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Hilarcholangiocarcinoma is a kind of bile duct cancer that develops in 

the bile ducts that exit the liver and connect to the gallbladder (hepatic 

ducts). Cholangiocarcinoma develops when the DNA of cells in the bile 

ducts changes. We present here a case of hilarcholangiocarcinoma 

associated with whipworms. The patient was admitted with chief 

complaints of pruritus, painless progressive jaundice, weight loss and 

loss of appetite for 3 weeks. Lab values, serology reports, USG 

scanning, MRCP and biopsy was suggestive of 

hilarcholangiocarcinoma and whipworms. The patient was given 

anthelminthic therapy for whipworms and sent to medical college for 

the tratment of carcinoma.  
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Introduction:- 
Cholangiocarcinoma (CC) is an uncommon biliary cancer that affects epithelial cells in the intrahepatic, perihilar, 

and extrahepatic bile ducts. Adenocarcinomas are the most common histopathological kind (95 per cent of cases). 

Because most cholangiocarcinomas are locally progressed at presentation, they are highly fatal. Perihilar cases 

account for almost half of all cases, distal cases for 40%, and intrahepatic cases for 10%
(1).  

Hilarcholangiocarcinomas are also known as Klatskin tumors. Although many cases of cholangiocarcinoma develop 

spontaneously and without a known cause, a variety of risk factors have been discovered, including essential 

hepatobiliary illness, genetic diseases, chemical exposures, and infections. Primary sclerosingcholangitis, 

fibropolycystic liver disease, cholelithiasis/cholecystitis, and chronic liver disease are all examples of primary 

hepatobiliary illnesses. Primary sclerosing cholangitis is linked to cholangiocarcinoma, with roughly 30% of 

cholangiocarcinomas detected in people with this condition.
(2)

Cholangiocarcinomas are the second most prevalent 

primary liver tumours, accounting for around 10-15% of all hepatobiliary malignancies. They account for roughly 

3% of all gastrointestinal malignancies.
(3)

 

 

In recent years, the incidence of intrahepatic lesions has increased while the frequency of extrahepatic lesions has 

decreased. As with many cancers, the incidence rises with age, with 50 to 70 being the most common age range. 

Men are somewhat more likely than women to be diagnosed with cholangiocarcinoma, likely owing to the 

prevalence of primary sclerosing cholangitis in men.
(4)

 Like many other cancers, Cholangiocarcinoma develops from 

precursor lesions such as the more common biliary intraepithelial neoplasia and the less common intraductal 

papillary mucinous neoplasm. Mutations in various oncogenes and tumour suppressor genes cause the normal 

epithelium to become one of these premalignant lesions. While the precise molecular mechanism has yet to be 
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determined, cholangiocarcinomas are characterised by mutations in genes such as RAS, BRAF, p52, SMAD4, and 

others. 
(5)

 

 

Cholangiocarcinoma develops from bile duct epithelial cells and can occur anywhere along the intrahepatic or 

extrahepatic bile ducts. The majority of cholangiocarcinomas (90-95 per cent) are adenocarcinomas, with the 

remainder being predominantly squamous cell carcinomas. They are further classified as sclerosing, nodular, and 

papillary based on morphology. Combined hepatocellular-cholangiocarcinoma is a kind of ambiguous 

cholangiocarcinoma staged as intrahepatic cholangiocarcinomas rather than hepatocellular carcinomas.
(6)

 Although 

surgery is the only curative option, Cholangiocarcinoma can be treated medically or surgically. The success of 

corrective surgery is determined by the tumour site, bile duct involvement, nodal involvement, metastatic 

involvement, and the tumour's proximity to essential vasculature. Extrahepatictumours typically have the most 

remarkable surgical outcomes. Even with total resection, recurrence is common.
(7)

 The goal of treatment in patients 

with advanced disease is to provide appropriate palliation through biliary stent implantation, photodynamic therapy, 

transarterial chemoembolization, and radiofrequency ablation in selected cases of mass-forming lesions. In addition, 

biliary bypass surgery is being evaluated for palliation in individuals whose stent insertion has failed or is not viable. 

In certain patients, liver transplantation can increase survival time.
(8)

Tests and procedures used to diagnose 

hilarcholangiocarcinomainclude:Imaging tests, such as computerized tomography (CT) and magnetic resonance 

imaging (MRI), Blood test for very high levels of the CA 19-9 tumor marker, Biopsy using endoscopic retrograde 

cholangiopancreatography (ERCP) or endoscopic ultrasound and specialized lab testing with fluorescence in situ 

hybridization (FISH) 

 

Trichuristrichiura is a roundworm that causes trichuriasis in humans. It is also known as the human whipworm. It is 

known as the whipworm because it resembles a whip with wide grips at the back end. The whipworm has a thick 

posterior anus and a tiny anterior oesophagus. The worms are typically pink in colour and connect to the host 

through the narrow anterior end. These worms range in size from 3 to 5 cm. Females are often larger than 

males.
(9)

Ingestion of infected eggs found in soil is the most common cause of trichuriasis. This is frequently due to 

poor hygienic circumstances, such as open defecation and human excrement as fertiliser. According to certain recent 

studies, people with particular chromosome features may be predisposed or have an increased sensitivity to 

developing trichuriasis
.(10)

Trichuriasis is treated with mebendazole or albendazole. Mebendazole is prescribed at a 

dose of 100 mg twice daily for three days, whereas albendazole is prescribed at 200 to 400 mg twice daily for three 

days. Mebendazole has been demonstrated to be more effective and is now recommended as first-line therapy. 

