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CASE REPORT
A 45-day-old male infant was brought to the Department of 
Paediatrics with the chief complaints of reduced movements of 
all four limbs for one week and low-grade fever for five days. He 
was the second child of a non-consanguineous marriage, born at 
term by normal vaginal delivery with a birth weight of 2.5 kg (50th 
percentile for gestational age) (appropriate for gestational age). The 
antenatal period was uneventful, and the mother’s antenatal VDRL 
screening was reported as non-reactive. There was no relevant 
family history of neurological, renal, or infectious illness. The infant 
had been apparently well until 38 days of life, when the parents 
noticed increasing irritability and reluctance to move the limbs, 
particularly on handling, suggestive of pain-related immobility. This 
was associated with constipation for one week and intermittent low-
grade fever for five days. There was no history of seizures, trauma, 
poor feeding, vomiting, or respiratory symptoms. Honey ingestion 
on the 15th day of life was reported as a traditional practice. 

On examination, the infant was alert with an irritable cry. Vital 
parameters were stable: Temperature: 37.8°C, heart rate 140/min, 
respiratory rate 44/min, and blood pressure 88/60 mmHg (50-90th 
percentile). Diffuse plantar desquamation involving approximately 
60-70% of the plantar surface bilaterally was noted, predominantly 
over the heel and mid-plantar regions, without ulceration or active 
discharge. Similar desquamation was noted over the palmar 
surfaces bilaterally on clinical examination [Table/Fig-1]. The liver 
was palpable 4 cm below the right costal margin and the spleen 
2 cm below the left costal margin. A reducible umbilical hernia was 
present without signs of obstruction [Table/Fig-2]. Neurological 
examination revealed generalised hypotonia with muscle power of 
2/5 in the upper limbs and 3/5 in the lower limbs. Deep tendon 
reflexes were not elicitable. Cranial nerve examination was normal. 
Initial laboratory evaluation showed leukocytosis (16300 cells/

cumm) with elevated inflammatory markers {raised C-Reactive 
Protein (CRP)- 52.3 mg/L} and organomegaly (hepatomegaly and 
splenomegaly), raising suspicion of sepsis. However, the infant was 
feeding well, not lethargic, and no focus of infection was identified, 
blood culture reports were inconclusive. Although the infant’s serum 
vitamin B12 level was low (84 pg/mL), maternal vitamin B12 level was 
normal (294 pg/mL). Haemoglobin was 8.9 g/dL with a normal Mean 
Corpuscular Volume (MCV: 88 fL). Peripheral smear did not show 
macro-ovalocytes or hypersegmented neutrophils. There was no 
evidence of pancytopenia. These findings ruled out megaloblastic 
anaemia. Nerve conduction studies revealed non-stimulable nerves, 
suggestive of polyradiculopathy. 

Differential diagnoses considered included sepsis, septic arthritis, 
congenital Guillain-Barré syndrome, infant botulism, peripheral 
neuropathy secondary to vitamin B12 deficiency, and myopathy. 
These were ruled out based on preserved sensorium, absence of 
bulbar involvement, normal joint examination, lack of progressive 
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ABSTRACT
Congenital syphilis is a preventable infection transmitted from mother to foetus through the placenta by Treponema pallidum and 
continues to contribute to considerable neonatal illness and death. The disease can affect multiple organs, including the skin, 
bones, liver, kidneys, and central nervous system, and may present with diverse and unusual clinical features. Prompt identification 
is crucial, as delayed diagnosis can result in serious complications even when appropriate treatment is given. A 45-day-old male 
infant presented with reduced limb movements, irritability, and fever. Examination revealed hepatosplenomegaly, desquamation 
of palms and soles, and radiographic findings including metaphyseal destruction (Wimberger sign) and ‘celery-stalk’ appearance 
of the distal femur. The infant subsequently developed congenital nephrotic syndrome. Although the mother’s antenatal Venereal 
Disease Research Laboratory (VDRL) screening was reported negative, the combination of clinical, radiological, and serological 
findings established the diagnosis of congenital syphilis. Despite prompt treatment with crystalline penicillin and supportive therapy, 
the infant succumbed to sepsis during the third week of illness. This case highlights an unusual presentation of congenital syphilis 
masquerading as neuromuscular weakness, later complicated by nephrosis, emphasising the importance of high clinical suspicion 
and multidisciplinary evaluation in atypical neonatal presentations.

