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ORIGINAL ARTICLE

Background: A newborn with ambiguous genitalia needs prompt evaluation to 
detect life-threatening conditions (e.g., salt-losing crisis in congenital adrenal hy-
perplasia [CAH]) and gender assignment. Sex assignment in these children continues 
to be a challenging diagnostic and therapeutic problem. We studied the causes and 
characteristics of ambiguous genitalia in children who were referred to a cytogenetic 
laboratory.
Patients and Methods: We retrospectively reviewed a total of 120 medical records 
of patients with a primary indication of ambiguous genitalia that were referred to 
the cytogenetic lab for karyotyping during the period of 1989 to 1999. Diagnosis was 
based on a clinical impression from the primary physician, who was primarily a staff 
pediatrician, endocrinologist and/or pediatric urologist.
Results: CAH was the underlying cause of ambiguous genitalia in 41 of 63 patients 
with ambiguity due to endocrine causes; 39 of these patients showed a 46,XX karyo-
type and 2 cases were 46,XY (both the 46,XY patients had 3 β-hydroxylase defi-
ciency). In 57 patients, ambiguous genitalia were due to congenital developmental de-
fects. The most common endocrine case of ambiguous genitalia was 21-OH deficiency. 
Seven patients were classified as idiopathic with six showing the 46,XY and one the 
46,XX karyotype. Gender was reassigned at birth or at diagnosis in 15 patients. 
Conclusion: The etiology of ambiguous genitalia is variable. The physician managing 
these families could minimize the trauma of having a child with unidentified sex by 
providing appropriate genetic counseling so that the parents can make an early deci-
sion. Prenatal DNA testing in at-risk families should be considered and appropriate 
therapy offered to minimize or prevent genital ambiguity.
Key words: Ambiguous genitalia, karyotyping, gender reassignment, congenital 
adrenal hyperplasia
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Sexual ambiguity is a complex and often confusing 
medical problem in the newborn. Determining 
the appropriate sex in these patients is an urgent 
matter, particularly in congenital adrenal hyper-

plasia (CAH).1 On rare occasions, the cause of ambiguity 
remains unexplained despite extensive studies. The general 
appearance of the external genitalia is seldom diagnostic of 
the underlying disorder, but palpable gonads as a general 
rule exclude female pseudo-hermaphrodites. Treating a 
child with ambiguous genitalia continues to be one of the 
most challenging diagnostic as well as therapeutic prob-
lems. A multidisciplinary approach involving pediatric 
endocrinologists, neonatologists, pediatric surgeons, psy-
chiatrists and social workers, is needed. Essential in the sat-
isfactory management of these children is early diagnosis 
and gender assignment, which may have positive effects on 
the well-being of both child and family.2,3 However, recent 
reports of long-term follow-up of children whose gender 
was reassigned after surgical correction of their genital or-
gans showed negative socio-psychological effects.4 
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This study describes the underlying causes for ambigu-
ous genitalia in children seen over a ten-year period (1989-
1999) at King Faisal Specialist Hospital and Research 
Centre, a tertiary care facility in Saudi Arabia. 

Patients and Methods
We retrospectively reviewed a total of 120 medical records 
of patients with a primary indication of ambiguous geni-
talia that were referred to the cytogenetic lab for karyo-
typing during the period of 1989 to 1999. Diagnosis was 
based on karyotyping and on a clinical impression from 
the primary physician, who was primarily a staff pediatric 
endocrinologist and/or pediatric urologist. The majority 
of patients underwent extensive hormonal evaluations, 
including basal hormonal assay and stimulation using ad-
renocorticotropic hormone (0.25 mg cosyntropin) intra-
venously or human chorionic gonadotropin (hCG) 3000 
IU/m2 subcutaneously on alternate days for 7 doses or 4 to 
5 doses daily.  From these data, the precursor-to-product 
ratios were calculated for enzyme deficiencies of testoster-
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one, dehydrotestosterone, dehydroepiandrosterone and 
androstenedione pathways. Genitogram and ultrasound 
were also done on some of the patients.

Results
Ambiguity attributed to endocrine causes was found in 63 
patients (Table 1). CAH was the underlying cause in 41 
of 63 patients, 39 of whom showed a 46,XX karyotype.  
Two cases were 46,XY (both 3 β-hydroxylase deficiency). 
Six patients had a clinical picture of vanishing testicular 

Table 1. Patients with ambiguous genitalia due to endocrine 
causes (n=63).

