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Abstract: A 45-year-old man who had received his second mRNA COVID-19 vaccination one week
earlier was presented to the emergency department with chest discomfort. Therefore, we suspected
post-vaccination myocarditis; however, the patient showed no signs of myocarditis. After 2 weeks, he
revisited the hospital complaining of palpitations, hand tremors, and weight loss. The patient exhib-
ited high free thyroxine (FT4) (6.42 ng/dL), low thyroid-stimulating hormone (TSH) (<0.01 µIU/mL),
and high TSH receptor antibody (17.5 IU/L) levels, and was diagnosed with Graves’ disease. Thia-
mazole was administered, and the patient’s FT4 levels normalized after 30 days. One year later,
the patient’s FT4 is stable; however, their TSH receptor antibodies have not become negative and
thiamazole has continued. This is the first case report to follow the course of Graves’ disease one year
after mRNA COVID-19 vaccination.
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1. Introduction

Since the onset of the COVID-19 pandemic, many people have been infected and have
died around the world. As of April 2023, 763,740,140 confirmed cases and 6,908,554 deaths
worldwide have been reported to the World Health Organization [1].

Under such circumstances, although the COVID-19 mRNA vaccine was developed
and administered worldwide, various adverse effects have been reported, including car-
diovascular diseases such as acute coronary syndrome (ACS) and myocarditis [2–4], and
hyperthyroidism including Graves’ disease, Graves’ orbitopathy, subacute thyroiditis, and
silent thyroiditis [5–14].

Expected cases of Graves’ disease in 2021 increased markedly compared to 2017–2019.
Two-thirds of patients had a history of vaccination in the 90 days prior to symptom on-
set [11]. In healthcare workers, a gradual increase in the mean thyroid-stimulating hormone
(TSH) receptor antibody (TRAb) in response to frequent vaccination has been reported [14].

Graves’ disease is a disorder caused by autoantibodies against the TSH receptor in the
thyroid. Unlike most autoantibodies, which are inhibitory, this one is stimulatory, resulting
in excessive synthesis and the secretion of T4 and T3.

The main cause of Graves’ disease following COVID-19 vaccination is related to
autoimmunity, which is explained by autoimmune/inflammatory syndrome induced by
adjuvants (ASIA) and cross-reactivity between thyroid tissue including thyroid peroxidase
(TPO) and the SARS-COV2 spike protein [5–15]. The mRNA vaccine contains adjuvants
such as lipid nanoparticles (LNPs) that can trigger ASIA [16,17].

Reports of post-treatment outcomes for vaccine-related Graves’ disease are limited.
Here, we report a case of new-onset Graves’ disease after receiving the COVID-19 vaccine.
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2. Case Presentation

A 45-year-old man visited the outpatient clinic with chest discomfort, and he was
referred to the hospital with suspected post-vaccination myocarditis. He had no aller-
gies and no family history or history of autoimmune disease, including thyroid disease.
The patient received his second mRNA COVID-19 (Moderna) vaccination one week be-
fore symptom onset. A sinus tachycardia (116 bpm) without ST–T segment changes was
noted on the electrocardiogram (ECG) (Figure 1B). Blood examination and a transthoracic
echocardiogram showed no signs of myocarditis. After two weeks, he revisited the hospital
complaining of palpitations, hand tremors, and weight loss. Graves’ disease was diagnosed
based on measurements of high free triiodothyronine (FT3) (27.5 pg/mL), high free thy-
roxine (FT4) (6.42 ng/dL), low TSH (<0.01 µIU/mL), and high TRAb (17.5 IU/L) levels.
A thyroid echography demonstrated diffuse swelling of the thyroid gland and an uneven
internal hypoechoic image suggestive of a diffuse goiter consistent with Graves’ disease
(Figure 1A) [18,19]. Two years earlier, blood tests showed normal thyroid function (TSH
1.07 IU/L, FT4 1.31 ng/dL) (Figure 1B). One month after thiamazole (30 mg/day) and
bisoprolol (2.5 mg/day) were administered, the FT3 and FT4 levels improved to 4.3 pg/mL
and 0.95 ng/dL, respectively. The patient’s symptoms and heart rate also became nor-
malized (Figure 1B). Four months after treatment, TRAb transiently increased from 17.5
to 30.9 IU/L despite adequate thyroid function control (Figure 1B). After one year, the
dosages of thiamazole and bisoprolol were reduced from 30 mg to 7.5 mg and from 2.5 mg
to 0.625 mg, respectively. TSH of 3.5 µIU/mL, FT3 of 3.2 pg/mL, and FT4 of 1.1 ng/dL
levels stabilized, and TRAb decreased from 17.5 to 6.3 IU/L (the peak level was 30.9 IU/L
after four months), however, it did not become negative (Figure 1B).
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(17.5 IU/L), and the peak level was 30.9 IU/L after four months. HR, TSH, FT3, FT4, and TRAb levels
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3. Discussion

