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Congenital syphilis is preventable through antena-
tal screening and treatment of pregnant women 

(1); however, a resurgence of congenital syphilis has 
been observed (2). During 2018–2022, rates surged by 
599% in Canada (3) and 81.8% in the United States (4); 
slight increases were also noted in Europe (5). That 
increase stems from multiple factors, including lim-
ited healthcare access, substance use, and migration 
(6), which can introduce legal, cultural, and language 

barriers that heighten vulnerability (7). We analyzed 
trends in congenital syphilis in Spain during 2016–
2024 by maternal country of birth.

The Study
We analyzed confirmed cases of congenital syphilis 
in children <2 years of age reported to the National 
Epidemiologic Surveillance Network. In Spain, con-
genital syphilis has been a notifiable disease since 
1997, although changes were made to the maternal 
variables collected in 2016. We categorized cases ac-
cording to maternal country of birth: women born 
in Spain and women born elsewhere. We calculated 
annual incidence rates per 100,000 live births for 
each group using the annual number of live births 
in Spain as the denominator. We used the χ2 test to 
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The number of congenital syphilis cases in Spain remains 
low; 40 cases were confirmed during 2016–2024. How-
ever, a slight increase has been observed, particularly in 
children born to migrant mothers. Young maternal age, mi-
grant status, and social disadvantages are warning signs 
that underscore the need to strengthen prenatal screening.

1STIs Study Group team members are listed at the end of this article.
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compare proportions and the Kruskal-Wallis test to 
compare medians.

Forty confirmed cases were reported during the 
study period. One case was excluded because of miss-
ing information on maternal country of birth. Of the 
39 remaining cases, 12 (30.8%) cases involved children 
born to women born in Spain, whereas 27 (69.2%) cases 
involved infants of women born elsewhere (Figure). 
All children were born in Spain; no cases were classi-
fied as imported. From 2020 onward, incidence rates 
increased among women born outside Spain.

Of the infants born to women born in Spain, 
75.0% (n = 9) were boys, compared with 44.4% (n = 
12) for women born elsewhere (p = 0.096). Median 
age at diagnosis was 2 days in both groups; interquar-
tile range (IQR) was 1–28 days for children of women 
born in Spain and 1–7 days for children of women 
born elsewhere (p = 0.817). Symptoms were present 
in 50.0% (n = 6) of infants of women born in Spain and 
55.5% (n = 15) of infants of women born elsewhere (p 
= 0.950) (Table 1). No differences were observed in 
clinical manifestations.

Hospitalization percentages were similar in both 
groups: 83.3% (n = 10) among infants of women born 

in Spain and 81.5% (n = 22) among infants of wom-
en born elsewhere (p = 0.792). Complications were 
also comparable, occurring in 25.0% (n = 3) of chil-
dren born to women in Spain and 22.2% (n = 6) of 
children born to women born elsewhere (p = 0.241). 
Two deaths were reported; both were children born 
to women born in Spain.

A total of 38 women were included in this anal-
ysis; 11 (28.9%) were born in Spain and 27 (71.0%) 
outside Spain. One woman born in Spain gave birth 
to twins; congenital syphilis was diagnosed in both. 
Among women born outside Spain, most originated 
from countries in Latin America (n = 22), including 
Paraguay (n = 8) and Colombia (n = 4). Three were 
from Eastern Europe and 1 from Western Europe; in 1 
case, country of origin was not specified.

Women born in Spain were younger at the time of 
delivery than women born elsewhere (Table 2). Syph-
ilis screening had not been performed during preg-
nancy in 9.1% (n = 1) of women born in Spain and 
11.1% (n = 3) of women born elsewhere. Adequate 
treatment was recorded for 36.4% (n = 4) of women 
born in Spain and 22.2% (n = 6) of women born else-
where. Of the 39 women included in the analysis, 11 

Figure. Number of congenital 
syphilis cases and rates 
per 100,000 live births by 
mother’s place of birth, Spain, 
2016–2024.

