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Introduction
Chancroid is an exceedingly rare sexually transmitted infection, both in the United States and globally. Understanding
its true prevalence is made difficult by the lack of a readily available diagnostic testing and by its similar presentation
to other more common causes of genital ulcer diseases.

Etiology
Haemophilus ducreyi is the causative organism in chancroid. It is a small gram-negative rod which requires special
media, not easily available in most laboratories, to ensure its growth.

Epidemiology
Chancroid is extremely rare in the United States and other developed countries. Challenges to understanding its true
global incidence are based on difficulties in isolating the causative agent and the limited diagnostic and surveillance
modalities available to the clinician. 

In the United States, only seven cases in six states were reported to the Center for Disease Control and Prevention
(CDC) in 2016. The reported cases involved a spectrum of individuals including minorities, heterosexuals, prostitutes,
and those who engage in their services. As chancroid is a genital ulcerative disease, its lesions are more readily
apparent and therefore more commonly reported among men. Uncircumcised males tend to have a greater incidence
than those individuals who are uncircumcised. The likelihood of transmitting the disease to an infected individual
during a single sexual encounter has been noted to be 0.35. [1]

Chancroid also has been found to be a significant cofactor in the heterosexual acquisition and transmission of HIV
disease. Genital ulcers may increase the risk of HIV infection as much as 50- to 300-fold per each unprotected
encounter of vaginal intercourse. [2] This phenomenon occurs by increasing the infectiousness of and host
susceptibility for HIV infection. Interruption of the mucosa in genital ulcer disease provides a portal of entry for
HIV. This, combined with an increase and activation of HIV susceptible cells, allows for enhanced viral replication
and the acquisition of HIV disease. 

HIV disease, in turn, may alter the appearance and clinical course of chancroid. This may include an increase in the
incubation period, multiple ulcerating lesions, delays in healing, and poor response to standard courses of antibiotics,
or treatment failures. [3], [4]

Pathophysiology
It has been experimentally demonstrated that inoculation with one colony-forming unit of Haemophilus ducreyi results
in papule formation in 50% of individuals. This increases to papule formation in 90% of individuals after inoculation
with 100 cfu. [5] Gene clusters have been noted in H. ducreyi which encode for a cytolethal distending toxin similar to
those found in invasive enteric bacteria such as Campylobacter, Shigella, and Escherichia coli. This toxin causes
irreversible cell cycle death of epithelial cells and may lead to the development of the skin breakdown and subsequent
ulcer development. [6]

Histopathology
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H. ducreyi is a small, fastidious gram-negative rod which requires an enriched growth medium cultivated in a high
humidity, CO2-enriched environment. On Gram stain, long strands of organisms are seen in a pattern often referred to
as a "school of fish" or "railroad track" in appearance. One may use this pattern when interpreting clinical specimens,
but its presence is inconsistent, and therefore, its absence should not be viewed as eliminating H. ducreyi as the
causative agent.

History and Physical
Chancroid predominantly affects younger sexually active individuals in the 21 to 30-year-old age group. This group
reflects a large proportion of career sex workers and the typical younger male population in developing countries
which partake of their services. An asymptomatic carrier state has been noted among women potentially allowing for
the unsuspected transmission of the disease. [7]

The incubation period is typically 4 to 10 days after experiencing a minor trauma or microabrasion during sex.
Common sites of infection in men are the corona, prepuce, or glans of the penis. In women, common sites frequently
noted are the labia, introitus, and perianal areas.

Typically, an erythematous papule develops at the site of inoculation which quickly becomes a pustule and
subsequently develops into an extremely painful ulcer with soft irregular margins, often referred to as a "soft chancre."
Multiple ulcers may be noted either as a result of multiple areas of microtrauma or as a result of direct contact between
two adjacent areas resulting in "kissing ulcers." The ulcer typically has a friable base with yellow-gray exudate which
easily bleeds when abraded and varies in size typically from 1 to 2 cm. Left untreated, the lesion spontaneously
resolves within 1 to 3 months.

Tender, often unilateral, regional lymphadenopathy develops in approximately 50% of infected individuals.
Approximately, 25% of these individuals within 1 to 2 weeks of the presenting papule will progress to manifest
suppurative buboes which may spontaneously rupture. Left untreated, these suppurative regional lymph nodes may
become superinfected, leading to deep tissue destruction and disfigurement of external genitalia.

Evaluation
The diagnosis of chancroid based on clinical findings is made challenging by its potential similarities to lesions
associated with other more common causes of genital ulcer disease such as syphilis and herpes infections. Because of
this confounding presentation, diagnostic testing for both syphilis and herpes should also be undertaken in these
patients.

