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Background --- The aim of this paper is to provide Filipino cardiologists and non-cardiologists as well with an
initial demographic profile based on descriptive statistics of patients diagnosed with congestive heart failure
(CHF).
Methods --- Medical data were gathered using the National Heart Registry Form on admission and completed
upon discharge. Descriptive statistics was performed on the demographic data.
Results --- A total of 70S patients were included in the study, 57.7% were men with a mean age of 5S.7S±16.59;
71.2% are currently working, 60% had reached a college degree; and 79% have a BMI of less than < 25 kq/rn".
The most common symptom is orthopnea. Hypertension and diabetes comprised the 2 most common risk fac-
tors. Nearly a third of the population smokes. Patient presented with pulmonary congestion (75.5%) and bi-
pedal edema (66.5%). CXR showed cardiomegaly in 97.7% and pulmonary congestion in 10.9%. Echocardio-
gram showed depressed EF in 65.S%. Etiology is CAD in 4S.4%. Mortality rate is 11.3% and secondary to
progression of CHF(46.S%) and arrhythmia ( 23%).
Conclusion --- Coronary Artery Disease is identified as the single most important cause of heart failure with
high prevalence in the elderly population. The finding of CAD has treatment implications in addition to revascu-
larization. CHF is based on non-specific clinical symptoms and signs in association with evidence of left
ventricular systolic dysfunction. Our findings also showed that heart failure can occur in patients with preserved
systolic function. Therapy is based on improving symptoms and survival. Phil Heart Center J 2016;21(2):1-5.
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Heart failure is a devastating disease cha-
racterized by frequent hospitalization,

poor quality of life and increased mortality rate
as high as 20%.1 Despite decline of other cardio-
vascular diseases, the incident rate increases with
more than 500,000 new cases of heart failure
diagnosed annually in the United States alone."
This is due to the increase in aging population
which are predisposed to heart failure.

Heart failure is predominantly a disease of
the elderly. Approximately 6% to 10% of people
older than 65 years old have heart failure.' The
cost reaches billions of dollars annually.

Congestive heart failure has a great impact
not only on the patient, health personnel and also
to his family and society as well. The risk for

developing heart failure is 1 in 5, both men
and women" and affects approximately' I% of
the population at any given time. Their life span
averages 4-5 years on diagnosis.' Limited data
are available regarding heart failure in our coun-
try and most of our information comes from the
developed countries, where our management are
based. In this paper, we report the partial result of
the National Heart Failure Registry at the
Philippine Heart Center from February 2003 to
September 2004 in conjunction with its program
manager.

The aim of this study is to provide Filipino
cardiologists and non-cardiologists as well with
an initial demographic profile based on descrip-
tive statistics of patients diagnosed with conges-
tive heart failure.

Correspondence to Dr. Joseph George G. Tamayo. Department of Adult Cardiology. Philippine Heart Center, East Avenue, Quezon City,
Philippines 1100 Available at http://www.phc.gov.ph/journal/publication copyright by Philippine Heart Center, 2016 ISSN 0018-9034



2 Phil Heart Center J July - December 2016

METHODS

This is a retrospective study employing a
descriptive design. There were a total of 708
patients with CHF admitted at PHC as defined
by the Framingham Criteria and confirmed by
ancillary diagnostic procedure. Medical data
were gathered using the National Heart Registry
Form on admission and completed upon
discharge. Descriptive statistics was performed
on the demographic data and the results are
expressed as the mean ± SD, range or percen-
tage.

RESULTS

A total of 708 patients diagnosed with CHF
were included in this study. The basic demo-
graphic characteristic of patients with CHF are
detailed in Table 1. Majority were men, have a
mean age of 58.78±16.59, 71.2% are currently
working; 60% had reached a college degree
and more than 2/3, (79%) have a BMI of less
than 25 kg/m",

Figure 1 shows symptoms of CHF. The most
common symptom is orthopnea (59%) followed
by exertional dyspnea (53%). Hypertension
(38.8%) and DM (29.9%) comprises the two
most common risk factors. Nearly a third of the
population (28%) smokes as seen in Figure 2.

