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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 
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Introduction 

HIV in the Philippines has historically been described as 
“low and slow”.1 Only 7,031 confirmed cases have been 
reported between 1984 and the end of June 2011.2 While 
Philippine rates of gonorrhea and Chlamydia in female sex 
workers have been found to be similar compared to other 
Southeast Asian countries, the number of cases of HIV has 
lagged far behind.3 A possible reason for this lag is the 
culturally high rate (92.5%) of circumcision among Filipino 
males,4 which has been shown to decrease risk of 
heterosexual transmission by up to 60%.5 Other factors, 
including geography, relative sexual conservatism, and 
minimal IV drug use have been cited as possible reasons for 
the low prevalence.1  

An unprecedented acceleration in the number of cases 
has decreased doubling time from ten years (1996 to 2006), to 
one year (2009 to 2010).2 UNAIDS in its 2010 report noted 

that the Philippines was one of only seven countries in the 
world to have seen an increase of over 25% in HIV incidence 
in the past decade.6 New cases annually are up more than 
800% from 2001, and more than half of the total cases since 
1984 were diagnosed in the last four years.2 In a recent 
review of the HIV situation in the Philippines, Farr and 
Wilson noted that this type of epidemiology, coupled with 
increasing casual sex activity, poor condom use, poor 
education and an inadequate public health response, make 
the occurrence of a large HIV epidemic just a matter of time.1 
This paper examines the potentially catastrophic economic 
and social impact of HIV in the Philippines, underlines the 
urgency for action, and proposes a state-of-the-art, evidence-
based strategy for elimination. 
 
Transmission and Prevention 

More than 90% of HIV transmission in the Philippines is 
through sexual contact.2 Demographics have changed 
substantially over the last decade. From a majority of cases 
from heterosexual transmission, over 80% of new cases 
diagnosed in 2011 were in men-who-have-sex-with-men 
(MSM).2 This shift from heterosexual to MSM transmission 
may have exacerbated the increase in numbers due to the 
fact that circumcision has a minimal predicted impact on 
MSM transmission in contrast to heterosexual transmission.7 
Age at time of diagnosis has likewise declined from a 
majority in the 30-34 age group, down to the 25-29 age 
group.2  

Prevention of HIV in the Philippines is severely 
hampered by low condom use.1 This is in part due to 
religious pressure from the Catholic Church.8 81% of 
Filipinos are Roman Catholic.9 Attempts to pass a 
reproductive health bill in the local legislature were met 
with widespread protests, including threats to 
excommunicate the president.8 Because condoms are part of 
artificial contraception strategies in the Philippines, efforts to 
prevent HIV through its use have suffered. One village 
council required prescriptions for persons seeking to buy 
condoms,10 and lawmakers cut out all government funding 
in the 2011 budget for family planning, including money 
allocated for the purchase of condoms.11 These and other 
cultural factors including machismo and misinformation 
have lead to the lowest rate of condom use in Asia.1 
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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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religious pressure from the Catholic Church.8 81% of 
Filipinos are Roman Catholic.9 Attempts to pass a 
reproductive health bill in the local legislature were met 
with widespread protests, including threats to 
excommunicate the president.8 Because condoms are part of 
artificial contraception strategies in the Philippines, efforts to 
prevent HIV through its use have suffered. One village 
council required prescriptions for persons seeking to buy 
condoms,10 and lawmakers cut out all government funding 
in the 2011 budget for family planning, including money 
allocated for the purchase of condoms.11 These and other 
cultural factors including machismo and misinformation 
have lead to the lowest rate of condom use in Asia.1 

BPOs and Call Centers 
The rise in HIV transmission has been linked to the local 

call center industry.12 The Philippines overtook India as the 
largest provider of workers for business product 
outsourcing (BPOs), and a substantial number of young 
Filipinos are working in what has been locally termed a 
“sunshine industry”.13 Because the BPO sector is seen as a 
high growth area of the economy, linking the HIV problem 
with it has been a politically thorny issue.12  Three studies 
have looked at this phenomenon;14,15,16 only one of which 
performed prospective HIV testing on the subjects.16  

An International Labour Organization-funded cross-
sectional study on risk behaviors in call centers found a high 
prevalence of risky behaviors among call center workers 
including early sexual activity, low condom use, and 
promiscuity. 25% of male call center respondents admitted 
paying for sex; while 10% were paid for sex. In the youngest 
age group from 15 to 24 years of age, 70% of women and 
90% of men were sexually active; and 73% of males and 80% 
of females did not use condoms in their last sexual 
encounter.14  

An unpublished but heavily publicized University of 
the Philippines Population Institute study compared sexual 
behaviors of call center workers to non-call center workers, 
noting significantly higher rates of risky sexual activities in 
the former. This study showed 150% higher rate of 
engagement in risky sexual behavior in male call center 
workers compared to their non-call center counterparts; and 
a 450% higher rate of engagement in risky sexual behavior in 
female call center workers compared to their non-call center 
counterparts. Call center workers were more likely to have 
casual sex compared to non-call center counterparts (40% 
versus 27%) and male call center workers had more sexual 
partners versus non-call center workers (3.2 versus 2.2).15 

A study involving a cross-sectional sample of 406 MSM 
in Manila identified employment in a call center as a 
significant risk factor for testing positive for HIV. 48 persons 
(12%) tested positive for HIV. While one-third of those 
tested indicated that they worked in the call center industry, 
one half of those who tested positive reported being call 
center agents.16 Although more studies are needed to 
corroborate these findings, a generalized HIV epidemic can 
severely affect economic growth by disproportionately 
affecting the BPO sector. 
 

