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Heart Failure and Short Stature in a 43 year-old male

transferred to the intensive care unit (ICU) for ventilatory 
support and closer monitoring. on bedside cardiac ultrasound, 
there was a finding of eccentric left ventricular hypertrophy, 
global hypokinesia with depressed overall systolic function 
with concomitant spontaneous echo contrast on left ventricular 
(lV) cavity suggestive of rheologic stasis, the ejection fraction 
was 25%, with moderate mitral regurgitation, moderate 
aortic regurgitation with aortic sclerosis, severe tricuspid 
regurgitation with mild pulmonary hypertension, pulmonary 
regurgitation, and minimal pericardial effusion or pericardial 

fat pad. Cardiac enzymes were not consistent with an acute 
coronary event (Table 3), however, intravenous (IV) heparin 
(overlapping with oral warfarin) was still given to cover for 
the presence of a possible lV thrombus as demonstrated 
by rheologic stasis on cardiac ultrasound. Medications 
were shifted to IV diuretics and inotropes; oral digoxin was 
started. IV antibiotics were given for possible pulmonary 
infection. The patient later on showed improvement, and was 
eventually weaned off from ventilatory support, extubated, 

Table 1. Initial laboratory Results
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RDW
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SEG
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CBC
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4-6
120-150
0.38-0.48
80-100 Fl
27-31 PG
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Result
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3.9-6.1
4.27-6.07
2.6-6.4
53-115
34-50
0.34-1.7
0.91-1.56
1.1-3.8
4.2-5.2
15-37
30-65

140-148
3.6-5.2
100-108
2.12-2.52

0.74-1

Result

6.3
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slight toxic granulation, 
slight anisocytosis

Table 2. Thyroid Function Tests

Free T4
TSH
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Introduction 
The 2002 World Health Organization Report on Violence 

and Health cites studies that report high rates of child abuse 
and neglect in all regions of the world. In the Philippines, 
estimates from 2000 suggest that 1.8 million children were 
into prostitution and pornography while 1.2 million were 
victims of human trafficking.1 A baseline national survey in 
2000 also revealed that 86.6% of male adolescents and 85.2% 
of female adolescents have experienced adult-inflicted 
abusive behaviors at least once in their lifetime.2 While they 
were growing up, 83% reported to have experienced 
physical maltreatment while 59.7% claimed to have been 
psychologically abused. About 12% were sexually molested 
and 1.8% experienced forced sex or rape. The 2011 Survey on 
Children revealed that 18.9% of Filipino children aged 5-17 
years were working.3 Of the 5.49 million working children, 
3.03 million were considered as Child Labour and 2.99 
million as Hazardous Child Labour. Data at the Child 
Protection Unit of the Philippine General Hospital also 
indicate increasing number of child abuse cases where 70% 
were sexual and 22% were physical in nature.4 Despite these 
statistics, much violence against children remains hidden or 
goes unreported.  

Experts have repeatedly stressed the preventability of 
child maltreatment. Focusing on primary prevention, the 
World Report on Violence and Health5 asserted that violence is 
preventable and that public health has an important role in 
addressing its causes and consequences. In his report for the 
United Nations Study on Violence against Children, Pinheiro 
recommended prioritization of prevention by allocating 
resources to address risk factors and preventing violence 
before it occurs.6  

Three levels of preventive services are usually offered to 
children, their families and communities in general (Figure 
1).7  

Primary prevention activities (universal approach) 
attempt to stop maltreatment before it occurs and target    
the general population.  These activities aim to raise 
awareness among the general public, service providers,    
and decision-makers about the nature and consequences of 
child maltreatment. Secondary prevention activities 
(selected/targeted approach) focus on high-risk individuals 
and groups, or those who have one or more risk factors 
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Presentation of the case
This is a case of a 43-year-old male presenting with short 

stature and heart failure. The patient was admitted at the 
medicine ward of the Philippine General Hospital (PGH) 
for dyspnea. This paper will investigate several issues: 
differentiating congenital from acquired hypothyroidism, 
the relationship between hypothyroidism and the 
cardiomyopathies, and the therapeutic options in patients 
with cardiomyopathy secondary to hypothyroidism.

The patient had been born full term to a then 31-year-
old Gravida 4 Para 3 (G4P3), the 4th of 9 siblings, with an 
apparently unremarkable delivery at home facilitated by 
a traditional birth attendant. He was noted to be normal 
at birth. The patient was allegedly at par with age both 
physically and mentally until eight years old when he was 
said to have stopped growing in height. He was brought to 
a private doctor, whose diagnosis was undisclosed, and he 
was given medications to increase height, which the patient 
took for only one month with no improvement. Through the 
years, the patient was apparently well, although still of short 
stature, with thick lips, coarse facial features and dry skin. 
He was notably slow in ambulation. He was said to have 
bronchial asthma at age 15 years, and since then he had been 
taking salbutamol tablets occasionally for bouts of dyspnea 
occurring one to two times annually.

The patient’s symptoms started in 2001 when he was 
reported to have sudden loss of consciousness. During this 
time, the patient did not have any symptoms of heart failure; 
no prior seizures, cyanotic episodes, chest pain, headache, or 
blurring of vision. He regained consciousness shortly after and 
was brought to a private physician, whose assessment was a 
“heart problem”. He was prescribed unrecalled medications 
taken for a few months and eventually discontinued when 
the syncopal episode did not recur.

In the next four years, the patient would develop 
intermittent, progressive exertional dyspnea and bipedal 
edema. later on this would be accompanied by generalized 
body weakness, anorexia, and constipation, severe enough to 

require regular laxative use. There was also a report of two 
more syncopal episodes. He was brought to another doctor 
in a private hospital where the assessment was still a “heart 
problem”. The patient was again prescribed unrecalled 
medications and again was lost to follow-up. This time, 
however, symptoms were persistent. He later consulted at 
another local hospital, where he was admitted and managed 
as a case of anemia and bronchial asthma. He was discharged 
slightly improved after four days, only to have recurrent heart 
failure symptoms, prompting admission at PGH.

Upon admission the patient was in mild respiratory 
distress, with stable vital signs and no note of fever. Pertinent 
physical exam findings included short stature, thick lips, non-
pitting periorbital edema, dry skin, a displaced apical impulse, 
crackles on both lung fields, and bilateral non-pitting bipedal 
edema. There was also a 3 cm x 3 cm reducible umbilical 
hernia. However, there was no pallor, no neck vein distention, 
no apparent congenital malformations, no cardiac murmurs 
and no clubbing. There was also no note of an anterior neck 
mass.

laboratory workup showed cardiomegaly with pulmonary 
congestion, thoracic dextroscoliosis, and atheromatous aorta by 
chest radiograph, and left ventricular hypertrophy by 12-lead 
electrocardiogram (12-l ECG) (Figures 1 and 2), normocytic 
normochromic anemia (Hgb 90 mg/dl), dyslipidemia, and 
pre-renal azotemia (serum creatinine 123 mmol). Electrolytes 
on admission showed slight hyponatremia, hypokalemia, 
and hypochloremia (serum Na 136, K 3.35, Cl 86). Blood gases 
revealed partially compensated metabolic alkalosis with mild 
hypoxemia. The patient was noted to be hypothyroid based 
on elevated serum thyroid-stimulating hormone (TSH) and 
markedly decreased serum free thyroxine (FT4). The exact 
values are shown in Tables 1 and 2. 

Upon admission to the wards, the patient was managed 
as having congestive heart failure from cardiomyopathy 
secondary to acquired hypothyroidism. oral loop diuretics, 
angiotensin-converting enzyme (ACE) inhibitors, beta-
blockers, statins, and levothyroxine were started. Electrolyte 
correction was instituted. The sections of Endocrinology 
and Cardiovascular Diseases were co-managing the patient 
together with the General Medicine service.

He soon developed respiratory failure, upon which the 
considerations were acute pulmonary congestion, nosocomial 
pneumonia, to rule out an acute coronary event. He was later 

 

associated with child maltreatment. Support groups that 
help parents deal with everyday stresses and home visiting 
programs are some examples. Tertiary prevention services 
are given to individuals or groups where maltreatment has 
already occurred to reduce the negative effects of 
maltreatment and to prevent its recurrence.  

