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ABSTRACT

Congenital syphilis is a preventable infection caused by treponema pallidum
usually involving multiple system. We report a case of a neonate born to
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mother with latent syphilis, presenting with bone changes on radiography

without any clinical signs or symptoms of congenital syphilis. In this case, it
is demonstrated that isolated long bone fractures can be the initial presenting
sign of congenital syphilis with other classical findings possibly appearing
later and early treatment for the same. We have highlighted the importance
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of radiological survey in asymptomatic neonates with positive serology.

Introduction

Congenital syphilis (CS) is an infection caused by
treponema pallidum usually involving the liver, bone
and brain. Even though the disease prevalence has
remained latent over the years, there has been a
resurgence reported by Centre for Disease Control(CDC)
in the year 2017.%2

Among the babies born to untreated mothers, 40%
are either stillborn or manifest with immediate
complications like hydrops fetalis, preterm birth, low
birth weight or may be asymptomatic at birth.> Among
those symptomatic, various clinical features include
severe anemia, jaundice, hepatosplenomegaly, snuffles,
mucocutaneous lesions, pneumonia, osteochondritis,
periostitis and pseudo paralysis. These symptoms may
manifest at birth or within 4 to 8 weeks of life.*

Bone involvement secondary to syphilis in neonates
is an unusual presentation and those presenting as
a fracture is even more rare. In a large case series
reporting 60-80% of infants with CS presenting
with skeletal manifestations including symmetric
osteoperiostitis of long bones there were no fractures
reported.> We report a case of CS with metaphysistis of
bilateral tibia and femur with left clavicular fracture and
have described the importance of early identification
in a resource limited setting and management for a
better outcome.

Case Report

A male neonate born by vaginal delivery at 39 weeks
of gestation to a 30 years old mother by spontaneous
conception, with previous two uncomplicated
pregnancies, with a birth weight of 3098 grams (50-
90 centile) and head circumference of 35 cm (50-90
centile). Neonate required no resuscitation at birth,
APGAR scores of 9 at both 1 and 5 minutes with no
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difficulty in extraction and was hemodynamically
stable with normal physical and systemic examination
including no pallor, skin lesions, hepatosplenomegaly
or paucity of limb movements.

In the antenatal period, on routine evaluation, the
mother was detected to be VDRL positive (Titres 1:16)
and TPHA positive. She was asymptomatic and was
diagnosed to have latent syphilis. She was treated with
intramuscular penicillin as per CDC protocol and she
was compliant with the treatment. Serological markers
for HIV and HBsAg were negative. The husband also
tested RPR and TPHA positive and was also treated for
latent syphilis. No other family members were tested.

In the delivery room, universal precautions were
followed and placental gross examination was normal
and neonate was roomed with the mother in the
postnatal ward and was initiated on breastfeeding.
In view of the maternal history of latent syphilis, the
neonate was evaluated with qualitative RPR and TPHA
both of which were positive. A diagnosis of confirmed
congenital syphilis was made and further evaluated and
managed as per CDC guidelines.

A skeletal survey done was suggestive of changes
of bilateral metaphysitis with cortical thickening at
diaphysis and localized destruction of the medial portion
of the proximal tibial and distal femur. (Figure 1A) There
was fracture of the left clavicle at the junction of medial
two-thirds and lateral one-third of the bone. (Figure 1B)

Neonate was also evaluated with a hemogram, liver
function test, cerebrospinal fluid (CSF) analysis,
ophthalmic evaluation and neurosonogram, all of which
were normal. Due to non-availability of aqueous or
procaine penicillin G, Inj. Ceftriaxone (75mg/kg/day
OD 1V and was given for 10 days).

Multidisciplinary care involving neonatologist,
microbiologist, radiologist, orthopedician and clinical
psychologist was provided. The fracture was managed
conservatively with a figure of eight bandage and
neonate was discharged on day of life 11. Family
counselling regarding the need for timely follow-up was



Figure 1A. Radiolucency at the proximal and distal
metaphysis of femur, tibia, with periosteal reaction,
metaphyseal serration as shown by arrow, suggestive
of congenital syphilis.

done. The repeat X-ray of long bones done on follow-up
revealed resolution of bony manifestations of syphilis
and fracture. Hearing assessment, neurodevelopment
assessment and repeat serological testing has been
planned every 2-3 monthly until the non-treponemal
tests are negative.