[Table/Fig-1]:	 Desquamation over palms and soles noted on day 1 of admission 
(day 45 of life) in the infant with congenital syphilis.
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paralysis, absence of haematological features of B12 deficiency, 
and characteristic radiological findings. A skeletal survey performed 
to evaluate for local pathology revealed metaphyseal destruction 
involving wrist, knee, and ankle joints (Wimberger sign), periosteal 
reaction with a “celery-stalk” appearance of the distal femur, sutural 
widening, and frontal bossing [Table/Fig-3-5]. These findings raised 
strong suspicion of congenital infection. Infant serology showed 
a reactive VDRL with a titre of 1:256. Repeat maternal serology 
performed postpartum showed a reactive VDRL with a titre of 1:8. 
The infant titre being more than fourfold higher than the maternal 
titre confirmed the diagnosis of congenital syphilis. Treponemal 
IgM antibodies were positive. Cerebrospinal fluid analysis could 
not be performed due to rapid clinical deterioration. A diagnosis of 
congenital syphilis presenting as Parrot’s pseudoparalysis was made. 
Despite abnormal nerve conduction studies, the limb immobility was 
attributed to painful osteochondritis rather than primary neuropathy.

The infant was started on intravenous crystalline penicillin G at a 
dose of 50,000 IU/kg/dose every 12 hours for 10 days, along with 
intramuscular cyanocobalamin at a dose of 50 µg/kg/day once daily 
and supportive care. During the second week of hospitalisation, 
the infant developed bilateral pedal oedema progressing to 
anasarca over 3-4 days [Table/Fig-6]. Urinalysis revealed heavy 
proteinuria, and serum albumin was 1.5 g/dL, confirming nephrotic 
syndrome. Further nephrotic evaluation could not be completed 
due to worsening clinical condition. Despite aggressive supportive 
management, human albumin 20% was administered at a dose of 
1 g/kg intravenously over 3-4 hours on two occasions. Intravenous 
furosemide was given at 1 mg/kg/dose following albumin infusion. 
Broad-spectrum intravenous antibiotics (meropenem 20 mg/kg/dose 
every eight hours and vancomycin 15 mg/kg/dose every six hours) 
were initiated for suspected sepsis and continued for seven days. 

[Table/Fig-3]:	 Skeletal survey performed on day 2 of admission showing metaphyseal 
destruction involving wrist, knee joints consistent with Wimberger sign.

[Table/Fig-2]:	 Clinical photograph showing a prominent, reducible umbilical hernia 
with protrusion of the umbilical region during rest, without signs of obstruction.

[Table/Fig-4]:	 Radiograph of the left distal femur taken on day 2 of admission 
demonstrating classical “celery-stalk” metaphyseal appearance suggestive of 
congenital syphilis.

[Table/Fig-5]:	 Skull radiograph obtained on day 2 of admission showing sutural 
widening and frontal bossing.

[Table/Fig-6]:	 Clinical course of nephrotic syndrome observed during hospitalisa-
tion. The graph depicts the onset of pedal oedema on day 10 of admission (day 55 
of life) progressing to anasarca over the next 3-4 days, with corresponding fall in 
serum albumin to 1.5 g/dL, following initiation of penicillin therapy.

The infant developed sepsis. The clinical condition deteriorated, and 
the infant succumbed during the third week of illness. 

DISCUSSION
This case illustrates the protean manifestations of congenital 
syphilis and emphasises that it can mimic a wide range of 
neonatal disorders, including neuromuscular and renal diseases. 
Transplacental transmission of Treponema pallidum from an infected 
mother usually results in congenital syphilis, and the timing of fetal 
exposure along with the maternal stage of disease determines the 
severity of infection. Although antenatal VDRL screening is widely 
practiced, false-negative results may occur during early maternal 
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infection, late seroconversion, or due to the prozone phenomenon, 
resulting in missed opportunities for prevention [1].