 

 
 
Figure 1. Framework for prevention of child maltreatment 
and associated impairment. MacMillan, Wathen, et al. Lancet 
2009 
 

It is recognized that the most cost-effective way of 
minimizing the increased risks and losses brought about by 
child maltreatment is to focus on primary prevention. This 
approach will definitely reduce the incidence of new cases 
because problems and situations in the family and 
community that spawn violence and abuse are “nipped in 
the bud”, so to speak.  Activities at the family level, for 
instance, will assist parents to enhance their potential as 
good role models to their children. Preventive measures at 
the community and societal level can ensure that citizens 
become aware of the need for a good future for children as 
there is a local saying that states that “the future of a nation 
depends on children (ang pag-asa ng bayan ay nasa kabataan)”. 
The ultimate goal is to allow the child to grow in a secure, 
stable and nurturing family and community.  

Hence, increased awareness of the problem of child 
maltreatment requires more effective action.  While early 
intervention as well as crisis intervention and treatment are 
preventive strategies in child maltreatment, the increasing 
number of cases calls for an approach that would address 
the underlying causes thus preventing the problem even 
before it starts.  It is necessary to allocate resources wisely 
and promote evidence-based interventions that would have 
a greater impact on preventing child maltreatment.  This 
means not only investigating the effectiveness of current 
services but investing in programs for the primary 
prevention of maltreatment. Butchart et al. noted that while 
the effects of primary prevention strategies may only be seen 
after a number of years, these same programs are most cost-
effective, resulting in savings that far exceed their costs.8 
Recent research in business and economics also support 
investments in early childhood interventions and preventive 

services as these result in greater economic, health and social 
benefits than treating future negative outcomes.9  

Primary prevention strategies that have been identified 
thus far include investing in early interventions, increasing 
positive adult involvement, community-based interventions, 
changing cultural norms, reducing income inequality, and 
improvements in the criminal justice and social welfare 
systems.8 However, most of the evidence on the effectiveness 
of prevention strategies comes from high-income countries 
with outcome evaluation studies from low- and middle-
income countries making up less than 1% of the evidence 
base.10  

In a systematic review of child maltreatment prevention 
focusing on universal and selective interventions, four of 
seven types of interventions were promising for preventing 
actual child maltreatment. These include home-visiting, 
parent education, abusive head trauma prevention, and 
multi-component programmes.10 Interventions aimed at the 
individual (child or caregiver) or families are those that have 
undergone the most rigorous evaluations. A review of recent 
research evidence for preventing child maltreatment 
identified programs that have shown benefits for preventing 
physical abuse and neglect.7 For example, the Nurse-Family 
Partnership, a home visitation program provided by nurses 
to low-income first-time mothers from prenatal period 
through infancy, provided the best evidence for reducing 
child maltreatment with one randomized controlled trial 
showing a reduction in actual child abuse by 48 percent at 15 
year-follow up. Although the rates of child protection 
reports did not differ between the intervention and control 
groups, the Early Start Programme, also a home visitation 
program, reduced the incidence of childhood injuries and 
hospital admissions for severe child abuse and neglect. 
Among parent training programs, the Triple P-Positive 
Parenting Programme has shown positive effects on 
substantiated cases of child maltreatment, child out-of-home 
placements and child maltreatment injuries after 
dissemination of Triple P professional training of service 
providers and exposure to universal media and 
communication strategies. Interventions delivered in health 
care facility settings, including abusive head trauma 
education programs and an enhanced model of pediatric 
care for children at risk, have also shown some promise. For 
the prevention of child sexual abuse, school-based education 
programs were able to improve knowledge and protective 
behaviours, although whether these translated into actual 
prevention of sexual abuse is still unknown.  

Recent public health promotion strategies emphasize 
the role of organized and empowered communities and 
capacity building for less developed communities.11 
Community readiness, the degree to which a community is 
prepared to take action on an issue, has also been recognized 
as an essential element and key determinant in the 
successful development, implementation and sustainability 
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transferred to the intensive care unit (ICU) for ventilatory 
support and closer monitoring. on bedside cardiac ultrasound, 
there was a finding of eccentric left ventricular hypertrophy, 
global hypokinesia with depressed overall systolic function 
with concomitant spontaneous echo contrast on left ventricular 
(lV) cavity suggestive of rheologic stasis, the ejection fraction 
was 25%, with moderate mitral regurgitation, moderate 
aortic regurgitation with aortic sclerosis, severe tricuspid 
regurgitation with mild pulmonary hypertension, pulmonary 
regurgitation, and minimal pericardial effusion or pericardial 

fat pad. Cardiac enzymes were not consistent with an acute 
coronary event (Table 3), however, intravenous (IV) heparin 
(overlapping with oral warfarin) was still given to cover for 
the presence of a possible lV thrombus as demonstrated 
by rheologic stasis on cardiac ultrasound. Medications 
were shifted to IV diuretics and inotropes; oral digoxin was 
started. IV antibiotics were given for possible pulmonary 
infection. The patient later on showed improvement, and was 
eventually weaned off from ventilatory support, extubated, 

Table 1. Initial laboratory Results

WBC
RBC
HGB
HCT
MCV
MCH
MCHC
RDW
PlT
RETIC
SEG
lYMPH
MoNo
Eo
BASo
BlAST

CBC

Reference 
Value
5-10
4-6
120-150
0.38-0.48
80-100 Fl
27-31 PG
320-360 G/l
11.5-15.5%
200-400
0.005-0.015
50-70%
20-44%
2-9%
0-4%
0-2%
0%

Result

4.5

90
0.27

Inc

48
50
2
0
0
0

RBS
HGBA1C
BUN
CREA
AlB
TAG
HDl
lDl
ToTAl CHol
AST
AlT
Alk po4
NA
K
Cl
CA++
P
MG++

Reference 
Value
3.9-6.1
4.27-6.07
2.6-6.4
53-115
34-50
0.34-1.7
0.91-1.56
1.1-3.8
4.2-5.2
15-37
30-65

140-148
3.6-5.2
100-108
2.12-2.52

0.74-1

Result

6.3
6.4
5.0
123
32
0.82
0.67
4.21
5.25
95
91
184
136.9
3.35
86
2.37
2.27
0.83

Blood chem.
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Crystals
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Rare

Urinalysis

pH
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po2

HCo3
o2 sat
Fio2
Temp

7.408

49.1
70

31.3
93.6
21%
36.9

ABG

PBS
Slight poikilocytosis, 
acanthocytes, ovalocytes, 
slight toxic granulation, 
slight anisocytosis

Table 2. Thyroid Function Tests

Free T4
TSH

(0.8-2.0)
(0.4-6.0)

0.02 ng/dl   
24.75 Uiu/ml

Reference  Value Result

Figure 1. Electrocardiogram upon admission 

Table 3. Cardiac Enzymes

Qualitative 
Troponin I
CK-MB
CK-ToTAl

0-6.0
21-232

PoSITIVE

1.14
543

Reference Range (mmoL) Result

Figure 2. Chest radiograph on admission

 

of prevention programmes. Community readiness theory 
acknowledges that efforts are more effective and sustainable 
when people are involved in decision-making and 
interventions are culturally appropriate. It recognizes that 
communities, whether geographic, organizational or issue-
based, may be at different stages of readiness and as for 
individuals, change is a process that communities go 
through. The Community Readiness Model of the Tri-Ethnic 
Center for Prevention Research describes nine stages of 
readiness that range from having no awareness of issues to a 
high level of community ownership where there is detailed 
knowledge of the prevalence, causes and consequences of an 
issue and evaluation mechanisms are in place.12 

Among the various types of child protection services, 
tertiary prevention activities are more commonly 
implemented in the Philippines through the establishment of 
Child Protection Units and other forms of NGO programs in 
several communities. Secondary, much more primary 
prevention activities remain largely ignored.  As an initial 
effort, there is a need to look at the overall situation of 
primary prevention of child maltreatment programs in the 
country. 
 

