
Autopsy and Case Reports. ISSN 2236-1960. Copyright © 2014. This is an Open Access article distributed 
of terms of the Creative Commons Attribution Non-Commercial License which permits unrestricted non-
commercial use, distribution, and reproduction in any medium provided article is properly cited.

1 Department of Pediatrics - Childrens Institute - Hospital das Clínicas - Faculdade de Medicina da Universidade de São Paulo, São Paulo/SP, 
Brazil.  
2 Department of Pathology - Hospital das Clínicas - Faculdade de Medicina da Universidade de São Paulo, São Paulo/SP, Brazil. 
3 Anatomy Pathology Service - Hospital Universitário - Universidade de São Paulo, São Paulo/SP, Brazil. 
4 Department of Neonatology - Hospital Universitário - Universidade de São Paulo, São Paulo/SP, Brazil.

Recurrence of alveolar capillary dysplasia with misalignment of 
pulmonary veins in two consecutive siblings

Gabriel Nuncio Benevides1, Patricia Picciarelli de Lima2, Aloisio Felipe-Silva3, 
Silvana Maria Lovisolo3, Ana Maria Andrello Gonçalves Pereira de Melo4

Benevides GN, Lima PP, Felipe-Silva A, Lovisolo SM, Melo AMAGP. Recurrence of alveolar capillary dysplasia with 
misalignment of pulmonary veins in two consecutive siblings. Autopsy Case Rep [Internet]. 2015; 5(1):21-27.  
http://dx.doi.org/10.4322/acr.2014.045

ABSTRACT

Alveolar capillary dysplasia with misalignment of pulmonary veins (ACD/MPV) is a rare, developmental lung disorder, 
which has been increasingly reported. This entity usually presents as neonatal persistent pulmonary hypertension that 
is unresponsive to treatment, and is known to be uniformly fatal. Recent discoveries in the genetic field, and intensive 
treatments, may change the natural course of this disease, permitting easier diagnosis and giving new hope for the 
dismal prognosis. The authors present two cases of siblings, with two years of difference, from different fathers - one of 
them was a first-degree and the other a second-degree cousin of the mother. Both patients were full-term babies born 
apparently without malformations and were sent to the nursery. Both siblings near 35 hours of age presented severe 
respiratory failure due to pulmonary hypertension. The outcome was fatal in both cases and at autopsy ACD/MPV was 
diagnosed. The authors call attention to this entity in the differential diagnosis of acute respiratory distress in early life.
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CASE REPORTS

First Sibling

The first sibling was a full-term female newborn 
from first-degree cousins; the mother was 27-year-old, 
gravida 4, para 1, born by cesarean section due to 
fetal distress and oligohydramnios. The pregnancy was 
uneventful. At birth, the Apgar score was 7, 10, 10 at 1, 
5, and 10 minutes, respectively. The mother’s obstetric 
history was remarkable for two prior pregnancy losses. 
Her family history was negative for any congenital 

cardiac or pulmonary disease. The newborn received 
routine prenatal care and no congenital abnormality 
was detected.

At 31 hours of age, the newborn developed 
progressive tachypnea, pallor, and hyperglycemia 
requiring neonatal intensive care unit (NICU) support. 
At admission, she promptly required endotracheal 
intubation and mechanical ventilatory support. Within 
1 hour after admission, the hemodynamic parameters 
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deteriorated even after the administration of vasoactive 
drugs. Despite all efforts, the patient presented six 
episodes of cardiac arrest in a 1-hour period and died 
soon after.

Second Sibling

The second sibling was a full-term male born two 
years after the first sibling by cesarean section due to 
iteractivity. The father was a second-degree cousin of 
the mother with whom he had previously had a healthy 
son. The pregnancy was uneventful. At birth, the 
Apgar score was 9, 9, and 10 at 1, 5, and 10 minutes, 
respectively. The infant received routine prenatal care 
and no congenital abnormality was detected on the 
physical examination.

