delaying the time to the first patent relapse,
as reported previously in comparisons of rapidly and slowly eliminated antimalarial drugs
(quinine and mepacrine, artesunate and chloroquine) [2,44]. Coadministration of PQ was
associated with the greatest reduction in the risk of P. vivax recurrence, with an 80% reduction
following AL at day 42 and a 92% reduction following DP at day 63.
ACT is the recommended treatment for P. falciparum asexual stages [19]. Lumefantrine,
piperaquine, and mefloquine all have high antimalarial activity against P. vivax [26,45–48];
however, they differ markedly in their pharmacokinetic profiles. ACTs achieve their antimalarial effect through an initial rapid reduction in parasite biomass attributable to the short-acting but potent artemisinin derivative, with the subsequent removal of the remaining parasites
by the intrinsically less active but more slowly eliminated lumefantrine (terminal elimination
half-life of approximately 4 days) or piperaquine (terminal elimination half-life of 28–35 days)
[49–51]. After eradication of the asexual stages of the parasite from the peripheral blood,
patients who remain in an endemic area are at risk of reinfection or, following P. vivax, from
relapses from the liver-stage hypnozoites. Slowly eliminated ACT partner drugs exert a longer
post-treatment prophylactic effect than more rapidly eliminated partner drugs, and this is
reflected in both the rates and timing of reinfection and relapse [10]. The greater the risk of P.
vivax relapse or reinfection with either species, the more apparent is this prophylactic effect. In
our analysis, 70% of patients were followed for 42 days or less, and only 5% of patients were
followed beyond 63 days, preventing a comprehensive assessment of the comparative efficacies
of DP and AL on later recurrences. Hence, we were unable to determine whether the lower
rate of recurrence following DP was the result of a reduction in the total number of relapses or
merely due to a delay in the first relapse with a similar total number of relapses occurring after
blood drug concentrations fall below the minimum inhibitory concentration.
Following a large meta-analysis of patients with P. falciparum and confirmatory pharmacokinetic–pharmacodynamic analysis [20,21], WHO recommended that the total dose of piperaquine in patients with P. falciparum be increased from a lower cutoff of �48 mg/kg in all ages
to �60 mg/kg in children weighing <25 kg [19]. As yet, there are no guidelines on ACT dosing
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specifically for P. vivax, and thus, recommended doses are extrapolated from those derived for
P. falciparum [19]. To our knowledge, our analysis provides the first large-scale dosing assessment of AL and DP in patients with P. vivax. Only one patient treated with AL alone was given
a dose less than that recommended for P. falciparum, and there was no evidence that dosing
should be different in P. vivax. In contrast, almost 40% of patients treated with DP were underdosed with piperaquine compared with the updated dosing guidelines for P. falciparum. At
day 42, these patients were at 2.5-fold higher risk of recurrence compared with patients prescribed the dose recommended for P. falciparum. The effect of piperaquine dose was still
apparent at day 63, although this only reached statistical significance in patients < 25 kg, who
had a 2.3-fold higher risk of recurrence when underdosed. These results highlight the need for
patient-centred dosing to ensure individual patients receive an appropriate dose based on
body weight.
Although PQ has been used in conjunction with chloroquine for over 60 years, its combination with ACTs has been used only recently. Lumefantrine is an inhibitor of cytochrome P450
(CYP)2D6 in vitro [52,53], an enzyme considered responsible for biotransformation of PQ to
its active metabolites, and this has led to concerns that coadministration will reduce the efficacy of PQ [54]. PQ pharmacokinetics are related to CYP2D6 activity, regardless of whether
patients are treated with AL plus PQ, suggesting that any inhibition of CYP2D6 by lumefantrine is incomplete [55]. The current study is reassuring, demonstrating that coadministration
of PQ and AL results in an 80% reduction in the rate of recurrence by day 42. Although reduction in P. vivax following coadministration of DP and PQ did not reach statistical significance
at day 42, this was likely because of the relatively few recurrences at this time following DP
alone, because by day 63, the risk of recurrence was reduced by over 90%.
Our study has a number of limitations. Only 68% of potentially eligible patient records
were included in the analysis. There were some minor differences in age and sex between
included and targeted patient records; however, included studies were more recent and
included a more balanced sex distribution. Data for mg/kg dose were based on the study protocol rather than the number of tablets received in about one-third of patients. However, the
method of dose calculation was not a significant predictor of recurrence, and over 95% of
patients treated with DP alone had complete dosing data available, suggesting this is unlikely
to have impacted upon our analysis.
Analysis was restricted to patients with follow-up to day 42 or less for AL, but in 62% of
patients treated with DP, follow-up was available up to day 63. Comparison of recurrences
between two drugs’ regimens with markedly different pharmacokinetic profiles exerting different post-treatment prophylaxis within this time period therefore needs to be interpreted with
caution. Furthermore, admixture of new infections with relapses will be different with the two
drugs, and recrudescence, relapse, and reinfection were not separated in these studies. In a
post hoc analysis, a delay in the time to recurrence in patients treated with AL resulted in a
higher mean haemoglobin at the time of recurrence. Hence, even if DP is delaying rather than
preventing relapses, it likely offers a greater time for haematological recovery between the initial infection and the next recurrence and, thus, potential clinical benefits. Additional studies
are warranted to quantify the longer-term benefits of prolonged parasite prophylaxis on the
number of total relapses and cumulative risk of anaemia. Importantly, only two of the studies
included in our analysis compared AL and DP directly, and none of the studies compared AL
+ PQ and DP + PQ; thus, treatment was not randomised, potentially confounding the interpretation of the comparative efficacies and the effect of relapse periodicity. However, reassuringly, when the analysis was restricted to these two studies, the results remained consistent.
In summary, these findings suggest that early recurrence of P. vivax parasitaemia can be
reduced significantly in patients treated with DP compared with AL. Despite the relatively low
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risk of early recurrence with DP, over one-third of patients received a dose less than that recommended in the current P. falciparum treatment guidelines, and this was associated with an
increased risk of P. vivax recurrence. Although by day 63 there was a high risk of P. vivax
recurrence after both AL and DP, coadministration with PQ reduced this substantially. Our
findings support recommendations that ACTs should be combined with PQ and suggest that
in patients in which PQ is contraindicated, DP may provide early clinical benefits over AL
alone.
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Arjen M. Dondorp, Matthew J. Grigg, Georgina S. Humphreys, Jimee Hwang, Harin