Type 46,XY 46,XX

Congenital adrenal hyperplasia
    21-OH deficiency 33

    11ß-OH deficiency 6

    3ß-OH deficiency 2

5 α-Reductase deficiency 3

Gonadal dysgenesis 2

Panhypopituitarism 1

VTS 6

Leydig cell hypoplasia 5

Androgen insensitivity syndrome 5

Total  24 39

Table 2.  Patient with ambiguous genitalia due to congenital 
defects.

Type
No. of 
cases

46,XY 46,XX

Cloacal abnormality 10 6 4
Congenital local genital 
malformation 10 9 1

Hypospadias 11 11 –

Metabolic Defect1 2 2 –

Syndromes 8 7 1

Dysmorphic feature2 9 7 2

Unidentified (idiopathic) 7 6 1

Total 57  

1Multiple carboxylase deficiency (MLD) (one case), organicaci-
demia (one case)
2Single palmer crease (one case); skeletal dysplasia, inverted 
genitalia with growth hormone insensitivity (one case); dys-
morphic, short stature, micropenis, bilateral orchidism (one 
case); skeletal deformations, congenital malformation at 
birth (one case); CHD, small mandible, cloacal abnormalities 
(one case); dysmorphic features and ambiguous genitalia 
(one case); dysmorphic features and ambiguous genitalia (one 
case); dysmorphic, IUGR, inversion of genitalia, empty scrotum 
(one case); micropenis, dysmorphic, CHD (one case)     

syndrome (VTS); 5 patients showed Leydig cell hypoplasia 
(LCH); androgen insensitivity syndrome (AIS) was seen 
in another 5 patients, 5 α-reductase deficiency was found 
in 3 patients, gonadal dysgenesis (histologically proven) in 
2 patients, and panhypopituiterism in one patient. All of 
these patients showed a 46,XY karyotype.

In 56 patients ambiguous genitalia were due to congen-
ital developmental defects (CDD) (Table 2). Ten patients 
had cloacal abnormality. Among these, 6 patients were 
46,XY, and 4 patients showed 46,XX karyotype. Another 
ten patients had congenital local genital malformation; 9 of 
these cases showed a 46,XY karyotype and the remaining a 
46,XX complement. Hypospadias was seen in 11 patients, 
and all of these showed 46,XY karyotype. Twenty-six pa-
tients were classified differently for various reasons. Eight 
patients had ambiguity as part of their syndrome, includ-
ing trisomy 13(2 cases), split notchord syndrome (2 cases), 
Opitz syndrome (1 case), CHARGE association (1 case), 
Prader-Willi syndrome (1 case), and Sanjad-Sakati syn-
drome (1 case). Nine patients with ambiguity had dysmor-
phic features of non-specific syndromes, with associated 
metabolic disease in 2 cases (Table 2). The karyotype analy-
sis in these cases is shown in Table 2. Seven of these cases 
were classified as idiopathic and of these, 6 showed 46,XY 
and one showed 46,XX karyotype. The cause of ambiguous 
genitalia could not be identified despite extensive clinical 
and laboratory investigations.

Age of presentation, consanguinity and family history 
are shown in Table 3 for patients with endocrine defects 
and in Table 4 for patients with CDD. Age of presenta-
tion in both categories was less than 18 months in more 
than 85% of patients. Consanguinity, mainly first cousin, 
ranged between 60% and 100% in various types of endo-
crine and CDD defects. A family history of ambiguous 
genitalia in endocrine defects was present in all patients 
except in cases with 5 α-reductase deficiency and vanish-
ing testicular syndrome. In CDD, a family history of 
ambiguous genitalia was reported only in patients with 
hypospadias.

