Chancroid

Key words

Haemophilus ducreyi , chancroid, ulcer

Abstract

Chancroid is an endemic disease in Africa, Southeast Asia, Central and South America. It is also frequently registered in the United Kingdom, Portugal, Italy, the United States and

other countries. One of the major causes of morbidity chancroid is prostitution.

Men suffer more than women. The incubation period is 3 - 5 days. There are observations that indicate that it can take up to 7-10 days or 2-5 months. 
According to the American physicians, chancroid is closely related to HIV infection. Major role in the spread of the disease plays prostitution, and among sailors and soldiers who have sex with prostitutes mostly. Chancroid control is facilitated by the progressive improvement of the socio-economic conditions of life and the destruction of all the factors contributing to periodic exposures of the disease.
INTRODUCTION 

Haemophilus ducreyi is a Gram-negative that causes chancroid (soft chancre). It is a the causative organism of chancroid that is biologically susceptible and occupies a shaky epidemiological niche.
Being a classical venereal disease itself chancroid, caused by the Gram-negative bacillus Haemophilus ducreyi, is quite common in developing and third world countries. Lately the disease is not as common in the U.S. as in mid-forties (1), and most of identified cases are related to the importation of infection from abroad. The disease occurs mainly in Asia and Africa. Chancroid gets endemic in Africa, Southeast Asia, Central and South America, in some areas the disease prevails over syphilis. Chancroid is registered in the United Kingdom, Portugal, Italy, the United States and other countries. 

No less than about 1000 cases are reported in the United States. In many large cities in the United States, chancroid has become endemic, with widespread incomplete registration of the infection. According to the American physicians, chancroid is closely related to HIV infection. About 10% of patients with chancroid are also infected with syphilis and genital herpes. The high-risk group consists of tourists and vacationers in tropical countries who are disposed to exotic sexual connections (2). 
Among the main factors, which cause the fast expansion of this highly contagious sexually transmitted disease are promiscuous sexual behavior, frequent switch of sexual partners,  commercial sex activity on the one side and  hot climate, poor hygiene, non-protected sexual intercourses on the other.   

PATOGENESIS

Most authors notice that the bacillus grows best in environment containing blood of young animals. It is extremely important to determine the humidity and the temperature of about 37C; better developed in the presence of O2, but a relative anaerobiosis is acceptable (Frisk, Lipinski). Haemophilus ducreyi grows in 24-48 hours, they are small, circular (diameter 1-2 mm), with smooth edges, whitish-gray (sometimes brownish). The consistency is plaque-sticky mucous due to presence of the mucoid substance (substance glacieuse Lenglet); fluids have a flake formation. Haemophilus ducreyi not detect active mobility (3). The viability of cultures is very different: the first generation often die quickly, but having done five or six passages in artificial media, Haemophilus ducreyi get  used to the environment and can then be stored in a regular (in 1 - 2 days) transplantation for months, and according to some authors (Reenstierna) even years. Resistance of cultures to disinfectants (Lysol, corrosive sublimate, carbolic acid) is negligible in conventional solutions, the demise occurs after a few minutes, not great, and temperature resistance: at 50C sterilization occurs after 5 minutes at 42C – from 1 to 2 hours. (4)

 The method of cultivation of Haemophilus ducreyi  is current. Time can not be considered to have a practical value.  Of the many proposed methods for the isolation of the microbe in pure form the double-stage one is considered as the most practical. This method was used by some authors (Brahms, Zelgof) to find Haemophilus ducreyi in healthy people, thus, the bacillicarrier issue was raised, which was first detected in apparently healthy women (5).

However, there is no evidence that these microorganisms play a role as an independent agent, and require specific treatment, the clinical efficacy of antimicrobial therapy is correlated with drug sensitivity of H. ducreyi. In areas where the disease is widespread chancroid, H. ducreyi to 90 % of the cases are isolated from ulcers, clinically suspected of having the disease. Although there are no universal biological or immunological features of this organism, H. ducreyi colony morphology is very characteristic: yellow-gray colonies agent and easily removed without damage from the surface of the agar. Painted by some strains of Gram is typical streptobatsillyarnye "chain". However, this feature is very is variable and can not be used as a taxonomic criterion.

Infection in most cases comes from the carrier’s ulcers. Finding Haemophilus ducreyi in the urethra, vulva and cervix of healthy women apparently gives the right to speak about bacillicarrier of chancroid, although this question requires further research (confirmed histologically, cultures, transplantation) and clinical observations (simultaneous confrontation-examination of the source of his infection). 

