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In Mangochi District, a rural area of Malawi, the prevalence of active syphilis was 3.6% among 3591
women who had singleton births and who were negative for human immunodeficiency virus (HIV). Com-
pared with non-syphilitic women, those with active syphilis (positive Venereal Disease Research Labor-
atory/rapid plasmin reagin tests (titre 2 1:8) and a reactive microhaemagglutination assay) were more
likely to experience stillbirths as well as the early and late neonatal deaths and even postneonatal
deaths of their children. Characteristics associated with active syphilis were not very useful in targeting
women at high risk of having the condition, which makes universal screening in antenatal programmes
the most efficacious way to prevent syphilis-associated morbidity and mortality.

The potential for a programme to prevent congenital syphilis in the perinatal, neonatal, and post-
neonatal periods is evident. In considering resource allocation to child survival programmes in areas
where the prevalence of syphilis is high, officials need to include antenatal syphilis screening, using
rapid tests and treatment at the first contact of the mother with the health care system.

Introduction
Syphilis infection in pregnancy causes high rates of
fetal and early infant death and adversely affects the
health of women. The prevalence of reactive syphilis
serology among pregnant women in Africa ranges
from 6% to 16% (1-5). The findings of pregnancy
studies conducted prior to instigating syphilis treat-
ment programmes indicate that untreated syphilis has
one of the following outcomes: approximately a third
of cases result in second trimester spontaneous
abortions or perinatal deaths; a third result in con-
genitally infected infants; and a third result in healthy
uninfected infants (6). This high level of perinatal
mortality has serious psychological and cultural
implications for women in societies where fertility
and childbearing are a critical part of social standing
and self-image.
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Although there is a simple screening test for
syphilis (7), and penicillin continues to be effective
for its treatment (8), the disease remains a largely
ignored maternal and perinatal health problem in
most sub-Saharan African countries. The implemen-
tation of an effective antenatal screening and treat-
ment intervention requires a functioning health care
system that collects blood specimens from women
early in pregnancy, accurately carries out and inter-
prets syphilis serology tests and reports them to the
health facility, and promptly treats positive women
and their partners. Currently, the resources required
for antenatal syphilis screening and treatment pro-
grammes are either lacking or difficult to sustain.
The need for such programmes or the need to sustain
an existing programme by diverting resources fre-
quently has to be justified by repeated demonstration
of the extent of adverse outcomes. Also, although
programmes of this type are available in large towns
in many African countries, they are operationally
ineffective because of centralized testing, which
results in low follow-up and treatment of positive
women.

In Malawi, despite national policy, routine ante-
natal syphilis screening programmes were discon-
tinued in many rural district hospitals when they
could not sustain the programmatic requirements. In
such a setting and within the context of a population-
based study of malaria prevention in pregnant women,
we examined and quantified the prevalence of and
risk factors for acquiring syphilis and its outcomes
among a rural population of pregnant women.
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Method

Enrolment and follow-up
We carried out a prospective study of malaria
chemoprophylaxis among pregnant women between
1987 and 1990 in a rural district in Malawi. Con-
secutive pregnant women who were attending any

of four antenatal clinics were enrolled and followed
up throughout pregnancy and then once every two
months for more than a year after delivery. Because
93% of pregnant women in Malawi attend antenatal
care (L. Schultz et al., unpublished results, 1993) and
the study women and their infants were followed up
in the community, the study can be considered to be
population-based. The women received routine ante-
natal care, including monthly visits, tetanus toxoid,
iron supplements, and malaria chemoprophylaxis,
but there was no routine syphilis screening through
the clinic system. Stored blood specimens collected
during the antepartum period and at delivery as part
of the malaria study were later tested serologically
for syphilis.

