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Abstract

Background: The androgen insensitivity syndrome may cause developmental failure of normal male external
genitalia in individuals with 46,XY karyotype. It results from the diminished or absent biological action of
androgens, which is mediated by the androgen receptor in both embryo and secondary sex development.
Mutations in the androgen receptor gene, located on the X chromosome, are responsible for the disease. Almost
70% of 46,XY affected individuals inherited mutations from their carrier mothers.

Findings: Molecular abnormalities in the androgen receptor gene in individuals of a Brazilian family with clinical
features of severe forms of partial androgen insensitivity syndrome were evaluated. Seven members (five 46,XY
females and two healthy mothers) of the family were included in the investigation. The coding exons and exon-
intron junctions of androgen receptor gene were sequenced. Five 46,XY members of the family have been found to
be hemizygous for the c.3015C>T nucleotide change in exon 7 of the androgen receptor gene, whereas the two 46,
XX mothers were heterozygote carriers. This nucleotide substitution leads to the p.L830F mutation in the androgen
receptor.

Conclusions: The novel p.L830F mutation is responsible for grades 5 and 6 of partial androgen insensitivity
syndrome in two generations of a Brazilian family.

Findings
The androgen insensitivity syndrome (AIS, OMIN
#300068) is a recessive disorder linked to the X chromo-
some. It may result in the failure of external genitalia
masculinization in individuals with 46,XY karyotype and
normal androgen production and metabolism [1,2].
There is a wide range of clinical manifestation, therefore
the syndrome can be divided in three subgroups accord-
ing the degree of undermasculinization: 1) mild AIS
(MAIS) that is characterized by gynecomastia and infer-
tility in phenotypically male individuals; 2) partial AIS
(PAIS) that may present with predominantly male devel-
opment or ambiguous genitalia (AG) or even with pre-
dominantly female external genitalia with clitoromegaly

and/or posterior labial fusion and breast and pubic hair
development; 3) complete AIS (CAIS) resulting in
female external genitalia, sparse to absent pubic and axi-
lary hair and normal breast development [2-6]. Due to
significant differences generally found among clinical
manifestation features in PAIS, some authors assigned
grades ranging from 1 to 6 to describe patients that pre-
sented with different phenotypes varying from male gen-
italia and infertility to female genitalia with pubic and
underarm hair [2,5,6].
The androgen activity is mediated by the androgen

receptor (AR), a member of nuclear receptor family,
which is encoded by the androgen receptor gene (AR).
The gene is located on the X-chromosome at Xq11 - 12
and is formed by eight exons and seven introns that
spans ~ 90 kb of DNA [7,8]. The AR protein contains
approximately 919 amino acid residues, but this number
is variable due to the existence of both polyglutamine
and polyglycine stretches in the amino terminal region
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that may vary in length conferring normal variability
among individuals [9,10]. Like other members of the
nuclear receptor superfamily, the AR contains four dif-
ferent functional domains: an amino-terminal domain
encoded by exon 1, which is a non-conserved region
involved in transcriptional activation of target genes
[11]; a central DNA-binding domain (DBD) encoded by
exons 2 and 3, which contains two zinc finger motifs
[12,13]; a hinge region containing the nuclear targeting
signal [14] and a C-terminal ligand binding domain
(LBD) encoded by exons 4-8 that also encompasses sub-
domains involved in dimerization and transcriptional
activation processes [15,16].
Mutations in the AR gene lead to AIS [5,17,18]. Such

mutations are found differently distributed throughout
the gene sequence [[19], website: http://www.mcgill.ca/
androgendb]. Almost 70% of 46,XY affected individuals
inherited mutations from their carrier mothers [20]. As
discussed by Boehmer et al. [21] the identification of a
specific AR mutation and its residual androgen action
always provide more precise diagnosis and/or prognosis,
which might contribute to the decision for sex assign-
ment of 46,XY individuals with AIS and facilitate genetic
counseling of carrier females. In addition, due to clinical
and genetic heterogeneity of the condition, studies
describing novel mutations in AIS provide important
information for the function of a specific amino acid
residue.
Therefore, the purpose of this study was to identify

the AR gene mutation in a Brazilian family with five
patients presenting PAIS corresponding to grades 5 and
6. The role of the novel p.L830F missense mutation in
the AR within LBD is discussed by comparing structural
characteristics of both normal and mutant proteins.

