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Purpose: The likelihood of developing concurrent infections, such as bacterial vaginosis (BV) and sexually transmitted syphilis, tends 
to increase. Delayed diagnosis of maternal syphilis may allow progression to secondary syphilis and substantially increase the risk of 
vertical transmission. We report a neglected case of syphilis during pregnancy presenting as condyloma lata with concurrent bacterial 
vaginosis that subsequently resulted in congenital syphilis.
Case Illustration: A 17-year-old married woman, gravida 1 para 0 abortus 0 (G1P0A0), at 34–35 weeks of gestation, presented with 
progressively enlarging vulvar warty lesions for three weeks and malodorous vaginal discharge for one month. Physical examination 
demonstrated multiple confluent yellowish-white plaques involving both labia majora and the vaginal introitus, consistent with 
condyloma lata. Serological screening showed reactive TPHA and VDRL with non-reactive HIV and HBsAg. She was diagnosed 
with secondary syphilis presenting as condyloma lata, bacterial vaginosis, urinary tract infection, and premature uterine contractions. 
Treatment consisted of intramuscular benzathine penicillin G (2.4 million units) and oral metronidazole (2 g). Because labor 
progressed with extensive vulvovaginal lesions, an emergency cesarean section was performed. The newborn had reactive TPHA 
and VDRL and was diagnosed with congenital syphilis despite the absence of overt clinical manifestations.
Conclusion: This case highlights that delayed antenatal syphilis screening and late maternal treatment may allow progression to 
secondary syphilis with condyloma lata and increase the risk of congenital syphilis. Early screening and timely treatment are essential 
to prevent vertical transmission.
Keywords: syphilis in pregnancy, condyloma lata, congenital syphilis, vertical transmission, bacterial vaginosis

Introduction
Syphilis remains a major global public health concern and continues to affect millions of people worldwide. According to 
the World Health Organization (WHO), an estimated 8 million adults aged 15–49 years acquired syphilis in 2022, 
reflecting the persistent global burden of the disease despite the availability of effective screening and treatment 
strategies.1 Untreated maternal syphilis is associated with serious maternal, fetal, and neonatal complications, with 
adverse pregnancy outcomes occurring in approximately 50–80% of affected pregnancies.2,3 These complications include 
miscarriage, stillbirth, preterm birth, low birth weight, neonatal death, and congenital syphilis resulting from vertical 
transmission of Treponema pallidum.2,4 In 2022, WHO estimated approximately 700,000 congenital syphilis cases and 
390,000 adverse birth outcomes worldwide, emphasizing the urgent need for early diagnosis and effective antenatal 
screening to eliminate mother-to-child transmission.1

Syphilis infection is conventionally categorized into four distinct clinical stages: primary, secondary, latent, and 
tertiary. Secondary syphilis is characterized by systemic manifestations, one of which is condyloma lata (CL), a highly 
infectious lesion presenting as broad, flat-topped, moist papules or plaques. CL has been reported in approximately 6– 
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23% of patients with secondary syphilis.5,6 Early diagnosis through routine antenatal screening is essential to prevent 
maternal disease progression and vertical transmission.7,8

Bacterial vaginosis (BV) is the most common cause of vaginal dysbiosis among women of reproductive age and has 
been associated with adverse obstetric outcomes, including preterm labor, premature rupture of membranes, and 
postpartum infections.9–11 Pregnancy is accompanied by physiological, hormonal, and immunological adaptations, as 
well as alterations in the vaginal microbiota, which may influence susceptibility to specific genital tract infections rather 
than uniformly increasing the risk of all infections.12,13 These complex interactions may contribute to the coexistence of 
BV and sexually transmitted infections, including syphilis, particularly in the presence of behavioral and socioeconomic 
risk factors.12,14 Furthermore, BV has been associated with increased susceptibility to sexually transmitted infections, 
including syphilis, HIV infection, chlamydia, and gonorrhea, potentially complicating clinical management during 
pregnancy.10 Although condyloma lata in pregnancy has been reported, published cases describing neglected secondary 
syphilis presenting as condyloma lata concomitant with bacterial vaginosis and resulting in congenital syphilis remain 
limited.

This case report describes a pregnant woman with neglected secondary syphilis presenting as condyloma lata 
accompanied by bacterial vaginosis, resulting in congenital syphilis, who was managed at Dr. Hasan Sadikin General 
Hospital, Bandung, Indonesia, in January 2024. This case highlights the importance of routine antenatal screening, early 
diagnosis, and timely treatment in preventing severe maternal and neonatal complications.

Case Illustration
Clinical information was obtained through direct patient interview, physical examination, laboratory investigations, 
imaging studies, and review of the patient’s medical records.

