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ABSTRACT
I n t r o d u c t i o n .  I s o l a t e d  l a t e r a l i z e d 
overgrowth  (ILO), formerly referred to as 
hemihyperplasia/hemihypertrophy, is the 
overgrowth of one-half of the body to its 
contralateral in the absence of a recognizable 
pattern of malformations or genetic syndromes.
Our objective was to analyze the growth clinical 
and radiological characteristics of patients with 
ILO under follow-up in a tertiary care hospital 
in Argentina between 1993 and 2020.
Population and methods. Retrospective, 
observational, single cohort study of patients 
with ILO.
Results. A total of 76  cases were included; 
41 were males. Median years of follow-up: 
5.85 (interquartile range  [IQR]: 2.60–10.96), 
maximum: 15.76 years. Forty-eight of 76 patients 
had overgrowth compromising more than 1 body 
segment (complex ILO). The mean birth weight 
Z-score of term girls with complex ILO was +0.51 
(standard deviation [SD]: 0.91) (p 0.022). Most 
children grew between the 50th and 97th centile 
of the Argentinian population height reference.  
The median leg length discrepancy was 1.5 cm 
(IQR: 1.01–2.2) in patients receiving medical 
treatment and 3.70 cm (IQR: 2.95–3.98 cm) in those 
who required epiphysiodesis. Progression of 
discrepancy ≤ 2 cm was observed in 75% of cases.
Renal asymmetry ≥ 1 cm was observed in 8 cases; 
Wilms tumor was noted in 2 cases: mean age at 
diagnosis: 0.75 years.
Conclusions. Prenatal growth of children with 
ILO is normal, except in girls with complex ILO, 
in whom it tends to be increased. The average 
height of boys and girls tends to be located in 
high centiles with normal growth over time. 
Embryonal tumor screening is recommended 
in this group of children.
Key words: isolated hemihyperplasia, limbs, germ 
and embryonal cell tumors, Wilms tumor.
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INTRODUCTION
Isolated lateralized overgrowth 

(ILO) refers to the increase in length 
and/ or partial or total circumference 
of one side of the body compared 
to  i t s  cont ra la te ra l ,  wi thout  a 
recognizable pattern of major or 
minor malformations, dysplasia 
or  morphological  variants . 1 I ts 
diagnosis requires the exclusion of 
genetic syndromes associated with 
lateralized overgrowth, such as 
Beckwith-Wiedemann syndrome, 
Proteus syndrome, PROS (PIK3CA-
related overgrowth spectrum), and 
hemihyperplasia-multiple lipomatosis 
syndrome. Approximately 30% of 
patients with ILO have methylation 
defects in H19 and/or KCNQ1OT1.2,3 
The reported prevalence of ILO is 
1:86 000,4 although it has recently 
been described as 1:30005 in healthy 
adolescents.

An increased risk for embryonal 
tumors has been reported,6 such as 
Wilms tumor and hepatoblastoma, 
w i t h  a n  i n c i d e n c e  o f  5 . 9 %  a s 
indicated by Hoyme et al.7 Therefore, 
screening for embryonal tumors with 
periodic abdominal ultrasounds 
is recommended until 7–8 years  
of age.8

To our knowledge, the natural 
history of this condition comes from 
case reports or small case series,9–11 
and and we did not find national 
or international studies describing 
the growth of these patients. For 
this reason, the primary outcome 
of  this  s tudy was to  assess  the 
growth in height, trunk, and lower 
limbs of a cohort of patients with 
a clinical  diagnosis of ILO who  
were receiving follow-up in our 
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hospital between 1993 and 2020 compared to the 
Argentine reference population.

The secondary outcomes were to analyze the 
clinical characteristics, complications, treatment, 
and radiological progression pattern in children 
with leg length discrepancy.

POPULATION AND METHODS
The medical records of patients with a clinical 

diagnosis of ILO assessed at the Department of 
Growth and Development of Hospital Garrahan 
(Buenos Aires, Argentina) between January 
1st, 1993 and December 31st, 2020 were reviewed.

