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ABSTRACT 

  

World Health Organization (WHO) in 2011, They generally recommended the parenteral administration of 

artesunate in preference to quinine as first‐line treatment for people with severe malaria. Prior to this 

recommendation different countries, In Africa, They use artemether, an alternative artemisinin derivative. This 

study is used to assess the efficacy and safety of intramuscular artemether versus any other parenteral 

medication in the treatment of severe malaria in adults and children. 
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INTRODUCTION 

 

Malaria: -  

Malaria is a disease caused by a parasite. The parasite is spread to humans through the bites of infected mosquitoes. 

People who have malaria usually feel very sick with a high fever and shaking chills.While the disease is uncommon in 

temperate climates, malaria is still common in tropical and subtropical countries
1
. Each year nearly 290 million people 

are infected with malaria, and more than Protective clothing, bed nets and insecticides can protect you while traveling. 

You also can take preventive medicine before, during and after a trip to a high-risk area. Many malaria parasites have 

developed resistance to common drugs used to treat the disease.
2,3 

 

Symptoms of Malaria
5
: - 

 

 Fever 

 Chills 

 General feeling of discomfort 

 Headache 

 Nausea and vomiting 

 Diarrhea 

 Abdominal pain 

 Muscle or joint pain 

 Fatigue 

 Rapid breathing 

 Rapid heart rate 

 Cough 

 

Some people who have malaria experience cycles of malaria "attacks." An attack usually starts with shivering and 

chills, followed by a high fever, followed by sweating and a return to normal temperature. Malaria signs and symptoms 

typically begin within a few weeks after being bitten by an infected mosquito. However, some types of malaria parasites 

can lie dormant in your body for up to a year
6
. 
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Causes of malaria
7
 

 
 

Malaria transmission cycle:
8,9 

Malaria is caused by a single-celled parasite of the genus plasmodium. The parasite is transmitted to humans most 

commonly through mosquito bites. 

 

 Uninfected mosquito. A mosquito becomes infected by feeding on a person who has malaria. 

 Transmission of parasite. If this mosquito bites you in the future, it can transmit malaria parasites to you. 

 In the liver. Once the parasites enter your body, they travel to your liver — where some types can lie dormant for 

as long as a year. 

 Into the bloodstream. When the parasites mature, they leave the liver and infect your red blood cells. This is 

when people typically develop malaria symptoms. 

 On to the next person. If an uninfected mosquito bites you at this point in the cycle, it will become infected with 

your malaria parasites and can spread them to the other people it bites. 

 

Other modes of transmission
10 

Because the parasites that cause malaria affect red blood cells, people can also catch malaria from exposure to infected 

blood, including: 

 

 From mother to unborn child 

 Through blood transfusions 

 By sharing needles used to inject drugs 

 

Risk factors
11 

The greatest risk factor for developing malaria is to live in or to visit areas where the disease is common. These include 

the tropical and subtropical regions of: 

 

 Sub-Saharan Africa 

 South and Southeast Asia 

 Pacific Islands 

 Central America and northern South America 

 

The degree of risk depends on local malaria control, seasonal changes in malaria rates and the precautions you take to 

prevent mosquito bites. 

 

Risks of more-severe disease
12 

People at increased risk of serious disease include: 

 Young children and infants 

 Older adults 
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 Travelers coming from areas with no malaria 

 Pregnant women and their unborn children 

 

Complications
13 

Malaria can be fatal, particularly when caused by the plasmodium species common in Africa. The World Health 

Organization estimates that about 94% of all malaria deaths occur in Africa — most commonly in children under the 

age of 5. 

 

Malaria deaths are usually related to one or more serious complications, including: 

 

 Cerebral malaria. If parasite-filled blood cells block small blood vessels to your brain (cerebral malaria), 

swelling of your brain or brain damage may occur. Cerebral malaria may cause seizures and coma. 