A 17-year-old married woman, gravida 1 para 0 abortus 0 (G1P0A0), at approximately 34–35 weeks of gestation (8 
months of pregnancy), initially presented to the Dermatology Outpatient Clinic at Dr. Hasan Sadikin General Hospital, 
Bandung, Indonesia, with multiple warty lesions around the vulva that had appeared 3 weeks before admission and 
progressively increased in number and size. She was subsequently referred to the Obstetrics Outpatient Clinic for further 
evaluation and management. The lesions were accompanied by intermittent pain in the pubic region without itching. She 
also complained of thick, malodorous vaginal discharge for one month but had not previously sought medical attention. 
Fetal movements were perceived normally. She denied watery vaginal discharge and lower urinary tract symptoms.

The patient had attended antenatal care only once at a midwife clinic. Her initial body mass index (BMI) during 
antenatal care was 20.28 kg/m2 (normal weight). She had no history of hypertension, diabetes mellitus, heart disease, 
asthma, or previous diagnosis or treatment for syphilis. She had never received COVID-19 vaccination.

Regarding her sexual history, the patient reported her first sexual intercourse at 13 years of age and had engaged in 
premarital sexual intercourse with more than five partners without barrier contraception. She married at the age of 17 
years to her fifth sexual partner. Her husband was a 20-year-old laborer with an elementary school education. Information 
regarding her husband’s history of sexually transmitted infections and serological status was unavailable.

On physical examination, her general condition was good, and no cutaneous lesions suggestive of secondary syphilis 
were identified elsewhere on the body. No residual primary syphilitic chancre was observed. Examination of the external 
genitalia revealed multiple verrucous lesions of varying sizes involving both labia majora and extending into the vaginal 
introitus, consistent with condyloma lata (Figure 1). Venereological examination demonstrated no inguinal lymphadeno
pathy, and the pubic region appeared normal. The lesions on both labia majora were predominantly confluent, measuring 
approximately 0.5×0.5 cm to 3×5 cm, appearing as dry yellowish-white plaques arising from the skin surface. The labia 
minora and perianal region were unremarkable, with no ulceration or features suggestive of malignancy.

Gram staining of vaginal secretions demonstrated polymorphonuclear leukocytes (PMN) >30/high-power field, 
a positive whiff test, vaginal pH of 5, and no clue cells (Figure 2). Potassium hydroxide (KOH) examination of the 
vulvar lesions revealed no fungal elements (Figure 3).

Serological screening showed non-reactive Human Immunodeficiency Virus (HIV) and hepatitis B surface antigen 
(HBsAg), whereas the Treponema pallidum hemagglutination assay (TPHA) and Venereal Disease Research Laboratory 
(VDRL) tests were qualitatively reactive. Quantitative serological testing was not performed.
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Obstetric examination demonstrated a fundal height of 26 cm, fetal heart rate of 150–154 beats/minute, longitudinal 
cephalic presentation, intact membranes, and cervical dilatation of 1 cm. Obstetric ultrasonography demonstrated 
a singleton live intrauterine fetus corresponding to approximately 35 weeks and 2 days of gestation. Basic fetal biometry 
is shown in Figure 4, while fetal echocardiography demonstrated cardiomegaly with chamber dilatation and tricuspid 
valve regurgitation (Figure 5). Routine hematological investigations were unremarkable. Urinalysis demonstrated 
leukocyturia (695.4/µL) with significant bacteriuria (34,520.9/µL), consistent with urinary tract infection. The laboratory 
findings are summarized in Table 1.

Figure 1 Clinical appearance of condyloma lata involving the vulva. Multiple confluent yellowish-white, broad-based plaques involving both labia majora and extending into 
the vaginal introitus, consistent with condyloma lata as a manifestation of secondary syphilis.

Figure 2 Gram examination of vaginal secretion shown negative clue cells.
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Based on the clinical findings and laboratory investigations, the patient was diagnosed with secondary syphilis 
presenting as condyloma lata, bacterial vaginosis, urinary tract infection, and premature uterine contractions at 34– 
35 weeks of gestation (G1P0A0). Conservative management was initiated with nifedipine as a tocolytic agent and four 
doses of dexamethasone for fetal lung maturation. Syphilis was treated with a single intramuscular dose of benzathine 
penicillin G (2.4 million units), while bacterial vaginosis was treated with a single oral dose of metronidazole (2 g).

After two days of hospitalization, uterine contractions increased in frequency and intensity despite conservative 
management. On the third hospital day, the patient entered active labor with cervical dilatation of 4 cm. An emergency 
cesarean section was performed because extensive condyloma lata involved both the vulva and vagina.