Objectives of the study 
This study aimed to assess the situation of child 

maltreatment in the Philippines, specifically in relation to 
the policies and programs on the primary prevention of 
child abuse and neglect.  More specifically, it intends to: 
1. Assess the country’s efforts with regard to child 

maltreatment prevention;  
2. Know the various prevention activities being 

implemented by national and local groups and 
organizations; 

3. Review and analyze current policies, programs and 
strategies on child maltreatment prevention; 

4. Recommend a specific course of action to the different 
government agencies and committees that have the 
legal mandate to implement a National Action Plan on 
the Primary Prevention of Child Maltreatment. 

 
Study Framework 

The framework looks at the various prevention 
resources that are used as important inputs into the 
establishment and implementation of prevention programs 
and strategies for child maltreatment in national and local 
communities. Using an ecological model, how these 
prevention programs were implemented at the individual, 
relationship, community and societal levels were analyzed 
(Figure 2). 

 
  Methods 

 
Research design  

This is a descriptive study mainly using a qualitative 
design.  

 
 
Figure 2. A framework showing the relationship among 
prevention resources, prevention programs and effects at the 
individual, relational, community and societal levels. 

 
Study settings 

This study had a national and local coverage. Two 
urban and one rural barangays (villages) served as local 
study sites. 
 
Sources of data 

Secondary sources were in the form of inventories of 
national and local policies and ordinances, past and ongoing 
prevention programs and activities, research reports, high-
level planning documents, surveillance and other 
epidemiological data, national and local budgets, and other 
relevant documents. For primary sources, the study targeted 
policy-makers, program managers and implementers from 
relevant government institutions. At the local level, the local 
executives (Mayor and Barangay/village chairman), the 
Sanggunian Bayan officials (local council), and kagawads 
(barangay/vaillage councilors) were interviewed. Heads of 
the local health units, social welfare and development, 
teachers and local NGO’s including faith-based 
organizations participated in the study.  
 
Procedures 

An initial meeting with an ad hoc Advisory Committee 
was convened to evaluate and make suggestions about the 
intended plan to develop a national child maltreatment 
prevention plan. The Advisory Body offered advice on the 
research work-plan; identified sources of information and 
programs that would benefit the research; and determined 
the interagency body to coordinate the national primary 
prevention plan. 

National and local stakeholders were contacted for 
possible interviews and other data-collection activities. In 
particular, relevant documents from the national and local 
offices of the Department of Health, Department of Social 
Welfare and Development, Department of Education, and 
Department of Justice were reviewed. The heads of these 
offices and agencies or their representatives were asked to be 
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Presentation of the case
This is a case of a 43-year-old male presenting with short 

stature and heart failure. The patient was admitted at the 
medicine ward of the Philippine General Hospital (PGH) 
for dyspnea. This paper will investigate several issues: 
differentiating congenital from acquired hypothyroidism, 
the relationship between hypothyroidism and the 
cardiomyopathies, and the therapeutic options in patients 
with cardiomyopathy secondary to hypothyroidism.

The patient had been born full term to a then 31-year-
old Gravida 4 Para 3 (G4P3), the 4th of 9 siblings, with an 
apparently unremarkable delivery at home facilitated by 
a traditional birth attendant. He was noted to be normal 
at birth. The patient was allegedly at par with age both 
physically and mentally until eight years old when he was 
said to have stopped growing in height. He was brought to 
a private doctor, whose diagnosis was undisclosed, and he 
was given medications to increase height, which the patient 
took for only one month with no improvement. Through the 
years, the patient was apparently well, although still of short 
stature, with thick lips, coarse facial features and dry skin. 
He was notably slow in ambulation. He was said to have 
bronchial asthma at age 15 years, and since then he had been 
taking salbutamol tablets occasionally for bouts of dyspnea 
occurring one to two times annually.

The patient’s symptoms started in 2001 when he was 
reported to have sudden loss of consciousness. During this 
time, the patient did not have any symptoms of heart failure; 
no prior seizures, cyanotic episodes, chest pain, headache, or 
blurring of vision. He regained consciousness shortly after and 
was brought to a private physician, whose assessment was a 
“heart problem”. He was prescribed unrecalled medications 
taken for a few months and eventually discontinued when 
the syncopal episode did not recur.

In the next four years, the patient would develop 
intermittent, progressive exertional dyspnea and bipedal 
edema. later on this would be accompanied by generalized 
body weakness, anorexia, and constipation, severe enough to 

require regular laxative use. There was also a report of two 
more syncopal episodes. He was brought to another doctor 
in a private hospital where the assessment was still a “heart 
problem”. The patient was again prescribed unrecalled 
medications and again was lost to follow-up. This time, 
however, symptoms were persistent. He later consulted at 
another local hospital, where he was admitted and managed 
as a case of anemia and bronchial asthma. He was discharged 
slightly improved after four days, only to have recurrent heart 
failure symptoms, prompting admission at PGH.

Upon admission the patient was in mild respiratory 
distress, with stable vital signs and no note of fever. Pertinent 
physical exam findings included short stature, thick lips, non-
pitting periorbital edema, dry skin, a displaced apical impulse, 
crackles on both lung fields, and bilateral non-pitting bipedal 
edema. There was also a 3 cm x 3 cm reducible umbilical 
hernia. However, there was no pallor, no neck vein distention, 
no apparent congenital malformations, no cardiac murmurs 
and no clubbing. There was also no note of an anterior neck 
mass.

laboratory workup showed cardiomegaly with pulmonary 
congestion, thoracic dextroscoliosis, and atheromatous aorta by 
chest radiograph, and left ventricular hypertrophy by 12-lead 
electrocardiogram (12-l ECG) (Figures 1 and 2), normocytic 
normochromic anemia (Hgb 90 mg/dl), dyslipidemia, and 
pre-renal azotemia (serum creatinine 123 mmol). Electrolytes 
on admission showed slight hyponatremia, hypokalemia, 
and hypochloremia (serum Na 136, K 3.35, Cl 86). Blood gases 
revealed partially compensated metabolic alkalosis with mild 
hypoxemia. The patient was noted to be hypothyroid based 
on elevated serum thyroid-stimulating hormone (TSH) and 
markedly decreased serum free thyroxine (FT4). The exact 
values are shown in Tables 1 and 2. 

Upon admission to the wards, the patient was managed 
as having congestive heart failure from cardiomyopathy 
secondary to acquired hypothyroidism. oral loop diuretics, 
angiotensin-converting enzyme (ACE) inhibitors, beta-
blockers, statins, and levothyroxine were started. Electrolyte 
correction was instituted. The sections of Endocrinology 
and Cardiovascular Diseases were co-managing the patient 
together with the General Medicine service.

He soon developed respiratory failure, upon which the 
considerations were acute pulmonary congestion, nosocomial 
pneumonia, to rule out an acute coronary event. He was later 

 

interviewed. Furthermore, 3 local communities (2 urban and 
one rural) were selected based on their expressed interests 
and cooperation to participate in the study, to assess how 
these child maltreatment prevention programs were 
implemented. The views and experiences of local 
government officials and other influential community 
people were determined though focus group discussions 
and key informant interviews. For example, focus groups 
discussions with health workers, social workers and teachers 
as well as groups of parents were done. Individual 
interviews by six trained research assistants, who worked in 
pairs in each study site, were conducted with the mayors, 
barangay chairpersons, municipal health officers, school 
principals and head social workers. 
  

Data-collection focused on the following: 
1. Existing national and local policies and ordinances 

on child maltreatment, both related to prevention 
and protection; budget, manpower and other 
resources allocated for child maltreatment 
prevention activities; 

2. Strategies, interventions, programs and other 
activities related to primary prevention of child 
maltreatment; 

3. Background information on social issues relevant to 
child maltreatment primary prevention such as 
population, socio-economic issues, health, 
education, social services, crime and environment. 

 
At the end of the project, local workshops were 

conducted to disseminate and validate the findings of the 
study.  