Ethics and Consents
This study was approved by the Ethics Committee from
Universidade Estadual de Campinas (São Paulo, Brasil)
and informed consents were obtained from patients and
relatives; informed consents from individuals III-10 and
IV-1 were obtained separately for the publication of
Figures 1B and 1C.

Methods
Seven individuals from two generations of a family
(Figure 1A) were included in this study. The index
case (Figure 1A, III-10), an 18-year-old girl, was
referred to us due to primary amenorrhea with sponta-
neous telarche and pubarche and palpable gonads in
the inguinal region. She was born at term after an
uneventful pregnancy by cesarian section with a birth
weight of 3,330 g and height of 48 cm. Bilateral ingu-
inal gonads were detected at birth. She was followed
up over a period of eight months when assignment of

female gender was decided; corrective procedure for
inguinal gonads was planned but did not occur. On
physical examination, she had typical female external
genitalia, with only a slight posterior fusion of labio-
scrotal folds. Palpable gonads were found bilaterally in
the inguinal region with volumes of 15 cm3, whereas
pubertal development had reached Tanner stage B4P5
(Figure 1B). The uterus was absent under pelvic sono-
grams. Hormonal evaluation revealed normal FSH
(5.4 mIU/mL; normal range (NR): 1.5 - 12.4 mIU/mL)
and elevated levels of both LH (21.2 mIU/mL; NR: 1.7
- 8.6 mIU/mL) and total testosterone (>15 ng/mL; NR:
2.86 - 8.1 ng/mL); her karyotype was 46,XY. The bone
mineral density test revealed femoral osteopenia and
lumbar osteoporosis. Gonadectomy was performed a
few months later and histological analysis revealed
bilateral testes with no evidence of malignancy. She
was subsequently referred to other services to perform
vaginoplasty and to start hormone replacement therapy
with estrogens and treatment of osteopenia/osteoporo-
sis. Her parents were first cousins, and there was a
positive family history with individuals presenting simi-
lar features: three nieces with palpable gonads and an
older sister.
A 24-year-old sister (Figure 1A, III-3) that had inguinal

gonads corrected in the first year of life, referred with pri-
mary amenorrhea, spontaneous breast development. On
physical examination, pubertal development had reached
Tanner stage B5P4. She was oriented to perform bilateral
gonadectomy, vaginoplasty and hormone replacement.
A 3-year old niece (Figure 1, IV-1) was the only child

of unrelated parents. She was born at term by normal

Figure 1 Inheritance of androgen insensitivity syndrome in the
family. Family pedigree (A). Female genitalia with palpable gonads
in the index case III-10 (B) and her niece IV-1 (C).
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delivery after an uneventful pregnancy with birth weight
of 2,800 g, and bilateral inguinal gonads were detected
at birth. On physical examination, she had typical pre-
pubertal female genitalia and bilaterally palpable gonads
were found in the inguinal region (Figure 1C). Her kar-
yotype was 46,XY. After receiving all relevant informa-
tion about risks and benefits of early versus late
gonadectomy, her parents decided to delay surgery in
order to allow spontaneous puberty. The girl was then
referred to the pediatric endocrinology service for follow
up.
A 1.5-year-old niece (Figure 1A, IV-2) was also the

first child of unrelated parents. She was born at term by
normal delivery after an uneventful pregnancy with
birth weight of 2,650 g, and palpable gonads in the ingu-
inal region were detected at birth. On physical examina-
tion, she had typical female external genitalia, with only
a slight posterior fusion of labioscrotal folds. Her karyo-
type was 46,XY. Her parents decided to delay surgery
until after puberty and the girl was referred to the
pediatric endocrinology service for follow up. Her sister
(Figure 1A, IV-3) was brought to us when she was 3
month old due to palpable gonads in the inguinal
region, which had been detected at birth. She was born
at term after an uneventful pregnancy by normal deliv-
ery with a birth weight of 3,180 g and length 49.5 cm.
On physical examination, she had typical female exter-
nal genitalia and both gonads were palpable in the ingu-
inal regions. Her karyotype was 46,XY.
Samples of genomic DNA were obtained from periph-