 Breathing problems. Accumulated fluid in your lungs (pulmonary edema) can make it difficult to breathe. 

 Organ failure. Malaria can damage the kidneys or liver or cause the spleen to rupture. Any of these conditions 

can be life-threatening. 

 Anemia. Malaria may result in not having enough red blood cells for an adequate supply of oxygen to your 

body's tissues (anemia). 

 Low blood sugar. Severe forms of malaria can cause low blood sugar (hypoglycemia), as can quinine — a 

common medication used to combat malaria. Very low blood sugar can result in coma or death. 

Prevention
14 

If you live in or are traveling to an area where malaria is common, take steps to avoid mosquito bites. 

Mosquitoes are most active between dusk and dawn. To protect yourself from mosquito bites, you should: 

 Cover your skin. Wear pants and long-sleeved shirts. Tuck in your shirt, and tuck pant legs into socks. 

 Apply insect repellent to skin. Use an insect repellent registered with the Environmental Protection Agency on 

any exposed skin. These include repellents that contain DEET, picaridin, IR3535, oil of lemon eucalyptus 

(OLE), para-menthane-3,8-diol (PMD) or 2-undecanone. Do not use a spray directly on your face. Do not use 

products with OLE or PMD on children under age 3. 

 Apply repellent to clothing. Sprays containing permethrin are safe to apply to clothing. 

 Sleep under a net. Bed nets, particularly those treated with insecticides, such as permethrin, help prevent 

mosquito bites while you are sleeping. 

 

Preventive medicine
15,16 

If you'll be traveling to a location where malaria is common, talk to your doctor a few months ahead of time about 

whether you should take drugs before, during and after your trip to help protect you from malaria parasites. In general, 

the drugs taken to prevent malaria are the same drugs used to treat the disease. What drug you take depends on where 

and how long you are traveling and your own health. 

 

Vaccine
17 

The World Health Organization has recommended a malaria vaccine for use in children who live in countries with high 

numbers of malaria cases.Researchers are continuing to develop and study malaria vaccines to prevent infection 

 

Artemether
18,19

: - 

Artemether is an antimalarial agent for the treatment of uncomplicated acute malaria. For enhanced efficacy, it is given 

in combination with lumefantrine. This combination therapy exerts its effects against Plasmodium spp. erythrocytic 

stages. It can be used to treat infections caused by P. falciparum and unidentified species of Plasmodium, including 

chloroquine-resistant infections. 

 

This medicine is used to treat adults and kids with malaria. In this prescription, the two ingredients belong to a class of 

drugs known as antimalarials. Malaria is an infection caused by mosquito bites acquired in regions of the world where 

malaria is prevalent while travelling or living. Parasites of malaria enter the body and reside in tissues in the body, such 

as red blood cells or the liver. This drug is used to destroy the parasites of malaria that reside within red blood cells. In 

some cases, in order to kill the malaria parasites living in the liver, you will need to take a different drug (such as 

primaquine). Both treatments may be appropriate for a full cure and to prevent infection from returning (relapse). For 

the prevention of malaria, this substance is not used. 

 

Artemether Side Effects
20

: 

 Headache 
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 Dizziness 

 Loss of appetite 

 Weakness 

 Fever 

 Chills 

 Abdominal pain 

 Cough 

 Trouble sleeping 

 

Some of the serious side effects of Artemether are
21

: 

 Rash 

 Itching/ swelling 

 Severe dizziness 

 Trouble breathing 

 If you have any of these serious symptoms immediately contact the doctor for further assistance. In any case, due 

to Artemether if you get any kind of reactions in the body try avoiding it. 

 A doctor advised you to take the medicines by seeing the problems and the benefits of this medicine are greater 

than the side effects. Majority of the people who use this medicine don’t show any side effects. Get medical help 

immediately if you get any serious Artemether side effects. 