 
Results 

 
Policies and laws  on child protection 

The Philippines is one country not lacking in policies 
and laws related to children’s protection and rights. An 
important law passed by Congress on June 17, 1992, 
Republic Act No. 7610 or the "Special Protection of Children 
Against Abuse, Exploitation and Discrimination Act", declares it 
“the policy of the State to provide special protection to 
children from all forms of abuse, neglect, cruelty, 
exploitation and discrimination and other conditions, 
prejudicial to their development; provide sanctions for their 
commission and carry out a program for prevention and 
deterrence of and crisis intervention in situations of child 
abuse, exploitation and discrimination”.13 While R.A. 7610 is 
the Child Protection Law of the country, it remains an 
unfunded law.   Furthermore, there are 31 laws and 17 more 
pending bills in Congress and a total of 93 Executive Orders, 
Administrative Orders, Memorandum Circulars and Board 
Resolutions from various government agencies. None of 
these laws have budgets.  

Child protection programs and strategies 
The first country specific plan of action for the 

protection and development of children was the Philippine 
Plan of Action for Children (PPAC) which was implemented 
from 1990 to 2002.  The PPAC started the rights-based 
approach in developing plans for children.  The four rights 
categories for all children were (1) Survival, (2) Protection, 
(3) Development, and (4) Participation. In 2000, Child 21 was 
formulated by the Council for the Welfare of Children.  
Immediately succeeding the PPAC, Child 21 is a strategic 
framework for approaching planning efforts for children.  It 
recognized the role of the local government in determining 
relevant and appropriate plans and programs for their 
children.  Aside from continuing the rights-based approach 
of the PPAC, Child 21 introduced the life cycle perspectives 
in the planning framework.  

The National Plan of Action for Children (NPAC) was 
designed to continue the achievements of PPAC and Child 
21, to update the issues and goals identified in Child 21, and 
to ensure that these are aligned with global policies such as 
the Millennium Development Goals and the World Fit for 
Children.  The NPAC (2005-2010)14 tried to address the 
budget concerns and the challenges of implementation, 
monitoring and evaluation.  However, it still did not identify 
specific programs with their respective budgets. The NPAC 
identified the Council for the Welfare of Children (CWC) as 
the main agency responsible for monitoring NPAC 
implementation. The CWC will do this through its Macro 
Monitoring System and Micro Monitoring System.  The two 
sources of data are the administrative reporting system, and 
the census and surveys conducted by the Philippine 
Statistical system.     

The Special Committee for the Protection of Children, 
an interagency committee created by R.A. 7610 and co-
chaired by the Department of Justice and the Department of 
Social Welfare and Development, came up with the revised 
and updated Comprehensive Programme for Child 
Protection (2006-2010)15 which serves as the companion 
document to the NPAC.   This document lists specific cross-
cutting strategies and interventions that should be 
institutionalized into existing structures at various levels 
and institutional settings inter alia family, school, church, 
media, justice system, local community, city, province and 
national bodies.  These included primary prevention 
programs on child maltreatment. However, while 
comprehensive, they are mainly recommendatory in nature. 

Another major document is the National Strategic 
Framework for Action to End Violence Against Children16 
which is the result of the collaboration of the Council for the 
Welfare of Children with several government agencies, 
international donor organizations and NGOs (Non-
government organizations).  This Framework for Action is 
meant to guide the development and implementation of 
appropriate and effective legislative, policy and 



Child Maltreatment Prevention

83VOL. 46 NO. 4 2012 - VOL. 47 NO. 1 2013 ACTA MEDICA PHILIPPINAVol. 43 N0. 4 2009      ACTA MEDICA PHIlIPPINA   13

Heart Failure and Short Stature in a 43 year-old male

transferred to the intensive care unit (ICU) for ventilatory 
support and closer monitoring. on bedside cardiac ultrasound, 
there was a finding of eccentric left ventricular hypertrophy, 
global hypokinesia with depressed overall systolic function 
with concomitant spontaneous echo contrast on left ventricular 
(lV) cavity suggestive of rheologic stasis, the ejection fraction 
was 25%, with moderate mitral regurgitation, moderate 
aortic regurgitation with aortic sclerosis, severe tricuspid 
regurgitation with mild pulmonary hypertension, pulmonary 
regurgitation, and minimal pericardial effusion or pericardial 

fat pad. Cardiac enzymes were not consistent with an acute 
coronary event (Table 3), however, intravenous (IV) heparin 
(overlapping with oral warfarin) was still given to cover for 
the presence of a possible lV thrombus as demonstrated 
by rheologic stasis on cardiac ultrasound. Medications 
were shifted to IV diuretics and inotropes; oral digoxin was 
started. IV antibiotics were given for possible pulmonary 
infection. The patient later on showed improvement, and was 
eventually weaned off from ventilatory support, extubated, 

Table 1. Initial laboratory Results

WBC
RBC
HGB
HCT
MCV
MCH
MCHC
RDW
PlT
RETIC
SEG
lYMPH
MoNo
Eo
BASo
BlAST

CBC

Reference 
Value
5-10
4-6
120-150
0.38-0.48
80-100 Fl
27-31 PG
320-360 G/l
11.5-15.5%
200-400
0.005-0.015
50-70%
20-44%
2-9%
0-4%
0-2%
0%

Result

4.5

90
0.27

Inc

48
50
2
0
0
0

RBS
HGBA1C
BUN
CREA
AlB
TAG
HDl
lDl
ToTAl CHol
AST
AlT
Alk po4
NA
K
Cl
CA++
P
MG++

Reference 
Value
3.9-6.1
4.27-6.07
2.6-6.4
53-115
34-50
0.34-1.7
0.91-1.56
1.1-3.8
4.2-5.2
15-37
30-65

140-148
3.6-5.2
100-108
2.12-2.52

0.74-1

Result

6.3
6.4
5.0
123
32
0.82
0.67
4.21
5.25
95
91
184
136.9
3.35
86
2.37
2.27
0.83

Blood chem.

Color

Transp
Sp Gravity

pH
Sugar

Protein
RBC
WBC
Cast

Epith cell
Bacteria

Mucus th
Crystals

Am urates

straw

Clear
1.010

8.0
NEG
NEG
0-1
0-2

Rare
occ’l
Rare
Rare

Urinalysis

pH

pCo2
po2

HCo3
o2 sat
Fio2
Temp

7.408

49.1
70

31.3
93.6
21%
36.9

ABG

PBS
Slight poikilocytosis, 
acanthocytes, ovalocytes, 
slight toxic granulation, 
slight anisocytosis

Table 2. Thyroid Function Tests

Free T4
TSH

(0.8-2.0)
(0.4-6.0)

0.02 ng/dl   
24.75 Uiu/ml

Reference  Value Result

Figure 1. Electrocardiogram upon admission 

Table 3. Cardiac Enzymes

Qualitative 
Troponin I
CK-MB
CK-ToTAl

0-6.0
21-232

PoSITIVE

1.14
543

Reference Range (mmoL) Result

Figure 2. Chest radiograph on admission

 

programmatic initiatives towards the elimination of all 
forms of violence against children in the Philippines.  Again, 
this framework is recommendatory in nature. 

There are many other national plans relevant to child 
protection and although not focused on the primary 
prevention of child maltreatment may serve some of the 
objectives of the primary prevention of child maltreatment:   
 

National Plans of Action  
Strategic Plan of the Inter-Agency Council on Violence 
Against Women and Their Children (IACVAWC) for 
2007-2010 
National Program of Action Against Child Labor and the 
Time-Bound Program (TBP) Against the Worst Forms of 
Child Labor 
Philippine Plan for Gender-Responsive Development 
1995-2025 
National Plan of Action for the Youth (National Youth 
Commission) 
Philippine National Plan of Action to Achieve Education 
for All by Year 2015 
Medium-Term Youth Development Plan (MTYDP) 2005-
2009 
National Objectives for Health 2005-2010 
Philippine Plan of Action for Nutrition (PPAN) 2005-2010 
National Policies on Infant and Young Child Feeding 
(IYCF) 2005 

 
A crucial component in the implementation of all the 

national plans of action for children is the Local Council for 
the Protection of Children (LCPC).  The LCPC is tasked with 
the synchronization and integration of policies, programs 
and projects for children at the provincial, city, municipal 
and “barangay” (village) level.   Included in the functions of 
the LCPC are the preparation of an annual action plan 
focused on children with the corresponding budget, 
preparation of the annual progress report on the situation of 
children and the monitoring of the compliance with laws 
and ordinances on children.   At the time of the study, there 
was no official data on how many of these Local Council for 
the Protection of Children were functional. 
 