Syphilis serology testing and case definition

The sera were tested in 1991-92 for syphilis, using
Venereal Disease Research Laboratory (VDRL) or

rapid plasmin reagin (RPR) tests and a microhaem-
agglutination assay for antibodies to Treponema pal-
lidum (MHA-TP). All VDRL/RPR reactive sera were

diluted to an endpoint titre (9).
The definitions of syphilis used in the study

were based on the serological findings expected for
the various stages of the disease (10). The last cases

of yaws in Malawi occurred prior to 1977, and this
condition is considered to have been eradicated from
the country (11). Women with a VDRL/RPR titre
>1:8 and reactive MHA-TP (7) were considered to
have recently acquired active syphilis. Larsen et al.
and Gershman et al. have found that in areas where
the eradication of yaws could be documented a titre
of .1:16 in the RPR card test, confirmed by
MHA-TP, indicated a recently acquired case of
syphilis (12, 13). Women who had both a nonreac-

tive VDRL/RPR test and MHA-TP assay were con-

sidered to be syphilis negative; those with reactive
VDRL/RPR tests and a nonreactive MHA-TP assay

were considered to be syphilis false-positives (al-
though this group may also have included some very
early cases of syphilis); those with a reactive
MHA-TP assay and a nonreactive VDRL/RPR test
were considered to be syphilis resolved (old treated
or untreated cases). Women with a VDRL/RPR titre
<1:8 and a reactive MHA-TP assay included a mix-
ture of old, treated or untreated infections and newly
acquired (<6 weeks) infections, and were considered

to be syphilis old/new. Because the interpretation of
inconsistent serological results is difficult (either the
VDRL/RPR test or MHA-TP assay is discordant),
we compared women whose serology was consistent
with active syphilis (VDRL/RPR reactive with a titre
.1:8 and reactive MHA-TP) with women who had
no evidence of syphilis (nonreactive VDRL/RPR and
MHA-TP assay) to identify and quantify the risk
factors for active syphilis and to estimate the contri-
bution of syphilis to poor pregnancy outcomes.

Analysis of results

To avoid potential confounding by human immuno-
deficiency virus (HIV) infection and multiple preg-
nancies, we included in the analysis only women
who were both HIV-negative by enzyme-linked
immunosorbent assay (ELISA) within 2 months of
delivery and who had singleton births.

Any infections were incident cases, since the
case definition for syphilis was consistent with
newly acquired infections. Odds ratios (OR) with
95% Comfield (14) or exact (15) confidence inter-
vals (CI) (as appropriate) were used in the univariate
analysis to identify risk factors for syphilis and to
quantify the association between the active disease
and poor pregnancy outcome. Variables entered into
logistic regression models were analysed in a for-
ward stepwise fashion with an entry P-value = 0.05
and removal P-value = 0.06 using the PROC
LOGISTIC procedure (SAS version 6.04). Primi-
gravidae and multigravidae were modelled separately
in identifying risk factors for active syphilis, since
multigravidae had a set of potential risk factors relat-
ed to their past obstetric history that were not appli-
cable to the primigravidae (see Tables 2 and 3). For
the poor pregnancy outcomes that were considered
(see Tables 4 and 5), the referent group was live
births who survived the post-delivery period consider-
ed in the outcome. For example, the referent group
for stillbirth was live births, and that for neonatal
death was live births who survived until at least the
28th day of life. The population-attributable risk per-
cent (PAR%) was used to estimate the impact of
syphilis on poor pregnancy outcomes; this measure-
ment combines the strength of the risk factor (rela-
tive risk measure) and the prevalence of the risk fac-
tor in the population (16). The 95% CIs for the
PAR% were calculated using the method described
by Walters (17).

Results
Syphilis serology
Of the 3591 women who were enrolled and tested in
the study, 130 (3.6%) had serological results that
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were consistent with active syphilis (VDRL/RPR test
reactive, with titre >1:8 and reactive MHA-TP
assay), and 2968 (82.7%) had nonreactive VDRL/
RPR tests and MHA-TP assays (Table 1).