Discussion

Congenital syphilis occurs as a result of vertical
transmission of treponema pallidum with the severity
being determined by the stage of syphilis in the
mother and the duration of fetal exposure in the
uterus.® Congenital syphilis can be diagnosed using
treponemal and non-treponemal tests. However,
interpretation is difficult as both maternal treponemal
and non- treponemal IgG antibodies can be transferred
through the placenta to the fetus. Thus, RPR and TPHA
can show false positive results in uninfected infants of
seropositive mothers.” In our index case, mother was
VDRL and TPHA positive and neonate was RPR and
TPHA positive.

The majority of infants born to mothers with untreated
syphilis appear normal and have no clinical or laboratory
evidence of infection at birth, but may develop
manifestations of disease months to years later if left
untreated. Early congenital syphilis refers to those
clinical manifestations that appear in the first 2 years
of age and clinical disease that occurs after 2 years of
age is designated as late congenital syphilis. The most
specific sign for late congenital syphilis is Hutchinson’s
triad which consists of Hutchinson’s teeth, eighth
cranial nerve deafness and interstitial keratitis.® Bone
lesions in congenital syphilis mainly involve tibia and
other long bones which is generally multiple and
symmetrical. Cremin and Fisher in 1970, in their report
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Figure 1B. Fracture of left clavicle as indicated by
arrow.

of 102 cases of CS from South Africa, considered their
skeletal findings not due to an active inflammation
of the bones but dystrophic in nature instead.® They
classified their findings into three different groups:
Group I: Metaphyseal dystrophy, Group II: Osteitis-
like dystrophy and Group III: Periosteal dystrophy.® As
per this classification of Cremin and Fisher, the index
neonate’s bone changes are classified as group II. In
addition to periosteal reaction and metaphysistis in the
long bones, the presence of clavicular fracture makes
it important to look for these fractures carefully in
other bones without dystrophic changes. Clavicular
fracture has been commonly reported occurring as a
result of birth trauma, osteogenesis imperfecta and
other bone diseases associated with increased bone
fragility!® however those in neonates with CS has very
limited reporting.

CDC and ACOG recommends universal first trimester
screening for syphilis and additional third trimester
screening for pregnant women with high risk behavior
for syphilis.'* Diagnosis and management of syphilis
during pregnancy and in neonatal period have been
clearly defined by CDC. Non-uniformity in this practice
as seen in the index case including late diagnosis during
pregnancy, non-availability of titres of VDRL, RPR
and also the non-availability of penicillin has been an
issue in certain resource-limited settings. The use of
a skeletal survey and early diagnosis of metaphysistis
and fracture, along with the qualitative tests as in our
case might aid in accurate early diagnosis of CS and
initiation of treatment. This might also lead to an earlier
resolution of the skeletal changes as seen in this case.

In neonates with congenital syphilis, serology
(treponemal and non-treponemal) needs to be repeated
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at 1, 2, 4, 6 and 12 months.'* At 6 months if non
treponemal specific test (NTST) is non reactive and
infant remains asymptomatic, no further evaluation
or treatment is required. The non treponemal titre is
expected to be negative by 12 months after treatment
in appropriately treated cases.!! Children with positive
titres on follow up are to be considered for the
second course of treatment. Long term outcomes
in symptomatic CS include increased risk of growth
restriction, developmental delay and microcephaly.!?

Conclusion

Despite universal screening during pregnancy and
treatment of latent syphilis in the antenatal period,
congenital syphilis can present as only radiological
manifestations of metaphysistis which re emphasizes
the need for a detailed skeletal survey. Other bone
fractures including clavicular fracture need to be
carefully identified and treated early for better outcome
and reduced morbidity.
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