Figure 3 KOH result of the lesion. No fungal elements were identified on KOH examination.

Figure 4 Obstetric ultrasonography showing fetal biometric assessment.
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The infant was delivered without intraoperative complications and cried immediately after birth, with APGAR scores 
of 7 and 9 at one and five minutes, respectively. Physical examination revealed no respiratory distress, congenital 
anomalies, cardiac murmur, hepatosplenomegaly, jaundice, skin lesions, skeletal abnormalities, or other clinical mani
festations suggestive of congenital syphilis. However, neonatal TPHA and VDRL tests were qualitatively reactive. 
Following evaluation by the Infection and Tropical Medicine Department, the infant was diagnosed with congenital 
syphilis based on maternal syphilis together with reactive neonatal serological findings despite the absence of overt 
clinical manifestations. A single intramuscular dose of benzathine penicillin G (100,000 U) was planned. Supportive 
neonatal management included fluid therapy, formula milk/breastfeeding, oxytetracycline ophthalmic ointment, intra
muscular vitamin K (1 mg), and hepatitis B vaccination.

The postoperative course was uneventful, with no bleeding or signs of sepsis. Physical examination remained 
unremarkable. The patient received intravenous oxytocin infusion (20 IU in 500 mL Ringer’s lactate), oral amoxicillin 
(500 mg three times daily), and ketoprofen (100 mg twice daily) for postoperative management. She was discharged in 
stable condition on postoperative day 3. Laboratory findings are summarized in Table 1.

Figure 5 Fetal echocardiographic four-chamber view. Ultrasonography demonstrating cardiomegaly with chamber dilatation and tricuspid valve regurgitation.

Table 1 Laboratory Result of the Patient

Parameters Pre-Operative Post-Operative

Hemoglobin 10.2 g/dL 9.3 g/dL

Hematocrite 31.8% 29.4%

Leucocyte 11,040/uL 21,700/uL

Thrombocyte 404,000/uL 364,000/uL

Triple elimination

Anti HIV Non-reactive

TPHA titer Reactive

HbsAg chromatography Non-reactive

Quantitative VDRL Reactive

Abbreviations: HIV, human immunodeficiency virus; TPHA, Treponema pal
lidum hemagglutination assay; HBsAg, hepatitis B surface antigen; VDRL, 
Venereal Disease Research Laboratory test.

International Journal of Women’s Health 2026:18                                                                               https://doi.org/10.2147/IJWH.S609265                                                                                                                                                                                                                                                                                                                                                                                                       5

Fitriyanto and Tjahyadi

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)



Discussion
Clinical Significance and Diagnostic Challenges of Condyloma Lata in Pregnancy
Condyloma lata is a characteristic mucocutaneous manifestation of secondary syphilis resulting from hematogenous 
dissemination of Treponema pallidum. Clinically, it presents as broad-based, flat-topped, moist or hypertrophic papules 
and plaques involving intertriginous areas, particularly the vulva and perianal region. Because these lesions may closely 
resemble condyloma acuminata caused by human papillomavirus (HPV), careful clinical assessment supported by 
serological testing is essential to establish the correct diagnosis and initiate appropriate treatment.5,6,15

In the present case, the patient presented with multiple confluent yellowish-white plaques involving both labia majora and 
extending into the vaginal introitus, accompanied by reactive TPHA and VDRL serological results. These findings were 
consistent with condyloma lata rather than condyloma acuminata. Although secondary syphilis is frequently accompanied by 
generalized rash, mucous patches, or systemic symptoms, condyloma lata may occasionally represent the predominant or 
only clinical manifestation, making diagnosis challenging and increasing the likelihood of delayed recognition.6,16

An important feature of this case was the delayed diagnosis during late pregnancy. The patient attended antenatal care 
only once and did not undergo routine antenatal screening for syphilis, allowing the infection to progress to secondary 
syphilis before appropriate treatment was initiated. This delay is clinically significant because secondary syphilis reflects 
active systemic dissemination with the highest burden of maternal spirochetemia, thereby substantially increasing the risk 
of vertical transmission.2,3,8

Early antenatal screening remains the cornerstone of preventing maternal complications and congenital syphilis, 
particularly among women with recognized behavioral and socioeconomic risk factors. In the present case, limited 
antenatal care and the absence of early syphilis screening likely contributed to delayed diagnosis and disease 
progression.2,4,17