 
Table 1. Clinical manifestations of congenital syphilis cases by mother’s place of birth, Spain, 2016–2024 

Manifestation 
No. (%) cases 

p value* Child born to woman born in Spain Child born to woman born outside Spain 
Symptomatology    
 Asymptomatic 2 (16.7) 4 (14.8) 0.950 
 Symptomatic 6 (50.0) 15 (55.6)  
 Unknown 4 (33.3) 8 (29.6)  
Clinical manifestations, symptomatic cases only†  
 Hepatosplenomegaly 4 (66.7) 8 (53.3) 0.577 
 Mucocutaneous lesions 3 (50.0) 4 (26.7) 0.306 
 Anemia 3 (50.0) 3 (50.0) 0.169 
 Central nervous system involvement 1 (16.7) 5 (33.3) 0.445 
 Jaundice 3 (50.0) 2 (13.3) 0.075 
 Nephrotic syndrome 1 (16.7) 1 (6.7) 0.481 
 Others 3 (50.0) 9 (60.0) 0.676 
*2 was used to calculate p values. 
†Clinical manifestations are nonexclusive categories. 
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were living in socially or economically disadvantaged 
circumstances. In 1 case, the mother’s syphilis was di-
agnosed after the diagnosis of congenital syphilis in 
the child; that woman was born in Spain.

Conclusions
Although the absolute number of congenital syphilis 
cases remains low in Spain, an increase has been ob-
served in recent years, particularly among women 
born outside Spain. The observed increase in cases 
might be considered a consequence of the rising num-
ber of syphilis cases among young women. Previous 
studies in Spain have shown that the greatest increas-
es in syphilis occurred among women 20–34 years of 
age (8) and women from Latin America (9). However, 
data are unavailable on the percentage of women with 
syphilis who were pregnant at the time of diagnosis or 
whose condition was diagnosed during delivery.

Of the confirmed congenital syphilis cases in 
this study, two thirds were in infants of women born 
outside Spain, whereas pregnancies among women 
born elsewhere accounted for only 25.6% of all preg-
nancies in 2024 (10). That difference might indicate 
unmet needs in antenatal care for migrant women, 

which pose risks to both child and maternal health, 
even though access to pregnancy, childbirth, and 
postpartum care is guaranteed to all women in Spain 
regardless of administrative status (11). Therefore, 
ensuring that migrants receive comprehensive infor-
mation regarding their own health and prenatal care 
during pregnancy, such as screening tests, is essential 
to guaranteeing adequate follow-up care.

Most women in this study originated from coun-
tries in Latin America, which also represents the larg-
est region of origin among migrants in Spain (10). 
Migration during pregnancy is not rare and poses a 
challenge for timely diagnosis and treatment of syph-
ilis in pregnant women.

Other factors, such as younger maternal age, 
might also contribute to increased vulnerability. Na-
tional data show a rising trend in maternal age in 
Spain. Among women born in Spain, the mean age 
at delivery increased from 32.5 years in 2016 to 33.1 
years in 2023, whereas among women born elsewhere 
it rose from 29.5 years to 30.5 years over the same pe-
riod (10). In contrast, the mothers in this analysis were 
younger; median age was 21.5 years for women born 
in Spain and 25 years for women born elsewhere.

 
Table 2. Maternal characteristics in study of trends in congenital syphilis cases by maternal country of birth, Spain, 2016–2024* 

