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Unrecognized or inadequately treated syphilis
infection during pregnancy leads to congenital
syphilis, whose diverse clinical manifestations
include stillbirth, skin rashes, cataracts, hepatomegaly, bone abnormalities, and seizures.1 The
review of syphilis in this issue of American Family
Physician reports that the number of primary and
secondary syphilis infections in the United States
has steadily increased over the past two decades.2
As a result, 1,306 U.S. newborns—including 94
who were stillborn or died shortly after birth—
were diagnosed with congenital syphilis in 2018,
the highest number reported since 1995.3 From
2009 to 2016, almost 6,000 infants were hospitalized for syphilis complications.4 Although some
of the alarming rise in cases may be attributed to
improved public health reporting,5 gaps in primary and prenatal care are facilitating the resurgence of congenital syphilis. Iowa, Minnesota,
Mississippi, New Hampshire, North Dakota, and
Wisconsin do not require screening for syphilis
during pregnancy, and third-trimester screening
is optional in most states.6 Family physicians can
prevent congenital syphilis by following national
screening guidelines;taking accurate, detailed
sexual histories;providing evidence-based interventions to people who use injection drugs;and
advocating to reduce structural barriers to care.
The U.S. Preventive Services Task Force
(USPSTF) recommends screening for syphilis
infection in all pregnant women when they first
present for care, ideally in the first trimester7;
the Centers for Disease Control and Prevention
(CDC) advises rescreening in women at high
risk at 28 weeks of gestation and again at delivery.8 However, an analysis of U.S. case reports
from 2012 to 2016 found that one-half of pregnant
women diagnosed with syphilis did not report any
behavioral risk factors in the previous 12 months.9
In addition to pregnant women, the USPSTF recommends routinely screening adolescents and
adults who are at increased risk, including those
with HIV infection, men who have sex with men,
and residents of high-prevalence communities.10

A review of factors contributing to congenital syphilis cases in New York City from 2010
to 2016 found that nearly one-half of mothers
were infected after an initial nonreactive screening result earlier in pregnancy, and that one in
10 women with adequate prenatal care were not
tested for syphilis until less than 45 days before
delivery.11 A similar review of cases in Louisiana
identified missed prevention opportunities in
one-third of cases:lack of any syphilis screening or failure to rescreen in the third trimester;
incorrect interpretation of test results;and delays
in maternal or newborn treatment.12 Compounding these issues, infants with unrecognized congenital syphilis can be initially misdiagnosed
by clinicians who are unfamiliar with less wellknown presenting signs, such as an isolated long
bone fracture.13
Family physicians should prioritize taking
detailed, nonjudgmental sexual health histories,14
keeping in mind that a woman of reproductive
age who believes she is in a monogamous relationship may still be at increased risk of syphilis
if her male partner is having sex with men.15 The
American Academy of Family Physicians recently
developed a free online practice manual (https://
www.aafp.org/patient-care/public-health/sti.
html) that summarizes current evidence-based
screening recommendations for syphilis and
other sexually transmitted infections, as well
as strategies to implement them efficiently into
practice.
The use of methamphetamine, injection drugs,
or heroin more than doubled from 2013 to 2017
among men who have sex with women and all
women who were diagnosed with primary or
secondary syphilis.16 Illicit drug use increases
transmission of syphilis directly through contaminated syringes and indirectly through
increased sexual risk behaviors. Family physicians should screen adults for illicit drug use17
and offer or refer patients for evidence-based
treatment of opioid use disorder.18,19
Finally, clinicians can raise awareness of risk
factors for syphilis and other sexually transmitted infections in underserved communities
and advocate to overcome structural barriers to
accessing pre- and postnatal care, such as poverty, racism, and distrust of health care professionals.6 Activism and community outreach may
be particularly important to prevent congenital
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syphilis in black patients, given the enduring
legacy of the Tuskegee Study, which for 40 years
deceived hundreds of black men with syphilis
into thinking they were receiving appropriate
treatment.20 For example, Philadelphia’s Maternity Care Coalition employed grassroots activism to address high infant mortality rates in its
majority-black neighborhoods,21 and the CDC’s
Healthy Communities Program partnered health
professionals with community leaders to reduce
chronic disease disparities.22
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