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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

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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In every culture, a triangular relationship between the 

client, the therapist, and society exists. Cultural beliefs and 
practices are part of the definitions and understanding of a 
psychological problem and are, thus, part of 
psychotherapeutic processes.1 This psychological problem is 
often given the labels disease or illness. Disease is 
conceptualized as having “a typical course and characteristic 
features that are independent of the setting.” Illness, on the 
other hand, is “usually understood in a specific context of 
symbolic meanings, social interactions, and labeling.” Labels 
serve to socially construct symptoms and shape the quality 

of the experience of psychopathology. This process of social 
construction of symptoms gives way to distinctive illness 
experiences that involves expectations of how individuals 
are supposed to feel and behave when suffering from a 
particular psychopathological condition. Thus, the major 
mechanism by which culture affects the individual and his 
or her psychopathology is portrayed in these illness 
categories and experiences. Consequently, health care 
systems are also socially and culturally constructed.2 
Kleinman notes, however, that the impact of culture on 
psychopathology is not fully appreciated. Few practitioners 
believe that cultural competence is needed in treatment and 
there is little research demonstrating that culturally 
informed approaches affect outcomes of treatment.3  

Western concepts of psychopathology and 
psychotherapy pervade the training of psychiatrists in the 
Philippines. Such concepts may be valid but the extent to 
which they are applicable in the Philippine setting remains 
largely an unexplored territory. Most Western-oriented 
psychotherapeutic modalities may be suitable to highly 
educated people and those living in cosmopolitan areas but 
not to the majority of patients. Manickam pointed out the 
same dilemma in India where the socio-cultural milieu 
contradicted the principles of psychotherapy.4 Varma 
posited that Western forms of psychotherapy could not be 
made applicable in India because of the following 
characteristics of the Indian people: (1) 
dependence/interdependence, (2) lack of psychological 
sophistication, (3) social distance between the doctor and the 
patient, (4) religious belief in rebirth and fatalism, and (5) 
guilt attributed to misdeeds in past life. He added that in 
Indian culture, the patient had to accept what was 
considered as “truth” by the therapist.5 In the Indian 
language, Neki noted that the terms confidentiality and 
privacy did not exist and he opined that at least a couple of 
sessions with family members should complement dyadic 
therapy for psychotherapy to progress.6 

Western models of treatment are “saturated with a 
particular theoretical orientation that have no means of 
taking into account patient and lay perspectives on a given 
sickness episode.” Oftentimes, these points of view “strip 
away what is most unique to the experiences they constitute 
and express.”2 This practice is tenuous given the culture-
specific nature of psychopathology and psychotherapy. 
Psychotherapeutic interventions must, therefore, be attuned 
to the cultural needs of patients. Such interventions have 
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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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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.
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apparently unremarkable delivery at home facilitated by 
a traditional birth attendant. He was noted to be normal 
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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 
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hernia. However, there was no pallor, no neck vein distention, 
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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 
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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 

been found in many societies and are called indigenous 
psychotherapies. They are used alone or in conjunction with 
Western techniques. Among the common indigenous forms 
of psychotherapy that are cited in literature are those rooted 
in Japanese and Haitian cultures. Morita and naikan 
therapies are Japanese forms of psychotherapy and voodoo 
is considered as Haitian psychotherapy.1 Morita therapy is 
based on the acceptance of reality as it is (arugamama) and it 
aims to make patients reach a state of mind that will allow 
them to carry on with life even while they experience 
anxiety, depression, or somatic symptoms. This form of 
therapy engages the patient in assuming an outward 
perspective of life and increasing his social functioning. One 
basic methodology of this therapy is treating the patient in 
the therapist’s home.7,8 Naikan therapy allows the individual 
to explore himself in the context of relationships with 
important persons in his life. The three themes or questions 
that must guide the patient through therapy are: (1) what 
did you receive from a specific person?, (2) what did you do 
to that person in return?, and (3) what troubles, worries, and 
difficulties have you caused that person?9 Voodoo, which is 
basically a form of religion, is based on a belief that spirits 
reside not only in humans but also in animals and such 
things as food. The practitioner of voodoo utilizes trees and 
other plants to create a “root” that will accomplish either 
good or evil. The evil root produces a hex that can cause 
weakness, suffering, pain, sickness, and death. The good 
root produces attraction, potency, success, recovery, and 
protection. Voodoo is essentially a reflection of how the 
“root doctor” is able to establish a strong alliance with his 
patient through the use of empathy.10 