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002928 October 4, 2019

17 / 21

Comparative efficacy of ACTs for P. vivax malaria

Karunajeewa, Moses Laman, Kartini Lidia, Brioni R. Moore, Ivo Mueller, Francois Nosten,
Ayodhia P. Pasaribu, Dhelio B. Pereira, Aung P. Phyo, Jeanne R. Poespoprodjo, Carol H.
Sibley, Kasia Stepniewska, Inge Sutanto, Guy Thwaites, Tran T. Hien, Nicholas J. White,
Timothy William, Charles J. Woodrow, Philippe J. Guerin, Ric N. Price.

References
1.

Price RN, von Seidlein L, Valecha N, Nosten F, Baird JK, White NJ. Global extent of chloroquine-resistant Plasmodium vivax: a systematic review and meta-analysis. Lancet Infect Dis. 2014; 14(10):982–
91. https://doi.org/10.1016/S1473-3099(14)70855-2 PMID: 25213732; PubMed Central PMCID:
PMC4178238.

2.

White NJ. Determinants of relapse periodicity in Plasmodium vivax malaria. Malar J. 2011; 10:297.
https://doi.org/10.1186/1475-2875-10-297 PMID: 21989376; PubMed Central PMCID: PMC3228849.

3.

Tarning J, Thana P, Phyo AP, Lwin KM, Hanpithakpong W, Ashley EA, et al. Population Pharmacokinetics and Antimalarial Pharmacodynamics of Piperaquine in Patients With Plasmodium vivax Malaria
in Thailand. CPT Pharmacometrics Syst Pharmacol. 2014; 3:e132. Epub 2014/08/28. https://doi.org/
10.1038/psp.2014.29 PMID: 25163024; PubMed Central PMCID: PMC4150927.

4.