 

Precautions
22

: 

Before taking Artemether talk with the doctor if you are allergic to it or any other medications. The product may contain 

some inactive ingredients which can cause some serious problems. Before using Artemether talk with the doctor if you 

are having any medical history such as: 

 

 Kidney problems 

 Liver problems 

 Stomach disease 

 Ulcers 

 

How to take Artemether
23

? 

Take this medicine orally, with food, just as your doctor has prescribed it. Usually, this drug is taken twice a day for 3 

days with a meal (6 doses), or as instructed by your doctor. Take the first dose of food on the first day of therapy, 

followed 8 hours later by your second dose. Then you can take one dose in the morning and one dose in the evening per 

day for the next 2 days. With food or milk, infant formula, pudding, porridge, or broth, it is necessary to take every dose 

of this drug. Food helps function well with this drug. If you are not able to eat, tell your doctor. With food or milk, 

infant formula, pudding, porridge, or broth, it is necessary to take every dose of this drug. Food helps function well with 

this drug. If you are not able to eat, tell your doctor. 

 

Missed Dose
24

: 

 Missing one or two-dose of Artemether won’t show any effect on the body. The skipped dose causes no 

problem. But with some medication, it won’t work if you don’t take the dosage on time. If you miss a dose some 

sudden chemical change may affect your body. In some cases, your doctor would advise you to take the 

prescribed medicine as soon as possible if you have missed the dose. 

 

Overdose
25

: 

 Overdose of a drug can be accidental. If you have taken more than the prescribed Artemether tablets there is a 

chance of getting a harmful effect on your body’s functions. Overdose of a medicine can lead to some medical 

emergency. 

 Interactions: 

 Drug interactions can affect the working of the drugs or increase the risk of serious side effects. Not all potential 

drug interactions are included in this paper. Keep a list and share it with the doctor and pharmacist of all the 

medications you use (including prescription/nonprescription medicines and herbal products). Do not start, stop, 

or change the dosage of any drug without being treated by the doctor. 

 Before the treatment with artemether/lumefantrine, be sure to tell your doctor about any drugs you take for 

malaria. Within one month of treatment with artemether/lumefantrine, certain antimalarial medications (such as 

halofantrine) should not be used. A severe (possibly fatal) association with drugs can occur in some cases. 
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Storage
26

: 

 Direct contact with heat, air and light may damage your medicines. The exposure of medicine may cause some 

harmful effects. The medicine must be kept in a safe place and out of children’s reach. 

 Mainly the drug should be kept at room temperature between 68ºF and 77ºF (20ºC and 25ºC). 

 Before taking Artemether consult your Doctor. In case if you face any problems or get anyside effects after 

taking Artemether rush immediately to your nearby hospital or consult your doctor for better treatment. Carry 

your medications always in your bag while travelling to avoid any immediate emergencies. Follow your 

prescription and follow your Doctor advice whenever you take Artemether. 

 

Artemether vs Artesunate
28

: 

 
Artemether Artesunate 

Artemether is an antimalarial agent for the treatment of 

uncomplicated acute malaria. For enhanced efficacy, it 

is given in combination with lumefantrin. 

Artesunate is indicated for the initial treatment of moderate 

malaria. Artesunate is recommended by the World Health 

Organization for first-line treatment of severe malaria. 

This medicine is used to treat adults and kids with 

malaria. In this prescription, the two ingredients belong 

to a class of drugs known as antimalarials. 

Artesunate is used for the treatment of malaria. 

Some of the common side effects of Artemether are: 

 Headache 

 Dizziness 

 Loss of appetite 

 Weakness 

 Fever 

Some of the common side effects of Artesunate are: 

 Loss of appetite 

 Dizziness 

 Nausea 

 Diarrhea 

 Hives 

 Rash 

 

CONCLUSIONS 

 

This review represents about malaria causes, side effects as well as treatment of malaria. In this review they gave 

detailing on the treatment of malaria by artemether with their different advantages as well as dosing of drug in 

treatment.  
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