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ABSTRACT
Background and Objective: Malaria remains a leading cause of morbidity and mortality in Sub-Saharan
Africa, disproportionately affecting pregnant women and children under five. Locally specific prevalence
data are essential to guide targeted control and elimination strategies. This study aimed to determine the
prevalence of malaria infection among these high-risk groups attending healthcare facilities in Hong Local
Government  Area,  Nigeria.  Materials  and  Methods:  A  cross-sectional  study  was  conducted  among
427 pregnant women and 399 children aged #5 years across three healthcare facilities. Malaria infection
was diagnosed using rapid diagnostic tests and confirmed with Giemsa-stained blood smear microscopy.
Sociodemographic and clinical data were collected, and associations with malaria infection were evaluated
using Chi-square tests. Statistical significance was set at p<0.05. Results: Overall malaria prevalence was
29.5% (126/427) in pregnant women and 24.8% (99/399) in children. Among pregnant women, infection
was highest in the 22-26-year age group (29.4%) and during the first trimester at the tertiary facility
(40.6%), though no significant associations were observed with maternal age (χ2 = 3.21, p = 0.52) or
gestational age. In children, prevalence increased with age, from 17.5% in neonates to 25.9% in toddlers
(1-5 years), with no significant differences by age or gender. Facility-level comparisons revealed the
highest mean malaria positivity at the tertiary hospital (27.5%), followed by Banshika (26.7%) and Hildi
(25.4%). Conclusion: Malaria infection remains prevalent among pregnant women and young children
in the study area, reflecting persistent gaps in preventive measures. Strengthened, facility-based
interventions-including routine screening during antenatal and pediatric visits, improved access to
chemoprevention, and community-targeted education-are urgently needed to reduce transmission and
protect these vulnerable populations.
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INTRODUCTION
Malaria remains a major public health challenge in Sub-Saharan Africa, disproportionately affecting
vulnerable populations such as pregnant women and children under five1. In Nigeria, malaria accounted
for 17.2% of deaths and 29.1% of outpatient consultations in 2021, with children under five and pregnant 
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women bearing a particularly high burden1,2. Hospital admissions due to malaria represented 40.1%
among children under five and 22.5% among pregnant women in the same year, highlighting the ongoing
impact of the disease despite population growth2.

Over the past two decades, significant progress in malaria control has been achieved globally through a
combination of vector control strategies and effective treatment regimens3. Insecticide-treated nets (ITNs)
and other preventive measures have contributed to substantial reductions in malaria morbidity and
mortality4. However, Sub-Saharan Africa remains highly vulnerable, accounting for the majority of global
malaria  cases  and  deaths3.  In  2023,  malaria  caused  approximately  597,000  deaths  worldwide,  with
263 million new cases reported; Africa accounted for 94% of cases and 95% of deaths, with Nigeria alone
responsible for 25% of cases and 30% of deaths5,6. Notably, 39.3% of malaria deaths in Nigeria occurred
among children under five7.

In response, the Nigerian National Malaria Control Programme (NMCP), in collaboration with multiple
stakeholders, has implemented a multifaceted strategy targeting malaria prevention and treatment. Key
interventions include mass distribution of free ITNs during campaigns and antenatal clinic visits, seasonal
malaria chemoprevention (SMC) for children aged 3-59 months in high-transmission regions, and free or
subsidized treatment for malaria among children under five and the broader population6,8,9. Mass ITN
campaigns launched in 2011 and reinforced in 2015 and 2019 have relied primarily on pyrethroid-treated
nets. However, the effectiveness of these interventions is increasingly threatened by rising insecticide
resistance in Anopheles mosquito populations, as well as challenges in sustaining high coverage and
consistent use of preventive measures10,11.

Despite these control efforts, malaria continues to pose a serious health risk to pregnant women and
young children, particularly in endemic regions such as Northeastern Nigeria. High prevalence rates in
these groups not only increase morbidity and mortality but also contribute to adverse pregnancy
outcomes, including maternal anaemia, low birth weight, and preterm delivery12,13. Similarly, malaria in
children under five is associated with severe anaemia, impaired cognitive development, and elevated risk
of death14,15. The persistence of malaria in these vulnerable populations underscores the urgent need for
enhanced surveillance, strengthened facility-based interventions, and targeted community education to
mitigate transmission and improve health outcomes.