Table 5 summarizes data on the 15 patients whose gen-
der was reassigned at birth or at diagnosis. Eight patients 
with CAH due to 21-hydroxylase deficiency presented as 
males, four of whom were reassigned as females based on 
46,XX karyotype. The parents of the other patients de-
clined to change the sex of their child. One male patient 
with 11 β-hydroxylase deficiency was reassigned as a female 
(46,XX) and another female patient with 3 β-hydroxylase 
deficiency declined to have the gender reassigned as male 
based on the presence of an XY karyotype. Of 3 female pa-
tients with 5 α-reductase deficiency, two were reassigned as 
46,XY males, and the other declined. One female patient 
with partial AIS was reassigned as a male and, another male 
patient with cloacal anomaly as a female.
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Table 3.  Age of presentation, consanguinity and family history in patients with endocrine related ambiguous genitalia.

Disorder
(No. of cases)

Age at presentation
< 18 months            >18 months Consanguinity*

Family history of 
ambiguous genitalia

CAH
(i) 21-OH  (33)

30 3 23 10

(ii) 11ß-OH  (6) 3 3 4 3

(iii) 3ß-OH  (2) 2 2 1

5 α-Reductase (3) 3 3 0

Vanishing testis syndrome (6) 5 1 5 0

Leydig cell hypoplasia (5) 4 1 5 5

Androgen insensitivity Syndromes (5) 4 0 5 1

Gonadal dysgenesis    (2) 0 2 0 2

Panhypopituitarism (1) 1 0 1 1

Total  (63) 52 11

*Majority were first cousins.

Table 4.  Age of presentation, consanguinity and family history in patients with congenital developmental defects.

Disorder
(No. of cases)

Age at presentation
 < 18 months         >18 months Consanguinity*

Family history of 
ambiguous genitalia

Cloacal abnormality (10) 9 1 2 0

Congenital local genital anomaly (10) 9 1 2 0

Hypospadias (11) 10 1 4 2

Metabolic defects (2) 2 1 2 0

Syndromes  (8) 7 1 4 0

Dysmorphic features (9) 8 1 8 0

Idiopathic (7) 6 1 3 0

Total (57) 51 6

*Majority were first cousins.

Table 5.  Gender assignment at and after diagnosis.

Disorder         At presentation  Reassigned as Decline
Assigned after 
diagnosis (XX)

Female Male XX XY

Congenital adrenal 
hyperplasia

21-OH deficiency 8 4 4 9

11-ßOH deficiency 1 1

3 ß-OH deficiency 1 1

5 α-reductase 3 2 1

Androgen insensitivity 1 1

Cloacal anomaly 1 1
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Discussion
A genetic female with sexual ambiguity-also known as 
female pseudohermophroditism (FPH)-accounts for 50% 
to 70% of endocrine causes of sexual ambiguity.4,5 These 
individuals possess ovaries with masculinized genitalia, gen-
erally due to CAH and rarely as a result of maternal inges-
tion of androgenic compounds or a virilizing tumor during 
pregnancy. In our series, 62% of the cases with ambiguous 
genitalia were FPH, and CAH was diagnosed in all of these 
patients (21β-hydroxylase deficiency was present in 84.6% 
and 11 β-hydroxylase deficiency in 15.4% of cases). Previous 
studies from Saudi Arabia reported a higher frequency of 11 
β-hydroxylase (25.6%).6 The difference between our study 
and the previous study might be due to sample size (41 pa-
tients in the present study versus 86 patients in the previous 
study). Both studies were hospital-based and may not reflect 
the general population incidence or prevalence of CAH and 
its cause; however, our data on FPH and CAH is similar 
to previous reports in the literature.4,5,7-10 All patients with 
CAH who were expected to be a female were found to have 
a 46,XX karyotype, except in two patients with 3 β-hydroxy-
lase deficiency, who were found to have 46,XY karyotype.  

Male pseudo-hermaphrodites (MPH), or genetic males 
characterized by the presence of female or ambiguous geni-
talia, have testes and their sex chromosomes are XY. They do 
not have mullerian duct structures. The undervirilization of 
the external genitalia in these patients is due to inadequate 
exposure to androgen during the first trimester. Patients with 
5 α-reductase deficiency, LCH due to inadequate or absent 
testosterone, and AIS are examples of MPH in this study. 
VTS followed by LCH and AIS constituted the majority of 
MPH cases in this study. VTS was found in the prepubertal 
boy with bilateral cryptorchidism, which is diagnosed by 
the finding of abnormally elevated serum concentrations of 
gonadotropins and an absence of testosterone production 
following HCG stimulation. The condition is confirmed at 
surgery.11 All of the six cases in our study were more than a 
year old and were diagnosed in this manner.   