Risk factors for syphilis

The maternal characteristics that were potential risk
factors for active syphilis among pnmigravidae are
shown in Table 2, while those for multigravidae are
shown in Table 3. Primigravidae with active syphilis
were more than twice as likely to be illiterate (OR =
2.31; 95% CI = 1.03, 5.56) than those who did not
have syphilis. Multigravidae with active syphilis
were twice as likely to have had a home delivery
(OR = 1.9; 95% CI = 1.24, 2.91) or to have a history
of child death in the previous pregnancy (OR = 2.05;
95% CI = 1.28, 3.29) than women without syphilis.
Multigravidae enrolled in clinic C or D were 2-3
times more likely to have had active syphilis than
women who enrolled in clinic A (the clinic with the
lowest rate of active syphilis). A history of a still-
birth with the previous pregnancy was a very
strong risk factor (OR = 7.84; 95% CI = 4.05, 15.18).
The following factors were, however, not associated
with active syphilis in either primigravidae or multi-
gravidae: maternal age, alcohol use, parity, late ante-
natal care (begun <60 days before delivery), enrol-
ment at clinic B, haematocrit <21% at enrolment,
low socioeconomic status, and a history of a sponta-
neous abortion.

Odds ratios for syphilis and poor pregnancy
outcome

Compared with women without syphilis, those who
had active syphilis were more likely to experience all
types of stillbirths as well as the early and late neo-

Table 1: Syphilis serological results for 3591
births, Malawi, 1987-90

natal death and even postneonatal death of their
infants (Table 4).

Women with active syphilis were 11 times more
likely to have a stillbirth (OR = 10.89; 95% CI =
6.61, 17.93), with the risk of a macerated stillbirth
being 18 times greater and of a fresh stillbirth almost
eight times greater. This increased risk associated
with active syphilis extended not only into the neo-
natal (OR = 4.86; 95% CI = 2.73, 8.66) but also into
the postneonatal period (OR = 2.24; 95% CI = 1.26,
3.99).

There was very little confounding between
active syphilis and other factors, as evidenced in
Table 4 by the similarity of the odds ratios for active
syphilis obtained in the univariate and multivariate
analyses. Smoking, alcohol consumption, anaemia,
or parasitaemia at enrolment were not associated
with any of the poor pregnancy outcomes.

Population-attributable risk percent for
syphilis

Active syphilis accounted for 21% of the perinatal
deaths and 8% of the infant deaths in the study popu-
lation, as well as contributing to 26% of the still-
births, 11% of the neonatal deaths, and 5% of the
postneonatal deaths (Table 5).

Discussion
In sub-Saharan Africa, syphilis is a common infec-
tion that has clear, detrimental effects on fetal and
infant survival. Most studies of syphilis in Africa
have examined urban or hospital-based populations
and few studies have quantified the problem in rural
population-based settings. In 1982-83 Lijestrand et
al. used a nationwide study of maternal morbidity to

HIV-negative pregnant women with singleton

Resulta Interpretation No. of women

VDRURPR and MHA-TP No evidence of syphilis 2968 (82.7)b
non-reactive

VDRURPR reactive and MHA-TP False-positive or very early 187 (5.2)
nonreactive infections

VDRURPR nonreactive and MHA-TP Old/resolved infections 137 (3.8)
reactive

VDRURPR reactive (titre <1:8) and Old or early infections 169 (4.7)
MHA-TP reactive

VDRURPR reactive (titre >1:8) and Active syphilis 130 (3.6)
MHA-TP reactive

a VDRL = Veneral Disease Research Laboratory test; RPR = rapid plasmin reagin test. MHA-TP = micro-
haemagglutination assay for antibodies to Treponema pallidum.
b Figures in parentheses are percentages.
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Table 2: Odds ratios obtained from univariate and multivariate analyses of active syphilis
among HIV-negative primigravidae with singleton births, Malawi, 1987-90

Odds ratio

Risk factor

Maternal age <18 years
Smoking
Alcohol use
Late antenatal
care (<60 days)
Home delivery
Illiterate
Low socioeconomic
status

Anaemiad
Clinice
B
C
D

Sample size Prevalence

1024
1039
1039
1039

1039
1039
1039

Univariate

0.445 0.64 (0.29, 1.42)a
0.002 30.42 (0.38, 2390.31)c
0.003 0 (0, 72.97)c
0.284 1.59 (0.74, 3.39)

0.363
0.615
0.656

927 0.038

794 0.618
422 0.282
429 0.294

0.83 (0.37, 1.83)
2.48 (1.04, 6.80)c
1.10 (0.50, 2.45)

