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Syphilis and Infancy
A RESUME
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In the first of the series of the Elizabeth Mathai Endowment Fund
lectures delivered under the auspices of the University of Madras, first
generation syphilis. in which the female sex partner was found to be invol-
ved-concurrently both in the physiological event of pregnancy and the pa-
thological cpisode of syphilis, was touched under the caption ‘Syphilis and
Pregnancy’. Trasplacental spread of syphilis irom the untrcated pregnant
woman to the fertilised ovum in her womb was described and the remark
was made with relevant supportive data of the pathologists, “How strange
it is that the treponema pallidum invades the developing human zygote of
16 weeks or older but none younger than this fixed foetal age ' .

Much cmphasis next was laid on the disastrous outcome of pregnancy
when syphilitic pregnant women were left untreated for syphilis for either
want of facilitis or through sheer complacence and/or ignorance. The rela-
tive merits of the outcome of treatment of syphilis in pregnant women
compared with what obtains in a control group of pregnancies in non-
syphilitic healthy women were pointed out at the same time.

While on this subject, a reference was also made to a particular such
study in U.S.A. to pinpoint the following:—

A. That among the untreated syphilitic pregnant women, births of
live, non-syphilitic infants approximated to 18% only; while (a) . [oefa!
deaths, (b) prematurities or (c) the number of live born that scarcely sur-
vived the rigors of early life and died in the neo-natal period, besides (d)
a proportionately large crop of unfortunate infants that developed mani-
fest syphilitic lesions subsequently, at various age periods, comprised the

remaining 82%. :

B. ‘That on the contrary, if the pregnant syphilitic women were
given the appropriate timely and adequate treatment the outcome of preg-
nancies very nearly equalled, if not even excelled, the happy results ob-
tainable in the control group vide Chart. 1.

*Director and Prolessor, Institute of Venereology, Madras Medical College, Madras-3.
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CHART 1
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Thus much importance was focussed on the preventive aspect of syp-
hilis in women prior to or during the period of pregnancy to avert the high
foetal mortality and morbidity in the large segment of unborn innocent
offspring.

Looking out elsewhere into the related affairs of another foreign coun-
try in the world it was expressed that the truism, “No syphi-
litic “mother, no syphilitic baby”., must have been the keynote
to the Scandinavian success in the eradication of prenatal svp-
hilis there. Dr. Weleander wili be long remembered for the monumental
homes in Scandinavia named in his honour and specifically erected
for the reception examination and all round management of the syp-
hilitic live born offspring. The speaker recalled his visit to a Weleander
Home in 1952. While he was then most anxious to study the methods of
management of concenital syphilitic babies there, he was most agreeably
disappointed to find none such as this medical commodity had by then
ceased to exist in that country. He had learnt also that the birth of a
congenital syphilitic baby is considered an unholy reflection on the acti-
vities of the Public Health Service. Certainly it must therefore be a
matter for great pride lo the people of that country that first generation
syphilis in women has been so successfully controlled through the en-
lightenment of the common man and the application of stringent public
health measures inclusive of propaganda and prophvlaxis. In short, it
was reiterated that syphilis in infancy or congenital syphilis or in the

present context, second generation syphilis had become extinct in Scan-
dinavia.

Whilst this was so elsewhere, the pertinent question posed was,
“What is the situation in Madras?”. In answer to this, a reference was
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made, once again, {o the ligures. furnished by the Pathologist of the
Madras Corporation and the Superintendent of the Government Hospital
for Women and Children, Egmore, Madras - vide Statistics, Chart 2.

CHART 2

Number of syphilitic children from syphilitic mothers calculated
for a five year period C

'[‘Otai No. Mothers Living
Clinics of with pesitive syphilitic Still  Miscarriages

Females  reacticn infants Births

COrporation Antenatal .

Clinics 66533 3792 1550 690 2357
Governmenl! Hcspital [or
Women and  Children,

Madras 51695 4301 1760 782 292

Tetal 118228 8093 2310 1472 549

It will be gleaned from the data that in between these several insti-
tutions, there were discovered through serologic screening ol 118,228
ante-natal cases over a period of 5 years, beginning 1953 and ending 1957,
8093 sero positive reactors amongst the parturient clientele.