Characteristic 
Value 

p value† Mother born in Spain† Mother born outside Spain 
Total no. women 11 (28.9) 27 (71.1)  
Median age at delivery (IQR), y 21.5 (19–33) 25 (22–29) 0.421 
Syphilis screening during pregnancy 0.877 
 First trimester 3 (27.3) 8 (29.6)  
 Third trimester 0 2 (7.4)  
 First and third trimester 2 (18.2) 2 (7.4)  
 Not documented 2 (18.2) 4 (14.8)  
 Not performed 1 (9.1) 3 (11.1)  
 Unknown 3 (27.3) 8 (29.6)  
Syphilis treatment 0.284 
 Without treatment 4 (36.4) 11 (40.7)  
 Appropriate treatment 4 (36.4) 6 (22.2)  
 Inappropriate treatment 0 4 (14.8)  
 During labor or delivery 3 (27.3) 2 (7.4)  
 Not documented 0 3 (11.1)  
 Unknown 0 1 (3.7)  
Maternal risk for syphilis   0.318 
 Yes 6 (54.6) 8 (29.6)  
 None 1 (9.1) 6 (22.2)  
 Unknown 4 (36.4) 13 (48.2)  
Risk factors, women with maternal risk for syphilis‡ 
 Disadvantaged situation 2 (33.3) 8 (100) 0.006 
 Engagement in sex work 1 (16.7) 1 (12.5) 0.825 
 Drug use 3 (50.0) 1 (12.5) 0.124 
 Unspecified factors 4 (66.7) 1 (12.5) 0.036 
Maternal HIV coinfection 0.430 
 Yes 0 0  
 No 9 (81.8) 23 (85.2)  
 Not testing 0 2 (7.4)  
 Unknown 2 (18.2) 2 (7.4)  
*Values are no. (%) except as indicated. 
†2 was used to calculate p values. 
‡Risk factors are nonexclusive categories. 
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Adverse birth outcomes related to congenital 
syphilis are closely linked to inadequate access to 
timely screening and treatment during pregnancy 
(12). Screening has also been shown to reduce syph-
ilis-related deaths by up to 50% (13). In this analysis, 
the percentage of women whose condition was ad-
equately diagnosed and treated was very low in both 
groups, underscoring the need for improved imple-
mentation of existing recommendations. Serologic 
screening for syphilis during pregnancy is recom-
mended at the first prenatal visit, and additional test-
ing should be performed during the third trimester 
and at delivery for women at high risk of acquiring 
syphilis (e.g., because of sex work, drug use, disad-
vantaged social conditions, or other sexually trans-
mitted infections during pregnancy) or if no test was 
performed during the first trimester (14,15). Although 
information on predisposing factors was available for 
a limited number of women, more than half (14/26) 
were in disadvantaged situations, highlighting the 
role of broader social determinants of health.

Epidemiologic surveillance data provide a com-
prehensive overview of trends in the general popu-
lation but have limitations. Under case definitions in 
Europe, only children <2 years of age are included, 
and fetal deaths or stillbirths caused by congenital 
syphilis are excluded, potentially leading to underdi-
agnosis. In addition, maternal information in surveil-
lance records is often incomplete. Enhancing those 
data could help elucidate existing gaps in prenatal 
care for pregnant women and identify groups that are 
more vulnerable to syphilis.

Our findings highlight the importance of ensur-
ing timely, accessible, and respectful prenatal care 
and syphilis screening for all pregnant women, par-
ticularly when social or structural vulnerabilities are 
present. Strengthening epidemiologic surveillance and 
reinforcing person-centered approaches in maternal 
care are essential steps toward preventing congenital 
syphilis and promoting maternal and child health.
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EID Podcast
Telework during  

Epidemic  
Respiratory Illness

Visit our website to listen:
 https://bit.ly/4vpkx3d

The COVID-19 pandemic has caused us 
to reevaluate what “work” should look like. 
Across the world, people have converted 
closets to offices, kitchen tables to desks, and 
curtains to videoconference backgrounds. 
Many employees cannot help but wonder if 
these changes will become a new normal.

During outbreaks of influenza, coronavi-
ruses, and other respiratory diseases, tele-
work is a tool to promote social distancing 
and prevent the spread of disease. As more 
people telework than ever before, employers 
are considering the ramifications of remote 
work on employees’ use of sick days, paid 
leave, and attendance. 

In this EID podcast, Dr. Faruque Ahmed, 
an epidemiologist at CDC, discusses the eco-
nomic impact of telework.