0.88 (0.02, 5.62)c

1.10 (0.45, 2.75)
1.43 (0.40, 4.85)
1.07 (0.24, 3.93)d

Multivariate

NSb
23.5 (1.43, 386.2)

NS
NS

NS
2.39 (1.03, 5.56)

NS

NS

NS
NS
NS

a Figures in parentheses are the 95% confidence intervals.
b NS = not significant at P < 0.05 after controlling for illiteracy and smoking; not entered into the model.
c Exact confidence intervals.
d Haematocrit <21% at enrolment.
e Referent clinic = A (lowest rate of active syphilis).

estimate the prevalence of syphilis among pregnant
women in villages in Mozambique (4), but did not
estimate the contribution of syphilis to poor pregnan-
cy outcome. Greenwood et al. carried out a clinical
survey, which included syphilis serology, as part of a
prospective population-based study of pregnancy
outcome in 41 villages in the Gambia (18); although
the prevalence of reactive syphilis serology was
high, no association was found with perinatal mortal-
ity. This lack of association between maternal syphi-
lis and adverse birth outcome could have
arisen because the positive test outcomes were due
to infections with nonvenereal treponemal infections,
e.g., endemic syphilis or yaws.

Our findings quantify the significant impact of
syphilis during pregnancy on fetal and infant mortal-
ity in rural Malawi. This impact was not limited to
the fetal and neonatal periods but continued into the
postneonatal period. In the study population nearly 1
out of 4 stillbirths, 1 out of 9 neonatal deaths, and 1
out of 25 postneonatal deaths were attributed to
maternal syphilis. This strong association between
reactive syphilis serology and poor outcome indi-
cates that venereal syphilis was responsible, rather
than other treponemal infections.

Syphilis during pregnancy has been recognized
to be a public health problem in Africa for many
years, but there have been few sustainable pro-
grammes to deal with it. Clinicians have attempted to
identify women at risk by limiting screening to those

in urban areas or those with a history of stillbirth,
since these were assumed to be risk factors. The
prevalence of active syphilis that we found in a rural
area (3.6%) demonstrates that screening should not
be limited only to urban areas. Although a history of
a stillbirth as the outcome of the immediately pre-
ceding pregnancy was an important risk factor in the
study population (OR = 7.84), this criterion identi-
fied none of the primigravidae and only 14 (15%) of
the 96 multigravidae with active syphilis. Other risk
factors for active syphilis (illiteracy, clinic site, home
delivery, and the death of the immediately previous
child) were not very useful for identifying women at
high risk. Over 70% of the women were illiterate,
and only 33% of those with active syphilis came
from the two clinics with the highest rates of this
condition. The factors that determined the birth loca-
tion were unknown, and over 40% of the women
delivered at home. A universal screening programme
appears to be the most appropriate option.

The identification and immediate proper treat-
ment of women with reactive serologies at the first
visit to an antenatal clinic is the key element in a
successful antenatal syphilis intervention pro-
gramme. For this purpose, macroscopic rapid tests
(RPR card or toluene red unheated serum test
(TRUST)) are suitable (7). The results of such screen-
ing tests are available immediately and women with
reactive tests can be treated at their first visit. Many
of the logistic problems associated with identifying
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Table 3: Odds ratios obtained from univariate and multivariate analyses of active syphilis
among HIV-negative multigravidae with singleton births, Malawi, 1987-90

Odds ratio

Risk factor

Maternal age <18 years
Smoker
Alcohol use
Late antenatal care
(<60 days)
Home delivery
Illiterate
Low socioeconomic status
Anaemiad

Clinice

B
C
D

History of stillbirth

Previous birth

Stillbirth
Ctild death

History of abortion
History of child
death

Sample size Prevalence Univariate

2007
2058
2058
2058

2058
2058
2058
1805

1338
1411
1345
2058

2058
1906
2058
2058

0.028
0.042
0.007
0.291

0.434
0.745
0.704
0.030

0.239
0.279
0.243
0.069

0.034
0.213
0.089
0.469

0.36 (0.01, 2.17)a. b

1.28 (0.44, 3.40)
3.19 (0, 15.32)
1.17 (0.73, 1.86)