Discussion 
Local guidelines for treatment of HIV are based on an 

administrative order from the Department of Health, and are 
patterned after World Health Organization and the United 
States Department of Health and Human Services HIV 
treatment guidelines. Patients are started on antiretroviral 
therapy at CD4 counts less than 200 cells/mL, and are 
offered optional therapy below 350 cells/mL.17 These 
guidelines are not supported by local data, and are 

extrapolated from foreign guidelines.  These guidelines are 
not evidence-based.  

Kitahata et al.18 showed that starting highly active 
antiretroviral therapy (HAART) for HIV patients at CD4 
counts above 500 cells/mL halves the risk of death compared 
to those who start below that threshold. Local guidelines are 
silent on starting therapy above a CD4 count of 350 cells/mL. 
Moreover, the recommended first-line regimen of nevirapine 
plus zidovudine and lamivudine are associated with high 
rates of adverse drug reactions, including severe anemia 
requiring transfusion, lactic acidosis, and Stevens-Johnson 
syndrome.19 Actual cost of first line HAART is Philippine 
Peso 7,950 (US$185) a year, while a more tolerable second-
line regimen (tenofovir, lamivudine and efavirenz) costs 
Philippine Peso 11,520 (US$268) a year (Department of 
Health, personal communication). Given the high rate of 
side-effects, initiating HAART at higher CD4 counts will 
have to take into account the cost-effectiveness of giving 
more patients a more toxic initial regimen. While a front-
loaded strategy will be more expensive at the outset, the 
long-term impact on decreased morbidity and mortality will 
likely make early HAART cost-effective. 

HPTN 052 recently showed that early treatment of HIV 
in sero-discordant couples leads to a decrease in relative risk 
of transmission by 96%, and a relative reduction of 41% in 
HIV-1 related clinic events.20 This study provides a 
compelling rationale for a test-and-treat strategy in which 
patients diagnosed with HIV are immediately offered 
treatment regardless of CD4 count. Unlike the promotion of 
condom use, treatment for prevention is unlikely to raise 
strong religious objections.  

Case finding is the biggest challenge for utilizing test-
and-treat. The Philippine AIDS Law (Republic Act 8504) 
requires opt-in testing - i.e., voluntary, written informed 
consent during the testing process - which may adversely 
affect testing access and participation.21 The Centers for 
Disease Control since 2006 has recommended an opt-out 
approach to HIV testing wherein testing is performed after 
the patient is notified of the test unless he or she specifically 
declines.22 A socio-psychological study by Young and his 
colleagues looking at  HIV testing procedures showed that 
opt-out may increase testing rates for stigmatized diseases 
and lessen the effects of stigma in people’s reluctance to 
test.23 

Changes in legislation and policy are likely required to 
properly implement a strong treatment for prevention 
program, and should go hand-in-hand with aggressive case 
finding and increased funding for antiretrovirals (ARVs).24 
Aggressive case finding should include provisions for 
comprehensive contact tracing, and an opt-out approach. 
Previous approaches to screening at-risk populations may 
need to be reexamined with the shift from predominantly 
heterosexual to the current MSM-driven epidemic. 
Utilization of social media and MSM networks may improve 
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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 

targeted case-finding, but pilot studies still need to be 
performed to determine the effectiveness of these 
approaches locally. 

Global Fund funding for HIV treatment and prevention 
in the Philippines ends in 2012. The government insurance 
program Philhealth has committed to continue funding 
antiretrovirals (ARVs) for existing patients, but the loss of 
funds for prevention services and condom supplies will not 
be covered.25  

 
Conclusion 

 Granich et al.26 demonstrated through mathematical 
modeling that a universal test-and-treat strategy can have a 
major effect on severe generalized epidemics. Since there is 
strong evidence for clinical benefit for starting HAART at 
higher CD4 counts coupled with even stronger evidence for 
decreasing transmission, offering universal HAART to 
Filipino HIV patients at this early stage of the epidemic has 
the potential not only to clinically benefit the recipients but 
can serve to reverse and even eliminate HIV in the country. 
Given the low but accelerating numbers of HIV in the 
Philippines, such an approach is financially feasible and can 
serve as an efficient proof-of-concept in anticipation of a 
larger roll-out worldwide.  
 
___________ 
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