eral blood by proteinase K/phenol extraction method
[22]. Molecular analysis was performed by amplifying
the eight exons of AR gene using the polymerase chain
reaction (PCR) followed by sequencing the fragments

using Big Dye® Terminator Cycle Sequencing Kit V3.1
Ready Reaction (ABI PRISM/PE Biosystems). The
sequences obtained in an ABI 3700 Sequencer (ABI
PRISM/PE Biosystems) were compared with the normal
sequence of the gene (ENSEMBL-ENSG00000169083)
using Chromas (reduced version - free software) and
GeneRunner v.3.05 (free software) or CLC Sequence
Viewer v.6.2 (free software).
The model of human AR mutant protein was built

using the resolved 3-D structure of human AR (PDB
accession # 2AM9) as template. Molecular modeling
was performed using MODELLER web-server program.
The model images were examined and edited using
PyMOL® program and Millennium STING (CNPTIA-
Embrapa, Brasil). The human AR sequence was com-
pared with the corresponding mammalian proteins
sequences in the ClustalW http://www.genome.jp/tools/
clustalw/.

Results
Upon sequencing exons 2 to 8 of the AR gene, a novel
c.3015C>T nucleotide change in exon 7 was identified
in five 46,XY female hemizygote individuals and also in
two heterozygote carrier mothers (Figure 2A). This
nucleotide change cause the putative replacement of a
leucine by a phenylalanine residue at codon 830
(p.L830F).
Exon 1 sequencing showed 21 and 20 repeats of each

CAG (SNP # rs5902610) and GGC, respectively, for the
affected individuals. In addition, three GGT codons pre-
ceded the GGC stretch instead the two normally found
in the AR gene. Besides the mutation, the heterozygote
carrier mothers (Figure 1A: III-4, III-8) were also het-
erozygous for the c.639G>A (SNP # rs6152) and c.2319-

Figure 2 Nucleotide change leading to p.L830F mutation and protein residue conservation. The c.3015C>T nucleotide change in exon 7
is illustrated in the AR gene partial electropherogram: (A) normal sequence; (B) hemizygous mutant sequence from the index case III-10. (C) Part
of multiple sequence alignment for the human AR protein and other mammalian AR proteins; the residue 830 is depicted in red for all species.
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78T>G (SNP # rs1337076) polymorphisms in exon 1
and intron 5, respectively.
Multiple alignments comparing the human AR protein

sequence to other mammalian AR proteins indicated the
L830 as a highly conserved residue (Figure 2B). The
structural analysis by modeling normal and mutant pro-
teins (Figure 3A) revealed that the discrepancy of the
mutant F830 compared to the normal L830 resides
mainly in the abolishment of a hydrophobic interaction
with F813 residue and in the creation of two different
internal hydrophobic interactions with both G724 and
N727 residues (Figure 3B and 3C). Since the interaction
between L830 and F813 residues was suppressed by the
mutation, several interactions involving F813 and other
amino acids have also been disrupted (Figure 3D). It
was also observed that the distance between F830 and
either G724 or N727 residues has shortened to 2.94 Å
(Figure 3B).

Discussion
We report here the novel p.L830F mutation in the hor-
mone binding region of the androgen receptor that is

responsible for partial androgen insensitivity syndrome
in a Brazilian family. Five patients in two generations
carry the mutation. The index case (Figure 1A, III-10)
and her niece (Figure 1A, IV-2) showed clinical and
laboratorial data compatible with PAIS grade 5, since
they had female external genitalia with a slight posterior
fusion of labioscrotal folds and palpable gonads [2,6].
Whereas, her older sister (Figure 1, III-3) and two nieces
(Figure 1, IV-1 and IV-3) presented with typical female
external genitalia and palpable gonads [2,6], which clas-
sify them as PAIS grade 6. The presence of pubic hair
was observed in the two sisters; however, it could not
be verified in the nieces because they have not reached
puberty yet.
In addition to the mutation, all patients presented 21

and 20 repeats for polyglutamine and polyglycine
stretches, respectively, both within the range described
as normal [23]. The 46,XX heterozygote mothers (Figure
1: III-4, III-8) were also heterozygous for both c.639G>A
(SNP # rs6152) and c.2319-78G>T (SNP # rs1337076)
polymorphisms. Since A and T nucleotides are, respec-
tively, rare and very rare alleles (NCBI SNP database) in