Stemming from this factual statenient is the necessary corollary,
“What would have been the- outcome of  pregnancies among-the 8093
parturient positive reactors?”. At best the answer may be ivided into
two parts :

Firstly, conceding all the positive reactors among the pregnant
women to be early luetics and that every positive sero-reactor in preg-
nancy had been given appropriate anli-syphilitic treatment, the results
would equal, if nol even excel those good results accruing in'the non-
syphilitic control group as per the representation in Chart I. But the
chances are that most of these parturient and positive sero reactors could
not have had the standard treatment; in which case the second possibility,
calculated as per outcome of the conirol group of unireated syphilis in
pregnancy, may be conjectured- in terms of a bumper crop of foetal
deaths, prematurities and births of living syphilitic infants; mathemati-
cally calculated, the Statistician presented the appalling figures: a com-
posite total of 2000 for foetal deaths and prematurities and 3310 living
syphilitic infants. i

Discussing foetal deaths, the Expert Committee of Health Statistics
of W.H.O. pointed out that ‘a foetal death shall be defined as death of a
foetus prior to. complete expulsion or extraction from its mother, irres-
pective of the duration of pregnancy and the death is indicated by the
fact that after such a separation, the foetus does not breathe or show any
other evidence of life such as the heating ‘of the heart, pulsation of um-
_ bilical cord or twitching or movement of the voluntary muscles’.

Foetal deaths, according to same authorities, may be classified" under
three groups: ‘ ; S ,
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© First Group.-—Less than 20 complete weeks of gestation.
Second Group—Between 20 and 28 weeks, and

Third Group.—28 weeks or more.

The adoption of the term “foetal death™ referred {6 here is likely {o be
more useful of application and universal usage, since the other familiar
equivalents such as ‘abortion’ and ‘miscarriage’ mean differently for dif-
ferent people.

To what an extent is syphilis responsible for foetal deaths? The
pertinent available information is recorded hereunder: (1) Autlopsied 164
dead born; of them™3% were due to syphilis (Ratnavathy and Reddy), (2)
Arey and Dent have reported on autopsy findings over infants dying in the
neo-natal period and they recorded that among 137 dead, congenital sy-
philis was discovered in 9, yielding a percentage of 6, (3) Gault and Jaya-
raj of Vellore reported on an autopsy done on a female baby that took
only one breath and died. The body weighed 1500 grammes and presen-
ted a swollen ahdomen. Among other details mentioned it is noted witls
interest that numerous spirochaetes were seen in sections of - intestines,
liver, spleen and pancreas and the liver sections revealed the presence of
fibrous tissue in the region of the portal tract and in between the liver
cells. There is thus available sufficient prool that syphifis also plays an
etiological role in the causation of foetal deaths. ‘

What constitutes prematurity? The definition of this term also requires
elucidation. As noted in the Manual of International Statistical Calcula-
tion on Diseases, [njuries and Causes of Death. a premature infant is a live
born infant with a birth weight of 5-1/2 lbs. or 2300 gms. or less. In
certain countries, the weight is not specified. A live born infant of less
than 37 weeks of gestation is premature.

What is the significance of prematurity? Premature births are more
common amongst unireated syphilitic pregnant women than amongst non-
syphilitic women. Tt is about 11 times the figure for non-syphlitic gronp
and Cruickshank has pointed out that syphilis is an important cause of
premature delivery and prematurely born infants are niuch sooner carried
away by bronchopneumonia, asphyxia or atelectasis. There were prema-
turities recorded in the annuval report of the Health Officer of Corporation
of Madras for every year.

The significant role of preventable svphilis in the production of foetal
deaths aid prematurities having been explained, it may be seen what an
cnormous responsibility of national importance has fallen on the Obstetri-
cian to discover.the positive sero reactors among the ante-natal clientele
and to put a full stop with requisite theraphy o the large toll of mortality
and morbidity that otherwise will overtake the innocent unborn in our
area. : : '

~The subject of live born syphilitics was next taken up for considera-
tion with particular reference to the period of infancy. It may be-observed
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here at the outset how embarrassing it is that the term infant is difficult
of comprehension, e.g. (i) a reference to Oxford Diclivnary reveals that
according to law a person under the age of 21 years is an infant! (ii)
Another definition is, “an infant is the ofispring, male or female of human
parents from the earliest period of life upto 7 years of age”. (iii) The me-
dical dictionary indicates that the word infant is derived from Lalin, in-
fans, meaning specch and refers to the period of life upto 2 years. From
this medlev we may reasonably choose for our study the difinition that an
infant is a human being from the moment of expulsion from the maternal
body upto 2 years of age. : v