1.57 (1.02, 2.43)
1.75 (0.98, 3.16)
1.44 (0.86, 2.42)
1.23 (0.24, 3.93)

1.06 (0.50, 2.23)
2.56 (1.49, 4.38)
2.05 (1.12, 3.73)
3.39 (1.83, 6.04)

5.92 (2.91, 11.32)b
2.24 (1.34, 3.73)
1.49 (0.75, 2.88)
1.48 (0.96, 2.30)

Multivariate

NSC
NS
NS
NS

1.9 (1.24, 2.91)
NS
NS
NS

NS
2.94 (1.80, 4.81)
2.23 (1.29, 3.85)

NM'

7.84 (4.05, 15.18)
2.05 (1.28, 3.29)

NS
NM

a Figures in parentheses are the 95% confidence intervals.
bExact confidence intervals.
cNS = not significant at P <0.05 after controlling for home delivery, enrolment at clinic C/D, and history of
a stillbirth or child death with the previous pregnancy; not entered into the model.
d Haematocrit <21% at enrolment.
e Referent clinic = A (lowest rate of active syphilis).
fNM = not included in the multivariate model.

women who have reactive sera would thus be elimi-
nated, and treatment would not be delayed until the
next visit or missed altogether.

Contact-tracing and treatment of partners, while
important, may be more difficult to accomplish.
Although partner notification and treatment should
not be ignored, initial attention should be focused on
the early identification and treatment of pregnant
women who are reactive in screening tests. After
adequate coverage has been achieved and sustained
for pregnant women, activities should then be
extended to include treatment of their partners.

Several recent reports have described cost-bene-
fit analyses of antenatal screening programmes, even
in countries where the prevalence of syphilis is low
(0.04-0.4%) (19-21). In Lusaka, Zambia, Hira et al.
have reported a 50% reduction in adverse pregnancy
outcomes after implementation of an antenatal
screening programme that included a strong health
education component that promoted early attendance
at antenatal clinics (5). The cost of the intervention

(per 1000 women), including that of two tests per
woman, treatment of women with reactive tests and
their partners, health education materials, and labora-
tory equipment is estimated to range from US$ 4.20,
in a country where the prevalence is 1%, to US$ 7.00
in a country where the prevalence is 15%. The cost
of averting each adverse outcome (fetal loss, perina-
tal death, or congenitally infected infant) was estima-
ted to be US$ 70.00 in the 1% prevalence country
and US$ 9.28 in the 15% prevalence country (22).
This compares with the estimated US$ 152.53 to
avert a neonatal tetanus death and US$ 99.85 to avert
a pertussis death using immunization interventions in
the Gambia (23).

The potential for a programme to prevent con-
genital syphilis in the perinatal, neonatal, and post-
neonatal period is clear. In considering resource allo-
cation to child survival programmes in areas where
the prevalence of syphilis is high, those responsible
need to include antenatal syphilis screening, using
rapid tests and treatment at the first visit.
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Table 4: Univariate and multivariate analysis of active syphilis as a risk factor for adverse outcomes among HIV-
negative pregnant women with singleton births, Malawi, 1987-90

Odds ratioa

Outcome Sample size Prevalence Univariate Multivariate Other significant variablesb
Fetal lossc 3015 0.043 8.81 9.16 Late antenatal care, home

(5.41, 14.29)d (5.68, 14.77) delivery, nulliparous
Stillbirthc 2984 0.033 11.01 10.89 Late antenatal care, nulliparous,

(6.54, 18.49) (6.61, 17.93) illiterate
Maceratedc 2906 0.007 18.07 18.07 No other significant variables

(6.62, 48.41) (7.32, 44.64)
Freshc 2915 0.010 7.34 7.72 Late antenatal care, nulliparous

(2.60, 19.64) (3.05, 19.53)
Unknown typec 2933 0.016 10.91 10.38 Home delivery, illiterate, clinic B

(5.25, 22.34) (5.24, 20.52)
Neonatal death' 2858 0.047 4.50 4.86 Late antenatal care, age <18 years,