In this case, we report a case of suspected Graves’ disease due to COVID-19 vaccination
with a good response to thiamazole, but TRAb was still positive one year later. Although
Graves’ disease following COVID-19 vaccination has been reported [5–14], few reports
have presented data on the chronic phase of Graves’ disease after vaccination.

There are two types of TRAb including TSH-stimulation blocking antibody (TSBAb)
and thyroid stimulating antibody (TSAb), and TRAb is positive even when the former is
positive [20], and TSBAb causes hypothyroidism and thyroid atrophy [21]. In this case,
TSBAb was considered to be negative because of hyperthyroidism and no thyroid atrophy
at echography (Figure 1A).

The present case is a 45-year-old male who was diagnosed with Graves’ disease after
his second vaccination. A recent study indicates that among patients with new-onset
Graves’ disease, those with onset within four weeks of COVID-19 vaccination were older
(median age 51 years vs. 35 years) and more likely to be male (40.0% vs. 13.6%). Moreover,
the incidence of Graves’ disease after vaccination was 25% for the first dose, 65% for the
second, and 10% for the third, based on data from January to December 2021 [12]. The age,
sex, and number of vaccinations in this case were consistent with the results of the study,
and so it was a case with typical characteristics. Furthermore, the number of expected cases
of Graves’ disease in 2021 has increased markedly compared to 2017–2019. A total of 44/66
(66.7%) had a history of vaccination in the 90 days prior to symptom onset [11].

With regard to treatment for Graves’ disease after vaccination, the initial therapeutic re-
sponse was reported as good, with 40% of patients being TRAb negative (TRAb ≤ 1.75 IU/L)
after 3 months. It has been speculated that the vaccine-induced autoimmune process in
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these patients may be transient or self-healing [12]. However, TRAb transiently increased
from 17.5 to 30.9 IU/L in the present case and remained elevated one year later despite ade-
quate thyroid function control. Therefore, this differs from the previous report (Figure 1B).

A high TRAb (>12 IU/L) at diagnosis and/or a positive TRAb (>1.5 IU/L) at discontin-
uation of treatment has been associated with a high likelihood of relapse. In particular, it has
been reported that many recurrences occur within 2 years, and therefore special attention
should be paid during this period [22]. Huang et al. also reported a decrease in TRAb in
the appropriately treated group compared to the inappropriately treated group [23]. Thus,
although the initial therapeutic effect was very favorable in this case, interruption of treat-
ment needs to be completed with caution. In addition, the trend of TRAb measurements
may be informative in the course of Graves’ disease after vaccination.

The main cause of Graves’ disease following COVID-19 vaccination is related to
autoimmunity including TRAb [5–14]. ASIA has previously been reported to cause autoim-
mune diseases after papillomavirus, influenza, and hepatitis B virus vaccination (Figure 2A).
While adjuvants are vaccine components to activate the immune system, they may cause
ASIA. Aluminum salt is a common adjuvant frequently used in vaccines, such as for papil-
lomavirus, hepatitis B virus, and pneumococcal conjugate vaccines [5,6,13–15]. The mRNA
vaccination contains adjuvants such as lipid nanoparticles (LNPs), which produce inflam-
matory cytokines including interleukin (IL)-1β and IL-6, and can trigger ASIA [16,17]. LNPs
release excess IL-1β(22×) and IL-6 (≥12) while producing more antibodies than AddaVax
(an MF59-like adjuvant) [16]. Additionally, thyroid tissues have angiotensin-converting
enzyme 2 (ACE2) expression [5]. Spike protein produced by the COVID-19 mRNA vaccine
binds to ACE2 and induces ACE2 downregulation, which causes a release of IL-1β and
IL-6 [24]. The spike protein itself also induces IL-1β and IL-6 [25]. IL-1β and IL-6 may
induce autoimmune disease due to the activation of T helper 17 cells and suppression of
regulatory T cells [10,26]. There have also been reports on genetic susceptibility to ASIA
syndrome, including carriers of the HLA DRB1 haplotype [15].

