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Background: CAH is a common genetic disorder usually
diagnosed in early childhood. However, when it is detected
in adulthood, different approach and treatment strategies
need to be undergone as their needs are generally different
from those of children with CAH.

Case presentation: A 49-year-old male with a past medical
history of recurrent urinary tract infections was admitted to
the hospital with sepsis and was treated with antibiotics.
CT abdomen during admission showed an incidental finding
of markedly enlarged bilateral adrenal hyperplasia with an
8x5.5x5.8 cm left adrenal mass, as well as two ovaries and a
uterus. Upon further history, the patient said he knew that
he was born with abnormal genitalia and had a prolonged
stay in the hospital immediately after birth and had surgery
of his genitals at the age of six months. He was always told
by his family that he is a female, although he never felt it,
and he continued to identify himself as a male throughout
his life.

He only had one menstrual period at the age of thirteen. He
participates in sexual activities as a male but was never able to
have a normal sex life. He also gave a history of salt cravings,
where he consumes dry salt. He was not taking any home
medications.

On examination, the patient had a male voice, a beard,
male body hair distribution, no breast. The genital exam
revealed labia majora, no labia minora. The rest of his ex-
amination was unremarkable.

Work up for CAH revealed normal range plasma
metanephrines and DHEA. But ACTH, androstenedione,
17-OH progesterone were all elevated (90.4 pg/ml, 2737 ng/
dl, and 24191 ng/dl respectively) and levels were all higher
after Cosyntropin stimulation test. He was found to have
primary adrenal insufficiency with a maximum cortisol
level of 13.3 mcg/dl after the stimulation test.

He was started on oral Hydrocortisone and was closely followed
by endocrine after discharge where long-term treatment
plans were discussed and our patient decided that he wants
to continue his life as a male, and was evaluated by Urology
as well as OBGYN for left adrenalectomy and hysterectomy
with bilateral Salpingo-Oophorectomy that was successfully
performed a month later. Pathology of his left adrenals showed
adrenocortical hyperplasia without evidence of malignancy.
Patient was educated about lifelong corticosteroid

treatment and that he would need to start testosterone re-
placement therapy to keep his male characteristics.
Conclusion: When children with CAH lose follow up and
don’t receive treatment early in life, they can develop gender
dysphoria, and their approach as adults become more chal-
lenging and it needs a multidisciplinary team to treat, address
their needs and detect complications of prolonged adrenal
stimulation. Additional research to the natural history and
optimal interventions is needed to improve outcomes as these
cases are not encountered frequently in clinical practice.
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Water disinfection byproducts (DBPs) are formed when chem-
icals used to decontaminate water come into contact with nat-
ural or synthetic organic material. DBPs have been linked to
a range of health concerns including reproductive disfunction.
One such DBP, the monohalogenated iodoacetic acid (IAA), is
formed when iodide reacts with a disinfectant, for example,
chlorine. TAA is of particular health concern; not only is io-
dide widely present in the water supply, especially in coastal
communities and those near fracking sites, but IAA has been
found to be one of the most cyto- and genotoxic DBPs. Further,
a previous study has indicated that in vitro IAA exposure sig-
nificantly inhibits antral follicle growth and reduces estradiol
levels in ovaries. However, little is known about how IAA affects
the other major components of the reproductive axis: the hy-
pothalamus and pituitary. The reproductive axis relies on ho-
meostatic release of hormones to communicate from one organ
to another and alterations at any level may impact reproduc-
tion. So, we set out to test the hypothesis that exposure to TAA
would lead to disrupted expression of key hypothalamic and pi-
tuitary genes related to reproductive function. We continually
exposed female adult CD1 mice to 0.5, 10, 100, or 500 mg/L IAA
in their drinking water for approximately 35 days (postnatal
day 40 (P40) to their first day in diestrus following P75.) Whole
pituitaries and hypothalamic punches containing the arcuate
nucleus (ARC), anteroventral periventricular zone (AVPV), and
medial preoptic nucleus (mPOA) were collected and processed
for gPCR analysis. We find that while kisspeptin (Kiss1) expres-
sion in the AVPV - the population responsible for generating the
LH surge - is unchanged, 0.5 mg/L IAA exposure significantly
increases KissI in the ARC, which controls pulsatile GnRH re-
lease, and there is a trending increase (p=.056) at 10mg/L. We
also measured ARC expression of Neurokinin B (NKB; Tac?2),
a neuropeptide secreted by kisspeptin co-expressing neurons to
autosynaptically stimulate KissI release. We found no change
in mRNA levels of Tac2. We also saw no significant changes in
GnRH (Gnrhl) mRNA expression. At the level of the pituitary,
there is no change in Lhb mRNA levels. Exposure to 10 mg/L
IAA leads to significantly reduced Fshb expression, however
FSH serum levels are not significantly changed. These data,
taken together with previous findings in the ovary, indicate that
IAA has the potential to disrupt each major level of the repro-
ductive axis: ovarian follicle development and steroid synthesis,
hypothalamic arcuate KissI synthesis, and Fshb synthesis from
the pituitary. Further research is necessary to elucidate at which
levels TAA acts directly and at which it acts through action on
another component of the axis. Additionally, future studies can
clarify the mechanism through which IAA has these effects.
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Background: More than 95% of patients with primary hy-
perparathyroidism will be cured with the initial operation
by an experienced surgeon. However, localization of hyper-
parathyroid recurrences, especially after extensive surgery
becomes challenging. For patients with transplanted par-
athyroid glands into the forearm, there may be utility in
bilateral arm serum PTH testing to help with localization.
Clinical Case:

