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ABSTRACT

Background: Graves’ disease is the most common cause of hyperthyroidism, but
its initial presentation in the emergency department (ED) may often be subtle or
masked by concurrent acute illness. Influenza A associated pneumonitis is also a
serious infectious condition that can present with high-grade fever, cough, and
hypoxemia. The co-occurrence of these two entities is rare, and incidental detection
of Graves’ disease in such a setting is clinically significant.

Case Presentation: We report the case of a 24-year-old male who presented to the
DAOH Emergency Department with acute onset high-grade fever, cough, throat
pain, and reduced oral intake. On arrival, he was febrile, tachycardic (160/min),
and severely dehydrated. Initial evaluation suggested left lower lobe pneumonitis,
later confirmed as Influenza A (H3)-associated by respiratory viral panel. Despite
adequate hydration and antipyretic therapy, persistent sinus tachycardia prompted
further workup. Thyroid function tests revealed suppressed TSH with elevated
T3 and T4, and thyroid ultrasound demonstrated diffuse enlargement with
hypervascularity, consistent with Graves” disease. The diagnosis was confirmed
with elevated TSH-receptor antibodies. The patient was managed with supportive
care, oseltamivir for influenza, antibiotics for pneumonitis, and initiated on
neomercazole with beta-blockade for hyperthyroidism. He improved clinically
and was discharged in stable condition on day.’
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Conclusion: This case emphasizes the importance of maintaining a broad
differential diagnosis in emergency medicine. Persistent tachycardia in febrile
patients should not be attributed solely to infection or dehydration and prompt
evaluation for endocrine disorders such as thyrotoxicosis should be considered.
Early recognition of Graves’ disease, even when incidental, is crucial as timely
intervention prevents long-term complications and improves patient outcomes.
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INTRODUCTION

Graves’ disease is the most common cause
of hyperthyroidism, often presenting with
palpitations, weight loss, heat intolerance,
and goitre. However, its incidental detection
in the emergency setting, especially during
evaluation for acute infectious conditions,
is uncommon. Viral infections, including .
influenza, have been postulated to trigger
autoimmune thyroid disease in genetically
predisposed individuals. We report a case y
of Influenza A (H3)-associated pneumonitis .
in which persistent tachycardia led to the
incidental diagnosis of Graves’ disease.

for one day. There was no history of recent
travel. He reported a long-standing history
of intermittent palpitations without prior
evaluation.

Initial assessment:
* Blood pressure: 140/80 mmHg
Heart rate: 160/ min
* Respiratory rate: 22/min
SpO,: 98% on room air
RBS: 151 mg/dL

The patient was conscious, oriented, and
severely dehydrated. Bedside ultrasound

Case Presentation:

A 24-year-old male presented to the emergency
department with high-grade fever (104.1°F),
cough, sore throat, and decreased oral intake

1z Lead: Standard Placement

showed a completely collapsed inferior vena
cava (IVC). Chest auscultation revealed
crepitations in the left lower zone. ECG showed
sinus tachycardia. (Figure 1)
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Figure 1: ECG s/ o Sinus Tachycardia
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Emergency management:

The patient was resuscitated with intravenous
crystalloids (2.5 L guided by IVC assessment),
antipyretics, and supportive care. Despite
defervescence (temperature reduced to 99°F
after 2 hours), tachycardia persisted (140/
min), raising suspicion for alternate causes.

Initial Investigations:

e CBC: Hb 14.2 g/dL, TLC 4540, platelets
1.9 lakh

* Electrolytes: Na* 133, K* 3.7, Cl- 93
e LFT: SGPT 126, SGOT 108, ALP 145,

bilirubin 0.92
* CRP:14.9
* Dengue & malaria: Negative
Chest X-ray appeared normal initially

(Figure 2). Oxygen requirement increased

(SpO? dropped to 90% on room air), and HRCT
chest showed left lower lobe pneumonitis
(Figures 3-4).
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Figure 3: Coronal HRCT chest showmg left lower lobe
pneumonitis
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Figure 4: Axial HRCT chest showing consolidation in
left lower lobe

MICROBIOLOGY

Respiratory Bio-Fire panel detected Influenza
A H3, and Tab. Oseltamivir 75 mg BD was
initiated alongside Injection Ceftriaxone 2gm
BD and Tab. Azithromycin 500mg OD.