Another cause of autoimmunity is explained by the cross-reactivity theory (Figure 2B).
There is amino acid sequence homology (molecular mimicry) between TPO and the SARS-
COV2 spike protein [9,10]. Therefore, cross-reactivity between the thyroid tissue and
spike protein produced by the mRNA vaccine may produce antibodies against the thyroid
antigen. Additionally, a gradual increase in the mean TRAb in response to frequent mRNA
vaccination in Japanese healthcare workers has been reported [14]. This may be the result
of cross-reactivity with thyroid tissue caused by the high production of spike protein due
to frequent vaccination. Although TPO was not measured in the present case, it may be
more effective to measure TPO in addition to TRAb in post-vaccine Graves’ disease.

Moreover, a relationship between age-associated B cells (ABCs) and autoimmunity
after mRNA vaccination has recently been suggested [27]. ABCs expand continuously with
age and induce IL-4/IL-10 secretion and Th17 induction, which are associated with autoim-
mune diseases. Toll-like receptor (TLR)-7 and TLR-9 increase ABCs activity [28]. TLR-7/8
and TLR-9 are stimulated by mRNA and DNA vaccines [27]. Hence, vaccine-activated
ABCs may be involved in autoimmunity [6,27,28]. Reportedly, frequent mRNA vaccina-
tion increases IgG4, and IL-4/IL-10 are involved in the class switch to IgG4 [29]. IgG4
is involved in autoimmunity, inflammation, and fibrosis [30]. IgG4-related autoimmune
pancreatitis [31], IgG4-related lung disease [32], and relapse of IgG4-related nephritis [33]
have been reported after mRNA vaccination. In addition, unlike IgG1 and IgG3, IgG4 has a
low effector function and little antiviral activity [29].
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Vaccine-related autoimmune diseases other than Graves’ disease have been reported,
including Guillain–Barré syndrome, neuromyelitis optica, vaccine-induced thrombotic
thrombocytopenia, autoimmune liver disease, immune thrombocytopenic purpura, IgA
nephropathy, IgG4 nephritis, systemic lupus erythematosus, autoimmune polyarthritis,
rheumatoid arthritis, type 1 diabetes mellitus, and vasculitis [4,6,10].

Risk factors for Grave’s disease include genetic predisposition and interactions be-
tween endogenous (estrogens, X-inactivation, and microchimerism) and environmental
(smoking, iodine excess, selenium, vitamin D deficiency, and occupational exposure to
Agent Orange) factors [34]. Genetic predisposition of human leukocyte antigen (HLA)
B* 35, HLA C* 04, and HLA-A* 11 has been implicated in SARS-CoV-2 vaccine-induced
subacute thyroiditis [13]. Even in patients with a history of Graves’ disease, recurrence
of Graves’ disease following COVID-19 vaccination has been reported. Special caution is
required in patients with a history of Graves’ disease [7,13]. The patient had no family his-
tory or history of autoimmune disease, including thyroid disease and no other endogenous
or environmental factors or infections. Symptoms of palpitations, weight loss, and hand
tremors were presented after the second vaccination. Considering the lack of risk factors
and the appearance of the symptoms after vaccination, the association between worsening
hyperthyroidism and vaccination was highly suggested.

Graves’ disease is a rare adverse reaction compared with ACS and myocarditis [2,7];
therefore, it may be underdiagnosed. This case was also referred to our hospital on
suspicion of myocarditis because of chest discomfort after the COVID-19 vaccination. In
addition, thyroid crisis can also cause takotsubo cardiomyopathy and fatal arrhythmias,
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which may further complicate differentiation from vaccine-related cardiovascular disease.
The onset post-vaccination symptoms of Graves’ disease was 2–20 days [5]. In contrast,
post-vaccination ACS and myocarditis cases developed symptoms, and the medians were 1
and 3 days, respectively [3]. Differential diagnoses of post-vaccination chest discomfort
have been reported [4]. Hyperthyroidism should be considered when a patient presents
sinus tachycardia, no ST change on an ECG, and normal troponin levels after mRNA
COVID-19 vaccination. Older patients with hyperthyroidism following vaccination can
be presented with atrial fibrillation, heart failure, and Graves’ orbitopathy, which require
special care [13]. Even if the response to the treatment of post-vaccine Graves’ disease is
good, it is important to monitor the progress of TRAb.