At 40 hours of age, the newborn developed 
progressive tachypnea, pal lor, hypotonia and 
hemodynamic instability, requiring NICU support. 
On admission, he promptly required endotracheal 
intubation and mechanical ventilatory support. Despite 
optimized hemodynamic care with vasoactive drugs 
(dopamine, dobutamine, milrinone, adrenaline and 
noradrenaline), hydrocortisone and E-prostacyclin, the 
hemodynamic parameters deteriorated. The patient 
presented eight episodes of cardiac arrests in a 12-hour 
period and died soon after.

AUTOPSIES

First Sibling

The external examination did not show any 
malformations. The lungs, weighed together 23.4 g 
(reference value [RV]: 42.6 g +/– 14.9 g), and were 
reddened and boggy. Histological analyses showed 
lobular simplification (enlarged, round or elongated, 
with deficient septation leading to insufficient 
alveoli within the acinar unit) and immaturity with a 
somewhat reduced number of alveoli plus widened 
alveolar septa with areas of a reduced number of 
capillaries—some of which were located away from the 
alveolar epithelium. Some areas showed anomalous 
pulmonary veins accompanying pulmonary arteries 
and bronchi (misaligned pulmonary veins) together 
with mild lymphatic dilatation (Figure 1). The medial 
muscle wall of small pulmonary arteries was thickened, 
and muscularization of tiny intracinar arterioles was 
present. Focal thrombi in pulmonary branches were 

seen, as well as foci of alveolar damage with hyaline 
membranes and alveolar hemorrhage (Figure 2).

Other organs and systems showed signs of 
hypoxic-ischemic damage related to shock; namely, 
myocardial and encephalic ischemic focal changes, 
acute tubular necrosis, intense sinusoidal liver and 
splenic congestion, and generalized visceral congestion.

Second Sibling

Histological analyses of the lungs showed a very 
similar picture to the findings of the first sibling. Lobular 
simplification and immaturity, misaligned pulmonary 
veins (which were more easily found within the 
adventitia of pulmonary arteries), and muscularization 
of capillaries located somewhat away from the alveolar 
septa. A few bronchial arteries were very thickened and 
foci of alveolar damage with hyaline membranes and 
alveolar hemorrhage were found as well (Figure 3).

DISCUSSION

Alveolar capillary dysplasia with misalignment of 
pulmonary veins (ACD/MPV) was thought to be an 
extremely rare and uniformly fatal neonatal disease.1 
However, this condition has been increasingly reported. 
Up to 200 cases in the English literature2,3 have been 
reported, and new treatment options have arisen, 
giving time and opportunity for patients to achieve 
the lung transplantation.4 Since the first report of 
“congenital alveolar dysplasia of the lungs” in the 
1940s, MacMahon5 addressed that this condition may 
have already been seen but not always recognized.5,6

ACD/MPV is the most common interstitial lung 
diseases of the newborn.7,8 In a study undertaken in 
the UK, the incidence of irreversible lung dysplasia 
is 1 in 236,947 live births, in which five out of nine 
patients were diagnosed with ACD/MPV. Moreover, 
one in six patients, with no obvious cause of severe 
persistent neonatal pulmonary hypertension, had 
ACD/MPV. Three out of four newborns who underwent 
extracorporeal membrane oxygenation (ECMO) due 
to idiopathic persistent pulmonary hypertension 
presented ACD/MPV, and 25% of those who died after 
ECMO, indicated for any reason, were also diagnosed 
with ACD/MPV.3,9

Over the past last decade, a better understanding of 
the ACD/MPV genetics has changed the epidemiology, 
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Figure 1. Photomicrography of the lungs (first sibling). A - Lobular simplification (H&E, 50X); B - Immaturity 
(H&E, 100X); C - Dilated subpleural lymphatics (*) (H&E, 100X); D - Thin-walled vein (white arrow) anomalously 
positioned adjacent to a muscular pulmonary artery (black arrow) close to the airway (bronchioles [arrowhead]) in 
the bronchovascular bundle (H&E, 400X).