Figure 3 Modeling for normal and mutant AR proteins. (A) Comparison of normal and mutant human AR protein models at residue 830;
normal leucine is denoted in green and phenylalanine in red. (B) Distances in Ångström (Å) for contacts for the F830 mutant residue estimated
using PyMOL software: hydrogen bonds are shown in brown and hydrophobic interactions in purple. (C - F) Internal contacts provided by the
analysis with BlueStar STING software. The native residue L830 (C) forms energetic hydrogen bonds with F826, F827, N833 and Y834 and a
hydrophobic interaction with F813, whereas the mutant residue F830 (D) suppresses the interaction with F813 and introduces two additional
hydrophobic interactions with G724 and N727. Effects upon internal contacts for F813 residue: in the normal protein, the F813 residue presents
hydrophobic interaction with F827 and Y834 (E), whereas in the mutant protein those interactions are lost (F).
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Caucasian populations it can be conclude that the pater-
nal inherited allele also corresponds to a rare AR allele.
Missense mutations in AR protein may cause a spec-

trum of phenotypes that include complete androgen
insensitivity in 46,XY individuals with female genitalia
and partial androgen insensitivity in 46,XY individuals
with male phenotype, except for perineoscrotal hypospa-
dias, gynecomastia and/or infertility [19]. The phenotype
variability appears to reflect the degree to which ligand-
binding and receptor functions are disrupted by differ-
ent substitutions [24]. In addition, genetic background
also influences the resulting phenotype since a same
mutation may cause different forms of AIS within a
family [3,25]. The most frequent are missense mutations
that are found within two important areas of the recep-
tor protein: DBD and LDB domains [8]. The importance
of the L830 residue for the AR activity may be inferred
by p.L830V described before in a patient with CAIS
[26]. In addition, the neighboring codon 831 was target
for several missense mutations such as p.R831L and
p.R831Q also causing CAIS [27,28]. Therefore, muta-
tions in codon 830 may severely disturb the functional
activity of LBD in which two hot spots for mutations
have been identified [24].
X-ray crystallographic studies showed that the three-

dimensional structure of the AR-LBD encompasses 12
a-helices [29]. In the normal molecule these a-helices
undergo conformational changes in response to ligand-
binding resulting in the assembly of the AF-2 domain.
According to AR structure, the amino acid L830 is
located within the a-helix 9 that comprises residues
825-847. This region has been proposed as part of an
allosteric regulatory site termed binding function 3 (BF-
3) where ligand interactions exert indirect effects on
AF-2 to modulate co-regulator binding [30]. Mutations
in BF-3 have demonstrated to diminish AR activity and
they can be related with different phenotypes [30].
When the leucine is replaced by the phenylalanine in

codon 830 the hydrophobic character of the residue is
maintained, but the change of a high hydrophobic leucine
to a less hydrophobic phenylalanine might affect the tran-
scriptional activity as described for p.F826L mutation [31].
Considering the structural analysis for p.L830F, it can be
proposed that the suppression of a hydrophobic interac-
tion with residue F813 might destabilize the interaction
between alpha-helices 8 and 9 which forms an important
hydrophobic core to keep the AR binding capacity [32].
Conversely, the mutant residue established novel contacts
with amino acids G724 and N727 that are located between
alpha-helices 3 and 4, both residues are highly conserved
and critical for ligand binding [17,31,33]. The creation of
such hydrophobic contacts suggests that the p.L830F sub-
stitution would reduce the mobility of the region involving
alpha-helix 9 and the region between alpha-helices 3 and

4. Also, those new interactions brought F830 and each
G724 and N727 amino acids more close such as surface
contacts of F830-G724 and F830-N727 enhanced leading
to stronger interactions between the loop region located in
the middle of alpha-helices 3 and 4 and alpha-helix 9.
Those interactions give the region less flexibility than that
necessary to allow properly co-factor assembly of AF-2
domain [34]. In conclusion, the decrease on the hydropho-
bicity of residue 830 and changes in the internal contacts
caused by p.L830F mutation are probably responsible for a
very low androgen receptor activity which might correlate
with the severe PAIS phenotype observed for the patients.
Similarly to other mutations described in this domain as
causing different phenotypes within a family [3,25], p.
L830F produced different PAIS grades in the family
described here indicating an influence of genetic back-
ground on its effect.