For convenience -and lest the speaker should trespass into the hound-
less subject of adult or acquired syphilis, care is taken to largely restrict
the subject under review to Syphilis in Infancy.

it may be recalled that syphilis in infancy when contracted before birth

ts known severally as congenital syphilis, hereditary syphilis or pre-natal
syphilis; or may also be spoken of-as second generation syphilis; and is
an excellent example of “neglected syphilis”, since out of negligence of
first generation syphilis arises second generation syphilis.

The figures lor “Congenital syphilis” in the statistical reports of the
Institute of Venereology stand at 3% for the period of 10 years.irom 1948
to. 1957 - vide Chart 3.

CHART 3

: No. of Conge- :
Years Total Syphilis: nital Syphilis Males - Females Percentage
1957 2353 49 21 28 2,50
1956 2636 72 30 42 3.03
1955 ‘ 3537 91 34 57 2.80
1954 5326 16 72 44 2.10
1953 5642 114 56 . 59 2.5)
1652 6867 129 63 66 2.40
1951 5806 126 56 70 3.03
1950 4772 124 57 67 3.10
1949 4973 133 53 80 3.50
1948 4888 76 33 43 3.70

1030 © 474 556

46.02Y - 53.58%,

1030 cases of congenital syphilis were reviewed. Interesting high
lights of the breakdown with comments are :

(i) The sex-war proportion is 474 males and 556 females or 46.02%
and 53.98% respectively.

(if) In the midst of the obstetric disasters overtaking syphilitic preg-
nant womern, it is curious obscrvation that Nature manages to send a re-
latively larger proportion of female congenital syphilitics alive into the
world. The numecrical preponderance of female syphilitic infants over,
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male syphilitic ones is obvious. An infant brought for demonstration of
congenital syphilis was also a female.

(iif) The study of the records over the 10 vear period (vide Chart 4)
from the standpoint of the rank of the infected babies born, reveals that
the percentages of congenital syphilitics belonging to the first, second,
third and fourth para went down in the descending order, proportionately.
finally dwindling down to insignificant figures, confirming the belief that
congenital syphilis is more common among the first few pregnancies in a
woman’s obstetric career in our study.

CHART 4

Rank of the congenilal syphilitic infant

Total st Znd 3rd 4tk . 5th 6th  7th  &h 9th  10th Un-

Year No. of Para Para Para Para Para Para Para Para Para and known.
Cases above
1957 49 6 10 C 4 6 3 4 4 1 — — 11
1956 72 11 6 6 4 6 2 3 l 1 — 32
1955 91 7 7 10 6 § b 1 3 2 — 44
1954 116 20 20 11 18 4 4 3 2 — 1 33
1953 114 10 22 15 19 5 5 2 2 1 1 32
1952 129 21 30 19 15 15 10 1 i — i 16
1951 126 32 12 21 12 12 6 4 2 2 2 21
1950 124 16 26 28 1110 10 2 2 2 — 17
1949 133 21 . 29 16 14 10 8 3 9 5 1 24
1948 76 14 18 15 6 3 7 2 1 — — 10
Total 1030 158 180 145 111 7 51 25 17 13 6 240

6% 17% 14% 1% 7% 6% 2% 2% 1% 1% 1%

(iv) With reference to the age of the infant at the time of ils first exo-
dus from the composite province of the obstetrician and the pediatrician to
the Institute of Venereology, it will be seen that the large majority of in-
fants happened to be within the first 6 months of age wide Chart 5. This

CHART 5

The age period when the congenital syphilitic injant was brought for
treatment.