Figure 2. Photomicrography of the lungs (first sibling). A - Thickened alveolar septae with poor capillary bed and 
a thickened arteriole (H&E, 400X); B - Extension of smooth muscle into intracinar small arteries (arrowheads) (H&E, 
400X); C - Small alveoli with a reduced capillary bed (H&E, 400X); D - Focal alveolar damage with hyaline membrane 
and alveolar hemorrhage (H&E, 400X).
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the phenotype, and the way the diagnosis has been 
made. In 2009, Stankiewicz et al.10 demonstrated 
inactivating mutations in the FOXF1 gene in patients 
with ACD/MPV.10 The FOXF1 protein is involved in 
organogenesis, especially in the lung, but is located 
in all types of cells; therefore, FOXF1 mutations are 
related to ACD/MPV with the involvement of other 
organs2. More recently, more mutations and deletions 
were found in the FOXF1 gene related to ACD/MPV.2,6,11 
To date, 40% of all ACD/MPV cases have mutations in 
the FOXF1 gene1,12, the majority are de novo mutations, 
but familial inheritance and siblings’ involvement were 
also reported in some cases.13,14,15,16

ACD/MPV has a constellation of histopathological 
features, which include immature lobular development, 
decreased number of pulmonary capillaries located 
away from the alveolar epithelium, thickened alveolar 
septae, medial hypertrophy of small pulmonary 
arteries with muscularization of distal arterioles, 
and lymphangiectasia (in up to 30%).1 Malposition 
of pulmonary vein branches adjacent to pulmonary 
arteries (usually with the same adventitial sheath) is 
considered pathognomonic, although it is not detected 
in every case.17

Pathological differential diagnosis includes other 
diffuse developmental lung disorders or “congenital 
lung dysplasia”, which is clinically indistinguishable.18 
The most relevant are congenital acinar dysplasia and 
congenital alveolar dysplasia. In acinar dysplasia, there 
is an almost complete absence of mature alveoli, a 
large increase in the amount of interstitial connective 
tissue, and dysplastic bronchial cartilage plates. On 
the other hand, in congenital alveolar dysplasia there 
is a very large capillary bed, the alveolar epithelium 
resembles mature lung, the bronchial epithelium is well 
developed, and the alveolar walls are very wide and 
composed of primitive mesenchyme without mature 
collagen fibers.19

The natural course of ACD/MPV is not yet fully 
understood. The majority of the cases occur in full-term 
neonates, and a slight male predominance has been 
observed.1,10,15,16,20-27 Up to 80% have extrapulmonary 
malformations, which include involvement in the 
gastrointestinal, genitourinary, and cardiovascular 
systems.1,6,10,15,21,26-31 The newborns are usually 
asymptomatic at the time of delivery, present normal 
Apgar scores, and are therefore sent to the baby nursery. 
The onset of symptoms are subtle and usually occur 

Figure 3. Photomicrography of the lungs (second sibling). A - Misalignement of thin-walled veins anomalously 
positioned within the same adeventitia of the adjacent to a muscular pulmonary artery close to the airway (H&E, 
200X); B - Muscularization of intracinar small artery (H&E, 400X); C - Malpositioning of thin-walled veins adjacent to 
a thickened pulmonary artery (H&E, 400x); D - Focal alveolar damage with hyaline membrane (H&E, 400X).
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in the first hours or days of life, and are represented 
by progressive pulmonary hypertension (respiratory 
distress, cyanosis, and oxygen desaturation). However, 
late-onset cases, which become symptomatic after 
weeks or months, have been reported.3,10,15,28,29,32,33

The initial chest radiography may be normal, 
or present a hazy pattern or pneumothorax. The 
echocardiography shows moderate-to-severe 
pulmonary hypertension causing r ight-to-left 
extrapulmonary shunting.4,10,23,28,32,34 Despite the 
appropriate treatment in the NICU with pulmonary 
vasodilators (sildenafil, nitric oxide), prostacyclin, 
surfactants, bosentan, vasoactive drugs (dopamine, 
dobutamine, milrinone), ventilatory support (using 
high-frequency oscillatory ventilation in some cases), 
and ECMO, the behavior of the disease is still uniformly 
fatal, and the majority of the patients expire in the first 
month of life.6,10,15,16,20-31,33-38 In 2014, Hoganson et al.4 
used a pumpless paracorporeal lung assist device in 
a patient of 9 months old, with ACD, as a bridge to 
lung transplantation. Hoganson reports that the child 
was doing well 10 months after the transplantation, 
giving a new hope of a better prognosis for this disease 
management.