Acknowledgements
Authors would like to thank Dr. Márcio José da Silva from sequencing facility
for technical support. This work was supported by Fundação de Amparo à
Pesquisa do Estado de São Paulo (FAPESP - grants # 2008/01964-5 and
2009/08320-9), Coordenação de Aperfeiçoamento de Pessoal de Nível
Superior (CAPES - Brasil), Conselho Nacional de Desenvolvimento Científico e
Tecnológico (CNPq - Brasil).

Author details
1Centro de Biologia Molecular e Engenharia Genética (CBMEG), Universidade
de Campinas (UNICAMP), Avenida Cândido Rondon 400, Campinas, 13083-
875, SP, Brasil. 2Departamento de Genética Médica, Faculdade de Ciências
Médicas, Universidade de Campinas (UNICAMP), Rua Tessália Vieira de
Camargo 126, Campinas, 13081-970, SP, Brasil. 3Grupo Interdisciplinar de
Estudos da Determinação e Diferenciação do Sexo (GIEDDS); Faculdade de
Ciências Médicas, Universidade de Campinas (UNICAMP), Rua Tessália Vieira
de Camargo 126, Campinas, 13081-970, SP, Brasil. 4Departamento de
Pediatria, Faculdade de Ciências Médicas, Universidade de Campinas
(UNICAMP), Rua Tessália Vieira de Camargo 126, Campinas, 13081-970, SP,
Brasil.

Authors’ contributions
RJP and FLC carried out sequencing experiments and sequence alignment
analysis; FCS contributed with the protein structural analysis; ATMG and GGJ
were responsible for diagnosis and management of patients and
participated in the design of the study; MPM conceived the study, and
participated in its design and coordination and also drafted the manuscript.
All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 7 October 2010 Accepted: 6 June 2011 Published: 6 June 2011

References
1. Brown TR, Scherer PA, Chang YT, Migeon CJ, Ghirri P, Murono K, Zhou Z:

Molecular genetics of human androgen insensitivity. Eurpean Journal of
Pediatrics 1993, 152:S62-S69.

2. Quigley CA, De Bellis A, Marschke KB, el-Awady MK, Wilson EM, French FS:
Androgen receptor defects: Historical, clinical, and molecular
perspectives. Endocrine Reviews 1995, 16:271-321.

3. Evans BA, Hughes IA, Bevan CL, Patterson MN, Gregory JW: Phenotypic
diversity in siblings with partial androgen insensitivity syndrome.
Archives of Diseases in Childhood 1997, 76:529-531.

4. Nitsche EM, Hiort O: The molecular basis of androgen insensitivity.
Hormone Research 2000, 54:327-333.

Petroli et al. BMC Research Notes 2011, 4:173
http://www.biomedcentral.com/1756-0500/4/173

Page 5 of 6

http://www.ncbi.nlm.nih.gov/pubmed/7671849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7671849?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11595828?dopt=Abstract


5. Hughes IA, Deeb A: Androgen resistance. Best Practice and Research:
Clinical Endocrinology and Metabolism 2006, 20:577-598.

6. Rajender S, Singh L, Thangaraj K: Phenotypic heterogeneity of mutations
in androgen receptor gene. Asian Journal of Andrology 2007, 9:147-179.

7. Lubahn DB, Joseph DR, Sullivan PM, Willard HF, French FS, Wilson EM:
Cloning of Human Androgen Receptor Complementary DNA and
Localization to the X Chromosome. Science 1988, 240:327-330.

8. Brinkmann AO, Faber PW, van Rooij HC, Kuiper GG, Ris C, Klaassen P, van
der Korput JA, Voorhorst MM, van Laar JH, Mulder E, Trapman J: The
human androgen receptor: domain structure, genomic organization and
regulation of expression. Journal of Steroid Biochemistry 1989, 34:307-310.

9. Brown CJ, Goss SJ, Lubahn DB, Joseph DR, Wilson EM, French FS,
Willard HF: Androgen receptor locus on the human X chromosome:
Regional localization to Xq11-12 and description of a DNA
polymorphism. American Journal of Human Genetics 1989, 44:264-269.