- Total- - ) 5 yrs. , B
Year No.of At 3 6 9 1 1% 2 3 4 and =3
. Cases Birth mths. mlhs. mths. year vyears vears years years above D§;
1957 49 5 17 11 1 2 4 2 1 1 5 —
1456 72 13 7 13 6 3 2 _ — — 8§ —
1955 4] 6 25 14 6 & 3 - — 4 18 5
954 116 9 21 19 16 .12 6 1 3 — 2% 3
1953 114 4 36 23 13 9 2 2 — 3 18 4
1952 129 19 43 32 7 4 3 — 2 — - 16 3
1951 126 8 49 28 9 & 5 4 2 — 9 4
1450 124 13 39 26 10 i0 9 2 — — 10 5
1849 133 8 50 24 19 16 1 — 1 — 11 3
1948 7% .5 27 17 13 7 4 — e

L= B X

/4 207 102 7 39 1 9 8 122 97
9% 32% - 20% 10% 7% 4% 1% 1% 1% 12% 3%

el
[=}

-~

Total 1030
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aspect of the presentation of the neonates in the earliest period of life in
large numbers has to be borne in mind in the calculation of lailure rate,
for it will be seen that in spite of the best of treatment afiorded to, them
during this age period, many ol the treated patients succumbed: whether
this be due to the overwhelming luetic infection itsell or because of un-
manageable concurrent other infections or treatment reactions it is diffi-
cult to decide. Observers in other lands have recorded similar disappoint-
ing outcome of the management of neglected syphilitic cases during the
first 6 months of the age period of infants.

(v) The serology of the congenital syphilitic infant was invariably
higher in dils. than that of the mother while the father’s was low or nil

reactive, vide Chart 6.

CHART 6

SeroLocic TiTRe OF PosITIVELY REACTING
FARLY CONGENITAL SYPHILITICS AND OF THE PARENTS

No Of PRENATAL Svewiuimic  Groups

MoTHER
FATHER =

(vi) At this juncture, it may be mentioned that the syphilitic new born
may arrive into the world with no obvious external manifestation and the
apparently normal prenatal syphilitic infant may exhibit signs of syphilis
within a few weeks after birth. The manifest lesions of early prenatal sy-
philis confined to the first 2 vears of age of the prenatal syphilitic may be
cutaneous, skeletal, muco-cutaneous and or visceral. Chancres are cons-
picuous by their absence. Special organs and the central nervous system
among the systems.may show outward evidence of involvement. The car-
diovascular system maintains strict neutrality. -

(vii) According to our statistics - for the period 1948-57 vide Chart 7,
amongst the 1030 cases, the number of patients with skin lesions heading
the list was 733. Next in order was the skeletal group standing at 467.
Third in rank was the group of muco-cutaneous lesions putting up 277.
Viseeral involvement was observed in 133. Central nervous system was
involved only in 6 cases of whom were 3 patients - 2 months, 3 months and



172 INDIAN JOURNAL OF DERMATOLOGY 'AND VENEREOLOGY

5 months old (Ref. VDOP 119/50 female, VDOP 92/50 female) VDOP 655/50
female) respectively, All these were blood sero-positive reactors who
exhibited an increased cell count and a positive sero reactivity in the spinal
fluid. Jeans and Cooke hav eput.up figures ranging from 30% to 40% as
showing spinal fluid abnormalities in their series of congenital syp-
hilitics.

CHART 7

Frequency of manifestations in prenatal syphilitic children who attended
the V.D. Department of the Government General Hospital during the 10
years—1948 to 1957

Manifestations Fréqdency 4
1. Skin lesions S -- 733 times
2. Skeletal - lesions -- 467
3. Mucous membrane lesions 277,
4. Visceral involvement .- 133 ,,
5. Inferstitial keratitis -- 37,
6. Spinal Fluid—Positive -- 6
*C. §. F. Dositive Cards: 1. 1970/56
. 2. 10394/54
. 3. 8069/54
4, 92/50
5 119/50
6. 655/50

(viii)  Another category of prenatal syphilitic infants is the latent
congenital syphilitic group. There were no figures for this entry. In the
study of this group after eliminatnig technical false positive sero. reactions
and biological false postive sero reactions, care must be taken to weed
out those cass with a passive transfer of syphilitic reagin‘as exemplified
in the following case : a woman patient attended with pregnancy and a
positive serclogy of 128 dilutions. A full course of anti-syphilitic treat-
ment was given. Subsequently she was under surveillance till and after
her confinement. She brought forth a Temale child after full term. A
review examination of the mother and the child revealed no evidence of
clinical syphilis. The mother’s serology remained about the same. The:
infant’s blood was reported positive in 8 dilutions. No treatment was
given because of the presumption that the positive serology in the infant
could be due to the circulation of passively transferred maternal syphili-
tic reagin in the infant’s blood stream. It turned out on further follow-up
examinations that thére was no clinical evidence of syphilis or a rise in
the serologic titre of the infant, but that a decline in the serology had
been registered. Here the infant was not syphilitic and the question of
latent spyhilis or the necessity for anti-syphilitic treatiment did not arise.

