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Abstract:  
Malaria remains a major public health challenge in Ethiopia. Despite earlier progress toward elimination, con-
firmed cases surged after 2021 due to disruptions from COVID-19, armed conflicts, displacement, climate change, 
and the emergence of insecticide-resistant mosquitoes. 
Especially pregnant women are vulnerable to malaria and face increased risks of maternal anemia, preterm deliv-
ery, stillbirth, low birth weight, and neonatal death, which could reverse the effort made on the two decades’ pro-
gress in maternal and perinatal health. Recent unpublished evidence from routine hospital perinatal audits high-
lights the potential impact. 
Despite the World Health Organization's recommendation to use intermittent preventive treatment in pregnancy 
with sulfadoxine-pyrimethamine (IPTp-SP), Ethiopia has not yet adopted this intervention, which relies on previ-
ous malaria control successes and assumes low-to-moderate transmission levels. However, the recent surge in 
malaria cases, coupled with the persistent nature of contributing factors, calls for an urgent reassessment of this 
policy, as it may take a prolonged period to regain control. This brief communication underscores the urgent need 
to implement IPTp-SP in high-risk populations and strengthen collaboration between maternal health and malaria 
control programs for the ongoing monitoring of pregnancy outcomes. It emphasizes prioritizing pregnant women 
for interventions and enhancing healthcare providers’ awareness of preventive strategies. Immediate action is vital 
to protect vulnerable populations and reverse the harmful effects of malaria resurgence. 
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Resurgence of the Malaria outbreak in Ethiopia 
Malaria remains a significant public health and socio-
economic challenge in Ethiopia, affecting millions 
annually (1, 2) and varying across the country, with 
some regions experiencing more severe outbreaks(3). 
From 2000–2016, malaria control efforts led to a 
sharp decline in malaria-related morbidity and mor-
tality (3-5). The number of confirmed cases de-
creased by 42.7% between 2017 and 2019, and the 
number of malaria-related deaths decreased by 40%
(6, 7). However, this progress was interrupted by a 
resurgence in the last three years. Between 2021 and 
2022, the number of confirmed cases increased by 
32.5%. In 2022 alone, 5.1 million people were infect-
ed, and approximately 75 million people were at risk
(8). In 2023, malaria cases increased by 150% and 
120%, respectively, compared with the same periods 

in 2021 and 2022. In the first half of 2024, over 2.3 
million cases and 554 deaths were reported(9). 
This resurgence is driven by several factors, including 
programmatic disruptions due to the COVID-19 pan-
demic, armed conflicts, displacement, climate change-
induced extreme weather events such as heavy rains 
and flooding, emerging insecticide resistant mosqui-
toes, and possibly increasing antimalarial drug re-
sistance(1, 8). Additionally, prevention and control 
efforts have been hampered by limited funding for 
control and prevention programs(8). 
 
Maternal and perinatal adverse outcomes of malar-
ia infection 
Ethiopia has experienced one of the fastest declines in 
maternal and perinatal mortality in sub-Saharan Africa 
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over the past two decades(10). The resurgence of 
malaria may threaten the maternal and perinatal 
health gains achieved over the past two decades(11). 
Pregnant women are vulnerable to malaria, which can 
result in severe complications such as maternal anae-
mia, preterm delivery, low birth weight, miscarriage, 
stillbirth, and neonatal death(12, 13). Pregnant wom-
en are three times more likely to develop severe ma-
laria than non-pregnant ones, with mortality rates 
from severe disease reaching 50%(14, 15). While 
comprehensive data on the impact of recent outbreaks 
on maternal and perinatal outcomes in Ethiopia are 
lacking, recent audit reports from malaria-endemic 
regions, such as Hawassa University Hospital, high-
light the severity of the issue. For example, perinatal 
mortality audits conducted in July and August 2024 
revealed that malaria infection contributed to approxi-
mately 50% of perinatal deaths during this period 
(unpublished but data can be shared upon request). 
These findings underscore the urgent need for further 
investigation and intervention to mitigate the adverse 
effects of malaria epidemic on maternal and perinatal 
health.  
 
Current global strategies for malaria prevention 
during pregnancy 
Current strategies for preventing malaria during preg-
nancy rely on two main approaches. The World 
Health Organization (WHO) recommends effective 
vector control methods, such as insecticide-treated 
nets (ITNs) or indoor residual spraying, and intermit-
tent preventive treatment during pregnancy with sul-
fadoxine-pyrimethamine (IPTp-SP) in areas of mod-
erate to high malaria transmission(1, 16). IPTp-SP 
has been shown to reduce the incidence of malaria 
during pregnancy, placental parasitemia, as well as 
maternal anaemia, and improve birth outcomes(17, 
18). However, in 2018, only 30% of pregnant women 
in sub-Saharan countries received the recommended 
three or more doses of IPTp at ANC facilities. Lim-
ited access to ANC services, the unavailability of 
IPTp at health facilities, and healthcare workers fail-
ing to prescribe treatment contribute to this low up-
take(19). 
 
Malaria prevention during pregnancy strategies in 
Ethiopia 
In Ethiopia, the use of IPTp-SP is limited because the 
healthcare system has not adopted the policy(5, 20, 
21), even though more than 37 sub-Saharan African 
countries, including neighbouring Kenya, have done 
so (22). The WHO estimates that current IPT cover-
age in Africa has prevented over 500,000 low-birth-
weight deliveries, highlighting its critical benefit in 
reducing perinatal mortality(1). 
 