Given this context, the present study aimed to assess malaria prevalence among pregnant women and
children under five attending healthcare facilities across Hong Local Government Area, Nigeria. The
findings provide critical, locally relevant data to guide more effective malaria prevention and control
strategies in these high-risk groups.

MATERIALS AND METHODS
Study area: The study was conducted at Adamawa State College of Education Hong, situated in the Hong
Local Government area of Adamawa State, where the local government headquarters is also located. This
region falls under the Adamawa Central Senatorial District and the Gombi/Hong Federal Constituency.
Geographically, Hong is positioned at approximately 100E09’44"N and 12E00’44"E.

Ethics statement: The research was performed in accordance with the ethical standards outlined in the
Declaration of Helsinki and approved by the Adamawa State Ministry of Health Research Ethics Committee
(ADHREC 15/10/2024/045), and written informed consent was obtained from each participant. Informed
consent has also been obtained from a parent and/or legal guardian for participants below 16. The clinical
trial number is not applicable in this study.
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Study design: This investigation employed a cross-sectional framework, conducted across three (3)
primary healthcare facilities-including General Hospital Hong, Banshika Primary Healthcare (PHC) and Hildi
Clinic strategically situated within four administrative wards of Hong Local Government Area, Adamawa
State. It was carried out at the peak period of malaria prevalence (September to October 2025). The facility
selection ensured geographic representation to evaluate region-specific alignment with Nigeria’s public
health objectives for evidence-based intervention planning in semi-urban and rural zones. The sample size
for each facility was determined using the Krejcie and Morgan15 sample size formula for finite
populations16. The total sample size comprised 427 pregnant women and 399 children under five across
the 3-health (PHC Hildi: 108, PHC Banshika: 118, and General Hospital Hong: 201) and 399 children under
five ( PHC Hildi: 127, PHCC Banshika: 113, and General Hospital Hong: 270).

Rapid diagnostic test (RDT): Malaria infection was assessed using the CareStart Malaria HRP2 Rapid
Diagnostic Test, which detects Plasmodium falciparum histidine-rich protein 2 (PfHRP2), among children
under five years of age. The test was performed according to the manufacturer’s instructions17,18. Briefly,
5 µL of capillary blood obtained via sterile finger prick was applied to the sample well of the test cassette,
followed by the addition of assay buffer. Results were read after 15-20 minutes. The presence of both
control and test lines indicated a positive result, while the presence of only the control line indicated a
negative result. Tests without a visible control line were considered invalid and repeated. According to
manufacturer reports and independent field evaluations, the CareStart™ PfHRP2 RDT demonstrates
sensitivity greater than 95% and specificity above 90% at parasite densities $100 parasites/µL (Access Bio,
2015; World Health Organization [WHO], 2023). Quality control measures included storage of RDT kits at
recommended temperatures (4-30EC), monitoring of expiry dates, use of desiccants to prevent moisture
damage, and periodic cross-checking of 10% of RDT results with microscopy findings. All procedures were
conducted in accordance with standard malaria diagnostic guidelines outlined by the World Health
Organization19.

For pregnant women, capillary blood (5 µL) was also collected via sterile finger prick for confirmatory
microscopy. Thick and thin blood smears were prepared on clean, grease-free slides, air-dried, and stained
with 10% Giemsa solution following WHO-recommended protocols19. Microscopic examination was
performed under oil immersion using a 100× objective lens (1000× total magnification). Thick smears were
used to determine parasite presence and density, while thin smears were used for species identification.
A malaria-positive result was defined as the detection of one or more asexual stages of Plasmodium
parasites on microscopy. For quality assurance, each slide was independently examined by two
experienced microscopists, and discordant results were resolved by a third reader. A minimum of 100
high-power fields was examined before declaring a slide negative19.

Data analysis procedures: Data were entered and cleaned using Microsoft Excel (Microsoft Corp., USA)
and exported to IBM SPSS Statistics (IBM Corporation, USA) for statistical analysis. Descriptive statistics
were computed to determine frequencies and percentages of malaria infection among pregnant women
and children under five years across the three health facilities. The Chi-square (χ²) test of independence
was used to examine associations between malaria infection status (positive/negative) and categorical
variables, including maternal age group, gestational age (trimester), child age group, gender, and health
facility. Cohen’s kappa (κ) coefficient was calculated to assess agreement between Rapid Diagnostic Test
(RDT)  results  and  microscopy  findings.  Statistical  significance  was  set  at  p<0.05,   and  all  tests  were
two-tailed.

