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Dear Editor, Dermatoses of the skin surrounding stoma sites are common and wide -ranging, with 21 
reported incidences of skin complications occurring in 35-73% of patients.1 These include irritant contact 22 
dermatitis, allergic contact dermatitis, infections (bacterial, fungal or viral), psoriasis, pyoderma 23 
gangrenosum, Crohn’s disease, and intestinal metaplasia (amongst others). They can exert a significant 24 
morbidity on patients, causing problems with stoma dressings, leakage, discomfort, pain, and itching. 1 25 

We present the case of a 77-year-old male with a slowly enlarging red plaque affecting the skin around 26 
his ileostomy. The stoma had been formed 50 years previously for treatment of ulcerative colitis. The 27 
lesion was affecting adherence of stoma bag dressings but was otherwise asymptomatic. There had 28 
been no improvement to the lesion with topical agents, including emollients, moderate -potency 29 
corticosteroids, and silver nitrate application. On examination, he had a 10 x 10cm moist erythematous 30 
plaque affecting skin contiguous with the stoma (Fig. 1a). Histology showed surface epidermis admixed 31 
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with foci of columnar mucosa with prominent goblet cells, and a dense lymphoplasmacytic infiltrate. 1 
These foci stained positive for cytokeratin-20 (CK20) and diastase-periodic acid-Schiff (DPAS), and p53 2 
was not under- or over-expressed (Fig. 1b-e). This was consistent with a diagnosis of cutaneous 3 
intestinal metaplasia (CIM).  4 

In this case, a preliminary test of different treatments to three discrete areas of the lesion was 5 
undertaken with cryotherapy (1 cycle of 30 seconds), electrocoagulation (set at 15W), and curettage and 6 
cautery (1 cycle) before embarking on full treatment of the lesion. Evaluation at four weeks showed that 7 
cryotherapy had induced the best response, with complete resolution of the treated area (Fig. 2a). The 8 
remainder of the lesion was therefore treated with cryotherapy, and a complete response was seen in 9 
most of the lesion after a single cycle of 30 seconds. Some recalcitrant spots required 2-3 cycles in total 10 
(each separated by 4 weeks) to fully resolve (Fig 2b). Skin biopsy of the re -epithelialized skin showed no 11 
evidence of residual CIM (Fig 2c) and resolution remained complete at discharge 4 months later. 12 
Cryotherapy was well tolerated, with minimal discomfort, and did not require anaesthesia.  13 

CIM is a rare skin condition in which the stratified squamous epithelium of the skin has transitioned into 14 
a glandular, columnar, enteric-like epithelium. Histologically it bears many similarities to Barrett’s 15 
oesophagus, a common disorder of the oesophagus that importantly has potential for malignant 16 
transformation2. We conducted a systematic search of the literature (detailed in supplementary figure 17 
1) and identified just 15 previous cases of CIM reported in the English medical/scientific literature (table 18 
1)3-17. The majority of cases were reported in patients with a stoma, although there is a single report of 19 
CIM in an individual without a stoma who had epidermolysis bullosa simplex. 8 In 8/15 cases, the 20 
indication for stoma formation was inflammatory bowel disease and 11/15 patients had either an 21 
ileostomy or colostomy. Two cases of CIM occurred in association with urostomies, and in one case the 22 
stoma-type was not specified. The median duration from stoma formation to the development of CIM 23 
was 47.5 years (range 1 - 70 years).  24 

CIM presents as an erythematous, friable or ulcerated papulonodular plaque or papules affecting the 25 
peristomal skin that develops over a period of months. CIM may be asymptomatic but pain, burning, 26 
bleeding, and pruritus are reported.3,14 It may affect dressing adherence and cause leakage from around 27 
the stoma. Histology of CIM reveals thin or ulcerated epidermis intermixed with foci of columnar 28 
epithelium and mucin-filled goblet cells in the superficial dermis. Immunohistochemistry is positive for 29 
CK20,3,14 EMA,3 CAM5.2,3 and negative for CK7;14 Ki67 is not increased.3,12 There is not usually any atypia 30 
or malignancy although in one case, histology revealed foci of adenocarcinoma on a background of 31 
CIM.17  32 

Several approaches have been reported for the treatment of CIM. Topical agents including 33 
corticosteroids, anti-fungals, and silver nitrate were used in six cases and were ineffective. 3-5,10,12 34 
Intralesional triamcinolone was used in two cases without success.7,9 In three cases, surgical revision of 35 
the stoma was performed and in the one case followed-up there was no recurrence at five years post-36 
surgery. A disadvantage of this approach is the requirement for general anaesthesia and major 37 
abdominal surgery. Electrosurgery, performed under local anaesthetic, was performed in five cases with 38 
good clinical outcomes. Intralesional fluorouracil was used in the case in which adenocarcinoma was 39 
detected on histology and there was no evidence of recurrence at three month follow up. 17 Three 40 
patients were managed using a conservative approach and the clinical outcome in each of these cases 41 
was not reported.  42 
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To our knowledge this is the first reported use of cryotherapy to treat CIM, and our preliminary 1 
assessment demonstrate that cryotherapy exhibited superiority over two other previously described 2 
treatments. Given the minimal symptoms associated with cryotherapy and avoidance of either local or 3 
general anaesthetic, we recommend considering cryotherapy as first-line treatment for the 4 
management of CIM.  5 

