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ABSTRACT
Methotrexate is an FDA approved drug for treating severe psoriasis. It is associated with toxicity owing to its narrow therapeutic range. Here the 
patient inappropriately self-administered 40 mg of methotrexate. Following this the patient developed oral mucositis and ulceration within 
psoriatic plaques. A diagnosis of methotrexate toxicity was made based on clinical findings. The hematological profile was within normal limits. 
The incidence of ulceration within psoriatic plaques with normal laboratory parameters has been reported very rarely. We report a case where 
methotrexate toxicity was responsible for ulceration of psoriatic plaques.

KEYWORDS
Methotrexate, ulcerated psoriatic plaques, psoriasis

INTRODUCTION
Methotrexate has been found to be a very effective agent in psoriasis 

1,2and has been approved by the FDA for treating severe psoriasis.   It is 
an anticancer metabolite and it acts by inhibiting mitosis of the cells by 
antagonizing folic acid required for deoxyribonucleic acid (DNA) 
synthesis of cells. It is  associated with toxicity owing to its narrow 

3therapeutic range.  An accidental overdose of methotrexate by the 
patient or physician's prescription error is the most common cause of 

4acute methotrexate toxicity.  Numerous trials have revealed the 
5weekly dose of methotrexate to range from 20-30 mg.  Although it is 

safe in psoriasis, but failure to adhere to the guidelines can lead to 
toxicity, most prominent being bone marrow suppression, oral and 
gastrointestinal ulcerations and the most dreaded being 

1,6hepatotoxicity.  The incidence of ulceration within psoriatic plaques 
2with normal laboratory parameters has been reported very rarely.  

Hence, the case is worth reporting.

Case Report
A 49 year old female patient was diagnosed with Contact Dermatitis 
with Palmar Psoriasis. The patient is also a known case of Sarcoidosis. 
She was prescribed Methotrexate one 10 mg tablet stat. But the patient 
continued the drug for four more days.  Hence, a total of 40 mg of 
methotrexate was inappropriately self-administered by the patient.  
There was an increase in number and ulceration of psoriatic plaques 
along with oral mucositis. The drug was immediately stopped and a 
diagnosis of methotrexate toxicity was made based on clinical 
findings. Tablet Leucovorin 15 mg twice a day for 10 days, folic acid 5 
mg thrice a day for 1 month, tablet Udiliv 300 mg and oral steroids for 
gargles were immediately prescribed to the patient. 

 A Complete Blood Count, Liver Function Test and Serum Creatinine 
were advised to the patient. 

Laboratory testing revealed a complete blood count with Hemoglobin 
12.1gm/dl(12-16gm/dl), RBC count 4 mil/cubic mm(3.8-5.8 

3mil/cubic mm) and a total WBC count of 6400/mm (4000-
311000/mm ).  The Serum Aspartate Aminotransferase (AST) and 

Serum Alanine Aminotransferase (ALT) levels were 37 IU/L and 30 
IU/L respectively (Normal range of AST and ALT are 8-37 IU/L and 
10-28 IU/L respectively. The kidney function tests were within normal 
limits. Following this, the Naranjo's score was 7(probable) and the 
World health Organization (WHO)-Uppsala monitoring Centre 
(UMC) causality assessment showed probable correlation with the 

7,8current adverse event.  ADR Monitoring Centre was notified and we 
assessed the causality of methotrexate induced mucositis using WHO-
UMC scale.  The severity of reaction was assessed by Hartwig Adverse 

9drug reaction assessment scale  which classified the adverse drug 
reaction as moderate. 

DISCUSSION
In dermatology practice, methotrexate is mainly used for its 

2immunomodulatory action.  Methotrexate induced ulcerations of 
psoriatic plaques are an underreported and less common feature of 

10 6methotrexate toxicity.  Oral mucositis is more prominent.  The most 
common risk factors for psoriatic plaque erosion are initiation or 

reinstatement of methotrexate after a drug hiatus, an increase in the 
methotrexate dose, renal impairment, use of NSAIDs or aspirin, age 

11greater than 55 years, folate deficiency and low serum albumin levels.  
Here the patient took 40 mg of Methotrexate instead of the prescribed 
10 mg by the clinician. There was also no associated myelosuppression 
with ulceration of psoriatic plaques, although previous studies have 
shown ulceration of the psoriatic plaques with myelosuppression to be 

12a fairly common event.

The case mentioned here developed painful ulceration of psoriatic 
plaques following inappropriate self medication. Despite the fact that 
hematological parameters were mostly within normal limits, the 
presenting clinical features suggest acute methotrexate toxicity. 

CONCLUSION
We believe it is important to report this case as methotrexate toxicity is 
established on clinical manifestations in the presence of normal 
laboratory profile. Such types of cases are very rare as generally 
methotrexate toxicity presents with abnormal hematological profile. 
Hence, this case is worth reporting. 
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