Budget allocated to child protection 

The government’s budget allocation for children is 
usually incorporated in the budgets of various government 
agencies. In the 2008 budget, there was no specific budget 
allocated to child protection and prevention of child 
maltreatment in the health, education, and social welfare 
sectors.17 At the Department of Health, the budget allocation 
for children was included in the Family Health budget and 
imbedded in other programs that involve children across 
different divisions and bureaus.  The same pattern has been 
observed from other agencies like the Department of Social 
Work and Development. Similar trends were also found at 

the city/municipal/barangay levels. Provisions for children 
are scattered across general programs on maternal health, 
nutrition, immunization, family planning. VAW (Violence 
Against Women), poverty alleviation, housing, livelihood 
and nutrition, without any formal connections, policy and 
practice. 

 

 
 
Figure 3. Percent Share to Total National Government 
Budget of the Social Services Expenditure Program, 2008. 
 
Existing preventive programs 

There are current programs implemented by various 
government agencies and NGO’s in the country which can 
serve as a primary prevention program for child 
maltreatment even if this was not the main intention of the 
program. Targeting the individual, there are programs on 
responsible parenting, maternal and neonatal health, safe 
motherhood and women’s health, adolescent and youth 
health and development, breastfeeding programs, 
immunization programs, feeding programs, among others. 
At the relationship level, 20 different programs were noted 
that include early childhood education, parent effectiveness 
seminars, and bright child campaigns. At the community 
level, local government human rights program and day care 
workers competency training, and other forms of capacity-
building programs for physicians, social workers, and 
teachers were reported. A Neighbourhood Early Childhood 
Care and Development Programs are in place. At the societal 
level there are efforts to pass laws that impact on changing 
cultural beliefs and behavior on child rearing such as the 
proposed anti-corporal punishment bill.   
 
Local implementation of child maltreatment programs 

Since Philippine governance of health and social 
services was devolved since 1991, and the implementation of 
government programs depends on local initiatives, it was 
deemed necessary to look at the child maltreatment situation 
at the local level. The following was the situation of child 
maltreatment in three local government units (LGUs).  

This study involved three LGUs:  two are urban areas in 
Metro Manila, and one is a rural municipality in the south of 
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Presentation of the case
This is a case of a 43-year-old male presenting with short 

stature and heart failure. The patient was admitted at the 
medicine ward of the Philippine General Hospital (PGH) 
for dyspnea. This paper will investigate several issues: 
differentiating congenital from acquired hypothyroidism, 
the relationship between hypothyroidism and the 
cardiomyopathies, and the therapeutic options in patients 
with cardiomyopathy secondary to hypothyroidism.

The patient had been born full term to a then 31-year-
old Gravida 4 Para 3 (G4P3), the 4th of 9 siblings, with an 
apparently unremarkable delivery at home facilitated by 
a traditional birth attendant. He was noted to be normal 
at birth. The patient was allegedly at par with age both 
physically and mentally until eight years old when he was 
said to have stopped growing in height. He was brought to 
a private doctor, whose diagnosis was undisclosed, and he 
was given medications to increase height, which the patient 
took for only one month with no improvement. Through the 
years, the patient was apparently well, although still of short 
stature, with thick lips, coarse facial features and dry skin. 
He was notably slow in ambulation. He was said to have 
bronchial asthma at age 15 years, and since then he had been 
taking salbutamol tablets occasionally for bouts of dyspnea 
occurring one to two times annually.

The patient’s symptoms started in 2001 when he was 
reported to have sudden loss of consciousness. During this 
time, the patient did not have any symptoms of heart failure; 
no prior seizures, cyanotic episodes, chest pain, headache, or 
blurring of vision. He regained consciousness shortly after and 
was brought to a private physician, whose assessment was a 
“heart problem”. He was prescribed unrecalled medications 
taken for a few months and eventually discontinued when 
the syncopal episode did not recur.

In the next four years, the patient would develop 
intermittent, progressive exertional dyspnea and bipedal 
edema. later on this would be accompanied by generalized 
body weakness, anorexia, and constipation, severe enough to 

require regular laxative use. There was also a report of two 
more syncopal episodes. He was brought to another doctor 
in a private hospital where the assessment was still a “heart 
problem”. The patient was again prescribed unrecalled 
medications and again was lost to follow-up. This time, 
however, symptoms were persistent. He later consulted at 
another local hospital, where he was admitted and managed 
as a case of anemia and bronchial asthma. He was discharged 
slightly improved after four days, only to have recurrent heart 
failure symptoms, prompting admission at PGH.

Upon admission the patient was in mild respiratory 
distress, with stable vital signs and no note of fever. Pertinent 
physical exam findings included short stature, thick lips, non-
pitting periorbital edema, dry skin, a displaced apical impulse, 
crackles on both lung fields, and bilateral non-pitting bipedal 
edema. There was also a 3 cm x 3 cm reducible umbilical 
hernia. However, there was no pallor, no neck vein distention, 
no apparent congenital malformations, no cardiac murmurs 
and no clubbing. There was also no note of an anterior neck 
mass.

laboratory workup showed cardiomegaly with pulmonary 
congestion, thoracic dextroscoliosis, and atheromatous aorta by 
chest radiograph, and left ventricular hypertrophy by 12-lead 
electrocardiogram (12-l ECG) (Figures 1 and 2), normocytic 
normochromic anemia (Hgb 90 mg/dl), dyslipidemia, and 
pre-renal azotemia (serum creatinine 123 mmol). Electrolytes 
on admission showed slight hyponatremia, hypokalemia, 
and hypochloremia (serum Na 136, K 3.35, Cl 86). Blood gases 
revealed partially compensated metabolic alkalosis with mild 
hypoxemia. The patient was noted to be hypothyroid based 
on elevated serum thyroid-stimulating hormone (TSH) and 
markedly decreased serum free thyroxine (FT4). The exact 
values are shown in Tables 1 and 2. 

Upon admission to the wards, the patient was managed 
as having congestive heart failure from cardiomyopathy 
secondary to acquired hypothyroidism. oral loop diuretics, 
angiotensin-converting enzyme (ACE) inhibitors, beta-
blockers, statins, and levothyroxine were started. Electrolyte 
correction was instituted. The sections of Endocrinology 
and Cardiovascular Diseases were co-managing the patient 
together with the General Medicine service.

He soon developed respiratory failure, upon which the 
considerations were acute pulmonary congestion, nosocomial 
pneumonia, to rule out an acute coronary event. He was later 

 

Metro Manila (For ethical reasons, the actual names of the 
study areas are not disclosed). All three LGUs can be 
considered as resource-rich, hence, they can afford to 
establish and maintain government programs such as those 
for child maltreatment prevention and protection.  
 
Urban study sites 

City A, is a large city in the National Capital Region in 
terms of area and population. It is composed of 142 
barangays with 2.8 million residents as of 2008. Majority of 
the population were children aged 5-9 years. City B in the 
National Capital Region has about 43 percent children out of 
its 1.9 million population in 2008.  In both cities, elementary 
school participation rates were adequately high although 
only about 60 to 75 percent of elementary graduates proceed 
to the secondary level.  

Both cities are the center of health care as the best 
hospitals in the country are found in these areas. City B has 
33 hospitals and 49 health centers while City A has 61 
private and government hospitals with 60 health centers, 
including a "Teen Health Headquarters" which  responds to 
the health concerns of the youth. City A has a higher infant 
mortality rate in 2008 at 31.3 per 1000 livebirths but with a 
lower under-5 mortality rate of 46.9 per 100,000 population 
compared to City B (IMR= 23 per 1,000 livebirths, U5MR=93 
per 100,000). 