The Philippines is rich with what may be classified as 
indigenous forms of psychotherapy but they are not 
formally integrated in the practice of psychotherapy of 
mental health professionals. It is in this light that this paper 
aims to tackle the influence of culture on Filipino 
psychotherapy. It describes some indigenous healing rituals 
and discusses the psychosocial framework that lends 
efficacy in the treatment of psychological problems. 
Furthermore, this paper also integrates this framework into 
the current practice of psychotherapy in the Philippines and 
provides recommendations vis-a-vis training, service, and 
research in psychotherapy.  

The question of how far Western concepts of 
psychotherapy can be applied in the Philippine setting has 
been present since the 1970’s. Filipino psychologists 
clamored for the modification of Western psychological 
models. Church and Salazar-Clemena cited the works of 
Enriquez that sparked the movement against “intellectual 
dependence and academic imperialism” in the 
Philippines.11,12  These works became the driving force 
behind the development of Filipino theories, concepts, and 
methods in psychology. In the area of psychopathology, 
Siason and Go supported the belief that this phenomenon 

“should be studied from an indigenous Filipino point of 
view by identifying concepts that truly arise from experience 
within the culture.”13   

Salazar-Clemena pointed out that the orientation of 
counseling psychology in the Philippines has largely been 
American. Thus, she called for the “reexamination of 
counseling practice in the context of Philippine cultural 
realities” and the development and identification of 
counseling techniques that were applicable to Filipinos. She 
proposed four cultural variables pertinent to counseling, 
namely Filipino worldviews, conceptions of self and mental 
health, peace and harmony, and expectations about 
counseling. The Filipino counselor, according to her, must be 
able to combine and integrate aspects of each worldview 
into a harmonious union in order to maximize the client’s 
“effectiveness and psychological well-being.”12  

Tanalega proposed the Solution-Focused Brief Therapy 
for Filipinos. He argued that the overall positive outlook and 
affirming stance of this approach accommodated the hiya 
(shame), amor propio (self love), and the revulsion for pintas 
(negative criticism) that was possessed by Filipinos. This 
form of psychotherapy utilized questions that implied a lot 
of hidden meanings that, in turn, led to change. The co-
creation or the constructivist approach of this form of 
therapy and its non-adversarial stance made it appropriate 
to Filipinos.14 

Bulatao described the indigenous process of treating 
psychological disturbances in the Philippines as essentially 
exorcistic in nature. This healing process is derived from the 
transpersonal view of the Filipino that is characterized by 
animism. Bulatao asserted that the Filipino’s world is made 
up of a material world that is “peopled” by a variety of 
spirits. Such spirits are believed to be “living normal, earthly 
lives of their own as if they were a race of humans.” In 
essence, the Filipino conceived of the “earth as peopled by 
two kinds of beings, the seen and the unseen, occupying the 
same plots of ground, bathing in the same stream, moving 
through the same fields and forests.” A well-known strategy 
of exorcism is the Charismatic approach.  

 
Following biblical injunctions, the exorcism is preceded 
by prayer and fasting. Then the possessing spirit is 
addressed and commanded to depart from the ailing 
man’s body. Indigenous healers abound in rural areas 
and many gain footholds in urban centers. Indigenous 
approaches involve a process of diagnosis and treatment. 
To diagnose whether a patient is possessed or not, there 
are various tests that can be performed, usually by an 
arbularyo or mangtatawas. One diagnostic test is to 
place the two hands side by side, palms up, with the little 
fingers touching. If one finger is longer than the other, 
the patient is believed to be possessed. Another test is to 
apply a short stem of the pandakaki plant to the crown of 
the patient’s head. He is diagnosed as possessed if he feels 
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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
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0.82
0.67
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5.25
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91
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3.35
86
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2.27
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Rare
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Rare
Rare
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49.1
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ABG
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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

unbearable heat. In the absence of pandakaki, three 
matchsticks are used. Another test is to place a piece of 
wood or a pencil between two toes and to press the two 
toes together. The patient, in pain, will cry out the name 
of the possessing spirit. The most common test is the use 
of tawas (alum). Either alum or melted candle is poured 
in a basin of water. The alum or candle then forms the 
shape of the possessing spirit or of the person who is 
employing kulam against the patient.15 