All children aged 0 to 18 years, diagnosed 
with ILO and who had a difference of ≥ 1 cm in 
length and/or circumference in 1 body segment 
compared to its contralateral side were included.1 
Simple ILO was defined as involvement of a 
single limb, whereas complex ILO was defined 
if  at least 1 upper and 1 lower limb were 
affected, with the possibility of ipsilateral or  
crossed involvement.7

Cases with overgrowth associated with genetic 
syndromes, secondary to a congenital bone 
defect, without clinical records and/or without 
anthropometric data were excluded.

The following variables were included:
Demographic variables: sex, age, place of 

residence.
Auxological variables: gestational age, weight, 

body length, and head circumference at birth. 
Weight, height/body length, sitting height/
length from the vertex to the buttocks, and head 
circumference. Length and circumference of the 
affected segment and the contralateral segment, 
calculating the difference (in cm); height of both 
parents.

In  case  of  leg  length discrepancy,  a l l 
radiological measurements taken during follow-
up were recorded. 

The same observer (PA) conducted the 
anthropometric measurements every 6–12 months 
at the Department of Growth and Development 
using standardized techniques.12 Height, supine 
length, and sitting height or length from the 
vertex to the buttocks were measured using 
Harpenden instruments (Crosswell, Crymych, 
Pembrokeshire, UK); head circumference was 
measured using a non-extensible tape measure. 
The long limb was considered for measuring 
body length. A lift was placed on the short limb to 
measure height until both iliac crests were level.12 
The intra-observer technical error of measurement 
for height, sitting height, and head circumference 

was 0.10 cm and 0.11 cm for supine length and 
sitting height.13

The radiological measurement was performed 
based on the telemetry of lower limbs with an 
error of measurement of 1.1 mm following the 
anatomic landmarks established by Sánchez.14 The 
progress of discrepancy over time was analyzed 
following the five Shapiro growth patterns: type I, 
upward slope; type II, upward slope-deceleration; 
type III, upward slope-plateau; type IV, upward 
slope-plateau-upward slope; and type V, upward 
slope-plateau-downward.15

In cases with leg length discrepancy that 
required epiphysiodesis and had X-rays taken 
at adult bone age, the percentage of correction 
was calculated as follows: [(ID-FD)/ID] x 100, 
where ID means initial discrepancy and FD, final 
discrepancy.16

Clinical variables: number and location 
of involved segments, surgical treatment,  
and tumors.

Ancillary tests: laboratory results and imaging 
tests (ultrasound, computed tomography and 
magnetic resonance imaging) were recorded. In 
cases with renal asymmetry ≥ 1 cm by ultrasound, 
kidney size was compared with local references.17

Statistical analysis
Descr ipt ive  s tat is t ics  were  used,  and 

categorical variables were expressed as absolute 
and relative frequency, while continuous 
variables were described with mean or median 
based on observed distribution. Standard 
deviation (SD) or interquartile range (IQR) were 
used as measures of dispersion, respectively.

Data on height,  leg length (calculated 
as: height - sitting height) and trunk length 
(sitting height) were compared with Argentine 
references.18,19 The Z-score of the anthropometric 
variables was calculated using LMS growth for 
the Argentine population, and the adjusted height 
Z-score for parents was calculated as the child’s 
Z-score - (mother’s Z-score + father’s Z-score)/2. 
Birth weight was compared with the international 
references established by the World Health 
Organization20 and Intergrowth21 for term and 
preterm infants, respectively.

The sample was divided into children with 
complex and simple ILO, using an exploratory 
t   test  to  analyze the dif ference between 
continuous auxological variables. The alpha 
level was established at 0.05. The R 4.1.0 software 
was used.

D a t a  w e r e  d i s s o c i a t e d  t o  m a i n t a i n 
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confidentiality as per the personal data protection 
law. The study was approved by the hospital’s 
Ethics Committee.

RESULTS
A total of 114 medical records with a diagnosis 

of ILO were reviewed. Of these, 38 were excluded: 
30 because overgrowth was associated with 
a genetic syndrome, 7 because of a difference 
< 1 cm in length and/or circumference of 1 limb 
compared with its contralateral, and 1 due to lack 
of auxological data. The final sample was made 
up of 76 cases: 35 girls and 41 boys.

The median age at the time of the first 
consultation was 1.13 years (IQR: 0.55–2.70). 
Forty-nine patients were 8 years or older at the 
time of the last consultation. The median duration 
of follow-up was 5.85 years (IQR: 2.60–10.96), 
with a maximum of 15.76 years. Eighty-one 
percent of cases lived in the City of Buenos Aires 
and Greater Buenos Aires.