LCH is inherited as a rare autosomal recessive condition. 
Affected males with 46,XY karyotype develop as females and 
remain sexually immature at the time of expected puberty. 
These individuals express low basal and hCG-stimulated 
levels of serum testosterone as well as elevated levels of lute-
nizing hormone (LH). The underlying defect is due to failure 
of fetal Leydig cell differentiation.12-15 Diagnosis is made by 
demonstrating elevated gonadotropin and low plasma tes-
tosterone levels, pre-and post-hCG stimulation in female 
patients with 46,XY karyotype.16-18 Molecular diagnostic 
methods for LH receptor abnormalities can also be utilized. 
The 5 cases of LCH presenting in this study were all females 
with 46,XY karyotype, and diagnosis was established by 
hCG stimulation of serum testosterone and LH. These cases 
are the first reported from Saudi Arabia.

AIS is considered a common cause of ambiguity in a 
genetic male, but it manifests in a wide spectrum of defects 
in male sexual development, ranging from complete female 
phenotype to a phenotypically normal infertile male. In pre-
pubertal children, LH secretion is physiologically decreased; 
therefore, testosterone production is assessed after HCG 
stimulation, which results in a rise in testosterone concentra-
tion.19 Five cases presenting in this study were diagnosed by 
routine methods since molecular analysis was not available. 
This disorder is the result of mutations of the androgen 
receptor gene. Molecular screening using single-strand con-
formation polymorphism is currently used in the diagnosis.20 
Recently, Holterhaus et al21 reported that the same mutation 
in the androgen receptor gene (AR) is responsible for variable 
external genitalia in different patients. Furthermore, when 
the mutation showed in a family of four members display-
ing variable external genitalia, the AR gene function could 
be switched from subnormal to normal in the presence of a 
physiological concentration range of testosterone. Based on 
their observations, they concluded that the variability ob-
served in AIS patients is due to the time-dependant variation 
in testosterone concentration in early fetal development and 
its impact on the mutant AR gene function.21

Hypospadias is found commonly in newborn boys and is 
seen in approximately 8.2/1000 live births.22 It may be inher-
ited as a Mendelian defect, but is mostly an isolated finding.  
In our series, eleven patients presented with hypospadias, 
including two who gave a positive family history of hypo-
spadias. In cases with severe hypospadias but fully descended 
testes, a testosterone biosynthetic defect has been reported 
in approximately 5%.23,24 In one study, 50% of boys with 
proximal hypospadias and fully descended testes were shown 
to have evidence of a testosterone biosynthetic defect with a 
high incidence of 3 β-hydroxysteroid dehydrogenase and 17,20 
lyase deficiency.25 Since endocrine evaluation in our patient 
was not done, the question of testosterone biosynthetic de-
fects in our population remains unanswered.   

Cloacal anomaly may be present as ambiguous genitalia, 
generally associated with a higher predilection for extrophy 
and epispadias, in males more than in females (2:1). In our 
series, the ratio was 1.5:1. Patients often show variable mal-
function of the cloaca, and generally present with a difficult 
reconstructive challenge for the pediatrician, urologist and 
surgeon. In boys, the penis tends to be short and stubby 
with dorsal curvature, whereas girls have a bifid clitoris.  
Some patients with cloacal anomalies might have additional 
defects, including myelomeningocele, hydrocephalus, car-
diac, renal, gastrointestinal and limb defects. The diagnosis 
should be suspected in any female fetus presenting with 
bilateral hydronephrosis, a poorly visualized bladder and a 
cystic lesion arising from the pelvis antenatally.26 In seven 
patients in our study with ambiguous genitalia, endocrine 
defects could not be found. Six of these cases turned out to 
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be 46,XY karyotype and one patient was 46, XX karyotype.  
Single gene defects may be a cause in these cases.