Gram stain of the exudate may show the typical "school of fish" findings of gram-negative rods, but the sensitivity and
specificity of such testing have been found to be poor and unreliable. [8]

As such, the Centers for Disease Control and Prevention has put forward recommendations in consideration of a
diagnosis of chancroid. A definitive diagnosis requires identification of H. ducreyi on special culture media. This
culture media is neither widely or consistently available to general public health entities and when used, has a
sensitivity of less than 80% when compared to PCR. [9] In addition to this challenge, there is no FDA approved PCR
test available for the H. ducreyi, leaving individual laboratories with the task of developing their own CLIA verified
PCR studies. [10]

Instead of laboratory diagnosis, a presumptive clinical diagnosis can be made if all of the following are present:

1. One or more painful genital ulcers.

2. Clinical findings, the appearance of genital ulcers, and any presenting regional lymphadenopathy are consistent
with chancroid.

3. No evidence of Treponema pallidum infection by darkfield microscopy of the exudate or by a serologic test
performed at least 7 days after the onset of ulcers.

4. A Herpes simplex virus PCR test or culture performed on the exudate is negative.

Treatment / Management
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Untreated genital lesions associated with chancroid in individuals not seeking care will spontaneously resolve within 1
to 3 months. Untreated individuals run the risk of progressing to painful regional lymphadenitis and, in approximately
25% of cases, the development of suppurative buboes.

In the early 1990's, the World Health Organization (WHO), given the difficulties in identifying the causative agents
in GUD recommended the implementation of syndromic management of these diseases. Fully implemented by 2000,
this has led to a precipitous decline in chancroid leaving genital herpes simplex to be the leading cause of genital ulcer
disease. [11]

Antibiotic treatment should be initiated for any individuals with either a confirmed or presumed diagnosis of
chancroid. Consideration should be given to frequent co-infections, most often with either syphilis or herpes, and the
potential need to initiate empiric treatment if there is any question regarding compliance in follow-up with diagnostic
testing. In addition, the role played by chancroid as a co-factor in the transmission of HIV should trigger testing or
treatment of known HIV positivity. [3]

The Centers for Disease Control and Prevention recommends the following antibiotic options:

Azithromycin 1 gm, orally as a single dose or

Ceftriaxone 250 mg, intramuscularly (IM) as a single dose or

Erythromycin 500 mg, orally 3 times per day for 7 days or

Ciprofloxacin 500 mg, orally twice a day for 3 days

Objective improvement in symptoms and findings should occur within one to 2 weeks of the initiation of antibiotics,
although the response of the associated regional lymphadenitis may occur more slowly. Fluctuant lymphadenitis may
require needle aspiration or incision and drainage to assist in their resolution.

Lack of improvement with appropriate antibiotics may be the result of incorrect initial diagnosis, coinfection with
another STI or HIV, drug resistance, or non-compliance with multi-dose regimens.

Sexual partners should be treated if exposed within the preceding 10 days of symptom development. Reinfection is
possible due to contact with the source individual without the use of barrier protection, although it has been
experimentally demonstrated that initial treatment with single dose azithromycin may offer prophylactic protection for
as long as 7 weeks after treatment. [12]

Differential Diagnosis
The differential diagnosis includes herpes simplex infection, the most common cause followed by syphilis, and then
distant chancroid. Clinical differentiation is difficult and inaccurate and may be made additionally challenging by co-
infection with HIV or superimposed bacterial infection. Consideration also should be given to granuloma inguinale in
the appropriate endemic setting as well as lymphogranuloma venereum if inguinal lymphadenitis is noted. [13]

Prognosis
Prognosis is an expected full recovery with antibiotic treatment, although lesions will spontaneously resolve without
treatment as previously noted. Lack of treatment puts the patient at risk of developing suppurative lymphadenitis. Non-
response to treatment should trigger a further investigation as to the causative organism or the patient's compliance
with the treatment regimen.

Complications
Complications associated with chancroid include the development of fistulous tracts secondary to suppurative
lymphadenitis and the destruction of the deep tissues of the genitalia by either secondary or superinfection by
anaerobes such as Bacteroides or Fusobacterium.

Deterrence and Patient Education
Patient education should be directed toward the use of barrier protection during intercourse, most effectively through
the use of condoms. Patients should be advised as to the risk of re-infection and recommend their source contact for
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antibiotic treatment.

Pearls and Other Issues

Chancroid represents an increasingly small number of the total cases of genital ulcer disease.

Chancroid is a difficult clinical diagnosis, and syndromic management should be the mainstay of treatment.

Regional lymphadenopathy develops in approximately 50% of infections.

Single dose antibiotic treatment is the preferred management approach.

Genital ulcer disease has been found to be a significant co-factor in the transmission of HIV disease.

Enhancing Healthcare Team Outcomes
The management of chancroid is an interprofessional. The diagnosis can be difficult and does require a consult with
infectious disease. The condition requires treatment with an antibiotic but all patients need workup for other STDs.
Safe sex education is recommended for all patients. Once chancroid is treated, the outcomes are good.

Continuing Education / Review Questions

Access free multiple choice questions on this topic.

Earn continuing education credits (CME/CE) on this topic.

Comment on this article.
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