Patients presented with pulmonary congestion
(75.5%), Nerve Vein Engorgement 48%), S3
(17.3%), murmurs (66%) and bipedal adema
(66.5%). Table 2 details the signs of congestive
heart failure.

Ancillary procedures results are shown in
Table 3 and 4. Chest x-ray showed pulmonary
congestion (10.91 %) and cardiomegaly (97.7%).
Table 4 showed echocardiographer's finding;
half of the patients (51.5%) have LVEDD of
more than 5 centimeters and most of them
(65.8%) have depressed EF. IVRT is increased in
54.1 % of patients, DT is normal in most patients
9l.1 %, and have a reversed El A ratio in 34.7%.
mitral valve is noted to be abnormal in 62.1 %.

Most common etiology is CAD (48.4) in
almost half of the cases.(Table 4) Some of them
underwentACB (12.3%) and valve surgery (4%).
Table 5)

Table 1. Basic Patient Demographics

Variables Frequency

Gender
N 699
Male 403
Female 296

Age
Mean 58.78 ±16.59

Occupation
N 708
Working 504
Non-working 204

BMI
.N 464

<25 370
>25 94

Education
N 433
Elementary 40
High School l33
College 259

Proportion

57.7%
42.3%

71.2%
28.8%

79.7%
20.3%

9.3%
30.7%
60%

Table 2. Signs of Heart Failure

Variables Frequency Proportion

Pulmonary Congestion
N = 614
Present 537 75.8%
Absent 77 14.2%

Neck vein engorgement
N = 708
Present 338 48%
Absent 370 52%

Apex beat
N = 673
Normal 283 42.1%
Displaced 390 57.9%

Cardiac Rhythm
N = 689
Regular 500 72.6%
Irregular 189 27.4%

SI "'9i:s

N = 687
Normal 301 43.8%
Loud 5 0.7%
Soft 316 46%
Variable 65 9.5%

52
N = 687
Normal 428 63.1%
Loud 52 7.7%
Soft 198 29.2%

53
N = 619
Appreciated 107 17.3%
Not appreciated 512 82.7%

54
N = 592
Appreciated 42 7.1%
Not appreciated 550 92.9%

Murmurs
N = 708

Appreciated 242 34%
Not appreciated 466 66%

Abdomen
N = 668
Normal 565 84.5%
Ascites 79 11.8%
Hepatomegaly 24 3.7%

Bipedal edema
N = 708
Present 471 66.5%
Absent 237 33.5%
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Table 3. Chest X-ray Findings Table S. Etiology of Heart Failure

Variables Frequency Proportion Variables Frequency Proportion

Pulmonary Congestion N = 708
N = 623 IHO 343 48.4%
Present 68 10.9% VHO 150 2l.2%
Absent 555 89.1% CMP 68 9.6%

Cardiomegaly Congenital Heart Disease 25 3.5%
N = 623
Present 609 97.7% Arrhythmia 29 4.1%
Absent 14 2.3% Uncontrolled HPN 18 2.5%

Others 49 5.5%

Table 4. 2D Echocardiographic Findings

Variables Frequency Proportion

LVEDO
N = 535
<5 cm. 240 49.9%
>5 cm. 295 55.1%

Ejection Fraction
N = 495
<55% 326 65.8%
>55% 169 35.2%

IVRT
N = 342
>63 31 9.1%
68-89 126 36.8%
>89 185 54.1%

OT
N = 326
<167 260 80%
167-231 36 1l.1%
>231 30 8.9%

LAsize
N = 528
<3.0 66 12.5%
>3.0 462 87.5%

E/A ratio
N = 300
Normal 149 49.7%
Increased 47 15.7%
Reversed 104 34.7%

Mitral Valve
N = 515
Normal 191 37.1%
Abnormal 320 62.1%
Prosthetic 4 0.8%

Aortic Valve
N = 490
Normal 293 59.8%
Abnormal 194 39.6%
Prosthetic 3 0.6%

Tricuspid Valve
N = 508
Normal 249 49%
Abnormal 259 51%

Pulmonary Valve
N =479
Normal 307 64%
Abnormal 172 36%

Table S. Intervention

Variables Frequency Proportion

N = 708
Coronary Angiogram
ACB
±AB
TCT
Valve replacement
Valve repair
CHO repair
Others