The infant in this report presented with pseudoparalysis, a rare but 
recognised manifestation of congenital syphilis. Pseudoparalysis 
(Parrot’s pseudoparalysis) arises from painful periostitis or 
osteochondritis leading to limb immobility without true neurological 
deficit. Such infants may initially be misdiagnosed with neuromuscular 
weakness or neuropathy, delaying appropriate therapy. In this case, 
the radiographic findings - particularly metaphyseal destruction 
(Wimberger sign) and the “celery-stalk” appearance of the femur 
- were critical in establishing the diagnosis [2]. Similar to the report 
by Kim YH et al., our patient developed nephrotic syndrome in 
the second week of illness despite appropriate antibiotic therapy, 
underscoring that renal pathology may persist even after bacterial 
eradication [3]. Other published case reports have described infants 
presenting with musculoskeletal manifestations of congenital 
syphilis where radiological findings played a pivotal diagnostic role, 
particularly when maternal screening was negative [4].

 Renal involvement in congenital syphilis has been documented over 
the years. Bhorade MS and Chawla LS in 2004 described immune-
complex–mediated renal injury in congenital syphilis [5]. Wang C et 
al., in 2023 reported early congenital syphilis with nephropathy in a 
retrospective cohort [6]. Sankaran D et al., highlighted that congenital 
syphilis continues to show diverse multisystem involvement and 
may present with atypical skeletal or systemic manifestations in 
early infancy, often leading to delayed diagnosis despite routine 
antenatal screening [7]. Salomè S et al., emphasised that failures in 
repeat maternal testing and gaps in antenatal follow-up remain key 
contributors to ongoing cases of congenital syphilis, underscoring 
the need for high clinical suspicion even when initial screening is 
negative [8]. Toledano GM de ON et al., in 2021 further highlighted 
congenital nephrotic syndrome secondary to syphilis [9]. In larger 
paediatric observations, Garcia LN et al., in 2021 demonstrated 
multisystem involvement including skeletal manifestations [10], 
while Tascón-Barona A et al., in 2024 described a preterm newborn 
with metaphysitis visible on long-bone radiographs, highlighting 
that skeletal changes can be present even without overt clinical 
symptoms [11]. Miranda IPC et al., in 2025 reported a rare case 
of early congenital syphilis associated with femur agenesis, 
underscoring the potential for profound skeletal anomalies [12]. In 
addition, Mohora R et al., in 2025 provided comprehensive clinical 
and serological observations, reinforcing the value of repeat testing 
and long-term follow-up [13]. These reports collectively substantiate 
that congenital syphilis continues to present with varied multisystem 
manifestations, warranting high clinical suspicion even when 
antenatal screening is non-reactive.

This case also highlights that a negative maternal screening test 
does not exclude congenital syphilis. As emphasised by Stafford 
IA et al., a high index of clinical suspicion and repeat serological 
testing are warranted when the neonate presents with suggestive 
features [1]. Radiological evaluation, particularly long-bone X-rays, 
remains an invaluable diagnostic tool when laboratory results 

are inconclusive. Early initiation of penicillin therapy remains the 
cornerstone of management and significantly reduces morbidity 
and mortality when administered promptly. However, in cases 
complicated by multiorgan involvement such as nephrosis and 
sepsis, prognosis remains guarded even with adequate treatment. 
Multidisciplinary care involving neonatology, infectious disease, and 
radiology teams is essential for optimal outcomes.

CONCLUSION(S)
Congenital syphilis remains a diagnostic challenge due to its wide 
spectrum of clinical presentations. This case emphasises that 
infants presenting with unexplained neuromuscular weakness 
or renal involvement should be evaluated for congenital syphilis, 
even in the setting of a negative maternal screening history. Early 
radiographic and serological evaluation facilitates prompt diagnosis 
and management.
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