Watson J, Chu CS, Tarning J, White NJ. Characterizing Blood-Stage Antimalarial Drug MIC Values In
Vivo Using Reinfection Patterns. Antimicrob Agents Chemother. 2018; 62(7). Epub 2018/04/18. https://
doi.org/10.1128/AAC.02476-17 PMID: 29661873; PubMed Central PMCID: PMC6021672.

5.

Sumawinata IW, Bernadeta, Leksana B, Sutamihardja A, Purnomo, Subianto B, et al. Very high risk of
therapeutic failure with chloroquine for uncomplicated Plasmodium falciparum and P. vivax malaria in
Indonesian Papua. Am J Trop Med Hyg. 2003; 68(4):416–20. Epub 2003/07/24. PMID: 12875290.

6.

Karunajeewa HA, Mueller I, Senn M, Lin E, Law I, Gomorrai PS, et al. A trial of combination antimalarial
therapies in children from Papua New Guinea. N Engl J Med. 2008; 359(24):2545–57. https://doi.org/
10.1056/NEJMoa0804915 PMID: 19064624.

7.

Ratcliff A, Siswantoro H, Kenangalem E, Wuwung M, Brockman A, Edstein MD, et al. Therapeutic
response of multidrug-resistant Plasmodium falciparum and P. vivax to chloroquine and sulfadoxinepyrimethamine in southern Papua, Indonesia. Trans R Soc Trop Med Hyg. 2007; 101(4):351–9. Epub
2006/10/10. https://doi.org/10.1016/j.trstmh.2006.06.008 PMID: 17028048; PubMed Central PMCID:
PMC2080856.

8.

Douglas NM, John GK, von Seidlein L, Anstey NM, Price RN. Chemotherapeutic strategies for reducing
transmission of Plasmodium vivax malaria. Adv Parasitol. 2012; 80:271–300. https://doi.org/10.1016/
B978-0-12-397900-1.00005-0 PMID: 23199490.

9.

Commons RJ, Simpson JA, Thriemer K, Humphreys GS, Abreha T, Alemu SG, et al. The effect of chloroquine dose and primaquine on Plasmodium vivax recurrence: a WorldWide Antimalarial Resistance
Network systematic review and individual patient pooled meta-analysis. Lancet Infect Dis. 2018. Epub
2018/07/24. https://doi.org/10.1016/S1473-3099(18)30348-7 PMID: 30033231.

10.

Douglas NM, Anstey NM, Angus BJ, Nosten F, Price RN. Artemisinin combination therapy for vivax
malaria. Lancet Infect Dis. 2010; 10(6):405–16. https://doi.org/10.1016/S1473-3099(10)70079-7 PMID:
20510281; PubMed Central PMCID: PMC3350863.

11.

World Health Organization. World Malaria Report 2017. Geneva: World Health Organization; 2017.

12.

Battle KE, Karhunen MS, Bhatt S, Gething PW, Howes RE, Golding N, et al. Geographical variation in
Plasmodium vivax relapse. Malar J. 2014; 13:144. https://doi.org/10.1186/1475-2875-13-144 PMID:
24731298; PubMed Central PMCID: PMC4021508.

13.

Douglas NM, Lampah DA, Kenangalem E, Simpson JA, Poespoprodjo JR, Sugiarto P, et al. Major burden of severe anemia from non-falciparum malaria species in Southern Papua: a hospital-based surveillance study. PLoS Med. 2013; 10(12):e1001575. https://doi.org/10.1371/journal.pmed.1001575
PMID: 24358031; PubMed Central PMCID: PMC3866090.

14.

Bassat Q. The use of artemether-lumefantrine for the treatment of uncomplicated Plasmodium vivax
malaria. PLoS Negl Trop Dis. 2011; 5(12):e1325. https://doi.org/10.1371/journal.pntd.0001325 PMID:
22216359; PubMed Central PMCID: PMC3246442.

15.

Douglas NM, Nosten F, Ashley EA, Phaiphun L, van Vugt M, Singhasivanon P, et al. Plasmodium vivax
recurrence following falciparum and mixed species malaria: risk factors and effect of antimalarial kinetics. Clin Infect Dis. 2011; 52(5):612–20. https://doi.org/10.1093/cid/ciq249 PMID: 21292666; PubMed
Central PMCID: PMC3060895.

16.