RESULTS
Malaria infection prevalence in General Hospital Hong: A total of 201 pregnant women were examined
at General Hospital Hong, of whom 69 (34.3%) tested positive for malaria. Malaria prevalence varied across
age  groups,  with higher proportions observed among women aged 22-26 years (29.0%) and #21 years
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Table 1: Malaria prevalence in pregnant women by age group (General Hospital Hong)
Variable Total examined (%) Positive (%) Negative (%) χ2 , p-value
#21 40 (19.9) 18 (26.1) 22 (16.7) χ2 = 3.21, p = 0.52 (NS)
22-26 55 (27.4) 20 (29.0) 35 (26.5)
27-31 50 (24.9) 15 (21.7) 35 (26.5)
32-36 35 (17.4) 10 (14.5) 25 (18.9)
37 above 21 (10.4) 6 (8.7) 15 (11.4)
Total 201 (100.0) 69 (34.3) 132 (65.7)
χ2: Chi-square test of independence, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 2: Malaria prevalence in pregnant women by gestational age (General Hospital Hong)
Variable/Trimester Total examined (%) Positive (%) Negative (%) χ2 , p-value
First trimester 60 (29.9) 28 (40.6) 32 (24.2) χ2 = 4.12, p = 0.13 (NS)
Second trimester 95 (47.3) 30 (43.5) 65 (49.2)
Third trimester 46 (22.9) 11 (15.9) 35 (26.5)
Total 201 (100.0) 69 (34.3) 132 (65.7)
Trimester classification: First (#13 weeks), Second (14-27 weeks), Third ($28 weeks). χ2: Chi-square test, p: Probability value, NS: Not
statistically significant. Statistical significance was set at p<0.05

Table 3: Malaria infection rates by age group among children #5 years (General Hospital Hong)
Age group Total examined (%) Positive (%) Negative (%) χ2 , p-value
Neonates (1-28 days) 15 (9.4) 2 (6.9) 13 (10.0) χ2 = 1.42, p = 0.49 (NS)
Infants (29-12 months) 50 (31.4) 8 (27.6) 42 (32.3)
Toddlers (1-5 years) 94 (59.1) 19 (65.5) 75 (57.7)
Total 159 (100) 29 (18.2) 130 (81.8)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 4: Prevalence of malaria infection by gender among children #5 years (General Hospital Hong)
Gender Total examined (%) Positive (%) Negative (%) χ2, p-value
Male 84 (52.8) 15 (51.7) 69 (52.7) χ2 = 0.03, p = 0.86 (NS)
Female 75 (47.2) 14 (48.3) 61 (47.3)
Total 159 (100) 29 (18.2) 130 (81.8)
χ2 = Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

(26.1%), and lower prevalence among women aged $37 years (8.7%). However, maternal age was not
significantly associated with malaria infection (χ2 = 3.21, p = 0.52), Table 1. By gestational age, malaria
prevalence was highest in the first trimester (40.6%) and lowest in the third trimester (15.9%), with no
statistically significant association detected (χ2 = 4.12, p = 0.13), as shown in Table 2.

Among 159 children aged #5 years in Table 3, 29 (18.2%) tested positive for malaria. Infection prevalence
increased with age, from 13.3% in neonates to 20.2% among toddlers aged 1-5 years, though this trend
was not statistically significant (χ2 = 1.42, p = 0.49). Malaria prevalence was comparable between males
(17.9%) and females (18.7%), with no significant gender difference (χ2 = 0.03, p = 0.86), Table 4.

Malaria infection prevalence in Banshika Primary Health Care (PHC): About 108 pregnant women
were assessed, with 28 (25.9%) testing positive for malaria. Higher prevalence was observed among
women aged #21 years (31.8%) and 22-26 years (30.0%), while lower prevalence occurred among women
aged $32 years. Maternal age showed no significant association with malaria infection (χ2 . 1.26, p . 0.87),
as shown in Table 5. Malaria prevalence by gestational age ranged from 22.7% to 31.3%, with no
statistically significant difference across trimesters (χ2 . 0.72, p . 0.70) Table 6.