The 2021 National ANC guidelines(20) and the 2022 
National Malaria guidelines (21) recommend only the 
use of insecticide-treated nets and the diagnosis and 
treatment of malaria for pregnant women attending 

ANC, assuming that Ethiopia has low-to-moderate 
malaria transmission. The decision may be based on 
the national achievements of the malaria control and 
prevention program before the recent outbreak(5). 
Although there was success at the national level, the 
implementation did not benefit high-transmission 
districts or seasonal outbreaks. IPTp-SP is men-
tioned only as a WHO recommendation for moderate
-to-high transmission areas, relying on individual 
healthcare provider preferences to prescribe it in the 
ANC guidelines(20). Furthermore, the guidelines fail 
to specify recommended dosages, gestational ages, 
or administration intervals, which hinders utilization 
even at the individual level, even when healthcare 
providers recognize the threat of infection and wish 
to prescribe it(20). There are no published papers in 
Ethiopia that address the utilization status of IPTp-
SP or healthcare providers' knowledge and practices, 
despite numerous studies available from other sub-
Saharan African countries(19, 22). This lack of re-
search indicates the limited IPTp-SP use even at the 
individual level.  
 
In contrast to the national ANC guidelines(20), the 
national malaria guidelines recommend chloroquine 
prophylaxis for women infected with P. vivax during 
pregnancy and breastfeeding to suppress reactivation
(21). A weekly single dose of chloroquine (250–300 
mg) is advised to prevent malaria recurrence and its 
associated adverse pregnancy and perinatal out-
comes (23, 24). This recommendation is also en-
dorsed by the WHO(18). However, this crucial inter-
vention is not included in the national ANC guide-
lines, and lack of awareness hampers its implemen-
tation. Consequently, the use of chloroquine prophy-
laxis may be limited primarily to tertiary facilities 
with sufficient expertise. 
 
Call to action 
Given the persistent factors contributing to the in-
creased malaria incidence and the limited global 
funding for control and prevention programs, consid-
erable time may be needed to return to previous suc-
cess levels(25). During these prolonged epidemics, 
pregnant women and children remain the most at 
risk populations for severe malaria complications, 
which affect maternal and perinatal health outcomes. 
This urgent issue demands immediate attention as 
well as innovative and equitable solutions to mitigate 
its impact on maternal and perinatal mortality and 
morbidity. Some of the interventions to be consid-
ered at the national level include the following: 
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I. The collaboration between the maternal and child 
health directorate and the national malaria control 
and prevention program should be strengthened. 
This collaboration should focus on assessing the 
epidemic’s impact on maternal and perinatal out-
comes over the past three years for immediate in-
tervention planning, ensuring continuous surveil-
lance, and monitoring and evaluating implemented 
interventions. 

II.Implementing IPTp-SP at the national level or at 
least in high-risk populations. The changing epide-
miology of malaria requires the adaptation of inter-
ventions. IPTp-SP is a clinically proven malaria 
preventive therapy recommended by the WHO that 
can prevent adverse maternal and fetal outcomes(1, 
18). While previous guidelines did not adopt IPTp-
SP due to the assumption of low-to-moderate trans-
mission, the resurgence over the past three years 
has resulted in high transmission in specific re-
gions, necessitating IPTp-SP implementation. In 
addition to minimizing pregnancy complications, 
IPTp-SP can support overall malaria control ef-
forts. With limited access to ITNs and inconsistent 
use of those available(4) and the emergence of in-
secticide-resistant mosquitoes(1), chemoprophylax-
is could be a more viable prevention method. Op-
portunities for IPTp implementation exist, such as 
the recent 8-visit ANC schedule, which allows for 
the administration of at least three doses of SP. 
Experts can develop implementation strategies, 
considering the facilitators and barriers identified in 
other countries (22). 

III. Prioritizing pregnant women for malaria control 
and prevention interventions, including the distri-
bution and consistent use of insecticide-treated nets 
(ITNs), behavioural change communication, and 
access to diagnosis and treatment at facilities, 
should be strengthened. Interventions should also 
focus on promoting behavioural change, as evi-

dence shows that both pregnant and non-pregnant 
women of reproductive age are often prioritized 
for net use within households(26). Primigravid 
women—those experiencing their first pregnan-
cy—face a greater risk of poor outcomes than 
those with previous deliveries(27, 28). Therefore, 
in resource-constrained settings, interventions 
should specifically target and support first-time 
pregnant women and young individuals. 

IV.Enhancing healthcare providers’ knowledge of 
preventive strategies is crucial, especially since the 
outbreak now affects areas previously not endemic 
to malaria. Particular attention should be given to 
increasing awareness of weekly chloroquine (CQ) 
prophylaxis for pregnant women with P. vivax 
infections during pregnancy and breastfeeding. 
While CQ is included in the national malaria pro-
gram(16), it is not addressed in the national ANC 
guidelines, which most maternal and child 
healthcare providers follow. The absence of pub-
lished studies on CQ prophylaxis utilization indi-
cates limited experience among healthcare provid-
ers, highlighting the urgent need for interventions 
to address this gap, given that nearly 30% of infec-
tions are caused by P. vivax alone or in mixed 
forms(29). 

Conclusion 
The resurgence of malaria in Ethiopia threatens to 
reverse the progress made in maternal and perinatal 
health. Given the proven benefits of IPTp-SP and the 
current high transmission rates, it is imperative to 
implement this preventive therapy in at least high-
risk populations. Doing so will not only protect preg-
nant women and improve birth outcomes but also 
support Ethiopia's efforts to regain control over ma-
laria transmission. A focused, equitable, and innova-
tive response is urgently needed to mitigate the im-
pact of this outbreak on maternal and child health. 
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