Reassignment of sex in patients with ambiguous geni-
talia is a very sensitive matter. The topic has been debated 
extensively and specific guidelines are proposed to manage 
cases of traumatized or ambiguous genitalia.27,28 These 
guidelines take into consideration how the patient will 
develop post-puberty and adapt as a sexually active person. 
Accordingly, rearing as males is recommended in 1) 46,XY 
patients with partial AIS, 2) hypospadias, 3) micropenis 
with testes, because these children should develop a satisfac-
tory male gender identity and sexual function;29 and 4) 5 
α-reductase deficiency. Rearing as females is recommended 
in 1) XY patients with complete AIS; 2) XX or XY patients 
with gonadal dysgenesis; 3) 46,XX patients with CAH 
with mild or severe virilization although some of these girls 
have a significantly masculinized brain.30,31 However most 
of these cases seem to have a female gender identity with 
varying degree of masculinized behavior.32 Even in cases of 
severe virilized 46,XX CAH, it is highly recommended to 
raise them as female because they are potentially fertile and 
sexually functional,33 although they require a reconstructive 
procedure. In our study, 15 patients were considered for sex 

reassignment after evaluating clinical, physical, and labora-
tory data. Before attempting the sex reassignment, parents 
were counseled and a decision was taken only after their ap-
proval. Retrospectively, the criteria used for sex assignment 
in our patients are more or less similar to the guidelines 
discussed above.

In our series, 9 of 15 cases (60%) accepted reassignment 
of sex. Interestingly, 5 of 10 patients with CAH agreed for 
sex reassignment from male to female. This trend is similar 
to a previous report from Saudi Arabia in which male sex 
assignment was preferred over female.28,34 Late referral and 
sociocultural circumstances seem to be the contributing fac-
tors in these cases.

In conclusion, newborns with ambiguous genitalia pose 
a difficult emotional situation for parents in deciding their 
future sexual orientation.  Moreover, these parents also face a 
social nightmare explaining to their relatives and friends, the 
gender reassignment. The physician managing these families 
could minimize the trauma of having a child of unidentified 
sex by providing appropriate genetic counseling so that the 
parents can make an early decision. Prenatal DNA testing 
in at-risk families should be considered, and appropriate 
therapy offered to minimize or prevent genital ambiguity.

References
1. Lamberts SW, Bruining HA, deJong FH.   Corticosteroid 
therapy in severe illness. N Engl J Med. 1997; 337:1285-
1292.
2. Ladee-Levy JV. Ambiguous genitalia as a psychoso-
cial emergency.  Z Kinderchir. 1984;39(3):178-181.
3. Slijper FM, Drop SL, Molenaar JC, de Muinck Keizer-
Schrama SM. Long-term  psychological-evaluation-of-
intersex-children. Arch Sex Behav. 1998 Apr; 27(2): 
125-144.
4. Izquierdo G, Glassberg K. Gender assignment and 
gender identity in patients with ambiguous genitalia.  
Urology. 1993; 42: 232-242.
5. Vogiatzi MG. New MI. Differential diagnosis and 
therapeutic options for ambiguous genitalia. Curr Opin 
Endocrinol Diab. 1998;5:3-10.
6. Al Jurayyan N. Congenital adrenal hyperplasia due 
to 11B-hydroxylase deficiency in Saudi Arabia: Clinical 
and biochemical characteristics. Acta Pediatr. 1995; 84:
651-654.
7. Bois E, et al.  Hyperplasie congenitale des surrenales 
(21 hydroxylase) en France.  Arch Fr de Pediatr. 1985; 
42:175-179.
8. Job JC, Canlorbe P. Glandes Sexuelles. In: Endocrinologie 
Pediatrique et Crossance, eds. Mammalian Medical 
Sciences.  1981:295-298.
9. Rivarola MA, Saez JM, Migeon CJ. Studies of an-
drogen in patients with congenital adrenal hyperplasia. 
J Clin Endocrinol Metab. 1967; 27:624-630.
10. Salman H, Abanamy A, Basset G, et al. Congenital 
adrenal hyperplasia. Ann Saudi Med. 1991;11:9-14.
11. Migeon CJ, Berkovitz GD, Brown TR. Sexual differen-
tiation and ambiguity. In: Kappy, MS, Blizzard RB, Migeon 
CJ, eds. The Diagnosis and Treatment of Endocrine 
Disorders in Childhood and Adolescence.  Wilkins; 
1994: 658-659.
12. Berthezene F, Forest MG, Grimaud JA, et al. Leydig-