Commons RJ, Thriemer K, Humphreys G, Suay I, Sibley CH, Guerin PJ, et al. The Vivax Surveyor:
Online mapping database for Plasmodium vivax clinical trials. Int J Parasitol Drugs Drug Resist. 2017; 7

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002928 October 4, 2019

18 / 21

Comparative efficacy of ACTs for P. vivax malaria

(2):181–90. https://doi.org/10.1016/j.ijpddr.2017.03.003 PMID: 28384505; PubMed Central PMCID:
PMC5382033.
17.

WorldWide Antimalarial Resistance Network. Data Management and Statistical Analysis Plan v1.2.
Oxford: WorldWide Antimalarial Resistance Network; 2012 [cited 2017 Nov 29]. Available from: www.
wwarn.org/sites/default/files/ClinicalDMSAP.pdf.

18.

John GK, Douglas NM, von Seidlein L, Nosten F, Baird JK, White NJ, et al. Primaquine radical cure of
Plasmodium vivax: a critical review of the literature. Malar J. 2012; 11:280. https://doi.org/10.1186/
1475-2875-11-280 PMID: 22900786; PubMed Central PMCID: PMC3489597.

19.

World Health Organisation. Guidelines for the treatment of malaria. 3rd ed. Geneva: World Health
Organization; 2015.

20.

Hoglund RM, Workman L, Edstein MD, Thanh NX, Quang NN, Zongo I, et al. Population
Pharmacokinetic Properties of Piperaquine in Falciparum Malaria: An Individual Participant Data
Meta-Analysis. PLoS Med. 2017; 14(1):e1002212. https://doi.org/10.1371/journal.pmed.1002212
PMID: 28072872.

21.

WorldWide Antimalarial Resistance Network DPSG. The effect of dosing regimens on the antimalarial
efficacy of dihydroartemisinin-piperaquine: a pooled analysis of individual patient data. PLoS Med.
2013; 10(12):e1001564. https://doi.org/10.1371/journal.pmed.1001564 PMID: 24311989; PubMed
Central PMCID: PMC3848996.

22.

WorldWide Antimalarial Resistance Network. Statistical Analysis Plan: WWARN Vivax Recurrence
Study Group v0.2. Oxford: WorldWide Antimalarial Resistance Network; 2016 [cited 2017 Nov 29].
Available from: www.wwarn.org/tools-resources/statistical-analysis-plan.

23.

Tierney JF, Vale C, Riley R, Smith CT, Stewart L, Clarke M, et al. Individual Participant Data (IPD)
Meta-analyses of Randomised Controlled Trials: Guidance on Their Use. PLoS Med. 2015; 12(7):
e1001855. https://doi.org/10.1371/journal.pmed.1001855 PMID: 26196287; PubMed Central PMCID:
PMC4510878.

24.

Worldwide Antimalarial Resistance Network ALDISG. The effect of dose on the antimalarial efficacy of
artemether-lumefantrine: a systematic review and pooled analysis of individual patient data. Lancet
Infect Dis. 2015; 15(6):692–702. https://doi.org/10.1016/S1473-3099(15)70024-1 PMID: 25788162.

25.

Hasugian AR, Purba HL, Kenangalem E, Wuwung RM, Ebsworth EP, Maristela R, et al. Dihydroartemisinin-piperaquine versus artesunate-amodiaquine: superior efficacy and posttreatment prophylaxis
against multidrug-resistant Plasmodium falciparum and Plasmodium vivax malaria. Clin Infect Dis.
2007; 44(8):1067–74. Epub 2007/03/17. https://doi.org/10.1086/512677 PMID: 17366451; PubMed
Central PMCID: PMC2532501.

26.

Ratcliff A, Siswantoro H, Kenangalem E, Maristela R, Wuwung RM, Laihad F, et al. Two fixed-dose artemisinin combinations for drug-resistant falciparum and vivax malaria in Papua, Indonesia: an openlabel randomised comparison. Lancet. 2007; 369(9563):757–65. https://doi.org/10.1016/S0140-6736
(07)60160-3 PMID: 17336652; PubMed Central PMCID: PMC2532500.

27.

