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Learning Objectives 

 
Upon completion of this module, the learner will be able to: 

 
1. Describe the etiology and epidemiology of chancroid. 
2. Describe the clinical presentation and diagnosis of chancroid (including 

laboratory methods). 
3. List conditions and lesions commonly included in the differential diagnosis 

of chancroid. 
4. State the current treatment recommendations for chancroid. 
5. Summarize the relationship between chancroid and HIV infection. 

 
 
 
This curricular outline was developed by the Curriculum Committee of the National 
Network of STD/HIV Prevention Training Centers.  This project was funded through a 
grant by the US Centers for Disease Control and Prevention. 
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Chancroid 

 
An acute infection manifested by deep genital ulceration and by the frequent 
occurrence of inguinal adenopathy and bubo formation.  The etiologic agent is 
Haemophilus ducreyi; a Gram-negative coccobacillus. 
 
 

I. Epidemiology 

 
A. Transmission:  almost exclusively via sexual contact. Rarely, patients with 

cutaneous lesions on the extremities without apparent sexual transmission have 
been reported from some South Pacific islands. 
 

B. Incubation period:  3-10 days 
 
C. High-risk patient populations: 

1. Lower socioeconomic groups 
2. Commercial sex workers 
3. Uncircumcised men 
4. Males > females 
 

D. Cofactors:  as with all STDs, chancroid frequently coexists with other STDs. 
Chancroid is a risk factor for acquisition of or transmission of the human 
immunodeficiency virus (HIV). 

 
E. Prevalence and incidence:  prevalence has declined in the U.S. Most reported 

cases are associated with sporadic outbreaks that have occurred in cities such 
New York, NY (Brooklyn and Manhattan), Miami, FL, New Orleans,LA, Los 
Angeles, CA, Houston, TX, Jackson, MI, and San Francisco, CA. 
 

F. No definite data available to determine accurate prevalence and incidence 
internationally. Considered an important cause of genital ulcer disease in 
developing countries worldwide. Recent studies suggest case rates may be 
dropping worldwide. 

 

 

II. Pathogenesis 

 
A. Causative organism, H. ducreyi, is a small facultative anaerobe that requires 

hemin (X-factor) for growth. 
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B. Histology: 
 

1. Superficial layer of necrotic tissue, neutrophils, and organisms 
2. Edema and neovascularization 
3. Dense infiltrate of neutrophils, plasma cells, and leukocytes 
 

C. Lymphadenopathy bubo formation results from a pyogenic inflammatory 
response with neutrophils but few bacilli. 

 
 

III. Clinical Manifestations 

 
A. Presentation: 
 

1. Males:  ulcer/inguinal swelling or pain, rarely as urethral discharge, bubo 
formation 

2. Females:  dysuria, pain, bleeding, vaginal discharge, vulvo-vaginal ulcers 
3.  Systemic symptoms generally absent 
 

B. Differential diagnosis: 
 

1. Syphilis:  singular hypoesthetic clean ulcer 
2. Genital herpes 

a) Painful 
b) Usually multiple, shallow ulcers 
c) Immunocompromised patients (ulcers large and necrotic) 

3. Lymphogranuloma venereum:  tender bubo but primary lesion not distinctive 
4. Other: 

a) Behcet's disease 
b) Aphthosis major 
c) Trauma 

 
C. The ulcer: 
 

1. Single or multiple 
2. Begins as a papule, which ulcerates within 24 hours 
3. Typically "soft", i.e., not indurated vs. indurated ulcer in syphilis 
4. Usually painful vs. generally painless ulcer in syphilis 
5. Generally has ragged borders with undetermined edges that are deep, 

punched out, and have a necrotic base. 
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6. Ulcer base is generally purulent 
7. Can resolve spontaneously or lesions may enlarge and coalesce; they can go 

on to become destructive lesions 
 

D. Lymphadenopathy:  often (40-50%) but not always present; may occur after ulcer 
resolves 

 
E. The bubo: 
 

1. Suppurative, tender lymphadenopathy vs. non-tender, “rubbery” nodes in 
syphilis 

2.  Overlying skin usually erythematous 
3. Can occur at any time after infection, even after successful treatment of the 

ulcer 
4. Often a sterile abscess 
5. May last 1-3 weeks or longer. 
 

F. Complications: 
 

1. Destructive ulcers 
2. Bubo rupture; fistula formation, scarring with phimosis 
3. Autoinoculation from infected pus 

 
 

IV. Diagnosis 

 
Clinical presentation:  presence of bubo in association with painful genital ulcers 
strongly suggest a diagnosis of chancroid.  A probable diagnosis may be made with a 
typical clinical presentation coupled with negative diagnostic tests for other possible 
causes of GUD (HSV and syphilis). 

 
B. Diagnostic tests: 
 

1. Gram-stain ("railroad ties”:  short Gram-negative rods), sensitivity low, 
requires experienced microscopist 

2. Selective media for culture is the gold standard. It may have a sensitivity of 
40-80% and is not commercially available. 

3. Serology:  not useful for diagnosis in individual cases 
4. PCR: no FDA-approved test available. Some laboratories have developed 

PCRs and obtained CLIA waivers to allow their use.  Published evaluations 
suggest PCR would be the diagnostic test of choice, if available.  
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C. Other considerations:  perform darkfield microscopy to rule out syphilis and an 
appropriate test for HSV. To adequately rule out syphilis, serologies have been 
obtained after genital ulcer present for at least 7 days.  

 
D. Specimen collection:  a sterile swab is rolled across the base of a genital ulcer. 

Crusting and excess pus should be wiped away, which may precipitate bleeding.  
 
 

V. Treatment 

 
A. Recommended treatment: 
 

1. Azithromycin, 1 gm po in a single dose 
2. Ceftriaxone, 250 mg IM in a single dose 
3. Ciprofloxacin, 500 mg po bid x 3 days 
4. Erythromycin base, 500 mg po tid x 7 days 
5. Buboes may require drainage by aspiration if large or painful, or for 

diagnostic purposes. Note that buboes may appear to worsen in the 1-2 days 
following therapy. Buboes may need additional antibiotic therapy for 
resolution. 

 
B. Follow-up: 
 

1. Re-examine in 3-5 days for evidence of symptomatic improvement 
2. Re-examine in 7-10 days for evidence of clinical improvement, and then 

weekly until healed 
3. Repeat HIV and syphilis test at 3 months, if initially negative 
 

C. HIV infection:  patients co-infected with HIV should be closely monitored. As with 
other sexually transmitted infections, incubation and clinical appearance may be 
atypical in those co-infected with HIV. Co-infected patients may require courses 
of therapy longer than those recommended in this report.  

 
 

VI. Prevention 

 
A. Partner management:  sex partners of patients who have chancroid should be 

examined and treated, regardless of whether symptoms of the disease are 
present, if they had sexual contact with the patient during the 10 days preceding 
onset of symptoms in the patient. 
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B. Reporting:  report cases to the local STD program in states where reporting is 

mandated. 
 
C. Patient counseling and education:  Risk reduction 

 
1. Assess client's behavior-change potential. 
2. Discuss prevention strategies (abstinence, monogamy, condoms, limit 

number of sex partners, etc.).  Genital ulcer diseases can occur in both male 
and female genital areas that are covered or protected by a latex condom, as 
well as in areas that are not covered.  Correct and consistent use of latex 
condoms can reduce the risk of chancroid only when the infected area or site 
of potential exposure is protected.  

3. Develop individualized risk-reduction plans. 
4. A vaccine candidate has been evaluated in a swine model. 
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