The diagnosis of ACD/MPV requires an experienced 
pathologist to identify the characteristic pulmonary 
histologic features.10 Autopsies confirm 90% of the 
diagnosis and lung biopsies confirm only 10%.1,39 
However, potential diagnoses are missed because 
probable cases are not submitted to lung biopsies nor to 
post-mortem examinations.10 Early lung biopsy should 
be indicated for neonates requiring ECMO support 
for refractory pulmonary hypertension.21,40,41 Lung 
biopsies in patients with ECMO were demonstrated 
to be safe.39,40 In patients with suspected ACD/MPV 
and extrapulmonary manifestations, testing for 
FOXF1 mutation could possibly avoid the need for a 
future biopsy, but more studies in this setting should 
be undertaken.13

CONCLUSION

We presented a case of ACD/MPV without 
extrapulmonary manifestations. This patient died despite 
intensive care, and the diagnosis was made at autopsy. 
Increasing knowledge on the genetics, pathophysiology, 
early suspicion, and diagnosis may help to design better 
management required to alter the gloomy prognosis of 
this entity.

REFERENCES

1. Bishop NB, Stankiewicz P, Steinhorn RH. Alveolar capillary 
dysplasia. Am J Respir Crit Care Med. 2011;184(2):172-
9. http://dx.doi.org/10.1164/rccm.201010-1697CI. 
PMid:21471096

2. Sen P, Yang Y, Navarro C, Silva I, Szafranski P, Kolodziejska 
KE, et al. Novel FOXF1 mutations in sporadic and familial 
cases of alveolar capillary dysplasia with misaligned 
pulmonary veins imply a role for its DNA binding 
domain. Hum Mutat. 2013;34(6):801-11. http://dx.doi.
org/10.1002/humu.22313. PMid:23505205

3. Tibballs J, Chow CW. Incidence of alveolar capillary 
dysplasia in severe idiopathic persistent pulmonary 
hypertension of the newborn. J Paediatr Child Health. 
2002;38(4):397-400. http://dx.doi.org/10.1046/j.1440-
1754.2002.00014.x. PMid:12174004

4. Hoganson DM, Gazit AZ, Boston US, Sweet SC, Grady 
RM, Huddleston CB, et al. Paracorporeal lung assist 
devices as a bridge to recovery or lung transplantation 
in neonates and young children. J Thorac Cardiovasc 
Surg. 2014;147(1):420-6. http://dx.doi.org/10.1016/j.
jtcvs.2013.08.078. PMid:24199759

5. MacMahon HE. Congenital alveolar dysplasia; a 
developmental anomaly involving pulmonary alveoli. 
Pediatrics. 1948;2(1):43-57. PMid:18874463.

6. Nguyen L, Riley MM, Sen P, Galambos C. Alveolar capillary 
dysplasia with misalignment of pulmonary veins with a 
wide spectrum of extrapulmonary manifestations. Pathol 
Int. 2013;63(10):519-21. http://dx.doi.org/10.1111/
pin.12102. PMid:24147432

7. Dishop MK. Paediatric interstitial lung disease: classification 
and definitions. Pathol Int. 2013;63(10):519-21. 
PMid:24147432.

