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Chancroid Tables of Evidence 1990-2008 

R

ef 

Location Study type Measure Treatment Arms Outcome MIC A MIC B MIC C Comment 

1# Indiana Experimental series 

with control 

Resolution  

HIV VL 

13 asymp HIV+ No change in CD4 

or VL. Clinical 

course the same, 

    

2#  Editorial 

Commentary 

       

3 Nairobi Randomized trial 

GUD  

Resolution/ 

improvement 

f/u 7,14,21 d 

Azithro 1gm once 

Erythro 500mg qid 

7d 

89% (A) versus 

91% (E), 6/9 fx Hd 

(A), 4/4 fx (E)  

   Failure assoc 

with HIV, lack 

of 

circumcision 

4# India Randomized trial Hd Complete 

healing by 

21d, 

improvement, 

failure 

16 Cipro bid 3d 

15 Erythro qid 7d 

15 TMP/SMX bid 

7d 

15 cure 1 

improvement 

14 cure 1 

improvement 

8 cure 7 failure 

    

5 Nairobi Randomized trial Failure no 

change or 

worsening 

CTX 250mg once 35% failures: 40% 

HIV+, 33% uncirc 

CTX OK    

6 Nairobi randomized  Fleroxacin 200mg 

once 

Flerox 400mg once 

88% resp (Micro 

92%) 

78% resp (Micro 

83%) 

   5% HIV- 

failed 

27% HIV+ 

failed 

7 Bangkok randomized f/u 4,7,14d  Cipro 500mg once 

Cipro 1000mg once 

100% (Micro+) 

93% (-) 

98% (Micro+) 96% 

(-) 

    

8# Nairobi Randomized,placebo 

controlled Rx GUD, 

56 Hd only etiology 

+ 55 with mixed 

etiologies 

Weekly f/u, 

reepith,cured, 

improved, not 

improved, 

worsened 

Cipro 500mg once 

Erythro 500mg tid 

7d 

placebo 

f/u <90% 

19% failures (all 

comers) 

12% failures (all 

comers) 

Hd+  Cipro: 92% 

(4) 

         Erythro: 91% 

(4) 

   Small % 

Hd+,many 

mixed 

infections, 

failure assoc 

with HIV+ if 

mixed, small 

numbers of 

failures 
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9 New 

Orleans 

Susceptibility testing 

100 clinical isolates 

   3rd Gen 

Ceph 

100% S 

Azithro 

100% S 

 B-lactamase 

producers 

10 Bangkok

/SF 

Susceptibilty testing 

54 clinical isolates 

PCN G     

CIP 

TCY          

OFX 

A/C 

CTX/CFX 

ERY 

AZY 

 A/C 46% ®  

CTX MIC 0.004 

CFX MIC 0.25 

TCY ® 

Ery MIC <4 

AZY MIC<0.06 

CIP  MIC 0.008 

OFX MIC 0.06 

T/S x5 MIC >1  

   B lactamase 

producers 

1 Thai isolate 

R cipro 

41% isolates 

R TMP/SMX 

11 Several 

NA cities 

Randomized, 197 

cases: 75 Hd+ 

1wk,2wk,3wk Azithro 1gm once 

CTX 250mg once 

By 3rd visit: 100% 

Az healed 

88% CTX healed 

   Healing 

associated 

with circ, few 

HIV+ 

12 Kigali, 

Rawanda 

Open label, 108 pts  

All with Cx + Hd 

7,14,21,28d 

Crossover not 

‘cured’ by 7d 

Cipro 500mg once 

TMP/SMX 640mg 

once 

Both + BPCN 

76% (7d)      89% 

(14d) 

53%  (7d)      75% 

(14d) 

Cipro 

0.004-

0.06 

T/S 

50% 

MIC >4 

 71% HIV+ 

TMP/SMX R 

noted 

13

# 

Indiana Experimental model 

of prophylaxis. HIV 

excluded. 

Development 

of 

experimental 

chancroid 

after abc and 

then repeated 

exposure 

Azithro 1 gm once 

 

Cipro 500mg once 

9/9 between 4 and 9 

weeks 

8/9 after 1 week and 

1/9 after 2 weeks  

Cipro 

0.03 

Azithro 

0.012 

 All initially 

responded to 

therapy 

14 Blantyre, 

Malawi 

Out-pt clinic  

GUD Rx 

HIV+ 59% 

Hd 26% 

70% f/u 

778 pts 

8-10d 

‘Delta D’ 

(dm at start – 

dm at f/u/dm 

start) 

BPCN+  

  Erythro 250mg       

tid 7d 

   Erythro 500mg  

tid 7d 

    T/S 960mg  

bid 7d 

    Cipro 250mg  qd 

7d 

    Cipro 500mg x1  

0 DD             

<50%DD 

15%                   3% 

 

10%                  3% 

 

19%                  10% 

 

0%                     

10%   
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5%                         

3% 

15 Nairobi Open Label 

80♂ Cx+ Hd 

28% HIV+ 

Weekly  f/u 

Cure= reepth  

Fleroxacin HIV+ 

    400mg qd 5d 

Fleroxacin HIV- 

    400mg once 

HIV+ 91 response 

  (8 not healed) 

HIV- 95% response 

  (7 not healed) 

    

16 UK review   Refers to ref 8     

17 Atlanta review        

19 Brazil Open Label 

60 (54 with f/u) Men 

7 HIV + 

Weekly  f/u 

Cure=reepth 

at 21st day 

Azithro 1g 

Triamphenicol 5g  

  

 

A: HIV + 0%; HIV- 86.3% 

T: HIV+66.6%; HIV – 92.0% 

HIV+ 28.5%; HIV – 89.3% 
ITT (73% and 89%) 

   Rescue 

treatement 7-

10 days or 

erythro. 

All clinical 

and 

bacteriologic 

failures 

 

 

 

 

 

Reproduced from [16]: 

Antimicrobial Dose Frequency Duration Route Recommendation 

erythromycin 500 Tid 7d Po WHO 

Erythromycin 500 Qid 7d Po CDC,CEG 

Azithromycin 1 Once  Po CDC,CEG 

Ceftriaxone 250 Once  Im WHO,CDC,CEG 

Ciprofloxacin 500 Once  Po WHO,CEG 

Ciprofloxacin 500 Bid 3d Po CDC,CEG 

Spectinomycin 2 once  im WHO 
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Cipro responses adapted from Schmid [17]: 

 

Dose ref yr Cured/treated (%) 

500mg once**  Until 1995 236/265(89) 

 8 1999 45/49(92)  ‘responded’ 

   281/314(89) 

1g once  1989 42/42 

500 bid one 

day 

 1988 43/44(98) 

500mg bid 3d  1987 40/40(100) 

 4 1998 16/16(100) cure or imp 

   56/56(100) 

250mg once 5d  1995 NS(100) 

** Reference 12 an outlier 40/55(73%) response.  
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