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

Pediatrics at its Best:  
Training, Service, Research and Policy Making 

 
The Department of Pediatrics is one of the largest clinical departments in the Philippine 

General Hospital (PGH). It provides service to underprivileged Filipinos coming from all parts 
of the country. An average of 30 – 40,000 patients are seen in the different clinical areas of the 
Department such as Wards 9 and 11, Nursery, Outpatient clinics, Emergency Room and the 
Intensive Care Units (pediatric and neonatal). These patients obtain a variety of services 
including specialized medical management, intensive care, and/or complex procedures which 
are only available through the Department of Pediatrics at PGH.  By the time the Department 
observes its 100th birthday in 2015, over 5 million patients will have been served. 

 
It is the continuing commitment of the Department to deliver medical services and 

provide holistic care for all children, including counseling parents regarding health 
maintenance. Additionally, the Department is dedicated to excellence in training students, 
residents and fellows in the different subspecialties. At least 600 medical students (LU4, LU5, 
LU6, LU7) of the UP College of Medicine pass through the department annually. Seventy-five 
pediatric residents and at least 40 fellows in various fields provide expert care to our patients. 
The Department has the most complete complement of pediatric subspecialties in the 
Philippines. The 16 Fellowship Training Programs currently offered include: Allergy and 
Immunology, Adolescent Medicine, Ambulatory Medicine, Cardiology, Developmental 
Pediatrics, Endocrinology, Gastroenterology and Nutrition, Genetics, Hematology and 
Oncology, Infectious Diseases and Tropical Medicine, Neonatal Medicine, Nephrology, 
Neurology, Pediatric Intensive and Critical Care, Pulmonology, and Rheumatology. We are 
proud that the Department has been responsible for hundreds of pediatricians and at least 350 
subspecialists practicing in different regions in the country. It is impressive to note that most of 
our graduates become leaders in their regional areas of practice.  Seventy five faculty 
members, leaders in their own fields, are responsible for the training of medical students, 
residents and fellows. 

 
This special ACTA issue is intended to give readers a glimpse of the varied and important 

research activities within the Department – nutrition education, hepatitis B, metabolic 
syndrome, tuberculosis, drug trials (virgin coconut oil for sepsis, ibuprofen for closure of PDA, 
immunoglobulin for SSPE), DNA test for sepsis, and service programs for patients with 
chronic renal disorders and inborn errors of metabolism. The review on child maltreatment 
provides a good description of the treatment difficulties in the Philippine setting and provides 
recommendations for legally mandating and implementing a national plan to end violence 
against children. The paper on expanded newborn screening provides details of the national 
plan for increasing the number of congenital conditions screened in newborns from 6 to 28, 
consistent with Republic Act No 9288 (the Newborn Screening Act of 2004). 

 
This special issue is dedicated to our mentor, Perla Dizon Santos Ocampo, former Chair of 

the Department of Pediatrics. Among her many legacies, we highlight in this issue the School 
for the Chronically Ill Children founded on Sept. 23, 1966. This school remains the only one of 
its kind in the Philippines. Dr. Santos Ocampo valued education and convinced the 
Department of Education to provide a teacher for the sick children and to accredit the classes 
conducted in the hospital. The school began in one of the small rooms (4 sq meters) of then 
Ward 12, the old pediatric ward before construction of the seven-storey Central Block.  It 
began with 11 chronically ill pediatric patients who were admitted in Pediatrics and other 
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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

wards of PGH.  For patients who were too sick to come to the classroom, lessons were given at 
their bedsides.  The school was fortunate to have a dedicated teacher, Esterlita Samson, our 
first and longest running teacher until her demise. The school was named Silahis ng 
Kalusugan in 1975, a special education unit of the Division of City Schools, Manila. In the past 
40 years, the school had several faces with contributions of a small building between Ward 9 
and 11 from the family of Jose Concepcion Sr. in 1994.  The City Bridge Foundation through 
David Bradley contributed to the renovations of the school in  2006. On February 13, 2013, 
Silahis ng Kalusugan will move to a new building adjacent to Ward 9, the Teddy Rey Healing 
Place. The School for the Chronically Ill Children a.k.a Silahis ng Kalusugan will continue to 
serve our pediatric patients in PGH.  We extend our heartfelt thanks to the late Perla Dizon 
Santos Ocampo. 
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