City B had more reported cases of child abuse than City 
A.  It was noted that majority of City B’s child abuse cases 
were reports coming from the Child Protection Unit located 
in the city and which serves as a referral center for child 
abuse cases.   City B’s Social Welfare and Development 
Office reported that in 2008, there were 624 cases of sexual 
abuse, 86 cases of physical abuse, 36 cases of psychological 
abuse and 97 cases of neglect or abandoned children.  
Moreover, about 246 children in conflict of the law were 
reported at the end of 2007.   In City A, only about 261 cases 
of child abuse and neglect were reported to the Social 
Services and Development Office.  Child Abuse data was not 
reported annually.  The Police Department’s records of City 
A indicated that 1,091 cases of abuse were reported from 
2006 to 2009.  

In terms of laws, both city governments follow the 
national government’s policies and laws on child welfare, 
rights and protection. In addition, City B passed some city 
ordinances for the children’s welfare such as: City Ordinance 
no. 8170, penalizing parents, guardians or persons with 
parental authority who allow their children to engage in 
vending, begging, and prostitution; City Ordinance no. 8168 
which regulates the operation of computer rental shops 
within the city; and City Ordinance no. 8046 on 
barangay/village curfew hours for minors. Among the 
primary prevention programs were the provision of direct 
services to children and youth (e.g. educational assistance, 
socio-cultural, sports/recreational activities, character 

development and livelihood skills training), inclusion in the 
marriage counselling module session measures to prevent 
child maltreatment, supplemental feeding, the usual 
programs for maternal and child health care, immunization, 
nutrition and disease control. Special programs were also 
given to adolescents such as adolescent counselling on the 
prevention of drug abuse. An NGO piloted a home visiting 
program patterned after the Hawaii Healthy Start Program 
in 5 barangays/villages in City B. An evaluation was 
conducted with regards attitudes and beliefs of parents but 
not with regards prevention of child abuse nor its effect on 
risk and protective factors.    This program was not adopted 
by the city and was not scaled up.   Another pilot project in 
City B was a community-based system for family-centered 
care of at-risk mothers and infants in a low-income 
community.    The pilot project was not continued due to 
limited resources and the lack of capacity of the local 
government to implement the program.  Specialty services 
that were absent in the community such as access to 
Obstetric services for high-risk deliveries, child 
developmental assessments and intervention, were 
necessary for the success of the program.18 

On the other hand, City A has a total of 862 ordinances 
and 2,912 resolutions from July 2001 to June 2009. Out of 
these, 14 ordinances were formulated to protect children. 
These ordinances include the Juvenile Intervention and 
Diversion Programs Ordinance, Child and Youth Welfare 
Ordinance - an ordinance penalizing the owner/operators of 
any business establishments for hiring/employing children 
or minors; an ordinance prohibiting the sale on retail in all 
sari-sari or convenient stores of the substance commonly 
known as “Rugby” which street children and others use as a 
stimulant;  an ordinance prohibiting the father, mother, 
natural or legal guardian to use children for begging. 

City A has a number of programs that were established 
to improve the health, education and social status of the 
child in general. These programs include:  Maternal Health 
Care, Nutrition Jumpstart, Pre-Natal, Natal and Post-Natal 
Care, Parent Effectiveness Seminars, Childcare Development 
Program, Family Welfare Program, Balik- Eskwela (Back-to-
School) Program, Adopt a Pupil, Child Friendly School 
System, Poverty Reduction Program, Economic 
Development Program, Feeding Program, among others.  
The City Health Office or Social Services and Development 
Office implement these programs with the help of NGOs 
and international donor agencies.   

The two cities are aware of the need to protect children. 
Both cities have many policies and programs aimed at 
improving the general well-being of children. However, very 
few leaders except those directly involved in children’s 
programs e.g. social welfare and health, knew at least some 
of the different laws, policies and National Action Plans for 
children. The situation of the children living in these urban 
areas is wanting in terms of safety, health and quality of life. 
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transferred to the intensive care unit (ICU) for ventilatory 
support and closer monitoring. on bedside cardiac ultrasound, 
there was a finding of eccentric left ventricular hypertrophy, 
global hypokinesia with depressed overall systolic function 
with concomitant spontaneous echo contrast on left ventricular 
(lV) cavity suggestive of rheologic stasis, the ejection fraction 
was 25%, with moderate mitral regurgitation, moderate 
aortic regurgitation with aortic sclerosis, severe tricuspid 
regurgitation with mild pulmonary hypertension, pulmonary 
regurgitation, and minimal pericardial effusion or pericardial 

fat pad. Cardiac enzymes were not consistent with an acute 
coronary event (Table 3), however, intravenous (IV) heparin 
(overlapping with oral warfarin) was still given to cover for 
the presence of a possible lV thrombus as demonstrated 
by rheologic stasis on cardiac ultrasound. Medications 
were shifted to IV diuretics and inotropes; oral digoxin was 
started. IV antibiotics were given for possible pulmonary 
infection. The patient later on showed improvement, and was 
eventually weaned off from ventilatory support, extubated, 

Table 1. Initial laboratory Results

WBC
RBC
HGB
HCT
MCV
MCH
MCHC
RDW
PlT
RETIC
SEG
lYMPH
MoNo
Eo
BASo
BlAST

CBC

Reference 
Value
5-10
4-6
120-150
0.38-0.48
80-100 Fl
27-31 PG
320-360 G/l
11.5-15.5%
200-400
0.005-0.015
50-70%
20-44%
2-9%
0-4%
0-2%
0%

Result

4.5

90
0.27

Inc

48
50
2
0
0
0

RBS
HGBA1C
BUN
CREA
AlB
TAG
HDl
lDl
ToTAl CHol
AST
AlT
Alk po4
NA
K
Cl
CA++
P
MG++

Reference 
Value
3.9-6.1
4.27-6.07
2.6-6.4
53-115
34-50
0.34-1.7
0.91-1.56
1.1-3.8
4.2-5.2
15-37
30-65

140-148
3.6-5.2
100-108
2.12-2.52

0.74-1

Result

6.3
6.4
5.0
123
32
0.82
0.67
4.21
5.25
95
91
184
136.9
3.35
86
2.37
2.27
0.83

Blood chem.

Color

Transp
Sp Gravity

pH
Sugar

Protein
RBC
WBC
Cast

Epith cell
Bacteria

Mucus th
Crystals

Am urates

straw

Clear
1.010

8.0
NEG
NEG
0-1
0-2

Rare
occ’l
Rare
Rare

Urinalysis

pH

pCo2
po2

HCo3
o2 sat
Fio2
Temp

7.408

49.1
70

31.3
93.6
21%
36.9

ABG

PBS
Slight poikilocytosis, 
acanthocytes, ovalocytes, 
slight toxic granulation, 
slight anisocytosis

Table 2. Thyroid Function Tests

Free T4
TSH

(0.8-2.0)
(0.4-6.0)

0.02 ng/dl   
24.75 Uiu/ml

Reference  Value Result

Figure 1. Electrocardiogram upon admission 

Table 3. Cardiac Enzymes

Qualitative 
Troponin I
CK-MB
CK-ToTAl

0-6.0
21-232

PoSITIVE

1.14
543

Reference Range (mmoL) Result

Figure 2. Chest radiograph on admission

 

First, both cities are densely populated with large slum 
areas.  Health professionals as well as social workers, during 
the interviews, complained about the large number of cases 
needing tertiary intervention and for which they do not have 
the necessary personnel and resources.  Documents in City B 
showed that some services could only reach up to 25 percent 
of the actual child population.  

Second, the programs on child maltreatment are tertiary 
services for abused children such as a hospital-based 
multidisciplinary child protection unit.   The programs, 
which might be categorized as primary child maltreatment 
programs are the usual government programs on maternal 
health and basic child care services as well as anti-crime 
efforts by the police. These are the same programs that are 
endorsed and supported nationwide by the Department of 
Health, Department of Social Welfare and Development and 
Department of Education. Moreover, the general level of 
consciousness was more on tertiary child protection and not 
on primary prevention of child maltreatment.  