Among 113 children aged #5 years, 34 (30.1%) were malaria-positive. Prevalence was highest among
infants (35.0%), followed by toddlers aged 1-5 years (28.6%) and neonates (20.0%), with no significant
association between age group and malaria infection (χ2 = 1.01, p = 0.60) Table 7. Malaria prevalence did
not differ significantly between males (33.3%) and females (26.4%) (χ2 = 0.35, p = 0.55) Table 8.

https://doi.org/10.21124/tbs.2026.219.227  |                 Page 222



Trends Biol. Sci., 2 (2): 219-227, 2026

Table 5: Malaria prevalence in pregnant women by age group (Banshika)
Variable Total examined (%) Positive (%) Negative (%) χ2 , pvalue
#21 22 (20.4) 7 (31.8) 15 (68.2) χ2 . 1.26, df = 4, p . 0.867
22-26 30 (27.8) 9 (30.0) 21 (70.0)
27-31 27 (25.0) 6 (22.2) 21 (77.8)
32-36 19 (17.6) 4 (21.1) 15 (78.9)
37 above 10 (9.3) 2 (20.0) 8 (80.0)
Total 108 (100) 28 (25.9) 80 (74.1)
χ2: Chi-square test, p: Probability value, df: Degrees of freedom, NS: Not statistically significant. Statistical significance was set at
p<0.05

Table 6: Malaria prevalence in pregnant women by gestational age (Banshika)
Variable/Trimester Total examined (%) Positive (%) Negative (%) χ2 , pvalue
First trimester 32 (29.6) 10 (31.3) 22 (68.7) χ2 . 0.72, df = 2, p . 0.696
Second trimester 44 (40.7) 10 (22.7) 34 (77.3)
Third trimester 32 (29.6) 8 (25.0) 24 (75.0)
Total 108 (100) 28 (25.9) 80 (74.1)
Trimester  classification:  First  (#13  weeks),  Second  (14-27  weeks),  Third  ($28  weeks).  χ2:  Chi-square  test,  p:  Probability  value,
df: Degrees of freedom, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 7: Malaria infection rates by age group among children #5 years (Banshika)
Age groups Total examined (%) Positive (%) Negative (%) χ2, pvalue
Neonates (1-28 days) 10 (8.8) 2 (20.0) 8 (80.0) χ2 = 1.01, p = 0.60 (NS)
Infants (29-12 months) 40 (35.4) 14 (35.0) 26 (65.0)
Toddler 1-5 years old 63 (55.8) 18 (28.6) 45 (71.4)
Total 113 (100) 34 (30.1) 79 (69.9)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 8: Prevalence of malaria infection by gender among children #5 years (Banshika)
Age groups Total examined (%) Positive (%) Negative (%) χ2 , p-value
Male 60 (53.1) 20 (33.3) 40 (66.7) χ2 = 0.35, p = 0.55 (NS)
Female 53 (46.9) 14 (26.4) 39 (73.6)
Total 113 (100) 34 (30.1) 79 (69.9)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 9: Malaria prevalence in pregnant women by age group (Hildi Clinic)
Age group Total examined (%) Positive (%) Negative (%) χ2, p-value
#21 22 (18.6) 7 (24.1) 15 (16.9) χ2 = 0.95, p = 0.92 (NS)
22-26 33 (28.0) 8 (27.6) 25 (28.1)
27-31 30 (25.4) 6 (20.7) 24 (27.0)
32-36 20 (16.9) 5 (17.2) 15 (16.9)
37 above 13 (11.0) 3 (10.3) 10 (11.2)
Total 118 (100) 29 (24.6) 89 (75.4)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 10: Malaria prevalence in pregnant women by gestational age (Hildi Clinic)
Trimester Total examined (%) Positive (%) Negative (%) χ2, p-value
First trimester 40 (33.9) 12 (41.4) 28 (31.5) χ2 = 1.82, p = 0.40 (NS)
Second trimester 50 (42.4) 12 (41.4) 38 (42.7)
Third trimester 28 (23.7) 5 (17.2) 23 (25.8)
Total 118 (100) 29 (24.6) 89 (75.4)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Malaria infection prevalence in Hildi Primary Health Care (PHC): A 118 pregnant women were
examined, of whom 29 (24.6%) tested positive for malaria. Malaria prevalence was highest among women
aged #26 years, with decreasing prevalence in older age groups; however, the association between age
and malaria infection was not statistically significant (χ2 = 0.95, p = 0.92) Table 9. By gestational age,
malaria prevalence was higher in the first and second trimesters (41.4% each) compared with the third
trimester (17.2%), though no significant association was observed (χ2 = 1.82, p = 0.40), Table 10.
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Fig. 1: Comparison of overall mean malaria positivity rates across the three healthcare facilities