 6 
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 1 

Figure legends 2 

Figure 1. (a) CIM at presentation; histopathological images of CIM lesional tissue for (b) haematoxylin & 3 
eosin, (c) CK20, (d) DPAS, and (e) p53 [b-e: x40 magnification].  4 

Figure 2. (a) Initial treatment areas of (i) cryotherapy, (ii) electrocoagulation, (iii) curettage and cautery); 5 
(b) peristomal area following completion of treatment; (c) histopathology of treated skin showing no 6 
further CIM (x40 magnification).  7 
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Table 1. Summary of reported cases of cutaneous intestinal metaplasia, treatment modality and clinical outcome. 

 

  

Treatment method 
(anaesthesia)  

Patient 
details (sex, 
age) 

Stoma type (duration, 
indication) 

Reported Outcome Reference 

Electrosurgery 
Electrocoagulation (local anaesthetic, 
LA): 4 treatments at 4-weekly intervals  

F, 76 years  Ileostomy (59y, ulcerative 

colitis) 

Histological resolution at 

conclusion of therapy 

3 

Electrocoagulation (LA): 11 treatments 
over 24 weeks (weekly to monthly 
intervals, details not specified)  

F, 62 years Not specified (34y, intestinal 

perforation) 

Histological and clinical resolution 

persistent to at least 4 months  

4 

Electrodessication and curettage (LA) F, 60 years Ileostomy (not specified, 

Crohn’s disease) 

Clinical resolution 5 

Electrocautery (LA): three treatments 
using low setting on a 40-W high 
frequency desiccator 

F, 88 years Ileostomy (55y, ulcerative 
colitis) 

Clinical resolution; minor 
recurrence at 4 months, treated 
with higher setting cautery. 

6 

Electrodessication (LA): 6 treatments (3 
at 12-weekly intervals at 4-watts, 3 at 4-

weekly intervals at 8-watts) 

F, 78 years Ileostomy (62y, ulcerative 
colitis) 

Clinical resolution 7 

Surgery 
Surgical excision of lesion (LA) M, 25 years  Not stoma associated Not detailed 8 

Surgical revision of ileostomy (general 

anaesthetic, GA) 
M, 60 years Ileostomy (40y, Crohn’s 

disease) 

Clinical resolution 9 

En bloc resection of the ulcer and 
colostomy with formation of new 
colostomy (GA) 

F, 84 years colostomy (21y, bowel cancer) No recurrence at 5-year follow-up  10 

Surgical revision of colostomy (GA) M, 59 years Colostomy (59y, imperforate 

anus) 

Not detailed 11 

Complete excision of the plaque 
planned (GA) 

F, 49 years Urostomy (45y, neurogenic 

bladder) 

Not detailed 12 

Shave excision plus carbon dioxide laser 
therapy (LA) 

F, 72 years Urostomy (6y, bladder cancer) Clinical resolution 13 

Conservative  
Surgical excision offered but declined by 
patient 

F, 51 years Ileostomy (1y, bowel cancer) Not detailed 14 

Active surveillance  M, 52 years Ileostomy (37y, ulcerative 
colitis) 

Not detailed 15 

Patient opted against further 

investigation or management 

M, 90 years Ileostomy (67y, ulcerative 

colitis) 

Not detailed 16 

Intralesional fluorouracil  
2 mL of fluorouracil 50 mg/mL; 3 
treatments at 2-weekly intervals (LA) 

M, 90 years  Ileostomy (70y, ulcerative 
colitis) 

Clinical resolution persistent to at 
least 3 months 

17 

Cryotherapy  
2-3 30 second cycles at 4-weekly 

intervals (no anaesthetic) 
M, 77 years Ileostomy (50y, ulcerative 

colitis) 

Clinical and histological resolution 

persistent to at least 4 months 
Reported 
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Figure 1. (a) CIM at presentation; histopathological images of CIM lesional tissue for (b) 
haematoxylin & eosin, (c) CK20, (d) DPAS, and (e) p53 [b-e: x40 magnification]. 
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Figure 2. (a) Initial treatment areas of (i) cryotherapy, (ii) electrocoagulation, (iii) 
curettage and cautery); (b) peristomal area following completion of treatment; (c) 
histopathology of treated skin showing no further CIM (x40 magnification). 
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