Albendazole and mebendazole limit tubulin polymerization, resulting in the loss of cytoplasmic microtubules. 

Although ivermectin 200 mcg/kg daily can be utilized, it is not as effective as mebendazole and albendazole.  

 

Case Summary 

An 80 year old male was admitted with chief complaints of pruritus, painless progressive jaundice, weight loss and 

loss of appetite for 3 weeks. The patient is a known case of Type 2 diabetes mellitus and was on treatment with oral 

hypoglycemic agents. On examination temperature was found to be normal, blood pressure was also within normal 

limits, pulse rate and respiratory rate was also adequate.  

 

Lab investigations  

Blood tests results were obtained as follows. 

 

Hb - 11.2 g/dl, Hematocrit - 32.9 %, WBC count - 17890 cells/mm³ , Neutrophil - 87%, Lymphocytes - 7%, 

Monocytes - 30%, Eosinophil - 1%, Basophil - 0%, Platelet count - 5.09L/mm³, CRP - 156.4 mg/l 

 

Serology investigations were done for HBSAg, HIV and HCV and were found to be negative. Anti-HEV IgM was 

found to be positive with sample observance of 0.610. CA-19.9 was done and found to be 4.81 U/ml. 

 

Blood urea - 50mg%, Creatinine - 1.2 mg% found for renal function test. 

 

On examining liver function test, Total bilirubin - 19.2 mg%, Direct bilirubin - 10.22 mg%, SGOT - 172 U/L, SGPT 

- 218U/L, ALP- 1100 U/L, Total protein - 5 gm%, Albumin - 2.8gm%, Globulin - 2.2 gm%. 

 

USG abdomen was done and is indicative of hilarcholangioma. 



ISSN: 2320-5407                                                                              Int. J. Adv. Res. 10(04), 752-756 

754 

 

MRCP procedure was done and confirmed hilarcholangiocarcinoma. Report was as follows, abrupt narrowing of 

right anterior, right posterior and left bile duct with non visualization of right bile duct, common hepatic duct and 

cystic duct, irregular luminal narrowing of GB neck. These features are suspicious of cholangiocarcinoma. 

 

Oesophago Gastro Duodenoscopy shows multiple whip worms in the region of D1, D2 and D3. Biopsy was taken 

and send for evaluation. 

 

 
 

Histopathology was done and as follows. Descending colon - fragments of necrotic material containing nuclear 

debris and neutrophils. Sigmoid colon - nerotic material with focal macrophage collection - necrotising 

inflammation and focal macrophage reaction. 

 

Diagnosis  

The lab result and other investigations the patient was confirmed to be having a hilarcolongioma with the presence 

of multiple whip worms in the intestine. 

 

Treatment 

The patient was given a Tab. Atarax 25mg BD, Tab. Golbi 300 mg TID, Inj. Pantop 40mg IV OD, Inj. Emeset 6 mg 

IV sos, Inj. Piptaz 4.5g IV Q6H, Inj. VitK 10mg IV OD, Tab. Bandy Plus BD, Tab. Faropenem 200mg BD. The 

patient was taken to Government medical College Kottayam for better treatment. 

 

Discussion:- 
The treatment for hilarcholangiocarcinoma did not commence in the hospital where the authors worked. The 

patient's relatives drove him to the medical college for cancer treatment. According to treatment guidelines, 

whipworms are treated with antihelminthic agents like Albendazole or Mebendazole. Albendazole promotes 

degenerative changes in the worm's intestinal cells by binding to the colchicine-sensitive region of -tubulin, 

preventing it from polymerizing or assembling into microtubules. A combination with Ivermectin 200 mg/kg was 

given in combination with Albendazole for increased efficacy. Ivermectin binds with high affinity to the glutamate-

gated chloride channel found in invertebrate nerve and muscle cells, increasing cell membrane permeability to 

chloride ions and inducing nerve and muscle cell hyperpolarization. 

 

Conclusion:- 
Bile will be reabsorbed into the blood and body tissue due to the hilarcholangiocarcinoma, causing symptoms such 

as jaundice (yellowing of the skin and whites of the eyes), itching, pale faeces, and dark urine, unintended weight 

loss. Pleural effusion was the most common consequence identified in 66 (62.9%) individuals, followed by wound 

infection in 39 (37.1%) and liver failure in 29. (27.6 per cent). Liver failure occurred in 16.7% of 48 patients with 

less than 50% liver resection and 36.8% of 57 patients with 50% or more significant resection. Chronic dysentery, 

rectal prolapse, and development retardation are all complications of heavy whipworm infection. With anthelmintic 

treatment, the prognosis is excellent, and full recovery takes 1 to 2 weeks. Trichuris dysentery syndrome can 

develop if severe infection is not treated. So, in order to avoid difficulties, whip worms must be treated as soon as 

possible. 
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