A 65-year-old woman presented to the clinic with primary
hyperparathyroidism in 2008. After a localization study,
she had a partial parathyroidectomy but continued to have
persistent biochemical hyperparathyroidism despite nega-
tive localization studies. She was then referred to another
institution for further studies. Follow up Sestamibi scans
were negative but 4D-CT scans assisted in localizing the
presence of a superior parathyroid gland adenoma which
was later removed in 2011. During this time, the left in-
ferior parathyroid gland was auto-transplanted into the
left forearm. Again, her calcium and PTH levels rose de-
spite negative Sestamibi scans showing no abnormalities
in post-operative beds or in the forearm. Review of previous
labs revealed elevated PTH levels in the ranges of 80-110
pg/mL since 2012-2019. The patient’s most recent PTH was
2408 pg/mL. At that point, the decision was made to re-
peat the labs on the left and right forearms simultaneously
and labs showed PTH levels of 1283 pg/mL and 118 pg/mL,
respectively. Repeat Sestamibi scan following these labs
demonstrated evidence of increased radiotracer uptake in
the region of the prior transplanted parathyroid tissue with
no neck uptake concerning for hyperparathyroidism due to
auto-transplanted hyperplastic tissue.

Conclusion:

This case demonstrates the utility of bilateral arm
serum PTH testing in the evaluation of recurrent hy-
perparathyroidism in patient’s status-post parathyroid
auto-transplantation.
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Pheochromocytoma (PCC) in pregnancy is a very rare con-
dition, with a reported incidence of less than 0.2 per 10.000
pregnancies (1), having fetal and maternal mortality of 50%
if untreated (2). Choosing between selective vs. nonselective
alpha blockers as preoperative management in pregnancy
is controversial.

We report a case of a 39-year-old female having episodes of
nervousness, hand tremors, palpitations, diaphoresis, and
headaches since 2012; she also had a history of multiple
miscarriages and uncontrolled hypertension(HTN) since
2018.In 2019, she was found to have plasma metanephrines
690pg/mL (0-62) and plasma normetanephrine of 3803pg/
mL(0-145). Repeat labs showed: plasma metanephrines
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2.071pg/m1(0-62), normetanephrine 6.289pg/ml(0-145),
norepinephrine 4.268pg/mlL(0-874), epinephrine 555pg/
mL(0-62). CT abdomen showed a 6.2x5.1x6.4cm left ad-
renal mass, with 44 Hounsfield units and less than 50%
of washout. She was started on Doxazosin 2mg/d, which
eventually was increased to 6mg/d with optimal blood pres-
sure (BP) control. After her preoperative workup, she was
found to be 7 weeks pregnant. OB-GYN recommended left
adrenalectomy before 14 weeks gestation. She had left open
adrenalectomy, with normal range postoperative BP, off of
antihypertensive medications.

The diagnosis of PCC in pregnancy should be considered
in the setting of paroxysmal HTN, with no protein-
uria, episodic palpitations, diaphoresis, facial flushing,
and orthostatic hypotension. Anterior adrenalectomy
early in pregnancy is recommended. The increased
intraabdominal pressure, fetal movements, uterine
contractions, delivery process, and abdominal sur-
gical intervention can trigger the catecholamine
release by the PCC, which could lead to placental ab-
ruption and miscarriage; and the rebound hypotension
may lead to severe hypoxia, causing fetal demise (2).
Definitive preoperative treatment between selective
vs non-selective alpha-blockers remains controversial.
Phenoxybenzamine, appeared to produce better atten-
uation of intraoperative HTN, however, it is associated
with more maternal intraoperative/postoperative hypo-
tension, and reflexive tachycardia. It crosses the pla-
centa and accumulates in the fetus, increasing the risk of
neonatal hypotension and respiratory depression (3,4,5).
On the other hand, Doxazosin, can be displaced by high
levels of catecholamines, but it is less associated with
intraoperative/postoperative hypotension (6,7), with no
reports of neonatal hypotension, and respiratory de-
pression. Due to the lack of presynaptic a2-adrenoceptor
blockade there is less reflex tachycardia, reducing the
use of Beta-blockers (8). Doxazosin seems to be a safe,
affordable alternative for preoperative management of
PCC in pregnant patients.
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TUMOR BIOLOGY: GENERAL, TUMORIGENESIS,
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Estrogen receptor-positive (ER+) breast cancer is the most
commonly diagnosed form of this malignancy. Aromatase
inhibitors and selective estrogen receptor modulators
or degraders (SERMS, SERDs) can be highly effective in
treating ER+ breast cancer, but de novo and acquired re-
sistance to these interventions is a persistent clinical
problem. Endocrine therapy resistant breast cancer cells
rewire their metabolism to support cellular demands as-
sociated with rapid proliferation and/or increased invasion
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