S i m p l e  o v e r g r o w t h  w a s  o b s e r v e d  i n 
28 patients; 16/28 had right side involvement. 
Complex overgrowth was observed in 48 cases: 
24 compromised the right side of the body, 15 
the left side and 9 had cross compromise. Facial 
involvement was observed in 28 of the patients 
with complex overgrowth (Table 1).

Auxological characteristics
The median number of height/body length 

measurements per child was 7 (IQR: 4–11).
During the last consultation, based on clinical 

measurement, the median discrepancy in leg 

length was 1.90 cm (IQR: 1.24–2.55); in thigh 
circumference, 2.15 cm (IQR: 0.5–6); and in calves 
circumference, 2.0 cm (IQR: 0.5–5.1).

Also, 4/34 girls and 3/40 boys were born 
preterm. The average birth weight Z-score in term 
girls with complex overgrowth was +0.51 (SD: 
0.91) (p 0.022); whereas in boys, it was +0.45 (SD: 
1.05) (p 0.052); One girl and one boy had a high 
birth weight for gestational age. The average body 
length Z-score at birth was -0.18 (SD: 0.92) in girls 
(n = 9) and +0.34 (SD: 1.42) in boys (n = 14).

The median age at the time of the last 
consultation was 11.87 years (IQR: 7.75–14.77) 
in girls and 10.51 (IQR: 3.09–13.68) in boys. The 
average height Z-score was +0.75 (SD: 1.03) in 
girls and +0.27 (SD: 1.03) in boys. Table 2 shows 
the anthropometric data by age group.

Figure 1 shows the height curves for girls 
and boys plotted on the Argentine reference 
populations. The average height curve of boys 
and girls was located between the 50th and 97th 
centiles, with an upward centile crossing in the 
first 2 years of life. The same was observed in the 
growth of the trunk and lower limbs (Figure 2). 
Eight cases (6 girls) showed a high height for the 
population at the time of the last consultation.

There was a tendency to a higher Z-score 
in the anthropometric measurements assessed 
in cases with complex overgrowth compared 
to simple overgrowth, without statistically 
significant differences (Table 3).

Clinical characteristics
Ultrasound abnormalities were observed 

Table 1. Characteristics of analyzed sample

Sex (M:F)	 1.17:1
Place of origin n (%) 	

CABA and GBA	 62 (81.6)
Other provinces	 14 (18.4)

Age at first consultation (years) median (IQR)	 1.13 (0.55–2.70)
Years of follow-up median (IQR)	 5.85 (2.60–10.96)
Simple overgrowth n (%) 	

Total	 28 (36.8)
Right side	 16 (57.1)
Left side	 12 (42.9)
Isolated upper limbs	 1 (3.6)
Isolated lower limbs	 27 (96.4)

Complex overgrowth n (%) 	
Total	 48 (63.2)
Right side	 24 (50)
Left side	 15 (31.3)
Crossed	 9 (18.7) 

CABA: Autonomus City of Buenos Aires; GBA: Greater Buenos Aires; IQR: interquartile range.
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in  8   cases :  pyelocal iceal  di latat ion in  2 , 
nephrocalcinosis in 1, bifid renal pelvis without 
urinary tract dilatation in 2, nephrolithiasis in 

Figure 1. Growth curves for height in girls and boys
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1, common bile duct dilatation in 1, and Wilms 
tumor in the left kidney in 2.

Of the patients with Wilms tumor, 1 was a 

Table 2. Height, leg length, and trunk length Z-scores by age group and sex

Age range	 Height Z-score	 Leg length Z-score	 Trunk length Z-score 
	 X (SD)	 X (SD)		  X (SD)	

	 Boys	 Girls	 Boys	 Girls	 Boys	 Girls 
	 (n = 41)	 (n = 35)	 (n = 40)	 (n = 30)	 (n = 38)	 (n = 29)

0–2.0 years old	 -0.10 (1.06)	 +0.18 (1.48)	 +1.10 (1.28)	 +2.12 (1.23)	 +1.09 (1.20)	 +1.22 (1.26) 
	 (n = 23)	 (n = 24)	 (n = 22)	 (n = 22)	 (n = 22)	 (n = 22)