Phyo AP, Lwin KM, Price RN, Ashley EA, Russell B, Sriprawat K, et al. Dihydroartemisinin-piperaquine
versus chloroquine in the treatment of Plasmodium vivax malaria in Thailand: a randomized controlled
trial. Clin Infect Dis. 2011; 53(10):977–84. Epub 2011/10/18. https://doi.org/10.1093/cid/cir631 PMID:
22002979; PubMed Central PMCID: PMC3193831.

28.

Barber BE, William T, Grigg MJ, Menon J, Auburn S, Marfurt J, et al. A prospective comparative study
of knowlesi, falciparum, and vivax malaria in Sabah, Malaysia: high proportion with severe disease from
Plasmodium knowlesi and Plasmodium vivax but no mortality with early referral and artesunate therapy.
Clin Infect Dis. 2013; 56(3):383–97. https://doi.org/10.1093/cid/cis902 PMID: 23087389.

29.

Pasaribu AP, Chokejindachai W, Sirivichayakul C, Tanomsing N, Chavez I, Tjitra E, et al. A randomized
comparison of dihydroartemisinin-piperaquine and artesunate-amodiaquine combined with primaquine
for radical treatment of vivax malaria in Sumatera, Indonesia. J Infect Dis. 2013; 208(11):1906–13.
Epub 2013/08/09. https://doi.org/10.1093/infdis/jit407 PMID: 23926329; PubMed Central PMCID:
PMC3814843.

30.

Sutanto I, Tjahjono B, Basri H, Taylor WR, Putri FA, Meilia RA, et al. Randomized, open-label trial of primaquine against vivax malaria relapse in Indonesia. Antimicrob Agents Chemother. 2013; 57(3):1128–
35. Epub 2012/12/21. https://doi.org/10.1128/AAC.01879-12 PMID: 23254437; PubMed Central
PMCID: PMC3591862.

31.

Laman M, Moore BR, Benjamin JM, Yadi G, Bona C, Warrel J, et al. Artemisinin-naphthoquine versus
artemether-lumefantrine for uncomplicated malaria in Papua New Guinean children: an open-label randomized trial. PLoS Med. 2014; 11(12):e1001773. https://doi.org/10.1371/journal.pmed.1001773
PMID: 25549086; PubMed Central PMCID: PMC4280121.

32.

Lidia K, Dwiprahasto I, Kristin E. Therapeutic effects of dihydroartemisinin piperaquine versus chloroquine for uncomplicated vivax malaria in Kupang, East Nusa Tenggara, Indonesia. Int J Pharm Sci Rev
Res. 2015; 31(2):247–51.

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002928 October 4, 2019

19 / 21

Comparative efficacy of ACTs for P. vivax malaria

33.

Nelwan EJ, Ekawati LL, Tjahjono B, Setiabudy R, Sutanto I, Chand K, et al. Randomized trial of primaquine hypnozoitocidal efficacy when administered with artemisinin-combined blood schizontocides for
radical cure of Plasmodium vivax in Indonesia. BMC Med. 2015; 13:294. Epub 2015/12/15. https://doi.
org/10.1186/s12916-015-0535-9 PMID: 26654101; PubMed Central PMCID: PMC4676167.

34.

Thuan PD, Ca NT, Van Toi P, Nhien NT, Thanh NV, Anh ND, et al. A Randomized Comparison of Chloroquine Versus Dihydroartemisinin-Piperaquine for the Treatment of Plasmodium vivax Infection in Vietnam. Am J Trop Med Hyg. 2016; 94(4):879–85. Epub 2016/02/10. https://doi.org/10.4269/ajtmh.150740 PMID: 26856909; PubMed Central PMCID: PMC4824232.

35.

Chu CS, Phyo AP, Turner C, Win HH, Poe NP, Yotyingaphiram W, et al. Chloroquine Versus Dihydroartemisinin-Piperaquine With Standard High-dose Primaquine Given Either for 7 Days or 14 Days in Plasmodium vivax Malaria. Clin Infect Dis. 2018. Epub 2018/08/24. https://doi.org/10.1093/cid/ciy735
PMID: 30952158

36.