cell agenesis: A cause of male pseudohermaphroditism.  
N Engl J Med. 1976;295:969-972. 
13. Brown DM, Markland C, Dehner LP. Leydig hypopla-
sia: A cause of male pseudohermaphroditism.  J Clin 
Endocr Metab. 1978; 46:1-7.
14. Martinez-Mora J, Saz JM, Toran N, et al. Male 
Pseudohermaphroditism due to Leydig cell agenesis 
and absence of testicular LH receptors.  Clin Endocr. 
1991;34: 485-491.
15. Schwartz M, Imperato-McGinley J, Peterson RE, 
et al. Male pseudohermaphroditism secondary to an 
abnormality in Leydig cell differentiation. J Clin Endocr 
Metab. 1981;53:123-127.
16. Laue L, Wu SM, Kudo M, et al. A non-sense muta-
tion of the human luteinizing hormone receptor gene 
in leydig cell hypoplasia.  Hum Mol Genet. 1995;4: 
1429-1433.
17. Morel Y, Bertrand J, Rappaport R.  Disorder of hor-
monosynthesis. In: Bertrand J, Rapp port R, Sizonenko 
PC, eds. Pediatr Endocrinol. 1993;305-332.
18. Saldanha PH, Arnhold IJ, Mendonca BB, et al. A 
clinico genetic investigations of leydig cell hypoplasia.  
Am J Med Genet. 1987;26:337-344.
19. Quigley CA, De Bellis A, Marschke KB, et al.  
Androgen receptor defects; historical, clinical and mo-
lecular perspectives. Endocr Rev. 1995;16:271-321.
20. Forrest S, Cotton R, Laindegven U, et al. How to find 
all those mutations. Nat Genet. 1995;10:375-376.
21. Holterhus PM, Sinnecker GH, Hiort O. Phenotypic 
diversity and testosterone-induced normalization of 
mutant L712F androgen receptor function in kindred 
with androgen insensitivity. J Clin Endocr Metab. 
2000; 85:3245-3250.
22. Zaontz MR, Packer MP. Abnormalities of the external 
genitalia. Pediatr Clin N Am. 1997;44:1267-1297.
23. Campo S, Monteagudo C, Nicolau G, et al. Testicular 

function in prepubertal male pseudohermaphroditism.  
Clin Endocr. 1981;14:11-22.
24. Savage MO, Chaussain JL, Evain D, et al. Endocrine 
studies in male pseudohermaphroditism in childhood 
and adolescence. Clin Endocr. 1978; 8:219.
25. Aaronson IA, Cakmak MA, Key LL. Defects of the 
testosterone biosynthetic pathway in boys with hypo-
spadias. J Urol. 1997; 157: 1884-1888.
26. Warne S, Chitty LS, Wilcox DT. Prenatal diagnosis 
of cloacal anomalies.  BJU International. 2002; 89:
78-81
27. Diamond M, Sigmundson K. Management of 
Intersexuality–Guidelines for dealing with persons 
with ambiguous genitalia. Arch Pediatr Adolesc Med. 
1997;151:1046-1050.
28. Al Herbish A, Al Jurayyan N, Abo Bakr A, et al. Sex 
reassignment: A challenging problem–current medical 
and Islamic guideline.  Ann Saudi Med. 1996;16:12-15.
29. Reiner WG. To be male or female: that is the ques-
tion. Arch pediatr Adolesc Med. 1997;151:224-225.
30. Hines M, Kaufman FR. Androgen and the develop-
ment tumble of human sex-typical behavior: rough- 
and-tumble play and sex of preferred playmates in 
children with congenital adrenal hyperplasia. Child 
Dev. 1994; 65:1042-1053.
31. Sato T, Kozumi S. Effect of fetal androgen on child-
hood behavior. Acta paediatr Jpn. 1991;33:639-644.
32. Ehrhardt AA, Meyer-Bahlburg HfL. Effects of pre-na-
tal sex hormones on gender-related behavior. Science. 
1981;211:1312-1318.
33. Lo JC, Grumbach MM. Pregnancy outcomes in 
women with congenital virilizing adrenal hyperplasia. 
Endocrinol Metab Clin North Am. 2001;30:207-229. 
34. Sripathi V, Ahmed S, Sakati N, et al. Gender reversal 
in 46,XX congenital virilizing adrenal hydroplasia.  Br J 
Urol. 1997;79:785-789.