8. Deutsch GH, Young LR, Deterding RR, Fan LL, Dell SD, 
Bean JA, et al. Diffuse lung disease in young children: 
application of a novel classification scheme. Am J Respir 
Crit Care Med. 2007;176(11):1120-8. http://dx.doi.
org/10.1164/rccm.200703-393OC. PMid:17885266

9. Cassidy J, Smith J, Goldman A, Haynes S, Smith E, Wright 
C, et al. The incidence and characteristics of neonatal 
irreversible lung dysplasia. J Pediatr. 2002;141(3):426-
8. http://dx.doi.org/10.1067/mpd.2002.126602. 
PMid:12219067

10. Stankiewicz P, Sen P, Bhatt SS, Storer M, Xia Z, Bejjani 
BA, et al. Genomic and genic deletions of the FOX gene 
cluster on 16q24.1 and inactivating mutations of FOXF1 
cause alveolar capillary dysplasia and other malformations. 
Am J Hum Genet. 2009;84(6):780-91. http://dx.doi.
org/10.1016/j.ajhg.2009.05.005. PMid:19500772

11. Miranda J, Rocha G, Soares H, Vilan A, Brandão 
O, Guimarães H. Alveolar Capillary Dysplasia with 
Misalignment of Pulmonary Veins (ACD/MPV): A 



Autopsy and Case Reports 2015; 5(1):21-27

Recurrence of alveolar capillary dysplasia with misaligment of pulmonary veins in two consecutive siblings

26

Case Series. Case Rep Crit Care. 2013;2013:327250. 
PMid:24829819.

12. Citti A, Peca D, Petrini S, Cutrera R, Biban P, Haass C, et al. 
Ultrastructural characterization of genetic diffuse lung 
diseases in infants and children: a cohort study and review. 
Ultrastruct Pathol. 2013;37(5):356-65. http://dx.doi.org/
10.3109/01913123.2013.811454. PMid:24047351

13. Nogee LM. Genetic basis of children’s interstitial 
lung disease. Pediatr Allergy Immunol Pulmonol. 
2010;23(1) :15-24.  http: / /dx.doi .org/10.1089/
ped.2009.0024. PMid:22087432

14. Sen P, Gerychova R, Janku P, Jezova M, Valaskova I, 
Navarro C, et al. A familial case of alveolar capillary 
dysplasia with misalignment of pulmonary veins supports 
paternal imprinting of FOXF1 in human. Eur J Hum 
Genet. 2013;21(4):474-7. http://dx.doi.org/10.1038/
ejhg.2012.171. PMid:22990143

15. Alameh J, Bachiri A, Devisme L, Truffert P, Rakza T, Riou 
Y, et al. Alveolar capillary dysplasia: a cause of persistent 
pulmonary hypertension of the newborn. Eur J Pediatr. 
2002;161(5):262-6. http://dx.doi.org/10.1007/s00431-
002-0927-7. PMid:12012221

16. Licht C, Schickendantz S, Sreeram N, Arnold G, Rossi R, 
Vierzig A, et al. Prolonged survival in alveolar capillary 
dysplasia syndrome. Eur J Pediatr. 2004;163(3):181-
2. http://dx.doi.org/10.1007/s00431-003-1385-6. 
PMid:14677063

17. Garola RE, Thibeault DW. Alveolar capillary dysplasia, 
with and without misal ignment of pulmonary 
veins: an association of congenital anomalies. 
Am J Perinatol. 1998;15(2):103-7. http://dx.doi.
org/10.1055/s-2007-993907. PMid:9514134

18. Don M, Orsaria M, Da Dalt E, Tringali C, Sacher B. Rapidly 
fatal “congenital lung dysplasia”: a case report and review 
of the literature. Fetal Pediatr Pathol. 2014;33(2):109-
13. http://dx.doi.org/10.3109/15513815.2013.878009. 
PMid:24467188

19. Langenstroer M, Carlan SJ, Fanaian N, Attia S. 
Congenital acinar dysplasia: report of a case and review 
of literature. AJP Rep. 2013;3(1):9-12. http://dx.doi.
org/10.1055/s-0032-1329126. PMid:23943701

