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Patient: Male, 0
Final Diagnosis: Bland-White-Garland syndrome
Symptoms: Cardiomegaly  feeding problems
Medication: -
Clinical Procedure: Reimplantation of the left coronary artery to the aorta
Specialty: Pediatrics and Neonatology

Objective: Rare disease

Background: Bland-White-Garland syndrome (BWGS) is a very rare disease characterized by anomalous origin of the left cor-
onary artery from the pulmonary trunk (ALCAPA). WBGS affects 1 in every 300 000 live births. Children typical-
ly present with dyspnea, pallor, and failure to thrive. Without surgical repair, most of these children die during
the first months of life.

Case Report: This case report describes 3-month-old boy admitted to the hospital because of feeding problems. The boy was
born at term, with birth weight 3200 g, and was 10 points in Apgar score. He was breast-fed from birth. From
the seventh week of age, his mother observed his increasing difficulties with feeding. Physical examination
revealed pale skin, diminished heart sounds, tachycardia, cardiomegaly, and hepatomegaly. Results of urine
and blood tests and ultrasonography of the central nervous system and abdomen were normal. The chest ra-
diography showed cardiomegaly and electrocardiogram revealed anterolateral myocardial infarction. On echo-
cardiography, an anomalous left coronary artery arising from the pulmonary artery was found. The life-saving
treatment of choice was immediate surgical reimplantation of the left coronary artery to the aorta.

Conclusions: Children with congenital heart disease are often prone to malnutrition, but in rare cases failure to thrive and
breast-feeding problems can be the first symptoms of life-threatening diseases like myocardial infarction sec-
ondary to Bland-White-Garland syndrome (BWGS).
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Background

Failure to thrive and difficulties in breast-feeding are some
of the most common problems in everyday pediatric prac-
tice. Differential diagnosis includes many infant and ma-
ternal causes, mostly influencing the lactation process [1].
Breast-feeding problems can be associated with the sim-
plest problems, like inappropriate feeding. But, rarely, failure
to thrive in breast-feeding infants is considered an indica-
tion for hospitalization and, even more unusually, an indica-
tion for emergency treatment [2,3]. The health care profes-
sional should take a full medical history, including history of
pregnancy, infections, diet, and psychosocial state, and per-
form a full physical examination [4], because BWGS is a life-
threatening clinical syndrome that must be included in the
differential diagnosis.

Case Report

A 3-month-old boy was admitted to our hospital because of
poor weight gain while breast-feeding. The boy was born at
term, with birth weight 3200 g, and was 10 points in Apgar
score. He was breast-fed from birth. His body weight was
4500 g (+1300 g) after 6 weeks. However, from the seventh
week of age, his mother observed that he had increasing dif-
ficulties with sucking. She had an appointment in the breast-
feeding clinic and she was consulted, but without any im-
provement in feeding. On the day of admission the boy was
in good general condition. However, on physical examination
there were several abnormalities noted: pale skin, dimin-
ished heart sounds, tachycardia (HR was 124 beats per min-
ute), and signs of cardiomegaly and hepatomegaly. Results of
laboratory tests, including complete blood count and tests of
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Figure 2. 2D-ECHO. Parasternal short axis view at the level of

the great vessels. Anomalous left coronary artery
originating from the pulmonary trunk.

liver, kidney and thyroid function, as well as urinalysis, were
all normal. Because of signs of cardiomegaly, ECG and chest
X-ray were ordered. The ECG showed signs of anterolateral
myocardial infarction (Figure 1), thus alerting clinicians that
this was a very serious situation. Emergency 2D ECG was
performed, which showed dilated cardiomyopathy with se-
vere systolic dysfunction, EF 22%, and severe mitral insuffi-
ciency. The cardiologist was able to visualize a 2.8-mm-wide
right coronary artery, but the most striking finding was the
anomalous origin of the left coronary artery from the pulmo-
nary trunk (Figure 2). Based on this echocardiographic ex-
amination, Bland-White-Garland syndrome was diagnosed.
On the chest X-ray, severe cardiomegaly (CTR 0.75) was seen
(Figure 3). Immediate cardiac surgery was arranged and suc-
cessfully performed. This patient survived myocardial infarc-
tion in his seventh week of life.

Figure 1. ECG: Deep Q waves and T waves
inversions in leads |, avL and deep Q
waves with ST elevation in the left
precordial leads (V5-V6). Signs of
anterolateral myocardial infarction.
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Figure 3. Chest X-ray showing significant cardiomegaly.

Discussion

Bland-White-Garland syndrome is a very rare congenital anom-
aly, present in 1 out of 300 000 neonates [5]. In the described
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infant, the onset of the disease was typical for the syndrome.
From the seventh week of life, after pulmonary arterial pressure
had decreased, this child demonstrated irritability and distress
after feeding and had angina-like spells. These were caused by
the coronary steal from the left coronary artery into the pul-
monary trunk, which resulted in diminished perfusion of the
left ventricular muscle, extensive myocardial ischemia, seen as
dilated left ventricle with severely diminished ejection fraction
on 2D-Echo, and finally, myocardial infarction. The prognosis
of this syndrome depends on early diagnosis and successful
cardiac surgery. Without diagnosis and treatment, the natural
course of the disease is devastating and most untreated chil-
dren die in the first year of life because of massive myocardi-
al injury and following end-stage heart failure [6,7]. With ap-
propriate diagnosis and emergency cardiac surgery, they have
a much better chance to survive. The preferred method is a di-
rect reimplantation of the left coronary artery to the aorta [8].

Conclusions

Children with congenital heart disease are prone to malnutri-
tion [9]. Failure to thrive, growth failure, and problems with
breast-feeding can be the first symptoms of life-threatening
disease such Bland-White-Garland syndrome.
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