(2.43, 8.23) (2.73, 8.66) clinic Be
Earlyg 2859 0.032 4.91 5.34 Nulliparous, clinic Be

(2.42, 9.77) (2.77, 10.36)
Late' 2767 0.016 3.35 3.35 No other significant variables

(0.98, 10.18) (1.17, 9.58)
Perinatal 2958 0.064 8.36 9.03 Late antenatal care, nulliparous,
deathg (5.38, 12.94) (5.88, 13.84) low socioeconomic level, clinic B

Postneonatal 2605 0.104 2.41 2.24 Nulliparous, low socioeconomic
deathh (1.30, 4.40) (1.26, 3.99) level, illiterate, clinic D

Infant deathh 2740 0.149 3.29 3.28 Nulliparous, low socioeconomic
(2.05, 5.26) (2.09, 5.14) level, illiterate

a Odds ratio for active syphilis as a risk factor for the particular adverse outcome.
b The following variables were examined in the model: syphilis, late antenatal care, home delivery, nulliparous, age <18 years, low
socioeconomic status, illiterate, clinic site, smoking, alcohol consumption,i haematocrit <21% at enrolment,, peripheral Plasmodium fal-
ciparum parasite density >2000 at enrolment.
cReferent group: known live births.
d Figures in parentheses are the 95% confidence intervals.
eReferent group: clinic A attendees.
fReferent group: live births with known survival to day 28.

Referent group: live births with known survival to day 7.
hReferent group: live births with known survival to day 365.
iFor the multivariate model, these variables were not significant at P <0.05 after controlling for the other significant variables identi-
fied for the particular outcome and were not entered into the model.

Table 5: Population-attributable risk percent of active syphilis for poor pregnancy outcomes
in HIV-negative women with singleton births, Malawi, 1987-90a

Risk of the outcome:

Outcome Active syphilis No syphilis Odds ratio PAR%b
Fetal lossc 30/125 100/2890 8.81 22 (15, 29)d
Stillbirthc 27/122 72/2862 11.01 26 (18, 35)
Maceratedc 8/103 13/2803 18.07 38 (18, 59)
Freshc 6/101 24/2814 7.34 19 (4, 33)
Unknown typec 13/108 35/2825 10.91 26 (14, 39)

Neonatal deathe 16/95 119/2763 4.50 11(6, 17)
Early' 12/95 79/2764 4.91 12 (5, 19)
Latee 4/83 40/2684 3.35 8 (0, 16)
Perinatal death' 39/122 151/2836 8.36 21 (15, 27)
Postneonatal deathg 16/75 256/2530 2.41 5 (2, 8).

Infant deathg 32/91 375/2649 3.29 8 (5, 10)
a Prevalence of active syphilis = 3.6%.
b PAR% = population-attributable risk percent.
c Referent group: known live births.
d Figures in parentheses are the 95% confidence interval.
e Referent group: live births with known survival to day 28.
f Referent group: live births with known survival to day 7.
9 Referent group: live births with known survival to day 365.

WHO Bulletin OMS. Vol 71 1993778



Syphilis-associated perinatal and infant mortality in Malawi

Acknowledgement
This study was supported, in part, by the Combatting
Communicable Childhood Diseases Project, United States
Agency for International Development.

Resume

Mortalite perinatale et infantile associ6e 6
la syphilis dans les regions rurales du
Malawi
En Afrique, la prevalence notifiee de la syphilis
chez les femmes qui se rendent aux consultations
ant6natales va de 6 a 16%, et l'on estime a 20 a
40% la proportion de femmes ayant une syphilis
non traitee dont l'enfant decede au cours de la
periode perinatale. Bien qu'il existe, pour cette
maladie, un test de d6pistage sur le terrain et
qu'elle puisse etre efficacement trait6e par la
p6nicilline, la syphilis reste, dans de nombreux
pays en developpement, un probleme de sante
maternelle et p6rinatale m6connu. Nous avons
6tudi6 la prevalence de la syphilis et les facteurs
de risque d'infection, ainsi que les consequences
de la maladie chez une population rurale de
femmes enceintes au Malawi.