Table 11: Malaria infection rates by age group among children #5 years (Hildi Clinic)
Variable (Age group) Total examined (%) Positive (%) Negative (%) χ2, p-value
Neonates (1-28 days) 15 (11.8) 3 (8.3) 12 (13.2) χ2 = 1.12, p = 0.57 (NS)
Infants (29-12 months) 45 (35.4) 12 (33.3) 33 (36.3)
Toddlers (1-5 years) 67 (52.8) 21 (58.4) 46 (50.5)
Total 127 (100.0) 36 (28.3) 91 (71.7)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 12: Prevalence of malaria infection by gender among children #5 years (Hildi Clinic)
Gender Total examined (%) Positive (%) Negative (%) χ2, p-value
Male 66 (51.9) 19 (52.8) 47 (51.6) χ2 = 0.01, p = 0.92 (NS)
Female 61 (48.1) 17 (47.2) 44 (48.4)
Total 127 (100) 36 (28.3) 91 (71.7)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 13: Overall malaria prevalence in pregnant women by age group
Age group Total examined (%) Positive (%) Negative (%) χ2, p-value
#21 84 (19.7) 32 (25.4) 52 (17.2) χ2= 3.21, p = 0.52 (NS)
22-26 118 (27.6) 37 (29.4) 81 (26.8)
27-31 107 (25.1) 27 (21.4) 80 (26.5)
32-36 74 (17.3) 19 (15.1) 55 (18.2)
37 above 44 (10.3) 11 (8.7) 33 (10.9)
Total 427 (100.0) 126 (29.5) 301 (70.5)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Table 14: Overall malaria infection rates by age group among children #5 years
Age group Total examined (%) Positive (%) Negative (%) χ2, p-value
Neonates (1-28 days) 40 (10.0) 7 (17.5) 33 (82.5) χ2 = 1.42, p = 0.49 (NS)
Infants (29 days-12 months) 135 (33.8) 34 (25.2) 101 (74.8)
Toddlers (1-5 years) 224 (56.1) 58 (25.9) 166 (74.1)
Total 399 (100.0) 99 (24.8) 300 (75.2)
χ2: Chi-square test, p: Probability value, NS: Not statistically significant. Statistical significance was set at p<0.05

Among 127 children aged #5 years, 36 (28.3%) tested positive for malaria. Prevalence increased with age,
from 20.0% in neonates to 31.3% among toddlers aged 1-5 years, but this difference was not statistically
significant (χ2 = 1.12, p = 0.57), Table 11. Malaria prevalence was similar between males (28.8%) and
females (27.9%) (χ2 = 0.01, p = 0.92) Table 12.

Overall malaria prevalence: Overall malaria prevalence across the three facilities is shown in Fig. 1, with
Hong Hospital (27.5%) having the highest mean positivity, followed by Banshika (26.7%) and Hildi (25.4%).
Across all sites, 427 pregnant women were examined, with 126 (29.5%) testing positive; prevalence was
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highest among women aged 22-26 years (29.4%) and lowest in those aged $37 years (8.7%), with no
significant association by age (χ2 = 3.21, p = 0.52) Table 13. Among 399 children #5 years, 99 (24.8%) were
malaria-positive, increasing from 17.5% in neonates to 25.9% in toddlers, with age group not significantly
associated with infection (χ2 = 1.42, p = 0.49) Table 14.