   
It is clear that culture influences the process of 

psychotherapy. In the Philippine setting, how can one fully 
appreciate this relationship? What framework or 
frameworks may be used in order to understand it? What do 
indigenous rituals say about the Filipino’s worldview? One 
perspective of understanding the influence of culture on 
psychological phenomena is the concept of individualism 
(IND) and collectivism (COL). Many psychologists have 
embraced this perspective since it emerged from the works 
of Geert Hofstede and have studied the relationship of 
culture and psychology in this light.16 Hofstede claimed that 
IND and COL were two poles of one dimension, and 
western countries such as those in Western Europe, North 
America, Australia and New Zealand can be categorized as 
individualistic societies whereas societies from Africa, 
Middle East (excluding Israel), East Asia and South America 
can be categorized as collectivist societies.17 

The implication of the IND-COL construct on the 
construal of the self has informed the practice of 
psychotherapy. Markus and Kitayama argued that the 
concept of one’s self and of others and the relationship 
between one’s self and of others strongly influence or 
determine individual experiences including cognition, 
emotion, and motivation.18 Such construals vary among 
cultures. Western societies view the individual as 
independent, self-contained, autonomous, and detached 
from context. Western thinking, therefore, emphasizes that 
the individual behaves primarily as a consequence of his or 
her unique internal attributes such as traits, abilities, motives, 
and values. Non-Western notions, on the other hand, view 
the self as interdependent with the surrounding context and 
it is the “other” or the “self-in-relation-to-other” that is the 
focus in individual experience. The reactions of other people 
significantly shape and govern the experience and 
expression of emotions and motives of the individual.  

Markus and Kitayama proposed that a sense of 
autonomy, personal accomplishment, and agency give rise 
to positive feelings in individualist cultures. Positive feelings 
in collectivist cultures, on the other hand, arise from a sense 
of interpersonal connectedness and of fulfilling one’s 
obligations.18 Several studies tend to support these notions. 
Stewart et al. showed that a sense of personal worth, efficacy 
and control may be less salient in Asian cultures. In their 
comparison of Hong Kong Chinese and American 

adolescents, self-efficacy was not associated with the concept 
of depression among Hong Kong youths.19 This observation 
may be explained by the fact that the Chinese culture gives 
less value to individual autonomy but it emphasizes the 
reliance on other people. Marsella noted the same scenario in 
Indonesian society. Among Indonesians, a person’s worth or 
value is not determined by his or her achievement and it is 
perfectly acceptable that one can do nothing for months. 
Thus, deterioration in achievement does not need to cause 
guilt and feelings of inadequacy.20 Tsai et al. argued that 
emotions play a major role in achieving a sense of 
connection with others.21 Taking the Latino culture as an 
example, they pointed out how this culture valued 
emotional responses that promoted social relations and de-
emphasized responses that reflected internal emotional 
experience.  

Hall indicated that the challenges in psychotherapy are 
markedly different in individualist and collectivist 
contexts.22 Oftentimes, the task of the therapist in 
individualist contexts is to “determine the idiosyncratic 
processes that determine behavior.” The fact that few others 
engage in the behavior or that most others disapprove of the 
behavior is unlikely to be a compelling reason to change the 
behavior. The therapist in individualist contexts must tailor 
each intervention to fit the individual, even if two 
individuals have the same disorder. Attributing a problem 
to a context may be viewed by many individualist therapists 
as a projection or excuse on the part of the client and a 
failure to assume personal responsibility for behavior. In 
collectivist contexts, on the other hand, the task of the 
therapist is to integrate the individual into the group. The 
negative impact of the individual’s behavior on the group 
could provide an incentive for a change in behavior. In 
situations where groups hold values that may not be 
prosocial or health enhancing, the task is made more 
difficult. The scenario becomes even more complicated when 
the client is bicultural. Individualist and collectivist 
influences shape the behavior of a person who is bicultural, 
thus he deals with issues that are both intrapersonal and 
contextual in nature. In this era of multiculturalism, it is 
unlikely that an exclusively individualist or collectivist 
therapeutic approach would be effective.  