Third,  while City A provides a share of the annual 
budget for child-focused programs (e.g., the Child Welfare 
Program had 29.3 million pesos budget in 2009; the Youth 
Welfare Program had 4.6 million, and the Family Welfare 
Program had 37.3 million), whether these monies were 
actually spent as intended was not clear from the records 
and interviews. In City B, local interviews revealed that only 
one percent of the barangay/village budget was allocated to 
the Local Council for the Protection of Children (LCPC).  
This amounts to a very small budget of Php12,000 a year.  

Fourth, not all the programs and services enumerated 
earlier are available at the barangay/grassroots level. Many 
community informants were not aware that such programs 
exist. There was also the problem of record keeping which 
made it difficult to monitor the effectiveness and reach of the 
different programs. In cases where statistics were provided 
to the city officials, it was only as a means of requesting for 
funds for specific programs at the barangay/village level. 

Finally, there has been no evaluation of the quality and 
effectiveness of these programs to prevent child 
maltreatment even if there are resources to scale up effective 
programs.  
 
Rural study site 

Municipality C is a rural area that is located in the 
Southern Tagalog region of the Philippines. As of 2001, it 
had a total population of 79,482 with almost equal ratio of 
males and females. It had a child population of 39,604 where 
majority were aged 5-9 years. The average number of 
children in the household was 2.73.  

All barangays/villages  in Municipality C have at least 
one Day Care Center that caters to children aged 4 years.  
The 42 barangays/villages had a total of 46 day care centers 
which are usually managed by volunteer elementary school 

teachers. Most of these children are enrolled in kindergarten 
once they are 5 years old. 

In terms of health and social services, the local Social 
Welfare and Development Office offered services that 
included Self-Employment Assistance Program, Youth 
Welfare Development, Women’s Welfare Program, and Day 
Care Services Program. The Health Centers implemented 
such programs as the Expanded Program on Immunization, 
Maternal and Child Health Services, Family Planning, 
Adequate Food and Proper Nutrition, Environmental 
Sanitation, Care of Acute Respiratory Illness, Control of 
Diarrheal Diseases, Provision of Essential Drugs and health 
education.  A Women and Children`s desk was   present in 
the police station of Municipality C. 

The 2007 infant mortality rate was 5.57 per 1000 
livebirths while the 2006 child mortality rate was 0.17/1000 
live births. Infant deaths were mostly due to stillbirth, 
prematurity, pneumonia and sepsis. Child mortality was 
mostly attributed to severe malnutrition, pneumonia, and 
sepsis. Full immunization rate for infants 0-12 months was 
89.6% in 2007. 

The leaders of the municipality were unaware of the 
national laws, policies and National Plans of action for 
children.  While there were no services primarily for the 
prevention of child maltreatment, the community had some 
resources to help parents and youth. There was a youth 
organization, “Alagaan Natin Ang Kabataan (ANAK)”, with 
an annual budget of P50,000 allotted for its programs (e.g., 
sports for out-of-school youth). There were also parent 
organizations such as the Parent-Teachers Association; INA 
(“Ilaw Nayon Asosasyon”) - a federation of mothers, which 
conducts livelihood and skills’ training programs;  and AMA 
(Aksyon Mindanao Asosasyon),  an organization of fathers. 
The local Social Welfare and Development Office ran 
parenting classes (Parent Effectiveness Seminar) and a 
feeding program. 

In 2008, a budget of P3,435,600 was allotted for the day 
care program services. The Municipal Social and 
Development Office had 9 regular employees and 2 
volunteers, providing generic social welfare services. There 
were no specialized child protection services. 

There were no data on child maltreatment in any agency 
in Municipality C. The Chief of Police during the interview 
only mentioned that there were discreet activities of 
prostitution and child trafficking in the beach areas at the 
peak of the tourist season. No street children or homeless 
families were seen during the time of data-collection.There 
was no specific child maltreatment program. Child 
maltreatment was not considered a problem and majority of 
the members of the community believed that corporal 
punishment is acceptable and good for children.  Those 
interviewed in Municipality C gave the impression that the 
children’s general well-being in the town was quite 
satisfactory.  However, there were some apprehensions that 
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Presentation of the case
This is a case of a 43-year-old male presenting with short 

stature and heart failure. The patient was admitted at the 
medicine ward of the Philippine General Hospital (PGH) 
for dyspnea. This paper will investigate several issues: 
differentiating congenital from acquired hypothyroidism, 
the relationship between hypothyroidism and the 
cardiomyopathies, and the therapeutic options in patients 
with cardiomyopathy secondary to hypothyroidism.

The patient had been born full term to a then 31-year-
old Gravida 4 Para 3 (G4P3), the 4th of 9 siblings, with an 
apparently unremarkable delivery at home facilitated by 
a traditional birth attendant. He was noted to be normal 
at birth. The patient was allegedly at par with age both 
physically and mentally until eight years old when he was 
said to have stopped growing in height. He was brought to 
a private doctor, whose diagnosis was undisclosed, and he 
was given medications to increase height, which the patient 
took for only one month with no improvement. Through the 
years, the patient was apparently well, although still of short 
stature, with thick lips, coarse facial features and dry skin. 
He was notably slow in ambulation. He was said to have 
bronchial asthma at age 15 years, and since then he had been 
taking salbutamol tablets occasionally for bouts of dyspnea 
occurring one to two times annually.

The patient’s symptoms started in 2001 when he was 
reported to have sudden loss of consciousness. During this 
time, the patient did not have any symptoms of heart failure; 
no prior seizures, cyanotic episodes, chest pain, headache, or 
blurring of vision. He regained consciousness shortly after and 
was brought to a private physician, whose assessment was a 
“heart problem”. He was prescribed unrecalled medications 
taken for a few months and eventually discontinued when 
the syncopal episode did not recur.

In the next four years, the patient would develop 
intermittent, progressive exertional dyspnea and bipedal 
edema. later on this would be accompanied by generalized 
body weakness, anorexia, and constipation, severe enough to 

require regular laxative use. There was also a report of two 
more syncopal episodes. He was brought to another doctor 
in a private hospital where the assessment was still a “heart 
problem”. The patient was again prescribed unrecalled 
medications and again was lost to follow-up. This time, 
however, symptoms were persistent. He later consulted at 
another local hospital, where he was admitted and managed 
as a case of anemia and bronchial asthma. He was discharged 
slightly improved after four days, only to have recurrent heart 
failure symptoms, prompting admission at PGH.

Upon admission the patient was in mild respiratory 
distress, with stable vital signs and no note of fever. Pertinent 
physical exam findings included short stature, thick lips, non-
pitting periorbital edema, dry skin, a displaced apical impulse, 
crackles on both lung fields, and bilateral non-pitting bipedal 
edema. There was also a 3 cm x 3 cm reducible umbilical 
hernia. However, there was no pallor, no neck vein distention, 
no apparent congenital malformations, no cardiac murmurs 
and no clubbing. There was also no note of an anterior neck 
mass.

laboratory workup showed cardiomegaly with pulmonary 
congestion, thoracic dextroscoliosis, and atheromatous aorta by 
chest radiograph, and left ventricular hypertrophy by 12-lead 
electrocardiogram (12-l ECG) (Figures 1 and 2), normocytic 
normochromic anemia (Hgb 90 mg/dl), dyslipidemia, and 
pre-renal azotemia (serum creatinine 123 mmol). Electrolytes 
on admission showed slight hyponatremia, hypokalemia, 
and hypochloremia (serum Na 136, K 3.35, Cl 86). Blood gases 
revealed partially compensated metabolic alkalosis with mild 
hypoxemia. The patient was noted to be hypothyroid based 
on elevated serum thyroid-stimulating hormone (TSH) and 
markedly decreased serum free thyroxine (FT4). The exact 
values are shown in Tables 1 and 2. 

