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We present a 57-year-old male with known metastatic
cutaneous Squamous Cell Carcinoma (SCC) with an unknown
primary presenting with a small bowel obstruction.
Malignancies of the small bowel are rarely primary, but rather
dominated by metastatic melanoma followed by metastatic
adenocarcinoma from the pancreas, colon or stomach.
Metastatic cutaneous SCC travels to lymph nodes, brain, bone,
lung, skin and very rarely to the gastrointestinal tract. Our
patient had been on palliative chemotherapy when he presented
with a one week history of nausea, progressing to feculent
vomiting, abdominal distension and obstipation. A computed
tomography scan demonstrated significant stranding around the
omentum and mesenteric fat with a small cystic mesenteric
mass with a resultant small bowel obstruction. Given that
patients advanced disease a conservative approach was taken
with gastric decompression via a nasogastric tube and
intravenous fluid resuscitation. A radiological guided fine
needle aspiration of the mass was performed, confirming
cutaneous SCC, which is a very rare occurrence.

Stomach is an unordinary site for metastasis. Data on duodenal
metastasis is commonly restricted to single case reports. Gastric
injuries are distinguished in under 2% of patients with disease
of cervix and are generally asymptomatic.Melanoma, lung,
bosom and throat are the regular essential metastatic locales.
Indications of metastatic tumors incorporate torment, heaving
and draining yet are vague. Cervical malignancy is known for
its nearby penetration and the sequelae of neighborhood
inclusion establish the basic reasons for mortality, for example,
ureteral injury, uremia auxiliary to block, urosepsis and
neighborhood dying. Inaccessible metastasis from disease
cervix is exceptionally uncommon and restricted to secluded
case reports with malignant growth cachexia and metastasis
establishing an unprecedented reason for death. This case
endeavors to feature an uncommon reason for mortality from
cervical malignant growth with gastric draining optional to an
unordinary movement of ailment.

The histology of the example detailed very much separated
squamous cell malignant growth of the ectocervix, obsessive
stage | with clear edges. She got no adjuvant treatment. 6 years
post-medical procedure she gave highlights of sub-intense
intestinal obstacle. On assessment, a knot was substantial in the
left iliac fossa. Processed tomography (CT) uncovered thick
unpredictable entrail thickening at the intersection of sigmoid
and dropping colon prompting stamped luminal narrowing with
abandoning into the contiguous omental and mesenteric fat.
Colonoscopy uncovered a friable tightening development

stretching out into the mesentery of the sigmoid colon at 40 cm
from butt-centric skirt. Biopsy was reminiscent of dysplastic
squamous epithelial cells penetrating into the lamina propia
with the nearness of homes of cells inside the lymphatics
recommending a  metastatic  injury. Her  serum
carcinoembryonic antigen was typical. She experienced
segmental resection for the equivalent with colo-colic
anastomosis and last histopathology demonstrated a penetrating
development made out of anastomosing trabeculae and lines of
atypical squamous cells invading from the serosa to the colonic
divider and reaching out at places up to fixing epithelium with
keratin pearl arrangement in the serosal homes with
encompassing dysplastic response reminiscent of squamous cell
carcinoma (SCC). She was controlled 6 patterns of cisplatin and
5-fluorouracil (5 FU) after medical procedure. She stayed
asymptomatic for a long time. Following 2 years of
development, she built up an injury in the lesser sac with
inclusion of pancreatic tail and numerous splenic metastases.
She was given 6 patterns of cisplatin, paclitaxel and 5 FU
following which, her lesser sac mass and splenic metastasis
diminished in size by practically 70%. She at that point gave
protests of heaving, hematemesis and epigastric torment.
Endoscopy indicated a gastric mass including the fundus and
body. CT filter demonstrated a mass including the fundus of
stomach with negligible expansion outside the gastric divider.
The lesser sac mass had totally settled. Biopsy tissue recovered
by endoscopy demonstrated tissue penetrated by sheets and
groups of tumor cells which were round to oval with high
nucleo-cytoplasmic proportion, pleomorphic cores, vesicular
chromatin and conspicuous nucleoli with no keratin. Tissue
tried positive for epithelial layer antigen, cytokeratin 7 (CK),
CK5/6 and negative for CK20, which was reliable with tumor
cause from cervix. The basaloid appearance and atomic
morphology propose SCC. The essential locales by and large
incorporate throat, skin, lung, cervix, bosom, sigmoid colon and
testis. They generally present as lone sores and are for the most
part situated in the center (40%) and upper third (40%) of the
stomach. The clinical introduction of gastric metastases
emulates the essential gastric tumor, as side effects can be
vague and incorporate dysphagia, dyspepsia, anorexia, stomach
torment, early satiety, queasiness, regurgitating, draining and
sickliness. The radiological and endoscopic discoveries can
likewise be like those of essential gastrointestinal tumor. The
disclosure of gastric tumor in a patient with a background
marked by cervical malignant growth is bound to be an
essential gastric sore, however metastasis from cervical disease
might be conceivable and must be precluded.
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