2.01–prepuberty	 +0.40 (0.96)	 +0.73 (1.10)	 +0.23 (0.97)	 +0.43 (1.09)	 +0.27 (1.11)	 +0.48 (0.92) 
	 (n = 34)	 (n = 37)	 (n = 32)	 (n = 33)	 (n = 32)	 (n = 34)

Last measurement on puberty	 +0.72 (1.02)	 +0.71 (1.11)	 +0.41 (1.02)	 +0.69 (1.05)	 +0.38 (1.02)	 +0.49 (1.16)
	 (n = 21)	 (n = 24)	 (n = 19)	 (n = 20)	 (n = 19)	 (n = 20) 

X: arithmetic mean; SD: standard deviation.
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male with right complex overgrowth; diagnosis 
was made at 5 months of age by ultrasound 
screening. The second case was a female patient 
with left complex overgrowth whose diagnosis 
was made at 10 months of age by magnetic 
resonance imaging of the spine. Both patients 
were in stage I at the time of diagnosis; complete 
resection of the tumor was performed and they 
had a favorable course.

Eight of 76 cases showed renal asymmetry 
≥ 1 cm. Four were girls, and 6 had complex 
overgrowth. The largest kidney was contralateral 
to the affected hemibody in 3 cases, ipsilateral 
in 4, and 1 crossed. The average Z-score of the 
largest kidney was +3.04 (SD: 1.41). All children 
showed normal renal function; 1 had microscopic 

hematuria, and none had proteinuria.

Radiological characteristics of lower limbs
Out of 76 children, 63 (82.9%) had leg length 

discrepancy.
Fourteen underwent surgery (epiphyseal 

closure or epiphysiodesis). Eight were males. 
The median discrepancy before surgery was 
3.70 cm (IQR: 2.95–3.98), whereas the median 
discrepancy in children on medical treatment 
was 1.5 cm (IQR: 1.01–2.2). No patient had a 
discrepancy of more than 5 cm. The median age at 
the time of epiphysiodesis was 11.74 years (IQR: 
11.42–12.08) in girls and 13.66 (IQR: 13.06–13.96) 
in boys. Four children had X-rays taken at adult 
bone age, which showed a correction percentage 

Figure 2. Curves for leg length and trunk length in girls
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of 12.3%, 54.1%, 72.3%, and 93.3%, respectively. 
The epiphysiodesis procedure that achieved a 
12.3% correction was performed at an advanced 
pubertal development. No patient required 
lengthening of the short limb.

An upward slope pattern (Shapiro I)15 was 
observed in 9 out of 30 children (30%) (Figure 3). 
The median discrepancy at the time of the first 
consultation was 1.20 cm (IQR: 0.9–2.8) and at the 
time of the last consultation, 2.90 cm (IQR: 1.66–
5.00), with a median progression of 1.40 cm (IQR: 
0.90–2.80) per child.

In 28 children, the median duration of follow-
up was 9.51 years (IQR: 8.32–10.43); 11 (39.3%) 
showed changes of less than 1 cm in lower limb 
length discrepancy during follow-up; 10/28, 
changes between 1 and 2 cm; and 7/28, changes 

between 2 and 5 cm. The median age at the time 
of follow-up initiation was 2.35 years (IQR: 1.19–
4.05) and, at the end of follow-up, 11.9 (IQR: 
11.20–13.38).

DISCUSSION
This study presents a review of auxological, 

clinical, and radiologic data of children with ILO 
assessed in our department in the last 27 years.

ILO is  a  lateral ized body overgrowth 
in the absence of a recognizable pattern of 
malformations or genetic syndromes. This new 
name replaces the histopathological terms of 
isolated body hyperplasia/hypertrophy.1

When assessing growth in our cohort, we 
observed that height, trunk length, and leg 
length of the study children were normal for the 
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Argentine population, but, in most cases, in the 
high centiles. Of the 8 children with height above 
the 97th centile, only 1 girl was tall for her parents, 
at 10.5 years of age, but had not yet reached 
her final adult height. Unlike other syndromes 
associated with overgrowth, longitudinal growth 
and body proportions in our cohort were normal, 
and centile crossing was observed in the first 
2 years of life.