166
87
23
28
24
4
6

39

2.3%
12.3%
3.2%
3.9%
3.4%
0.6%
0.8%
5.5%

DOrthopnea

50%
o Exertional Dyspnea

OPND

o Angina

o Sudden Dysne a

Figure 1. Symptomatic Evidence of Heart Failure

Figure 2. Risk factors of Heart Failure
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Commonly given medications were diuretics,
glycosides and ACE inhibitors. Followed by beta-
blockers. (Figure 3)
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Figure 3. Medications received by heart failure patients

Most of the patients were discharged
improved (82.7%). (Figure 4) The mortality rate
was 11.3%, They died secondary to progression
of CHF (46.8%) and arrhythmia (23%). (Figure
5)

Outcome

5.70%0.30%

• Improved
I!!r!l Mortality
• Status quo
OWorsening ofCHF

Figure 4. Outcomes of heart failure patients

Cause of Death

47%

o Cardiac Arrhyhthmla
• Progression of CHFo Sepsis
o Cardioqenic shock
• CVA bleed
• Others

Figure 5. Causes of death among heart failure patients

DISCUSSION

Heart failure is defined as a pathophysiolo-
gical state in which an abnormality of cardiac
function is responsible for failure of the heart to
pump blood at a rate commensurate with meta-
bolic requirement, or to do so only from an
elevated filling pressure." Congestive heart
failure is a clinical syndrome in which heart
failure is accompanied by the symptoms and
signs of pulmonary and/or peripheral conges-
tion."

In this study, though half of our population
falls within the age of 40-70, which is conside-
rably a wide range- a remaining 33.7% comprised
only of those patients aging from 70 and above.
Truly, that as one individual ages, the more you
are predisposed to heart failure. These are related
to changes in ventricular function. In addition,
risk factors for heart failure are generally not
treated aggressively in the elderly, yet elderly
patients commonly take medications that can
exacerbate the syndrome of heart failure. Coro-
nary risk factors are common in males. Luckily,
most of our patients are currently employed or
are working. Our figures showed that an abnor-
mal BMI does not correlate in having congestive
heart failure since a large number of our patients
had a normal BM!. Or abnormal BMI in this set•
of patients could be associated with wasting
syndrome or cardiac cachexia characterized
clinically by anorexia, malnutrition, muscle
wasting, reduced bone mass and impaired perfor-
mance in addition to a volume overloaded
patients. Majority of the patients have volume
overload as they presented with orthopnea,
dyspnea, pulmonary congestion and bipedal
edema. Although most them presented clinically
with pulmonary congestion, radiologically most
of them were not noted to have pulmonary
congestion. There is a high prevalence of CAD as
the etiology of our heart failure patients, and
echocardiographic findings of systolic function
predominates. A third of our population have a
normal left ventricular systolic function with
note of increased IVRT in 54.1 % and reversed
E/A ratio in 34.7 % which are indices of diastolic
dysfunction. Diastolic dysfunction is a major
cause of heart failure in the elderly population.



Mitral valve was the one commonly affected, this
is secondary to high incidence of RHD coupled
with MVP in developing countries. Most of the
drugs routinely used are prescribed on the basis
of their ability to improve symptoms
(diuretics, digitalis) or survival (ACE inhibitor
and beta blockers). Angiography was done in
23% of our patients since almost half have CAD
as the cause of their heart failure and clinical
assessment without angiography underestimates
the proportion of patients with coronary artery
disease, and fails to identify those who may
benefit from revascularization.

Revascularization procedures were done in
16.2% of our patients. Despite improvement in
the symptoms of most of our patients, we noted
an 11.3% mortality mostly secondary to prog-
ression of heart failure and arrhythmia.

CONCLUSION

Coronary Artery Disease is identified as the
single most important cause of heart failure with
high prevalence in the elderly population. The
finding of CAD has treatment implications in
addition to revascularization. CHF is based on
non specific clinical symptoms and signs in
association with evidence of left ventricular
systolic dysfunction. Our findings also showed
that heart failure can occur in patients with
preserved systolic function. Therapy is based on
improving symptoms and survival.
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