(ix) ‘True latency in adult acquired syphilis is indicated by a persis-
- tent- positive sero-reactivity or.a rise in titre in the absence of any
active clinical manifestations on the surface of the hody, in the special
organs, the cardiovascular system or the centrai nervous system, con-
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The Story of the Mother and her Baby to bring out the Passive Transfer of
the Maternal Reagin Across the Placenta into the Infant’s Blood Sfream

The picture presents the figure ¢f a woman who came to us singly, but now carrying
the baby, once in her womb. She was found to be frank syphilittc with the dangerous
potentiality of infecting her unborn oflspring with the syphilitic organisms. She had a
previous history of disastrous cbsletric record  Her blood was reactive in high dilutioas.
There was not an easy method of determining ii the feetus was already infecled. How-
ever on the presumption that the chances of {ransplacental syphilitic infecticn are always
present beyond the 16th week of intrauterine life, the woman’s condition was taken for ‘an
emergency and was given the reutine ccurse of anti-syphililic treatinent with-P.AM. 2 c.c.
or 6 lakh units I.M. daily for 10 days. As will be referred to in the subsequent presen-
tation, the pregnant woman delivered at Full Term, an apparently ncrmal rion-syphilitic
live baby. Examination of both the parent and the baby reecntly, yielded the only posi-
tive finding, in either of them, of a reactive serology. What is the significance of the pObI
tive serology in the infant? Does it connote syphilis? There coild be any one of the pos-
sibilities regarding the positive serology.

(a) Technical false pesitive reacticn.
b

)

c) True'positive reaction.
)
)

-
—_

Biologic false positive reaction.

—_ o~
=3

g Treated residual reaction.
(e) DPassive {ransfer of the reagin.

By a careful sift study it was resolved that the posiiive reactivity. of the child be-
longed to the last category—passive transfer of the reagin. The baby was nos. treated, but
was re-examined after an inferval of a few menths. The serologic titre declined almost
to negativity and the infant was declared non- -syphilitic.
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The mother in the picture was first seen at the Institute in a state of pregnancy, when
clinically she was suffering irom an ano-proclitis with stricture of lymphegranulomatous
origin. Her blood serology was reactive by the VDRL slide test in 1 dil. She was preg-
nant fer the third time with a background of bad obstelrical antecedents in the past. Her
husband (1387/57) on confrontation was clinically and serologically negalive. Syphilis
was not considered in the patlenl. She was treated with sulphonamides for the viral in-
fecticn. She disappeared from our purview al {he time of labour and reappeared laler with
an infant in her arms, who presented a high litred positive serclogy and fypical roentg=n
lesions in the tubular bones. Both the mother and the child were treated wih anii-
syphilitic remedies. :

Later, after a lapse ol time the same woman appeared with one more baby in arms
beside the first and another in her womb., She is still reactive by the VDRL slide test in
one dilution. What' is the destiny of the foetus? Does the mother require anti-syphilitic
treatment as prophylaxis to protect the developing foetus?

As the confinement, immdiately preceding the latest pregnancy, resulted in a normal
baby seen in the picture as the younger sibling with no clinical, serological or radiclogi-
cal sign or stigma the mother is nol given any ant-syphilitic treatment. 1i remains to
be seen what the outcome of the latest pregnancy will be. The low tilred positive sero-
logy in the mother is indeed a riddle,
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firmed by megative roentgenograms of the cardio-aortic apparatus and
negative cerebro spinal fluid studies. This is equally true of congenial
syphilis. There might however be stigmata of congenital syphilis asso-
ciated with a positive serology. Sich cases are not rare in our experience.

