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The ‘deck chair sign’ (DCS) defines a peculiar clinical pattern observed in patients with
erythroderma characterised by a selective sparing of skin folds like axillary, inguinal,
submammary and flexures.1 This clinical sign was initially described in patients with papuloerythroderma of Ofuji (PEO) and has been considered the clinical hallmark of this
controversial entity. We describe a 51 year old man who presented with lepromatous leprosy
(LL) manifesting the DCS. To our knowledge, this is the first case of leprosy described
with DCS.
A 51 year old male presented with the symptoms of decreased sensation and weakness of
both hands and feet for the past year. On examination, diffuse infiltration of the face, ears and
trunk was noted. However, there was a striking sparing of the abdominal creases, antecubital
fossa and the popliteal fossa (Figures 1 and 2).
The patient had glove and stocking anesthesia. Ulnar, radial cutaneous, lateral popliteal
and sural nerves were thickened along with ulnar claw hand. Slit skin examination revealed
BI of 5þ and MI 5%. Histopathology from the trunk showed features suggestive of LL
with foam cell macrophages and numerous intracellular bacilli.
The DCS is an intriguing phenomenon. Besides PEO, DCS has also been observed
in angio-immunoblastic lymphoma,2 cutaneous Waldenstrom’s macroglobulinemia,3
acanthosis nigricans,1,4 erysipelas, discoid lupus and acute contact dermatitis.1 In a study
of 90 patients with erythroderma, Pal and Haroon observed DCS in 5·5% of the cases.5 This
observation opens the interesting question of how the compression of a skin area can save it
from inflammation. Clinical evidence suggests that the DCS is typical but not pathognomonic
of PEO. Debate continues regarding whether PEO is a distinct clinical entity or merely
a manifestation pattern of several underlying diseases.1,6 A recent review concluded that most
cases are idiopathic but some are associated with atopy, malignancies, including cutaneous
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Figure 1. Characteristic sparing of the abdominal creases.

lymphomas and internal malignancies, infections and drugs.1,7 The mechanism by which
the DCS appears still remains unclear. It is likely that some “occlusive dressing effect” of
topical corticosteroids used in inflammatory dermatoses may have something to do with this
phenomenon because, in skin folds, topical corticosteroids stay longer and penetrate deeper,
hence leading to a stronger clinical effect in interrupting formation of the rash.
In our case, the sparing of skin creases may be due to the higher temperature in these areas
as Mycobacterium leprae (M. leprae) tends to spare the warmer areas of the body. M. leprae
prefers a growth temperature of less than 378C. Certain anatomical sites like scalp, eyelids,
axillae, groin, perineum, midline of back and a transverse strip of skin over lumbosacral
region are considered relatively unsusceptible to the development of leprosy by many
workers. This relative sparing is attributed to the warmth of these regions. Palms and soles are
also included in the ‘relatively spared zones,’ as fibro-fatty tissue and a thick epidermis
provide an insulating property and help to maintain a high nerve bed temperature, which
renders the palmoplantar localization of M. leprae less likely.8
The clinical significance of DCS or sparing of skin creases is obscure. However, the
present case provides another example reiterating that it is not a specific feature of PEO but
rather a pattern of expression in several inflammatory dermatoses as mentioned in the
literature. Although in leprosy, we can hypothesise that the sparing of skin creases is probably
due to skin compression in folds increasing the local temperature, the precise pathogenesis
and clinical significance of the DCS remains to be elucidated.
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Figure 2. Sparing of the antecubital fossa.

References
1
2
3
4
5
6
7
8

Bettoli V, Pizzigoni S, Borghi A, Virgili A. Ofuji papuloerythroderma: a reappraisal of the deck-chair sign.
Dermatology, 2004; 209: 1–4.
Ferran M, Gallardo F, Baena V et al. The ‘deck chair sign’ in specific cutaneous involvement by
angioimmunoblastic T cell lymphoma. Dermatology, 2006; 213: 50–52.
Autier J, Buffet M, Pinquier L et al. Cutaneous Waldenstrom’s macroglobulinemia with ‘‘deck-chair’’ sign treated
with cyclophosphamide. J Am Acad Dermatol, 2005; 52(2 Suppl 1): 45 –47.
Murao K, Sadamoto Y, Kubo Y, Arase S. Generalized malignant acanthosis nigricans with deck-chair sign. Int
J Dermatol, 2013; 52: 377–388.
Pal S, Haroon TS. Erythroderma: a clinico-etiologic study of 90 cases. Int J Dermatol, 1998; 37: 104 –107.
Ofuji S. Papulo-erythroderma. J Am Acad Dermatol, 1990; 22: 697.
Torchia D, Miteva M, Hu S et al. Papuloerythroderma 2009: two new cases and systematic review of the worldwide
literature 25 years after its identification by Ofuji et al. Dermatology, 2010; 220: 311–320.
Kaur I, Indira D, Dogra S et al. Relatively spared zones in leprosy: A clinic-pathological study of 500 patients. Int
J Lepr Other Mycobact Dis, 2003; 71: 227 –230.