Thyroid evaluation:

Thyroid profile: TSH 0.005 pIU/mL, T3 2.67
ng/mL, T4 19.01 pg/dL (suppressed TSH,
elevated T3/T4) (Figure 5).

USG neck: Moderately enlarged thyroid with
diffuse inhomogeneity and hypervascularity
(Figure 7-10).

TSH-receptor antibody: >40 IU/L (positive,
Figure 6).
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Figure 5: Thyroid profile test
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Figure 6: Laboratory report confirming positive TSH-receptor antibody (>40 IU/L)
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Figure 9

USG THYROID

Moderately enlarged thyroid showing patchy, diffusely inhomogeneous

echogenicity .

Mark.ed. diffuse hypervascularity. Few ovoid, 4-6 mm short diameter reactive
parajugular lymph nodes with fatty hilum seen on left side.

Carotid arteries and jugular veins appear normal.

Bilateral parotid and submandibular gland appear normal

Few subcentimetric cervical lymphnode seen bilaterally.

No evidence of cavitation or calcification seen

IMPRESSION:

FINDINGS ARE s/o Thyroiditis.

Clinical correlation and further evaluation is suggested sos.

Figure 10: Figure 7-10 shows Neck ultrasound with Doppler showing diffusely
enlarged thyroid with marked hypervascularity “thyroid inferno”

Diagnosis: Graves’ disease with
hyperthyroidism with Influenza A associated
Pneumonitis.

Treatment & outcome:

Endocrinology advised Tablet Neomercazole
10 mg BD and Tablet Nebivolol 5 mg OD.
By day 4, the patient’s condition improved,
oxygen was discontinued, and heart rate
normalized. He was discharged on day 5 with
endocrinology follow-up.

DISCUSSION

This case highlights the diagnostic challenge
of incidental Graves’ disease in the emergency
setting. Graves’ disease is the most common
cause of hyperthyroidism in young adults,
often presenting with palpitations, tachycardia,
weight loss, and tremors.! However, in patients
presenting with acute febrile illness, such
symptoms may be overlooked or attributed to
infection-related systemic stress.

In this case, the persistence of tachycardia
despite adequate antipyretics and fluid
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resuscitation served as an important clinical
clue, prompting thyroid evaluation. The
markedly suppressed TSH with elevated T3
and T4 confirmed thyrotoxicosis, and TRAb
positivity established Graves’ disease as
the underlying etiology.>® USG findings of
diffuse hypervascularity further supported the
diagnosis.*

Acute infections such as Influenza have
been reported as potential triggers for thyroid
dysfunction, possibly through immune
activation or cytokine-mediated thyroiditis.
This case underlines the importance of
maintaining a high index of suspicion for
thyroid disorders in emergency presentations
where tachycardia appears disproportionate
to the underlying illness.

Early recognition is critical since untreated
hyperthyroidism  may  predispose  to
arrhythmias, heart failure, or thyroid storm®
Initiation of antithyroid therapy with Tablet
Neomercazole and beta-blocker provided
rapid improvement, consistent with current
management guidelines.”® The dual diagnosis
of Influenza pneumonia and Graves’ disease
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emphasizes the importance of comprehensive
evaluation in emergency settings.

CONCLUSION

This case emphasizes the importance of
maintaining a broad differential diagnosis in
emergency medicine. Persistent tachycardia
in febrile patients should not be attributed
solely to infection or dehydration and prompt
evaluation for endocrine disorders such as
thyrotoxicosis should be considered such as
Graves’ disease. This case underscores the
importance of a holisticapproach in emergency
medicine, where incidental findings may alter
long-term management.
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