When the sample was divided into simple 
ILO (involvement of a single body segment) and 
complex ILO, the latter showed a tendency to 
higher birth weight, height, sitting height, and 
leg length than children with simple ILO. These 
differences were statistically significant only in 
relation to birth weight in term girls.

We observed a predominance of  r ight 
hemibody involvement over left hemibody 
involvement similar to what has been reported 
by Hoyme et al.,7 and a higher percentage of cases 
with lower limb involvement over upper limb 
involvement. This may be due to a referral bias in  
these children, since lower limb discrepancy is 
more frequent and easier to detect than in the 
upper limbs.22

A common question from parents during 
consultation is about the progression of leg 

length discrepancy during growth. In this 
regard, we observed that 75% of patients showed 
a progression ≤ 2 cm with a median follow-
up of 9 years, between 2 and 12 years of age, 
similar to what has been reported by Carli et 
al.11 The magnitude to consider a discrepancy as 
significant is still under discussion. Given that, 
in our cohort, several children had an initial 
leg length discrepancy of less than 1 cm, which 
progressed throughout follow-up, we suggest 
that all patients with discrepancy should be 
monitored, regardless of its initial magnitude.1

O n  t h e  o t h e r  h a n d ,  o n e  t h i r d  o f  o u r 
population had a discrepancy > 2 cm, but no case  
was > 5 cm, as in other specific bone conditions, 
such as congenital short femur, history of sepsis, 
etc. In relation to surgical management, 18.9% 
of patients required epiphysiodesis (epiphyseal 
closure) of the long limb. As in previous 
studies, the percentage of correction was lower  
when pubertal development was advanced at 
the time of epiphysiodesis, with very reduced 
remaining growth.23

The prevalence of Wilms tumor in our cohort 
was 2.6%, higher than the 1.6% observed by 
Dempsey-Robertson et al.,24 lower than the 
3.57% and 4.2% reported by Hoyme et al.7 and 
Atik et al.,25 respectively in cases with ILO; 

Table 3. Clinical and auxological characteristics by type of overgrowth

Variable	 Sex	 All*	 Simple	 Complex	 p value  
		  cases	 overgrowth	 overgrowth	 for complex 	
					     versus simple

Birth weight Z-score	 Girls	 +0.26 (0.89)	 -0.22 (0.66)	 +0.51 (0.91)	 0.033 
X (SD)	 (n = 34)		  (n = 11)	 (n = 23)	
	 Boys	 +0.31 (0.95)	 -0.07 (0.71)	 +0.45 (1.05)	 0.25
	 (n = 41)		  (n = 16)	  (n = 25)	

Height Z-score	 Girls	 +0.75 (1.03)	 +0.56 (1.09)	 +0.84 (1.01)	 0.47 
X (SD)	 (n = 35)	  	 (n = 12)	  (n = 23)	
	 Boys	 +0.27 (1.03)	 +0.35 (1.11)	 +0.22 (1.00)	 0.69
	 (n = 41)	  	 (n = 16)	  (n = 25)	

Lower limb length Z-score	 Girls	 +0.69 (1.01)	 +0.46 (1.07)	 +0.80 (0.99) 	 0.42 
X (SD)	 (n = 30)	  	 (n = 9)	 (n = 21)	
	 Boys	 +0.31 (1.27)	 +0.10 (1.10)	 +0.44 (1.36)	 0.40
	 (n = 40)	  	 (n = 16)	  (n = 24)	

Trunk length Z-score	 Girls	 +0.57 (1.04)	 +0.51 (0.94)	 +0.60 (1.11) 	 0.82 
X (SD)	 (n = 29)	  	 (n = 9)	  (n = 20)	
	 Boys	 +0.36 (1.14)	 +0.30 (1.15)	 +0.40 (1.15)	 0.80
	 (n = 38)		  (n = 14)	  (n = 24)	

Renal asymmetry ≥ 1 cm	 Girls	 n = 4	 2	 2	 -
	 Boys	 n = 4	 0	 4	 - 

X: arithmetic mean; SD: standard deviation.