Upon admission to the wards, the patient was managed 
as having congestive heart failure from cardiomyopathy 
secondary to acquired hypothyroidism. oral loop diuretics, 
angiotensin-converting enzyme (ACE) inhibitors, beta-
blockers, statins, and levothyroxine were started. Electrolyte 
correction was instituted. The sections of Endocrinology 
and Cardiovascular Diseases were co-managing the patient 
together with the General Medicine service.

He soon developed respiratory failure, upon which the 
considerations were acute pulmonary congestion, nosocomial 
pneumonia, to rule out an acute coronary event. He was later 

 

the town’s growing tourist industry will lead to delinquent 
behavior by its youth and bring in new undesirable 
elements.   
 

Discussion  
This study shows that the Philippines is a country with 

the necessary legal framework for the prevention of child 
maltreatment but has insufficient political will and resources 
to implement it.  It is remarkable that almost all of the laws 
on child protection are unfunded. There is a wide range of 
knowledge, attitudes and beliefs on the prevention of child 
maltreatment by both political leaders and the general 
public.  They range from recognizing child maltreatment as 
a problem and piloting some primary prevention programs 
as seen in City B to denial that there is a problem as shown 
in Municipality C.  City A, on the other hand, looks at 
standard health, education and social services as primary 
prevention efforts against child maltreatment. There is not 
much understanding of primary prevention of child 
maltreatment.  Most of the pilot projects on the primary 
prevention of child maltreatment had been done by NGOs 
and are not adopted by the local government once funding 
had ran out.  Child protection is mainly seen as the 
responsibility of the Department of Social Welfare and 
Services.  The main concern of local leaders is still the 
delivery of basic services including clean water and 
sanitation.     

 There are no data on child maltreatment at the local 
level and there is no attempt to connect to a national 
database.  The data that are collected are the generic 
education, health, social welfare and crime data.  Most of the 
time, these data are not disaggregated by age and gender. 
The child maltreatment statistics are based on reports that 
do not reflect the true prevalence of the problem.  It is 
difficult to gauge the success or lack of success of 
interventions without any reliable data. In all the areas, 
collection of data at the barangay/village level is poor.  If 
there are any data at all, it is handwritten in log books and 
not collated and reported. Majority of the programs had no 
data on the percentage of the target population reached.  
Programs are not evaluated as to effectiveness.  

While there are National Plans of Action for children 
including a Framework to End Violence against Children, 
there is no central agency with the mandate to ensure its 
implementation. Instead, there are many interagency 
committees created by special laws to oversee the 
implementation of specific laws protecting special categories 
of children e.g. Special Committee for the Protection of 
Children, Interagency Committee against the Trafficking of 
Persons, Juvenile Justice and Welfare Council.  These 
committees are based in Metro Manila and rarely have a 
presence in the provinces.  While the primary prevention of 

child maltreatment cuts across all sectors, most of the 
recognized programs that were enumerated by the 
participants of this study belong to either health or social 
welfare. Both of these national agencies are devolved 
agencies and as such the implementation of health and social 
welfare services are mainly through local governments.  
Unfortunately, the different national plans of actions for 
children and the framework for the prevention of violence 
against children are largely not known to the local leaders 
and the members of the community. 

It is interesting to note that the two pilot programs in 
City B that may be considered as programs on the primary 
prevention of child maltreatment were not continued by the 
local government.  The main reasons cited were limited 
resources and lack of capacity.  The local leaders did not 
consider them as priority programs. 
 

Recommendations 
1.   There is a glaring lack of data with regards child 

maltreatment in the Philippines.  A prevalence study 
with regards the burden of the problem will help 
convince both political leaders and the general public 
the urgency of the problem.  This will also help in 
advocating for the funding of the child protection laws. 

2.   There are evidence-based programs on the primary 
prevention of child maltreatment but the majority of the 
research had been done in high income countries.  Some 
of these programs can be adapted to the Philippine 
setting and evaluated for their effectiveness taking into 
consideration local context such as readiness and 
capacity to implement primary prevention programs.  It 
may mean doing the work by stages; working to 
increase the community’s capacity and readiness until it 
is able to implement the program.   

3.    A central government body needs to be identified who 
will be responsible for the implementation of the 
Framework to End Violence against Children and 
should be given the legal mandate and the resources to 
do so.  The Framework needs to be revisited to come up 
with an action plan which identifies the agency 
responsible (whether government or non-government), 
specific actions, responsibilities and timeframes for 
implementation.   The Framework should go beyond 
just recommendations.  It should be a binding 
instrument.   

4.  Dissemination of information on the child protection 
laws, policies, National Plan of Action for Children, the 
Comprehensive Program on Child Protection, the 
Framework to End Violence Against Children should be 
done nationwide with special attention given to the 
local leaders. 
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transferred to the intensive care unit (ICU) for ventilatory 
support and closer monitoring. on bedside cardiac ultrasound, 
there was a finding of eccentric left ventricular hypertrophy, 
global hypokinesia with depressed overall systolic function 
with concomitant spontaneous echo contrast on left ventricular 
(lV) cavity suggestive of rheologic stasis, the ejection fraction 
was 25%, with moderate mitral regurgitation, moderate 
aortic regurgitation with aortic sclerosis, severe tricuspid 
regurgitation with mild pulmonary hypertension, pulmonary 
regurgitation, and minimal pericardial effusion or pericardial 

fat pad. Cardiac enzymes were not consistent with an acute 
coronary event (Table 3), however, intravenous (IV) heparin 
(overlapping with oral warfarin) was still given to cover for 
the presence of a possible lV thrombus as demonstrated 
by rheologic stasis on cardiac ultrasound. Medications 
were shifted to IV diuretics and inotropes; oral digoxin was 
started. IV antibiotics were given for possible pulmonary 
infection. The patient later on showed improvement, and was 
eventually weaned off from ventilatory support, extubated, 

Table 1. Initial laboratory Results

WBC
RBC
HGB
HCT
MCV
MCH
MCHC
RDW
PlT
RETIC
SEG
lYMPH
MoNo
Eo
BASo
BlAST

CBC

Reference 
Value
5-10
4-6
120-150
0.38-0.48
80-100 Fl
27-31 PG
320-360 G/l
11.5-15.5%
200-400
0.005-0.015
50-70%
20-44%
2-9%
0-4%
0-2%
0%

Result

4.5

90
0.27

Inc

48
50
2
0
0
0

RBS
HGBA1C
BUN
CREA
AlB
TAG
HDl
lDl
ToTAl CHol
AST
AlT
Alk po4
NA
K
Cl
CA++
P
MG++

Reference 
Value
3.9-6.1
4.27-6.07
2.6-6.4
53-115
34-50
0.34-1.7
0.91-1.56
1.1-3.8
4.2-5.2
15-37
30-65

140-148
3.6-5.2
100-108
2.12-2.52

0.74-1

Result

6.3
6.4
5.0
123
32
0.82
0.67
4.21
5.25
95
91
184
136.9
3.35
86
2.37
2.27
0.83

Blood chem.

Color

Transp
Sp Gravity

pH
Sugar

Protein
RBC
WBC
Cast

Epith cell
Bacteria

Mucus th
Crystals

Am urates

straw

Clear
1.010

8.0
NEG
NEG
0-1
0-2

Rare
occ’l
Rare
Rare

Urinalysis

pH

pCo2
po2

HCo3
o2 sat
Fio2
Temp

7.408

49.1
70

31.3
93.6
21%
36.9

ABG

PBS
Slight poikilocytosis, 
acanthocytes, ovalocytes, 
slight toxic granulation, 
slight anisocytosis

Table 2. Thyroid Function Tests

Free T4
TSH

(0.8-2.0)
(0.4-6.0)

0.02 ng/dl   
24.75 Uiu/ml

Reference  Value Result

Figure 1. Electrocardiogram upon admission 

Table 3. Cardiac Enzymes

Qualitative 
Troponin I
CK-MB
CK-ToTAl

0-6.0
21-232

PoSITIVE

1.14
543

Reference Range (mmoL) Result

Figure 2. Chest radiograph on admission
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