Hall asserted that “traditional American psychotherapy, 
with its emphasis on individualism, is most likely to be 
effective for persons of color who are already the most 
acculturated or who seek to become acculturated.”22 He, 
however, wondered what culturally sensitive approaches 
existed. He cited the work of Sue et al. that identified 
“various forms of indigenous healing and support systems 
that may be more culturally consistent for some Americans 
of color.” He proposed that Western psychotherapists could 
make referrals to these sources or even work collaboratively. 
On the whole, he saw the need for an integrative approach 
that would address collectivist and individualist issues. He 
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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 

cited Sato who proposed an integration of collectivist 
principles into Western approaches in response to the 
“rapidly changing ethnic/cultural composition of American 
culture.” 

In the past twenty years, the influence of culture on 
psychological phenomena has been studied using the IND-
COL dichotomy. This position has been met with many 
criticisms. Oyserman and her colleagues conducted a meta-
analysis of studies that were done on IND-COL and they 
noted three main dilemmas arising from such studies.23 First, 
confusion in the current literature abounds because authors 
commonly describe their research in cross-national terms 
although their data are at the individual level. Second, the 
narrow focus on differences between European American 
undergraduates and undergraduates from either a single 
East Asian country or a single American racial or ethnic 
minority groups limits generalizability to other countries, 
racial groups or ethnic groups. Third, there is enormous 
heterogeneity in how researchers conceptualize and 
operationalize IND-COL. Oyserman pointed out that the 
terms IND and COL have become “too broadly construed 
and are often used to explain almost any cultural or cross-
cultural difference.”12 Although they recognized that the 
IND-COL construct is helpful in describing particular ways 
in which cultures differ systematically, it should not replace 
the study of culture. They proposed a new framework that 
integrates process and level of analysis in the study of 
culture and psychology (Appendix A). According to this 
model, the influence of culture on psychological phenomena 
is situated in the subjective construals of the social situations 
in which such phenomena emanate. These social situations 
are influenced by three levels of cultural variables namely, 
societal-level, social institution-level and individual-level 
variables. The societal-level variables include language, 
history and religious and philosophical traditions (and this 
is where the various Filipino healing rituals may be 
significant). The social institution-level variables include 
parenting and child-rearing systems and educational, legal, 
and economic systems. The individual-level variables 
include values, attitudes, scripts and norms. In this model, 
the cultural variables are not viewed as either individualist 
or collectivist. Instead, they are seen as an integration of both 
IND and COL. 

The model of Oyserman and her colleagues appears to 
provide a tenable framework in the study and practice of 
psychotherapy in the Philippine context (Appendix B). 
Psychopathology could be viewed as a manifestation of 
construals of various social situations. In this light, 
psychotherapy must be informed not by social situations 
alone but also by patients’ construals of such situations. An 
appreciation of these construals necessitates an evaluation of 
the societal-level, social institution-level, and individual-
level factors that influence them. Indigenous rituals of 
healing in the Philippines reflect various construals of 

psychological problems across the three levels of cultural 
variables that have been proposed by Oyserman. 
Furthermore, such rituals portray the collectivist concept of 
interdependence among Filipinos. Interdependence is 
expressed in these rituals not only as the close interaction 
and alliance of an individual with others but also with his or 
her spiritual world. This is consistent with Bulatao’s 
description of the world of the Filipino that is populated by 
the seen and the unseen.15 Such rituals are often performed 
on the sick person in the presence of loved ones and other 
important members of the family and community. This 
stresses the belief that, in order for the identified patient to 
get well, other people who are closely linked with him must 
partake in the healing process. In essence, the patient will 
only experience healing if those with whom he is bonded 
also participate in the process and experience “healing” as 
well. This collectivist phenomenon behooves the 
psychotherapist to reconsider the strict application of 
Western principles of psychotherapy for his Filipino patients. 
Neki’s recommendation to conduct the initial stage of 
therapy with the patient and his family all in attendance in 
the sessions may be an acceptable strategy that will enhance 
the healing process for Filipino patients.6 In this manner, 
psychotherapy is not strictly dyadic but one that involves 
the interactions of various individuals including the patient 
and the therapist throughout the therapeutic process. 