Grigg MJ, William T, Barber BE, Rajahram GS, Menon J, Schimann E, et al. Age-Related Clinical Spectrum of Plasmodium knowlesi Malaria and Predictors of Severity. Clin Infect Dis. 2018; 67(3):350–9.
Epub 2018/06/07. https://doi.org/10.1093/cid/ciy065 PMID: 29873683; PubMed Central PMCID:
PMC6051457.

37.

Poespoprodjo JR, Kenangalem E, Wafom J, Chandrawati F, Puspitasari AM, Ley B, et al. Therapeutic
Response to Dihydroartemisinin-Piperaquine for P. falciparum and P. vivax Nine Years after Its Introduction in Southern Papua, Indonesia. Am J Trop Med Hyg. 2018; 98(3):677–82. Epub 2018/01/19.
https://doi.org/10.4269/ajtmh.17-0662 PMID: 29345221; PubMed Central PMCID: PMC5850981.

38.

Awab GR, Pukrittayakamee S, Imwong M, Dondorp AM, Woodrow CJ, Lee SJ, et al. Dihydroartemisinin-piperaquine versus chloroquine to treat vivax malaria in Afghanistan: an open randomized, non-inferiority, trial. Malar J. 2010; 9:105. Epub 2010/04/23. https://doi.org/10.1186/1475-2875-9-105 PMID:
20409302; PubMed Central PMCID: PMC2864284.

39.

Abdallah TM, Ali AA, Bakri M, Gasim GI, Musa IR, Adam I. Efficacy of artemether-lumefantrine as a
treatment for uncomplicated Plasmodium vivax malaria in eastern Sudan. Malar J. 2012; 11:404. Epub
2012/12/12. https://doi.org/10.1186/1475-2875-11-404 PMID: 23217037; PubMed Central PMCID:
PMC3519545.

40.

Hwang J, Alemayehu BH, Reithinger R, Tekleyohannes SG, Takele T, Birhanu SG, et al. In vivo efficacy
of artemether-lumefantrine and chloroquine against Plasmodium vivax: a randomized open label trial in
central Ethiopia. PLoS ONE. 2013; 8(5):e63433. https://doi.org/10.1371/journal.pone.0063433 PMID:
23717423; PubMed Central PMCID: PMC3661577.

41.

Abreha T, Hwang J, Thriemer K, Tadesse Y, Girma S, Melaku Z, et al. Comparison of artemether-lumefantrine and chloroquine with and without primaquine for the treatment of Plasmodium vivax infection in
Ethiopia: A randomized controlled trial. PLoS Med. 2017; 14(5):e1002299. https://doi.org/10.1371/
journal.pmed.1002299 PMID: 28510573; PubMed Central PMCID: PMC5433686.

42.

Daher A, Pereira D, Lacerda MVG, Alexandre MAA, Nascimento CT, Alves de Lima ESJC, et al. Efficacy and safety of artemisinin-based combination therapy and chloroquine with concomitant primaquine to treat Plasmodium vivax malaria in Brazil: an open label randomized clinical trial. Malar J. 2018;
17(1):45. Epub 2018/01/25. https://doi.org/10.1186/s12936-018-2192-x PMID: 29361939; PubMed
Central PMCID: PMC5782374.

43.

Ley B, Alam MS, Thriemer K, Hossain MS, Kibria MG, Auburn S, et al. G6PD Deficiency and Antimalarial Efficacy for Uncomplicated Malaria in Bangladesh: A Prospective Observational Study. PLoS ONE.
2016; 11(4):e0154015. https://doi.org/10.1371/journal.pone.0154015 PMID: 27128675; PubMed Central PMCID: PMC4851315.

44.

Chu CS, Phyo AP, Lwin KM, Win HH, San T, Aung AA, et al. Comparison of the Cumulative Efficacy
and Safety of Chloroquine, Artesunate, and Chloroquine-Primaquine in Plasmodium vivax Malaria. Clin
Infect Dis. 2018. Epub 2018/06/12. https://doi.org/10.1093/cid/ciy319 PMID: 29889239.

45.

Chaorattanakawee S, Lon C, Chann S, Thay KH, Kong N, You Y, et al. Measuring ex vivo drug susceptibility in Plasmodium vivax isolates from Cambodia. Malar J. 2017; 16(1):392. Epub 2017/10/02.
https://doi.org/10.1186/s12936-017-2034-2 PMID: 28964258; PubMed Central PMCID: PMC5622433.