412  /  Arch Argent Pediatr 2022;120(6):405-414  /  Original article

and higher than the 0.01% described in the 
general population under 15 years of age.26 The 
average age at diagnosis of Wilms tumor in our 
sample was 0.75 years, lower than the 3.66 years 
described in the general population.27 This could 
be due to the embryonal tumor screening protocol 
performed in these patients by serial abdominal 
and kidney ultrasounds every 3 months until 7 or 
8 years of age.7,8,28

The l imitat ions of  this  study were i ts 
retrospective design and the impossibility 
of having a molecular test done to exclude 
overgrowth associated with syndromes with 
minimal expression. Therefore, strict exclusion 
criteria and a multidisciplinary assessment 
in most of the included cases. A strength of 
this study was that all anthropometric and 
radiological measurements were performed by the 

Figure 3. Lower limb length discrepancy in girls and boys over time for cases with an upward slope pattern (Shapiro type I)
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same trained observer, which reduced the error  
of measurement. In addition, 64.5% of patients 
were older than 8 years at the time of the  
last consultation, when the risk of developing 
embryonal tumors is similar to that of the  
general population.7

Multidisciplinary evaluation improves the 
diagnosis and the tempo of growth to plan precise 
treatment. Finally, screening for embryonal 
tumors is mandatory.8,22

CONCLUSIONS
Prenatal growth of children with ILO was 

normal, except in girls with complex overgrowth, 
in whom it tended to be increased. The average 
height of both boys and girls was in the high 
centiles with normal growth. Embryonal tumor 
screening is recommended in this group of 
children. n

REFERENCES
1.	 Lapunzina P, Tenorio J. Sobrecrecimiento corporal 

asimétrico localizado (hemihipertrofia/hemihiperplasia): 
nomenclatura, definición, epidemiología y clínica. Pediatr 
Integral. 2019; 23(5):258-61.

2.	 Bliek J, Maas S, Alders M, Merks JH, Mannens M. 
Epigenotype, phenotype, and tumors in patients with 
isolated hemihyperplasia. J Pediatr. 2008; 153(1):95-100.

3.	 Martin RA, Grange DK, Zehnbauer B, Debaun MR. LIT1 
and H19 methylation defects in isolated hemihyperplasia. 
Am J Med Genet A. 2005; 134A(2):129-31.

4.	 Tomooka Y, Onitsuka H, Goya T, Hayashida Y, et al. 
Congenital hemihypertrophy with adrenal adenoma and 
medullary sponge kidney. Br J Radiol. 1988; 61(729):851-3.

5.	 Vaiman M, Shilco P, Roitblat Y, Nehuliaieva L, et al. 
Hemihyperplasia/hemihypertrophy in adolescents: 
prospective international study. Int J Adolesc Med Health. 
2021; 33(1):20180066.

6.	 Lapunzina P. Risk of tumorigenesis in overgrowth 
syndromes: a comprehensive review. Am J Med Genet C 
Semin Med Genet. 2005; 137C(1):53-71.

7.	 Hoyme HE, Seaver LH, Jones KL, Procopio F, et al. 
Isolated hemihyperplasia (hemihypertrophy): report of a 
prospective multicenter study of the incidence of neoplasia 
and review. Am J Med Genet. 1998; 79(4):274-8.

8.	 Clericuzio CL, Martin RA. Diagnostic criteria and tumor 
screening for individuals with isolated hemihyperplasia. 
Genet Med. 2009; 11(3):220-2.

9.	 Atik T, Cogulu O, Ozkinay F. Results of fifteen-year follow-
up from a single center: findings and risks for tumor 
development in isolated hemihyperplasia cases. Genet 
Couns. 2014; 25(4):417-21.

10.	 Radley JA, Connolly M, Sabir A, Kanani F, et al. Isolated-
and Beckwith-Wiedemann syndrome related-lateralized 
overgrowth (hemihypertrophy): Clinical and molecular 
correlations in 94 individuals. Clin Genet. 2021; 100(3):292-7.

11.	 Carli D, De Pellegrin M, Franceschi L, Zinali F, et al. 

Evolution over Time of Leg Length Discrepancy in Patients 
with Syndromic and Isolated Lateralized Overgrowth. J 
Pediatr. 2021; 234:123-7.

12.	 Comité Nacional de Crecimiento y Desarrollo. Guía para 
la evaluación del crecimiento físico. 4.a ed. Buenos Aires: 
Sociedad Argentina de Pediatría; 2021.