20. Sen P, Thakur N, Stockton DW, Langston C, Bejjani BA. 
Expanding the phenotype of alveolar capillary dysplasia 
(ACD). J Pediatr. 2004;145(5):646-51. http://dx.doi.
org/10.1016/j.jpeds.2004.06.081. PMid:15520767

21. Gamillscheg A, Zobel G, Spuller E, Reiterer F, Beitzke 
A. Aortic coarctation associated with alveolar capillary 
dysplasia and misalignment of the pulmonary veins. 
Pediatr Cardiol. 2008;29(1):191-4. http://dx.doi.
org/10.1007/s00246-007-9063-5. PMid:17874220

22. Hung SP, Huang SH, Wu CH, Chen WC, Kou KE, Wang 
NK, et al. Misalignment of lung vessels and alveolar 
capillary dysplasia: a case report with autopsy. Pediatr 

Neonatol. 2011;52(4):232-6. http://dx.doi.org/10.1016/j.
pedneo.2011.05.010. PMid:21835371

23. Roy PG, Patel P, Vayalakkad A, Bowker C, Lakhoo K. 
Alveolar capillary dysplasia presenting as pneumothorax: 
a case report and review of literature. Pediatr Surg Int. 
2007;23(9):915-7. http://dx.doi.org/10.1007/s00383-
007-1904-z. PMid:17394004

24. Shimizu T, Fukuda T, Inomata S, Satsumae T, Tanaka M. 
A novel association of alveolar capillary dysplasia, atypical 
duodenal atresia, and subglottic stenosis. J Anesth. 
2011;25(2):298-300. http://dx.doi.org/10.1007/s00540-
010-1080-5. PMid:21194000

25. Sihoe AD, Lee AT, To KF, Thung KH, Lee TW, Yim 
AP. Alveolar capillary dysplasia with congenital 
misalignment of pulmonary vessels. Asian Cardiovasc 
Thorac Ann.  2005;13(1) :82-4.  http: / /dx.doi .
org/10.1177/021849230501300121. PMid:15793061

26. Taborosi B, Tödt-Pingel I, Kayser G, Dittrich S. A rare 
case of aortic coarctation and ventricular septal defect 
combined with alveolar capillary dysplasia. Pediatr 
Cardiol. 2007;28(4):319-23. http://dx.doi.org/10.1007/
s00246-007-0049-0. PMid:17530317

27. Antao B, Samuel M, Kiely E, Spitz L, Malone M. Congenital 
alveolar capillary dysplasia and associated gastrointestinal 
anomalies. Fetal Pediatr Pathol. 2006;25(3):137-45. 
http://dx.doi.org/10.1080/15513810600908230. 
PMid:17060189

28. Michalsky MP, Arca MJ, Groenman F, Hammond S, 
Tibboel D, Caniano DA. Alveolar capillary dysplasia: 
a logical approach to a fatal disease. J Pediatr Surg. 
2005;40(7):1100-5. http://dx.doi.org/10.1016/j.
jpedsurg.2005.03.067. PMid:16034752

29. Kodama Y, Tao K, Ishida F, Kawakami T, Tsuchiya K, Ishida 
K, et al. Long survival of congenital alveolar capillary 
dysplasia patient with NO inhalation and epoprostenol: 
effect of sildenafil, beraprost and bosentan. Pediatr Int. 
2012;54(6):923-6. http://dx.doi.org/10.1111/j.1442-
200X.2012.03712.x. PMid:23279022

30. Usui N, Kamiyama M, Kamata S, Yoneda A, Tazuke Y, 
Fukuzawa M. A novel association of alveolar capillary 
dysplasia and duodenal atresia with paradoxical dilatation 
of the duodenum. J Pediatr Surg. 2004;39(12):1808-
11. http://dx.doi.org/10.1016/j.jpedsurg.2004.08.026. 
PMid:15616937

31. Vassal HB, Malone M, Petros AJ, Winter RM. Familial 
persistent pulmonary hypertension of the newborn 
resulting from misalignment of the pulmonary 
vessels (congenital alveolar capillary dysplasia). J Med 
Genet. 1998;35(1):58-60. http://dx.doi.org/10.1136/
jmg.35.1.58. PMid:9475097