4. Conclusions

We present a male patient with Graves’ disease with the presence of TRAb even one
year after mRNA vaccination. In the case of chest discomfort following the COVID-19
vaccination, we recommend assessing FT4 and TSH in addition to troponin in consideration
of the possibility of thyroid disease. In general, Graves’ disease is more common in women
and those with a history of autoimmune disease. However, post-vaccine Graves’ disease
has been reported in males without a history of autoimmune disease (such as in the present
case) and requires caution. Long-term data on post-vaccine Graves’ disease are unknown
and require careful follow-up.
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mRNA messenger RNA
COVID-19 coronavirus disease 2019
ACS acute coronary syndrome
SARS-CoV-2 severe acute respiratory syndrome coronavirus 2
ASIA autoimmune/inflammatory syndrome induced by adjuvants
TSH thyroid-stimulating hormone
TRAb TSH receptor antibody
LNPs lipid nanoparticles
FT3 free triiodothyronine
FT4 free thyroxine
ECG Electrocardiogram
HR heart rate
IL Interleukin
MMI Thiamazole
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TSBAb TSH-stimulation blocking antibody
TSAb thyroid stimulating antibody
TPO thyroid peroxidase
ABCs age-associated B cells
TLR toll-like receptor
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13. Şendur, S.N.; Oğuz, S.H.; Ünlütürk, U. COVID-19 vaccination and thyroiditis. Best Pract. Res. Clin. Endocrinol. Metab. 2023.
[CrossRef] [PubMed]

14. Morita, S.; Takagi, T.; Inaba, H.; Furukawa, Y.; Kishimoto, S.; Uraki, S.; Shimo, N.; Takeshima, K.; Uraki, S.; Doi, K.; et al. Effect of
SARS-CoV-2 BNT162b2 mRNA vaccine on thyroid autoimmunity: A twelve-month follow-up study. Front. Endocrinol. 2023,
14, 1058007. [CrossRef] [PubMed]

15. Soriano, A.; Nesher, G.; Shoenfeld, Y. Predicting post-vaccination autoimmunity: Who might be at risk? Pharmacol. Res. 2015, 92,
18–22. [CrossRef] [PubMed]

16. Alameh, M.G.; Tombácz, I.; Bettini, E.; Lederer, K.; Sittplangkoon, C.; Wilmore, J.R.; Gaudette, B.T.; Soliman, O.Y.; Pine, M.;
Hicks, P.; et al. Lipid nanoparticles enhance the efficacy of mRNA and protein subunit vaccines by inducing robust T follicular
helper cell and humoral responses. Immunity 2021, 54, 2877–2892.e7. [CrossRef]

17. Ndeupen, S.; Qin, Z.; Jacobsen, S.; Bouteau, A.; Estanbouli, H.; Igyártó, B.Z. The mRNA-LNP platform’s lipid nanoparticle
component used in preclinical vaccine studies is highly inflammatory. iScience 2021, 24, 103479. [CrossRef]

18. Guidelines | Japan Thyroid Association. Available online: https://www.japanthyroid.jp/en/guidelines (accessed on 24
April 2023).

19. Kamijo, K. Study on cutoff value setting for differential diagnosis between Graves’ disease and painless thyroiditis using the
TRAb (Elecsys TRAb) measurement via the fully automated electrochemiluminescence immunoassay system. Endocr. J. 2010, 57,
895–902. [CrossRef]

20. Takasu, N.; Matsushita, M. Changes of TSH-Stimulation Blocking Antibody (TSBAb) and Thyroid Stimulating Antibody
(TSAb) Over 10 Years in 34 TSBAb-Positive Patients with Hypothyroidism and in 98 TSAb-Positive Graves’ Patients with
Hyperthyroidism: Reevaluation of TSBAb and TSAb in TSH-Receptor-Antibody (TRAb)-Positive Patients. J. Thyroid. Res. 2012,
2012, 182176. [CrossRef]