In order to depict the various overt clinical manifcstalions referred
to, photographs corresponding to various lesions were projected on the
screen. A few ol them are particularised for discussion hereunder :

(a) Under the category of skin lesions a special- reference was
made to bullae occurring in the palms and soles of a congenital syphili-
tic, tceming with treponema pallida on darkficld illumination examinatiog.
Bullous syphilides are not however common in adult syphilis.

(b) 'Describing muco-cutaneous lesions, the picture of an infant's
eyes, was referred to. The welling pus from lhe conjunctivel sac was
found to show treponema pallida. Ordinarily it might have been ex-
pected that the ocular discharge was gonococcal - in nature. In this
instance both gonococci and treponema pallida were found.

(¢) i. Referring to slides demonstrating skeletal lesions it was
emphasized that the ends of tubular bones were a favourite resort of the
treponema pallida because of the marked vascularity, slow circulation and
low {emperature, obtaining in the metaphyses where the diaphyses end
and the epiphyscs begin. The cartilage of conjugation when affected
manifests signs of chondro - epiphysitis. ~Diaphysitis. and perio-
stitis also occur. It was mentioned that in the course of travels
sbroad by the speaker, no opportunily was available to study congenital
syphililic skeletal lesions either in the UK. or in the U.S.A, but at 'the
Hospital for the Sick Children in Great Ormonde Street, London, autopsy
notes were available; and the collection of bones on congenital syphilis,
a precious contribution of Jules Parrot, were studied. Of the categories
of the bone lesions in congenital syphilis it was pointed out that chondro-
cpiphysitis wes the commonest on clinical examination confirmed by the
skiagraphic proof of metaphysitis in the corresponding zone.

ii. Generalised periostitis and osteomyelitis also oceur. But
localised bilateral osteomyelitis in the region of the medical -and upper
end of either tibia was pathognomanic of congenital syphilis. While on
this subject, a reference in passing, was made to the etiologic diagnosis
of macerated foetuses. It is known that syphilis and Rh incompatibility,
both produce maceraled foetuses. When in a diagnoslic predicament and
the ctiological issues has to be decided between congenital syphilis-and
Rh incompatibility, the decisive lactor is the skiagraphic demonstration
of the bilateral ‘cat bite lesion’ of the medical and upper -end of either
tibia named after “Wimberger”.

ifi. Under reference to skeletal lesions in congenital ;syphilis
again, a-skiagram was shown exhibiting dactylitis. - In syphiliszof the
patient under study the proximal phalanx was involved resuiting :in 'the
contraction of lhe fnger in contrast lo skcletal tuberculosis in another
infant in whom the terminal phalanx was affecled, términaling inssinuses.
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iv. Commenting on the “hot cross-bun skull” with cranio
tabes and Parrot nodes, once upon a time attributed to syphilis, it was
pointed out that the consenus now is that the thinning of fal bones of the
cranium and sponginess ol the frontal and pariatal bones with prominernce
are largely due to nutritional deficiencies causing u metabolic derange-
ment. This was mentioned to alert the practitioners on the change of
views regarding cranial bone lesions in prenatal syphilitics.

v. To complete the story of bone lesions \n Congenital Syphi-
lis, sabering of the tibiac and prominence of the inner end of a clavicle -
Higoumenakie sign - in ‘2 tardive congenital syphilitic were demonstrated
as also the contracture of the little finger in a patient - the Dubois’ sign.

(x) Discussing visceral involvement in congenital syphilis, a refer-
ence was made to text books, wherein splenomegaly is mentioned as a
common occurrence.. In the expericnee of the speaker, contrarywise,
hepatomegaly is more [requent in our cases with an occasional spleno-
megaly occuring concurrently. As far as hepatomegaly is concerned.”
such patients were occasionally brought {o the Institute presenting exclu-
sively a protuberant abdomen and concurrent overt jaundice limpression
smears of liver biopsy specimens obtained from living congenilal syphilitic
patients revcaled treponema pallida on dark-field illumination examina-
tion. This demonstration of t.p. in biopsied liver specimens of congenital
syphilitics at the Institute is claimed to be the first presentation of the
kind to be recorded in literalure. In a limited histopathological study
‘of the liver biopsies of living infants with congenital syphilis, no pe-
ricellular fibrosis but degeneration of liver cclls and evidence of chronic
inflammation around the portal tracls were noted. unlike what was pre-
cented by Gault and Javaraj in their autopsy case report.