Tanalega’s non-adversarial stance in his Solution-
Focused Brief Therapy depicts the importance of other 
people’s reactions in shaping and governing one’s 
experience and expression of emotions and motivations. His 
assertion that Solution-Focused Brief Therapy is effective for 
Filipinos may be valid because it underscores the construct 
of collectivism and the concept of locus of control that is not 
entirely internal. Filipinos rely to a large extent on other 
people, the environment, or their spiritual world for 
guidance. Alvidrez and her colleagues point out that 
socioeconomic status greatly influence perceived control 
over life circumstances. They argue that locus of control may 
differ between the rich and the poor.24 In developing 
psychotherapeutic interventions, Filipino psychotherapists 
should take heed of the fact that majority of Filipinos belong 
to the low socioeconomic strata of society. 

Leong hypothesized that Filipinos are inclined to 
participate in therapy when the therapist is directive rather 
than collaborative. This is believed to be in keeping with the 
cultural value of deference to and respect for authority.25 

Varma’s observation of Indian patients may be similar to 
this situation.5 Again, we see here a reflection of a 
collectivistic recognition of the other person as an important 
component of one’s worldview and concept of self. The 
Filipino operates in a world of interlocking relationships that 
define and govern his sense of self or loob. The therapist may 
become a vital part of the Filipino patient’s loob and, as such, 
is given great authority to influence his healing process. 
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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

Other significant persons in the Filipino individual’s loob 
should also become involved in the therapeutic process 
because of the assumption that if the individual’s loob is 
psychologically disturbed, those people who are part of his 
loob must be experiencing the same state.  

The concept of psychotherapy in the Philippines needs 
to be clearly defined and Oyserman’s model may provide 
the template by which to achieve this task. This model may 
be an oversimplification of a very complex issue but it is not 
being proposed as a definitive guide to the study of culture 
and psychotherapy. It is conceived as a starting point in 
facilitating the integration of cultural processes in the 
practice of psychotherapy in the Philippines. Assuming, for 
instance, that both collectivist and individualist contexts 
inform psychopathological conditions, the clinician’s task is 
to determine which particular conditions arise from each 
context and, subsequently, which appropriate therapeutic 
measures to employ.  

Western modalities of psychotherapy may be useful but 
Filipino clinicians must recognize and integrate more 
culturally sensitive healing processes in their work, be it in 
research, training, or service. Psychiatrists, psychologists, 
sociologists, social workers, and anthropologists must create 
a strong alliance in the pursuit of this endeavor. Qualitative 
and quantitative methods of research may be employed. 
Ethnographic and linguistic approaches to research will 
provide a rich pool of data that could be gathered through 
focus group discussions of indigenous healers and key 
informants. The Filipino indigenous approach to the focus 
group discussion, kolektibong katutubong talakayan or 
ginabayang talakayan,26 will be a meaningful tool to explore 
the relationship between Filipino culture and psychotherapy. 
Quantitative measurements of dependent and independent 
variables will also increase this body of knowledge. This 
process can be daunting given the current Western 
inclination of psychotherapy training in the Philippines but 
it is an undertaking that will certainly help improve the 
practice of psychotherapy in the country. 
 
__________ 
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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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cultural values 
•Social script 
•Social norms 
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APPENDIX B 

CONCEPTUAL FRAMEWORK on the RELATIONSHIP of CULTURE and 

PSYCHOTHERAPY in the FILIPINO CONTEXT 

(Adapted from Oyserman, Coon & Kemmelmeier, 2002a) 

Social institution-level 
proximal culture 
•Parenting and 

childrearing systems 
•Education system, schooling 
•Legal and economic system 

Societal-level 
distal culture 

•History 
•Linguistic traditions 
•Philosophical and  
religious traditions 

Social  
situation-level 

situated culture 
•Social situations 

Subject  
construal 

of the  
situation 

Cognitive, Behavioral, 
Emotional, Physical 

and Spiritual 
Manifestations of 
Psychopathology 

  

Individual-level 
Internalized 

cultural values 
•Social script 
•Social norms 

PSYCHOTHERAPY 