10. Faber PW, Kuiper GG, van Rooij HC, van der Korput JA, Brinkmann AO,
Trapman J: The N-terminal domain of the human androgen receptor is
encoded by one, large exon. Molecular and Cellular Endocrinology 1989,
61:257-262.

11. Jenster G, van der Korput HA, Trapman J, Brinkmann AO: Identification of
two transcription activation units in the N-terminal domain of the
human androgen receptor. Journal of Biological Chemistry 1995,
270:7341-7346.

12. Freedman LP: Anatomy of the steroid receptor zinc finger region. Endocr
Rev 1992, 13:129-145.

13. Zilliacus J, Wright AP, Carlstedt-Duke J, Gustafsson JA: Structural
determinants of DNA-binding specificity by steroid receptors. Molecular
Endocrinology 1995, 9:389-400.

14. Jenster G, Trapman J, Brinkmann AO: Nuclear import of the human
androgen receptor. Biochemical Journal 1993, 293:761-768.

15. Chang CS, Liao SS: Topographic recognition of cyclic hydrocarbons and
related compounds by receptors for androgens, estrogens, and
glucocorticoids. Journal of Steroid Biochemistry 1987, 27:123-131.

16. Brinkmann AO, Trapman J: Genetic analysis of androgen receptors in
development and disease. Advances in Pharmacology 2000, 47:317-341.

17. Ahmed SF, Cheng A, Dovey L, Hawkins JR, Martin H, Rowland J, Shimura N,
Tait AD, Hughes IA: Phenotypic features, androgen receptor binding, and
mutational analysis in 278 clinical cases reported as androgen
insensitivity syndrome. Journal Clinical Endocrinology and Metabolism 2000,
85:658-665.

18. Brinkmann AO: Molecular basis of androgen insensitivity. Molecular and
Cellular Endocrinology 2001, 179:105-109.

19. Gottlieb B, Beitel LK, Wu JH, Trifiro M: The androgen receptor gene
mutations database (ARDB): 2004 update. Human Mutation 2004,
23:527-533.

20. Köhler B, Lumbroso S, Leger J, Audran F, Grau ES, Kurtz F, Pinto G,
Salerno M, Semitcheva T, Czernichow P, Sultan C: Androgen insensitivity
syndrome: somatic mosaicism of the androgen receptor in seven
families and consequences for sex assignment and genetic counseling.
Journal Clinical Endocrinology and Metabolism 2005, 90:106-111.

21. Boehmer AL, Brinkmann O, Brüggenwirth H, van Assendelft C, Otten BJ,
Verleun-Mooijman MC, Niermeijer MF, Brunner HG, Rouwé CW, Waelkens JJ,
Oostdijk W, Kleijer WJ, van der Kwast TH, de Vroede MA, Drop SL:
Genotype versus phenotype in families with androgen insensitivity
syndrome. Journal Clinical Endocrinology and Metabolism 2001,
86:4151-4160.

22. Sambrook J, Fritsch EF, Maniatis TE: Molecular cloning, a laboratory manual
New York: Cold Spring Harbor; 1989.

23. Ferlin A, Garolla A, Bettella A, Bartoloni L, Vinanzi C, Roverato A, Foresta C:
Androgen receptor gene CAG and GGC repeat lengths in
cryptorchidism. European Journal of Endocrinology 2005, 152:419-425.

24. McPhaul MJ, Marcelli M, Tilley WD, Griffin JE, Wilson JD: Androgen
resistance caused by mutations in the androgen receptor gene. FASEB
Journal 1991, 5:2910-2915.

25. Rodien P, Mebarki F, Mowszowicz I, Chaussain JL, Young J, Morel Y,
Schaison G: Different phenotypes in a family with androgen insensitivity
caused by the same M780I point mutation in the androgen receptor
gene. Journal Clinical Endocrinology and Metabolism 1996, 81:2994-2998.

26. Chávez B, Vilchis F, Zenteno JC, Larrea F, Kofman-Alfaro S: Novel molecular
defects in the androgen receptor gene of Mexican patients with
androgen insensitivity. Clinical Genetics 2001, 59:185-188.