(xi) Relerence to congenital svphilis with renal or other visceral
‘involvement did not appear in the studies undertaken. Comments on the
‘dystrophy of hair, nails and other. cutaneous appendages are omitted for
brevity.

Observations were made in passing, on signs of tardive congenital
syphilis occurring al an age period beyond the first two vear period of
life, ie., congenital syphilis when irremediable damage due to irreversi-
ble pathologis conditions are conlronted wiith. -Interstitial keratitis, Hut-
~chinson’s incisors, Moon's mulberry molars, bilateral nerve deafness,
Clutton’s joints, sabre tibiae, flattened bridge of nose with destruclion
of the nasal bones and septa, tabes juveniles, paresis juveniles and idiocy
were touched on simply to emphasize the importance of preventive medi-
cine through timely tackling of early congenital syphilis.

DIAGNOSIS AND MANAGEMENT OF SYPHILIS IN INFANCY

Tt'was pointed out that in the experience of the speaker the diagnosis
of ‘congenital syphilis rested chiefly on (i) the relevant personal anamnesis
‘and the obstelric history given by the female parent, (ii) to a cerlain
‘extent on the results ol inferview through confrontation of the male
parent and (i) on the ensemble of the clinical, bacteriological, serologi-
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The Picture of a family high lighting the modes of syphilific infection :

(a) The sexual highway leading to the inlecticn of the central figure namely, the

(b)

mcther of the family who is infected but yet who does nct present any manifest
lesicns on the surface of her body. The husband responsible for hier infection is
the 5th columnist and as such is cut ol the picture. Untreated syphilis in the
mother was ultimately responsible fcr syphilis in her youngest offspring.

The transplacental highway in syphilis via which the luetic infecticn of the once
fcetus, has now resulled in maniiest syphilis in the live born innocent baby in
arms.

The non-sexual highway of syphiiis has culminated in the cccurrence of extra-
genital chancres in the elder siblings standing on either side of the mother with
(i) a chancre on the thigh, (ii) a chancre on the abdominal wall.
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cal, roentgenological and occasionally the spinal fluid pattern and histo-
rathological data obtaired of the suspected infant or child.

The routine treatment prescribed is 150,000 units or Y millilitre of
PAM in oil (any brand that satisfies the W.H.O. specifications) given
daily, I.M., for 20/ days for the light weight infanis under three months
of age or 3 lac units or 1 millilitre of PAM .M., daily for 10 days for the
older ones upto 2" vears. This is not all. It is increasingly realised in
recent years thal the case of pre-natal syphilis of less than 2 years of
age requires the attention of paediatric specialists. According to Moore,
it is the paediatrician who takes care of the congenital syphilitic infant;
and children under the age of 14. The need for expert paediatric advice
is indeed great in the management of the marasmic infant who requires
fluids, salts and proteins for dehydration and blood for anaemia. ».

- OTHER ASPECTS OF TREATMENT OF SYPHILIS IN INFANCY

In the series under review congenital syphilitic infants were
hospitalised along with the mother. The treatmient was completed with-
in less than a month in practically cvery case except when the infected
babies were discharged against medical advice or had died before com-
pletion ol therapy. What a contrast to prepeniciliin  era—the days of
metallic chemotherapy when the duration of therapy extended to nearly
2 years'! ; .

LI

PROGRESS

(a) Clinical.—The clinical condition in early congenital syphilis
showed marked improvement at the end of therapy. The cutaneous and
mucosal lesions healed promptly; no scars suggestive of rhagades were
noticed in the series during the follow up period. The skelctal lesions
subsided with reliel from {enderness and pain. The visceral lesions
showed signs of amelioration particularly in the liver series in which the
size of the liver returned almost to normal limits; jaundice disappeared.

(b)  Serologic.—The positive serologic titre reverted to negativity or
declined rapidly when the treatment was started within the first few
months of the luetic infection in the infant. A delay in reversal of serc-
logy was recorded in infants for whom the treatment was started afte-
6 months of age.

