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A Case of Congenital Syphilis 

A 32-week female born via uncomplicated NVD 
transferred to NICU
PE
Gen: SGA, generalized edema, pale, icteric, mild RDS
Lung: crackles
CVS: normal
Abdomen: liver 6cm; spleen tip palpated
Skin: desquamating reddish rash-trunk, palms and 
soles
M/S: not moving right arm



o lack of funding àless screening, 
treatment and partner services 

o opioid epidemic
o decreased condom use
o socioeconomic disparities, homelessness, 

incarceration
o penicillin shortage (April 2023-early 2025)



World map of congenital syphilis cases 
per 100,000 live births

Additional: ≤40% of untreated infections in pregnancy cause stillbirths



Congenital Syphilis: Rates of Reported Cases by Year of 
Birth, United States, 1941–2021

* Per 100,000 live births



U.S. trends in congenital syphilis and 
maternal primary and secondary syphilis: 

2012-2021
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Congenital syphilis: case counts and rates 
by race/ethnicity of mother, 2021

ACRONYMS: AI/AN = American Indian or Alaska Native; Black/AA = 
Black or African American; NH/PI = Native Hawaiian or other Pacific 
Islander

* Per 100,000 live births



Congenital syphilis: reported cases by 
year of birth—Connecticut, 2012-2022

§ 600% increase in 
number of CS cases 
since 2015

§ Maternal risk factors:
§ Little or no prenatal 

care
§ Polysubstance use
§ Housing instability

Courtesy Dr. Lynn Sosa, CT DPH



The only way to prevent congenital syphilis 
is to prevent, test, and treat maternal 

syphilis

Courtesy of Katherine Hsu, MA DPH



Missed prevention opportunities 
among mothers delivering infants with 

congenital syphilis, 2017-2021

CDC. STI Surveillance 2023



Transmission of Congenital Syphilis

oTransplacental
o ≥9 wks gestation
oprimary or secondary syphilis: 60%-100% transmission
oearly latent syphilis: 40% transmission
o late latent syphilis: <8% transmission
o risk of transmission increases as gestational age 

increases at the time of maternal infection

oPerinatal via genital lesion at delivery
oUntreated

o  spontaneous abortion, stillbirth or perinatal death in     
≤40% of pregnancies

Remington & Klein



CDC: 2021 Syphilis Guidelines

Treatment: benzathine penicillin G is the only 
effective treatment during pregnancy
• primary, secondary, or early latent syphilis: 

2nd dose of benzathine penicillin G 2.4 
million units IM can be administered 1 week 
after the initial dose to ensure adequate 
serum levels 
• if Rx for late latent syphilis delayed >9 days 

between doses àrestart Rx



Rac MW et al CID 2015:60

Nontreponemal Titers Decline Following 
Maternal Treatment



Ultrasound:
monitor fetus in infected mothers

o fetal 
hepatomegaly

o non-immune 
hydrops

o polyhydramnios
o anemia (peak 

flow in MCA)

Placentomegaly



o spontaneous abortion
o stillbirth
o preterm delivery
o IUGR and SGA
o congenital infection
o infant mortality

Complications of syphilis in pregnancy



Clinical, 
hematologic 
and 
radiographic 
features

“ the great imitator” 



Copper-red maculopapular lesions







Mucous membrane and skin lesions
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A 3-day-old with severe luetic pneumonia.

Pneumonia alba



Proximal tibial metaphysitis (Wimberger sign) Pathologic fracture of the 
proximal humerus and the distal 

femur.





Umbilical cord vein (400X): spirochetes caught in 
the act of infiltrating endothelial lining



Timing of Clinical Presentation

• ~80% infected infants are asymptomatic at 
birth
• in 2/3 of untreated cases, signs of 

congenital syphilis begin to appear at 3-8 
weeks of life
• almost all cases have symptoms within 3 

months

Courtesy Dr Katherine Hsu



Evaluation of Neonate

oRPR must be done on serum (not 
cord blood)
o Maternal blood can contaminate cord 

bloodàfalse positives (5-10%) 
o Wharton’s jelly can inhibit test àfalse 

negatives (5-20%)

oCBC/diff
o LFT
oCSF including VDRL
oXray long bones
o ± CXR
oplacenta pathology
o test mother for HIV & other STIs



• 22% (17/76) neonates born to untreated mothers had cong 
neurosyphilis based on identification of treponemes in CSF 
by rabbit infectivity testing

• 94% (16/17) had ≥1 abnormal finding on PE, labs or x-ray

• only 82% (14/17) had abnormal CSF WBC, protein or pos CSF 
VDRL

Michelow et al. NEJM 2002



Evaluation and treatment of neonates born to 
women with reactive non-treponemal (RPR) and 
treponemal (EIA, TPPA) serologic tests during 
pregnancy 

Scenario 1: Confirmed or highly probable CS
Scenario 2: Possible CS
Scenario 3: CS Less Likely
Scenario 4: CS Unlikely

Syphilis management guideline: 2021 

CS, congenital syphilis



o traditional (1st RPR) vs reverse                   
(1st treponemal EIA)

o traditional algorithm: less sensitive (more 
false negatives) for early or late latent 
syphilis

o reverse algorithm: less specific (more false 
positives) in low-prevalence settings

o 99% agreement between the two 
approaches

o both algorithms are acceptable according 
to CDC

Screening algorithm for mothers







Report to CT DPH within 12 hrs by fax or mail



Treatment of confirmed or highly 
probable congenital syphilis

• aqueous penicillin G IV x 10 days
• if >1 day of penicillin is missed, the 

entire course should be restarted. 
• no data to support other antibiotics       

(eg, ampicillin) 



o Untreated infants (a/symptomatic)
o >2 years of age
o CNS, bones, joints, teeth, eyes, and skin
o Some signs develop many years later 

o interstitial keratitis, 8th nerve  deafness, 
Hutchinson teeth, anterior bowing of the 
shins, frontal bossing, mulberry molars, 
saddle nose, rhagades (perioral fissures), and 
Clutton joints (painless swelling of knees)

Late congenital syphilis



o T pallidum is not transmitted 
through human milk

o transmission may occur if infectious 
lesion (chancre) on her breast

Breastfeeding



o No newborn should be 
discharged without mother’s 
syphilis result

o PE at 2, 4, 6, and 12 months of 
age. 

o RPR every 2-3 months until 
nonreactive

o RPR typically decrease by 3 
months and should be 
nonreactive by 6 months of age

Follow-up



New Practice Advisory: screen all pregnant 
individuals for syphilis at:
1) 1st prenatal care visit
2) rescreening during 3rd trimester
3) at birth

CDC (at least once): PNC visit, 28 wks and delivery if 
high risk
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