DISCUSSION
This study provides a critical snapshot of the malaria burden among two highly vulnerable populations-
pregnant women and children under five-attending three healthcare facilities in a malaria-endemic region.
The key findings reveal a persistently high prevalence of malaria infection, with nearly one-third of
pregnant women (29.5%) and one-quarter of children under five (24.8%) testing positive. Notably, while
certain demographic and clinical trends were observed-such as higher prevalence in younger pregnant
women and during early pregnancy-no statistically significant associations were found for age, gestational
trimester, or child's gender at any individual site or in the pooled analysis. These results underscore the
pervasive nature of malaria transmission in the region and highlight the urgent need for reinforced, site-
tailored intervention strategies that go beyond demographic targeting.

The overall malaria prevalence of 29.5% among pregnant women is alarmingly high and considerably
exceeds figures reported in several recent Sub-Saharan African studies, where prevalence in antenatal
cohorts often ranges from 10-20%19,20. This elevated burden signals potential gaps in the coverage or
effectiveness of standard preventive measures, such as Intermittent Preventive Treatment in pregnancy
(IPTp) and insecticide-treated net (ITN) distribution. The trend of higher infection rates among younger
women (#26 years), though not statistically significant, is clinically concerning and echoes established
literature indicating that primigravidae and younger women possess lower acquired immunity to
Plasmodium falciparum21. The observed gradient, with the lowest prevalence in women aged $37 years,
further supports the role of acquired immunity developed over successive pregnancies and exposures.

Similarly, the pattern of highest prevalence in the first trimester (40.6% at Hong Hospital) aligns with the
physiological nadir of immunity during early pregnancy22. The subsequent decline across trimesters may
reflect the initiation or increased uptake of antenatal care (ANC) and IPTp later in pregnancy. However,
the non-significant p-value (p = 0.13) for this association at Hong Hospital, and across all sites, suggests
substantial inter-individual variation and potentially confounding factors like ITN use, parity, and proximity
to vector breeding sites. The lack of statistical significance should not be misinterpreted as a lack of public
health importance; rather, it may reflect the limited sample size within trimester subgroups, which reduces
statistical power to detect true differences.

Among children under five, the prevalence of 24.8% represents a substantial disease burden contributing
to childhood morbidity, including anaemia and impaired cognitive development23. The consistent trend
of increasing prevalence from neonates to toddlers across all facilities is expected, as neonates benefit
from passive maternal immunity and reduced exposure, while toddlers have greater environmental
exposure and waning maternal protection24,25. Again, the non-significant association likely points to
sample size limitations in the neonatal subgroup. The absence of any gender difference in infection rates
is  consistent  with  the  biological  expectation  that  susceptibility  to  malaria  in  early  childhood  is  not
sex-specific, affirming that prevention programs must be universally applied to all children in this age
bracket.

The comparative analysis between facilities reveals important nuances. General Hospital Hong reported
the highest prevalence in both pregnant women (34.3%) and children (18.2%), which may be attributed
to its status as a referral centre attracting more severe or complicated cases from a wider catchment area.
In contrast,  the  two  PHCs (Banshika  and  Hildi)  showed  slightly lower but still substantial prevalence,
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possibly reflecting more localized transmission dynamics or varied levels of community engagement with
primary health services. These differences highlight that while malaria is a ubiquitous threat, hyper-local
epidemiological factors necessitate facility-specific and community-specific strengthening of control
measures.
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The datasets generated and analyzed during this research are publicly available as an attachment in the
supplementary file. 
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CONCLUSION
This study demonstrates a persistently high burden of malaria among pregnant women (29.5%) and
children under five (24.8%) in three healthcare facilities within a malaria-endemic region. Although no
statistically significant associations were observed with maternal age, gestational trimester, child age, or
gender, trends indicate higher infection rates among younger women, early pregnancy, and toddlers. The
findings highlight gaps in current preventive strategies, including IPTp and ITN coverage, and emphasize
the need for targeted, context-specific interventions. Strengthening facility- and community-level malaria
control measures, with universal coverage for high-risk populations, is critical to reducing transmission
and improving maternal and child health outcomes in the region.

SIGNIFICANCE STATEMENT
This study provides locally specific data on malaria prevalence among pregnant women and children
under five in Hong Local Government Area, Nigeria, highlighting persistent transmission despite existing
control measures. The findings emphasize the urgent need for strengthened facility-based interventions,
routine screening, and community-targeted education to protect vulnerable populations and guide
evidence-based malaria prevention and elimination strategies in high-risk regions.
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