~(¢) Relapses.—Clinical replapses in the experience of the speaker hap-
pened to be 1%. )

(d) Fatalities.—It is confessed that in the presence of an overwhelm-
ing transplacental luetic infection, in a few infants as already pointed out
deaths occurred in the early series despite desperatc efforts. Fatal Her-
xheimer reaction has been noted by Holgen. In 1946-47, 10 deaths occurred
among 59 cases administered cornmercial penicillin G bringing the morta-
lity rate to 16.9%. In 1953, 3 deaths occurred among 102 cases treated with
PAM and in 1955-57 one death among 26 case {sreated with diamine
renicillin. ‘ ‘
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Fig. 4 Fig. 5
A marasmic infant in prenatal The picture of an infanl with cutane-
syphilis. ous, mucous membrane and skeletal

lesions in prenatal syphilis.

Fig. 6 Fig. 7
Piclure of an infanl with ‘ocular and nacal Osteochondritis lower end of either forearin
discharges teeming with (reponema pallida with pseudoparalysis.
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Skiagram ol the bones of the lower limbs revealing the Wimberger sign,
i.e. localised osteomyelitis prcducing a cat bite appearance in the upper
and medial end of either tibia.
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Fig. 10
Syphilitic pemphigus soles.
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Fig. 8 9
Skiagram of | the tubular Skiagram ol the bones of the lower limbs revealing the Wimberger sign,
bones revealing the dam- i.e. localised osteomyelitis preducing a cat bite appearance in the upper
age done by syphilis at and medial end of either tibia.
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Fig. 10
Syphilitic pemphigus soles.
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Fig. 11 ' Fig. 12
Exfoliation soles in a congenilal syphi- Generalised cutaneous erupticn in early
tic. prenatal syphilis with betler

lcealisation on the face.

Fig. 13 Fig. 14
The picture- of a congenital syphililic Bulleus dermatosis—syphilitic pemphi-
with a distended abdomen secondary gus—-the individual bullae have burnt
to enlargement of the liver and the —the bullous material revealed treno-
spleen. nema pallida on dark-field illumanation

test.
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Fig. 15 Fig. 16
Prenatal syphilitic with a prominent Palmar and plantar lesions in a
forehead. prenatal syphilitic

: Fig. 17 ' Fig. 18
Dactylitis in a prenatal syphilitic. Prenatal syphilitic with haemorrhagic
) lesions nose and mouth.
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Fig. 19
Cluilon’s Joinls—Painless symmetrical
hydrarthrosis.

Fig. 20 N Fig. 21
Interstitial keratitis and Clutton’s join's Sabering of the tibia in a juvenile with
' in a juvenile, prenatal syphilis (Late).
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Fig. 22 . Fig. 23
The clavicular sign—the Higoumena- ‘ Hufchinson’s Incisors in juvenile
kie's sign in prenalal syphilis. . tabetic.

Fig. 24 Fig. 25
A juvenile paretic. . Typical facies with flattened bridge of
nose in prenatal syphilis.
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Fig. 26 Fig. 27
An infant with prenatal syphilis Imbecility in a juvenile with
born with teeth. prenatal syphilis.

Tig. 28 Tig. 29 :
The typical facies with flattened bridg: Contracture of the little finger of the
of nose in prenatal syphilis. left hand in prenatal syphilis (Late).
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Fig. 31

Acquired Syphilis in infancy.

Fig. 30
Acquired Syphilis in Infancy

Note the varying age perieds of thz2
lesions about the orifices and the
ends of long bones.
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Nevertheless the significant lesson {o be learnt from the presentatica
of these disappointing notes in this retrospective study is that syphilis in
infancy particularly early congenital syphilis is cent per cent preventable.
[t is the bounden duly thereiore of every one concerned lo take steps o see
that syphilis in infancy is prevented. To this end we must at least recog-
nise and adequately treat every syphilitic woman partner of the first gene-
ratio in time with appropriate remedies. This unborn innocents expect
every one of us fo do our duty!

(In closing, a note of warning was issued on the possibility of mistak-
ing acquired syphilis in infancy lor congenital syphilis in infancy.

To clarify the issue of the subject of acquired cyphilis in infancy—
childhood, a photograph was projected presenting a woman with her con-
genital syphililic haby on her lap and two older siblings. who, each one
standing by the mother, had acquired an exira-genital chancre, the con-
genitally infected infant having donated the syphilitic infection through
non-sexual contact to the {wo elderly girls.)
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