Chez 3591 femmes ayant eu un accouche-
ment simple et dont la serologie pour le VIH (virus
de l'immunod6ficience humaine) etait negative, la
pr6valence d'une syphilis evolutive, definie par un
titre . 1:8 dans les tests VDRL (Venereal Disease
Research Laboratory) ou RPR (rapid plasmin rea-
gin) et par un resultat positif dans l'epreuve de
micro-h6magglutination pour la recherche des anti-
corps diriges contre Treponema pallidum (MHA-TP),
etait de 3,6%. Ces resultats montrent que la
syphilis s'etend aux regions rurales et qu'il ne faut
pas limiter le depistage aux zones urbaines.

Lors de I'analyse, les femmes atteintes de
syphilis 6volutive ont ete compar6es a celles dont
les tests VDRL/RPR et MHA-TP etaient negatifs.
Les parametres associes a la syphilis evolutive
ont ete analyses separement pour les primigestes
et les multigestes. Bien que le fait que la grosses-
se imm6diatement pr6c6dente se soit sold6e par
une mortinaissance constitue un facteur de risque
important dans la population 6tudiee (odds ratio
(OR) = 7,84), ce critere n'aurait permis d'identifier
aucune des primigestes atteintes de syphilis evo-
lutive et seulement 14 (15%) des multigestes
concern6es. Les facteurs de risque suivants ont
e identifies pour la syphilis 6volutive: analphabe-
tisme (OR = 2,39); recrutement dans le dispensai-
re C (OR = 2,94) ou dans le dispensaire D (OR =

2,23); accouchement a domicile (OR = 1,9); deces
n6onatal lors de l'accouchement imm6diatement
precedent (OR = 2,05). Ces facteurs ne permet-
taient toutefois pas de cibler efficacement les
femmes a haut risque. Plus de 70% des femmes
6taient illettr6es, 33% seulement des femmes
syphilitiques venaient des deux dispensaires
ayant les taux de syphilis les plus eleves, et plus
de 40% des femmes accouchaient a domicile.
Ces observations plaident en faveur du depistage
gen6ral de la syphilis dans les programmes ante-
natals.

Par rapport aux femmes non syphilitiques, les
femmes atteintes de syphilis 6volutive avaient une
probabilit6 10,89 fois plus forte d'avoir un enfant
mort-ne, 4,86 fois plus forte de voir leur enfant
mourir au cours de la periode neonatale et 2,24
fois plus forte de le voir mourir au cours de la
periode post-neonatale. La syphilis 6volutive est
responsable de 21% des morts p6rinatales et de
8% des morts infantiles dans la population 6tu-
di6e. II est manifeste qu'un programme destin6 a
prevenir la syphilis congenitale au cours des
p6riodes perinatale, n6onatale et post-neonatale
est necessaire. Le coOt (pour 1000 femmes) de
deux tests serologiques par femme, du traitement
des femmes ayant un r6sultat positif et de leur
partenaire, du materiel d'6ducation pour la sant6,
et du materiel de laboratoire, va de US$ 4,20
dans un pays ou la prevalence de la syphilis est
de 1% a US$ 7,00 dans un pays ou elle est de
15%. Le coOt par issue indesirable evitee (mort
foetale in utero, deces perinatal, ou nouveau-ne
atteint de syphilis cong6nitale) a 6te estim6 a US$
70,00 dans un pays oO la pr6valence de la syphi-
lis est de 1% et a US$ 9,28 dans un pays ou elle
est de 15%. On citera pour comparaison le cout,
estime a US$ 152,53, d'un deces par tetanos
neonatal evite et de US$ 99,85 par d6ces dO a la
coqueluche evit6 par une intervention vaccinale
en Gambie. Lors de l'examen des attributions de
ressources aux programmes de survie de l'enfant
dans les regions oO la pr6valence de la syphilis
est elevee, il faut envisager d'inclure un d6pistage
ant6natal de la syphilis, avec emploi de tests
rapides et traitement lors du premier contact de la
mere avec le systeme de soins de sant6.
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