Maternal Treatment Timing and Prevention of Congenital Syphilis
Vertical transmission of Treponema pallidum may occur at any stage of pregnancy, with the highest transmission risk 
occurring during primary and secondary syphilis because maternal spirochetemia is greatest during these stages. 
Untreated maternal syphilis is associated with miscarriage, stillbirth, preterm birth, neonatal death, and congenital 
syphilis, highlighting the importance of early antenatal screening and timely treatment.3,8

In this case, the patient first presented at 34–35 weeks of gestation with condyloma lata, indicating secondary syphilis. 
The diagnosis was established only in late pregnancy after the period during which fetal infection may already have 
occurred. Although benzathine penicillin G was administered immediately after diagnosis, treatment was initiated only 
a few days before delivery. Current guidelines recommend that maternal treatment should both follow the appropriate 
stage-specific penicillin regimen and be completed at least 30 days before delivery to effectively reduce the risk of 
congenital syphilis.2,4,18

The newborn had reactive TPHA and VDRL without clinical manifestations such as hepatosplenomegaly, jaundice, 
skin lesions, or skeletal abnormalities. Previous studies have demonstrated that many infants with congenital syphilis are 
asymptomatic at birth; therefore, diagnosis should integrate maternal history, neonatal serological findings, and assess
ment of treatment adequacy rather than relying solely on physical examination.19

Delayed diagnosis in this patient most likely reflected missed opportunities for antenatal screening rather than 
treatment failure. The WHO continues to identify inadequate antenatal syphilis screening as one of the major contributors 
to persistent congenital syphilis worldwide, particularly in resource-limited settings.1,17 This case therefore emphasizes 
that routine syphilis screening during early pregnancy, followed by prompt maternal treatment and partner management, 
remains essential to interrupt vertical transmission.10,18

Postpartum Management and Public Health Implications
Comprehensive postpartum management should include maternal serological follow-up, neonatal evaluation, partner 
notification, and counseling to prevent reinfection and subsequent adverse pregnancy outcomes. Maternal serological 
monitoring after treatment is essential to assess treatment response and identify possible reinfection, particularly when 
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partner treatment has not been confirmed. Likewise, sexual partners should undergo clinical evaluation, serological 
testing, and appropriate treatment to interrupt ongoing transmission within the community.10,20

Although the newborn in this case had no overt clinical manifestations of congenital syphilis, reactive neonatal 
serology warranted further evaluation and pediatric follow-up. Congenital syphilis may be clinically silent at birth, and 
management should be guided by maternal treatment history, neonatal serological findings, and assessment of treatment 
adequacy rather than physical examination alone. Serial non-treponemal serological follow-up is recommended until 
serological resolution, because delayed manifestations involving the auditory, skeletal, or neurological systems may 
develop during infancy.19,21

This case also illustrates a missed opportunity for prevention through routine antenatal screening. The patient 
attended antenatal care only once and underwent syphilis testing only in late pregnancy, limiting the opportunity to 
prevent congenital infection. Strengthening universal antenatal screening programs, ensuring timely maternal treatment, 
and integrating partner management into routine obstetric care remain fundamental public health strategies to reduce the 
burden of congenital syphilis.1,3,17

Overall, this case highlights the importance of early antenatal syphilis screening, timely maternal treatment, multi
disciplinary management, and comprehensive neonatal follow-up to prevent congenital syphilis and improve maternal 
and neonatal outcomes. In this case, long-term maternal and neonatal follow-up data were unavailable, and information 
regarding evaluation and treatment of the patient’s sexual partner could not be obtained. These limitations further 
emphasize the importance of comprehensive postpartum surveillance, partner management, and continued infant follow- 
up in preventing reinfection and improving outcomes in future pregnancies.

Conclusion
This case highlights the diagnostic challenges of secondary syphilis presenting as condyloma lata during pregnancy and 
underscores the importance of differentiating it from other anogenital lesions. Delayed antenatal screening and late diagnosis 
resulted in maternal treatment being initiated only shortly before delivery. This case also demonstrates that congenital 
syphilis may occur even in the absence of overt neonatal clinical manifestations, emphasizing the importance of maternal 
history, neonatal serological evaluation, and appropriate follow-up. Early universal antenatal syphilis screening, timely 
administration of benzathine penicillin G, partner evaluation and treatment, and multidisciplinary maternal–neonatal 
management remain essential strategies to reduce vertical transmission and improve maternal and neonatal outcomes.

Registration of Research Studies
Research registration was not required for this case.
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CL, condyloma lata; BV, bacterial vaginosis; STIs, sexually transmitted infections; BPG, benzathine penicillin G; HIV, 
human immunodeficiency virus; TPHA, Treponema pallidum hemagglutination assay; HBsAg, hepatitis B surface 
antigen; VDRL, Venereal Disease Research Laboratory test.
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