46.

Marfurt J, Chalfein F, Prayoga P, Wabiser F, Wirjanata G, Sebayang B, et al. Comparative ex vivo activity of novel endoperoxides in multidrug-resistant Plasmodium falciparum and P. vivax. Antimicrob
Agents Chemother. 2012; 56(10):5258–63. Epub 2012/08/02. https://doi.org/10.1128/AAC.00283-12
PMID: 22850522; PubMed Central PMCID: PMC3457353.

47.

Aguiar AC, Pereira DB, Amaral NS, De Marco L, Krettli AU. Plasmodium vivax and Plasmodium falciparum ex vivo susceptibility to anti-malarials and gene characterization in Rondonia, West Amazon, Brazil.
Malar J. 2014; 13:73. Epub 2014/03/04. https://doi.org/10.1186/1475-2875-13-73 PMID: 24581308;
PubMed Central PMCID: PMC3945814.

48.

Russell B, Chalfein F, Prasetyorini B, Kenangalem E, Piera K, Suwanarusk R, et al. Determinants of in
vitro drug susceptibility testing of Plasmodium vivax. Antimicrob Agents Chemother. 2008; 52(3):1040–

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002928 October 4, 2019

20 / 21

Comparative efficacy of ACTs for P. vivax malaria

5. Epub 2008/01/09. https://doi.org/10.1128/AAC.01334-07 PMID: 18180357; PubMed Central PMCID:
PMC2258486.
49.

Ezzet F, van Vugt M, Nosten F, Looareesuwan S, White NJ. Pharmacokinetics and pharmacodynamics
of lumefantrine (benflumetol) in acute falciparum malaria. Antimicrob Agents Chemother. 2000; 44
(3):697–704. Epub 2000/02/19. https://doi.org/10.1128/aac.44.3.697-704.2000 PMID: 10681341;
PubMed Central PMCID: PMC89749.

50.

Tarning J, Lindegardh N, Annerberg A, Singtoroj T, Day NP, Ashton M, et al. Pitfalls in estimating piperaquine elimination. Antimicrob Agents Chemother. 2005; 49(12):5127–8. Epub 2005/11/24. https://doi.
org/10.1128/AAC.49.12.5127-5128.2005 PMID: 16304183; PubMed Central PMCID: PMC1315981.

51.

Hung TY, Davis TM, Ilett KF, Karunajeewa H, Hewitt S, Denis MB, et al. Population pharmacokinetics
of piperaquine in adults and children with uncomplicated falciparum or vivax malaria. Br J Clin Pharmacol. 2004; 57(3):253–62. Epub 2004/03/05. https://doi.org/10.1046/j.1365-2125.2003.02004.x PMID:
14998421; PubMed Central PMCID: PMC1884452.

52.

White NJ, van Vugt M, Ezzet F. Clinical pharmacokinetics and pharmacodynamics and pharmacodynamics of artemether-lumefantrine. Clin Pharmacokinet. 1999; 37(2):105–25. Epub 1999/09/25. https://
doi.org/10.2165/00003088-199937020-00002 PMID: 10496300.

53.

Novartis. Coartem: full prescribing information. Basel, Switzerland: Novartis; 2015 [cited 2018 Oct 17].
Available from: https://www.pharma.us.novartis.com/sites/www.pharma.us.novartis.com/files/coartem.
pdf.

54.

Alving AS, Arnold J, Hockwald RS, Clayman CB, Dern RJ, Beutler E, et al. Potentiation of the curative
action of primaquine in vivax malaria by quinine and chloroquine. J Lab Clin Med. 1955; 46(2):301–6.
PMID: 13242948.

55.

Goncalves BP, Pett H, Tiono AB, Murry D, Sirima SB, Niemi M, et al. Age, Weight, and CYP2D6 Genotype Are Major Determinants of Primaquine Pharmacokinetics in African Children. Antimicrob Agents
Chemother. 2017; 61(5). Epub 2017/03/16. https://doi.org/10.1128/AAC.02590-16 PMID: 28289025;
PubMed Central PMCID: PMC5404566.

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1002928 October 4, 2019

21 / 21