The incubation period is short: ulcer is completely formed in 3 to 4 days after infection contamination, during the first 12-18 hours after contamination at the place of infection the red spots appear, at the beginning of the second day red spots grow spiky in the center and the spots expand, to the end of the second day on the upper nodule appears the vesicle that in a few turns into a puffy red pustule, which breaks fast and exposes into an ulcer. The early stages of discovering the phenomenon of purulent infiltration in the thickness of the epidermis and subepidermis can be seen during the microscope study: two abscesses connected with each other with strips of the same infiltration (chancre en bouton de chemise Nicoll'fl); surrounding tissue of the skin is hyperemic, with diffuse infiltrates, mainly by plasma cells, many streptobatsils form chains. Abscess will soon merge into one, and then it grows into sores. During the following 2 - 3 weeks ulcer continues to increase both in depth and in width, and then within several days ulcer purifies and heals into a scar. Over half the people with chancroid have more than one ulcer.
During the histological examination on the first stage of the disease the dermal  vascular distention, perivascular infiltrate and a small acanthosis can be noticed. The edges  of the sores are inflamed, there is a pronounced cellular infiltration, the intensity of which decreases towards the periphery of the hearth. It consists of neutrophils, plasma cells, and lymphoid, histiocytes surrounding the blood vessels with thickened walls and expressed endothelial cell proliferation. The infiltrate tends to alteration and necrosis. In the epidermis of the ulcer edges acanthosis and spongiosa is defined. In the tissue of the ulcer and its edges reveal a significant number of chancroid bacilli. In the deeper layers of the ulcer there is a significant infiltration of plasma cells. Collagen and elastic fibers are destroyed.

SOCIAL AND SOCIETAL IMPLICATIONS OF THE DISEASE
The true incidence of chancroid is unknown, due to inaccurate diagnosis and incomplete information. The disease is widespread in Southeast Asia and Africa, and in many countries dominates above syphilis. In the United States reported fewer than 1,000 diseases. However, there are localized outbreaks, for example, in 1981 and 1982. in Southern California were observed hundreds of diseases, especially among migrant seasonal workers. 
The ratio of male patients to female ratio is 5:1 in the United States. Men who have been subjected to circumcision are more susceptible to infection. Major role in the spread of the disease plays prostitution, and among sailors and soldiers who have sex with prostitutes mostly, chancroid is more common than syphilis. The role of cervical carriage of H. ducreyi in the spread of infection is unclear. At the same time, we know that more than half of secondary sexual partners of men with chancroid, develop clinical manifestations of the disease. Evidence of asymptomatic carriage of the pathogen without clinical manifestations of the disease does not exist (6).

Characteristic feature of chancroid is it’s predominance in urban areas, while in rural areas chancroid is usually detected much less frequently. The prevalence of chancroid among the urban population was also noted in Western Europe.
After 1981 several large outbreaks have been observed in the United States. Their epidemiological features were similar:

- Transmission occurs primarily through heterosexual intercourse;

- An important role in the spread of chancroid played the prostitute.

Another feature of chancroid is a much greater incidence among males than females marked as in the preserological era, and in the following years. With an average annual incidence of sexually transmitted diseases, chancroid among men was 7,2 per  100,  against 6 per  100 among women. It should be noticed that the immunity to the disease after treatment of him does not arise, therefore, re-infection of chancroid is possible. 

Not much women register their cases which led to attempts to explain this phenomenon by peculiar bacillicarrying (see above). A smaller number of women with chancroid, may be partly explained by the limited outbreaks of chancroid, which is in contrast to the bearers especially for gonorrhea, who in the vast majority are prostitutes. The high morbidity in port cities is determined by the large presence of prostitution at these places. The most vulnerable to chancroid are men and women between the ages of 20-30. 
Chancroid among married couples occurs relatively frequently than other sexually transmitted diseases. In addition to the general factors that affect the spread of venereal diseases, such as war, the associated movement of the masses, strengthening of port and rail centers of prostitution - the spread of chancroid to some extent contributes to the low level of hygiene among people.  The largest percentage of patients with chancroid is occupied by people with lower education. Chancroid control is facilitated by the progressive improvement of the socio-economic conditions of life and the destruction of all the factors contributing to periodic exposures of the disease. 
The elimination of prostitution and the tremendous growth of cultural and health level even now cause a sharp drop in the incidence of chancroid, which is a rare disease. Safe sex behavior may also reduce the risk. The proper use of condoms, either the male or female type, greatly decreases the risk of catching a sexually transmitted disease such as chancroid. 
In the coming years, chancroid in the United States will undoubtedly grow. The Role of the disease as a risk factor for HIV infection will also increase.

Sexual partners of individuals with chancroid should be screened to identify ulcers. Although the epidemiology of chancroid is based on the fact that effective preventive measures are aimed on specific population groups (prostitutes, established sexual partners), the disease requires prospective epidemiological studies.
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