27. Shkolny DL, Brown TR, Punnett HH, Kaufman M, Trifiro MA, Pinsky L:
Characterization of alternative amino acid substitutions at arginine 830
of the androgen receptor that cause complete androgen insensitivity in
three families. Human Molecular Genetics 1995, 4:515-521.

28. Goulis DG, Iliadou PK, Papanicolaou A, Georgiou I, Chatzikyriakidou A,
Gerou S, Bondis IN, Papadimas I: R831X mutation of the androgen
receptor gene in an adolescent with complete androgen insensitivity
syndrome and bilateral testicular hamartomata. Hormones (Athens) 2006,
5:200-204.

29. Matias PM, Donner P, Coelho R, Thomaz M, Peixoto C, Macedo S, Otto N,
Joschko S, Scholz P, Wegg A, Bäsler S, Schäfer M, Egner U, Carrondo MA:
Structural evidence for ligand specificity in the binding domain of the
human androgen receptor. Implications for pathogenic gene mutations.
Journal of Biological Chemistry 2000, 275:26164-26171.

30. Estébanez-Perpiñá E, Arnold LA, Nguyen P, Rodrigues ED, Mar E, Bateman R,
Pallai P, Shokat KM, Baxter JD, Guy RK, Webb P, Fletterick RJ: A surface on
the androgen receptor that allosterically regulates coactivator binding.
Proceedings of National Academy of Science USA 2007, 104:16074-16079.

31. Wong HY, Hoogerbrugge JW, Pang KL, van Leeuwen M, van Royen ME,
Molier M, Berrevoets CA, Dooijes D, Dubbink HJ, van de Wijngaart DJ,
Wolffenbuttel KP, Trapman J, Kleijer WJ, Drop SL, Grootegoed JA,
Brinkmann AO: A novel mutation F826L in the human androgen receptor
in partial androgen insensitivity syndrome; increased NH2-/COOH-
terminal domain interaction and TIF2 co-activation. Molecular and Cellular
Endocrinology 2008, 292:69-78.

32. Ong YC, Kolatkar PR, Yong EL: Androgen receptor mutations causing
Human androgen insensitivity syndromes show a key role of residue
M807 in Helix 8-Helix 10 interactions and in receptor ligand-binding
domain stability. Molecular Human Reproduction 2002, 8:101-108.

33. Lim J, Ghadessy FJ, Abdullah AA, Pinsky L, Trifiro M, Yong EL: Human
androgen receptor mutation disrupts ternary interactions between
ligand, receptor domains, and the coactivator TIF2 (transcription
intermediary factor 2). Molecular Endocrinology 2000, 14:1187-1197.

34. Elhaji YA, Stoica I, Dennis S, Purisima EO, Lumbroso R, Beitel LK, Trifiro MA:
Impaired helix 12 dynamics due to proline 892 substitutions in the
androgen receptor are associated with complete androgen insensitivity.
Human Molecular Genetics 2006, 15:921-931.

doi:10.1186/1756-0500-4-173
Cite this article as: Petroli et al.: Severe forms of partial androgen
insensitivity syndrome due to p.L830F novel mutation in androgen
receptor gene in a Brazilian family. BMC Research Notes 2011 4:173.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Petroli et al. BMC Research Notes 2011, 4:173
http://www.biomedcentral.com/1756-0500/4/173

Page 6 of 6

http://www.ncbi.nlm.nih.gov/pubmed/17334586?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17334586?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3353727?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3353727?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2626022?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2626022?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2626022?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2563196?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2563196?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2563196?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2917688?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2917688?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7706276?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7706276?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7706276?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1618160?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7659083?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7659083?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8352744?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8352744?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3695475?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3695475?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/3695475?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10582090?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10582090?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11420135?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15146455?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15146455?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15757859?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15757859?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1752359?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1752359?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11260228?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11260228?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11260228?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7633398?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7633398?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7633398?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10840043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10840043?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18656523?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18656523?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18656523?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11818512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11818512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11818512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11818512?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10935543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10935543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10935543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10935543?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16449235?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16449235?dopt=Abstract

	Abstract
	Background
	Findings
	Conclusions

	Findings
	Ethics and Consents
	Methods
	Results
	Discussion
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References