13.	 Caíno S, Adamo P, Kelmansky D, Lejarraga H. Impacto 
del entrenamiento sobre el error de mediciones 
antropométricas. Arch Argent Pediatr. 2002; 100(2):110-3.

14.	 Sánchez S, Ortega X, Baar A, Lillo S, et al. Asimetría de 
extremidades inferiores: Evaluación por imágenes en la 
edad pediátrica. Rev Chil Radiol. 2013; 19(4):177-86.

15.	 Shapiro F. Developmental patterns in lower-extremity 
length discrepancies. J Bone Joint Surg Am. 1982; 64(5):639-
51.

16.	 Bayhan IA, Karatas AF, Rogers KJ, Bowen JR, Thacker 
MM. Comparing percutaneous physeal epiphysiodesis 
and eight-plate epiphysiodesis for the treatment of limb 
length discrepancy. J Pediatr Orthop. 2017; 37(5):323-7.

17.	 Gentile LF. Medidas referenciales en ecografía pediátrica, 
aparato urinario y suprarrenales. Rev Hosp Niños BAires. 
2011; 53(243):243-8.

18.	 del Pino M, Orden B, Arenas A, Caino S, Fano V. Referencias 
argentinas de estatura sentada y longitud de miembros 
inferiores de 0 a 18 años. Med Infant. 2016; 23(4):279-86.

19.	 Lejarraga H, del Pino M, Fano V, Caino S, Cole T J. 
Referencias de peso y estatura desde el nacimiento hasta 
la madurez para niñas y niños argentinos. Incorporación 
de los datos de OMS de 0 a 2 años, recálculo de percentilos 
para obtención de valores LMS. Arch Argent Pediatr. 2009; 
107(2):126-33.

20.	 World Health Organization. WHO child growth standards: 
Length/height for age, weight for age, weight for length, 
weight for height and body mass index for age: methods 
and development. Ginebra: WHO; 2006.

21.	 Villar J, Cheikh Ismail L, Victora CG, Ohuma EO, et al. 
International standards for newborn weight, length, 
and head circumference by gestational age and sex: the 
Newborn Cross-Sectional Study of the Intergrowth-21st 
Proyect. Lancet. 2014; 384(9946):857-68.

22.	 Caino S, Ramos Mejía M, Goyeneche R, Filippo D, et 
al. Recomendaciones para el seguimiento de niños con 
asimetría cen la longitud de los miembros inferiores: 
consenso de expertos.Arch Argent Pediatr. 2019; 117(2):94104.

23.	 Ramos Mejía M, Caino S, Carreño J, Bazán J, et al. 
Asimetría de miembros inferiores: resultados posteriores 
a epifisiodesis definitiva en la adultez en un hospital 
pediátrico de alta complejidad. Rev Col Or Tra. 2018; 
32(2):121-7.

24.	 Dempsey-Robertson M, Wilkes D, Stall A, Bush P. 
Incidence of abdominal tumors in syndromic and idiopathic 
hemihypertrophy/isolated hemihyperplasia. J Pediatr 
Orthop. 2012; 32(3):322-6.

25.	 Atik T, Cogulu O, Ozkinay F. Results of fifteen-year follow-
up from a single center: findings and risks for tumor 
development in isolated hemihyperplasia cases. Genet 
Couns. 2014; 25(4):417-21.

26.	 Howlader N, Noone AM, Krapcho M, Miller D, et al. 
SEER Cancer Statistics Review, 1975-2016. Bethesda, 



414  /  Arch Argent Pediatr 2022;120(6):405-414  /  Original article

Md: National Cancer Institute, 2019. [Accessed on: 
February  2022]. Available at: https://seer.cancer.gov/
archive/csr/1975_2016/

27.	 National Cancer Institute. Wilms Tumor and Other 
Childhood Kidney Tumors Treatment (PDQ®)–Health 
Professional Version. 2021. [Accessed on: February 2022]. 

Available at: https://www.cancer.gov/types/kidney/
hp/wilms-treatment-pdq#section_3.1

28.	 Gracía Bouthelier R, Lapunzina P. Follow-up and risk 
of tumors in overgrowth syndromes. J Pediatr Endocrinol 
Metab. 2005; 18(Suppl 1):1227-35.