32. Morin FC 3rd, Stenmark KR. Persistent pulmonary 
hypertension of the newborn. Am J Respir Crit Care 



Autopsy and Case Reports 2015; 5(1): 21-27

Benevides GN, Lima PP, Felipe-Silva A, Lovisolo SM, Melo AMAGP

27

Med. 1995;151(6):2010-32. http://dx.doi.org/10.1164/
ajrccm.151.6.7767553. PMid:7767553

33. Ahmed S, Ackerman V, Faught P, Langston C. Profound 
hypoxemia and pulmonary hypertension in a 7-month-old 
infant: late presentation of alveolar capillary dysplasia. 
Pediatr Crit Care Med. 2008;9(6):e43-6. http://dx.doi.
org/10.1097/PCC.0b013e31818e383e. PMid:18997591

34. Singh SA, Ibrahim T, Clark DJ, Taylor RS, George 
DH. Persistent pulmonary hypertension of newborn 
due to congenital capillary alveolar dysplasia. Pediatr 
Pulmonol. 2005;40(4):349-53. http://dx.doi.org/10.1002/
ppul.20244. PMid:15957181

35. Hugosson CO, Salama HM, Al-Dayel F, Khoumais N, 
Kattan AH. Primary alveolar capillary dysplasia (acinar 
dysplasia) and surfactant protein B deficiency: a clinical, 
radiological and pathological study. Pediatr Radiol. 
2005;35(3):311-6. http://dx.doi.org/10.1007/s00247-
004-1349-7. PMid:15490144

36. Janney CG, Askin FB, Kuhn C 3rd. Congenital alveolar 
capillary dysplasia: an unusual cause of respiratory distress 
in the newborn. Am J Clin Pathol. 1981;76(5):722-7. 
PMid:7293984.

Conflict of interest: None

Submitted on: November 19, 2014 
Accepted on: February 13, 2015

Correspondence 
Gabriel Nuncio Benevides 
Divisão de Clínica Pediátrica - Hospital Universitário  
Avenida Prof. Lineu Prestes, 2565 – São Paulo/SP – Brazil 
CEP: 05508-000 
Phone: +55 (11) 97484-0708 
E-mail: gnbenevides@gmail.com

37. Plat G, Rouquette I, Marcoux MO, Bloom MC, Acar 
P, Dulac Y. [Alveolar capillary dysplasia and persistent 
pulmonary hypertension of the newborn]. Arch Mal 
Coeur Vaiss. 2007;100(5):458-61. PMid:17646774.

38. Shankar V, Haque A, Johnson J, Pietsch J. Late presentation 
of alveolar capillary dysplasia in an infant. Pediatr Crit Care 
Med. 2006;7(2):177-9. http://dx.doi.org/10.1097/01.
PCC.0000202570.58016.67. PMid:16474258

39. Eulmesekian P, Cutz E, Parvez B, Bohn D, Adatia I. 
Alveolar capillary dysplasia: a six-year single center 
experience. J Perinat Med. 2005;33(4):347-52. http://
dx.doi.org/10.1515/JPM.2005.067. PMid:16207122

40. Deshmukh H, Lioy J. The use of early lung biopsy in 
detection of fatal pulmonary disease in the neonate. J 
Pediatr. 2014;164(4):934-6. http://dx.doi.org/10.1016/j.
jpeds.2013.11.035. PMid:24373577

41. Lazar DA, Olutoye OO, Cass DL, Fernandes CJ, 
Welty SE, Johnson KE, et al. Outcomes of neonates 
requiring extracorporeal membrane oxygenation for 
irreversible pulmonary dysplasia: the Extracorporeal 
Life Support Registry experience. Pediatr Crit Care 
Med. 2012;13(2):188-90. http://dx.doi.org/10.1097/
PCC.0b013e3182231060. PMid:21666536