https://covid19.who.int/
https://doi.org/10.1016/S1473-3099(22)00054-8
https://www.ncbi.nlm.nih.gov/pubmed/35271805
https://doi.org/10.1093/qjmed/hcab252
https://www.ncbi.nlm.nih.gov/pubmed/34586408
https://doi.org/10.3390/vaccines10060866
https://www.ncbi.nlm.nih.gov/pubmed/35746474
https://doi.org/10.1007/s40618-021-01707-0
https://www.ncbi.nlm.nih.gov/pubmed/34792795
https://doi.org/10.1016/j.autrev.2023.103287
https://doi.org/10.3389/fpubh.2021.778964
https://doi.org/10.3390/vaccines9101108
https://doi.org/10.3389/fimmu.2020.617089
https://doi.org/10.1111/imm.13443
https://doi.org/10.1111/cen.14860
https://doi.org/10.1210/clinem/dgac550
https://www.ncbi.nlm.nih.gov/pubmed/36130234
https://doi.org/10.1016/j.beem.2023.101759
https://www.ncbi.nlm.nih.gov/pubmed/36933997
https://doi.org/10.3389/fendo.2023.1058007
https://www.ncbi.nlm.nih.gov/pubmed/36777341
https://doi.org/10.1016/j.phrs.2014.08.002
https://www.ncbi.nlm.nih.gov/pubmed/25277820
https://doi.org/10.1016/j.immuni.2021.11.001
https://doi.org/10.1016/j.isci.2021.103479
https://www.japanthyroid.jp/en/guidelines
https://doi.org/10.1507/endocrj.K10E-199
https://doi.org/10.1155/2012/182176


Vaccines 2023, 11, 934 8 of 8

21. Takasu, N.; Noh, J.Y. Hashimoto’s thyroiditis: TGAb, TPOAb, TRAb and recovery from hypothyroidism. Expert Rev. Clin.
Immunol. 2008, 4, 221–237. [CrossRef]

22. Tun, N.N.Z.; Beckett, G.; Zammitt, N.N.; Strachan, M.W.J.; Seckl, J.R.; Gibb, F.W. Thyrotropin Receptor Antibody Levels at
Diagnosis and After Thionamide Course Predict Graves’ Disease Relapse. Thyroid 2016, 26, 1004–1009. [CrossRef]

23. Huang, Y.; Jin, B.; Huang, Y.; Dong, A. Consistency Between Thyrotropin Receptor Antibody (TRAb) and Thyroid-Stimulating
Antibody (TSAb) Levels in Patients with Graves Disease. Lab. Med. 2022, 53, 412–416. [CrossRef]

24. Ramos, S.G.; Rattis, B.; Ottaviani, G.; Celes, M.R.N.; Dias, E.P. ACE2 Down-Regulation May Act as a Transient Molecular Disease
Causing RAAS Dysregulation and Tissue Damage in the Microcirculatory Environment Among COVID-19 Patients. Am. J. Pathol.
2021, 191, 1154–1164. [CrossRef]

25. Robles, J.P.; Zamora, M.; Adan-Castro, E.; Siqueiros-Marquez, L.; de la Escalera, G.M.; Clapp, C. The spike protein of SARS-CoV-2
induces endothelial inflammation through integrin α5β1 and NF-κB signaling. J. Biol. Chem. 2022, 298, 101695. [CrossRef]

26. Kimura, A.; Kishimoto, T. IL-6: Regulator of Treg/Th17 balance. Eur. J. Immunol. 2010, 40, 1830–1835. [CrossRef]
27. Sachinidis, A.; Garyfallos, A. COVID-19 vaccination can occasionally trigger autoimmune phenomena, probably via inducing

age-associated B cells. Int. J. Rheum. Dis. 2021, 25, 83–85. [CrossRef]
28. Hao, Y.; O’Neill, P.; Naradikian, M.S.; Scholz, J.L.; Cancro, M.P. A B-cell subset uniquely responsive to innate stimuli accumulates

in aged mice. Blood 2011, 118, 1294–1304. [CrossRef]
29. Irrgang, P.; Gerling, J.; Kocher, K.; Lapuente, D.; Steininger, P.; Habenicht, K.; Wytopil, M.; Beileke, S.; Schäfer, S.; Zhong, J.; et al.

Class switch toward noninflammatory, spike-specific IgG4 antibodies after repeated SARS-CoV-2 mRNA vaccination. Sci.
Immunol. 2023, 8, eade2798. [CrossRef] [PubMed]

30. Sasaki, T.; Yajima, T.; Shimaoka, T.; Ogawa, S.; Saito, T.; Yamaoka, K.; Takeuchi, T.; Kubo, M. Synergistic effect of IgG4 antibody
and CTLs causes tissue inflammation in IgG4-related disease. Int. Immunol. 2019, 32, 163–174. [CrossRef]

31. Patel, A.H.; Amin, R.; Lalos, A.T. Acute Liver Injury and IgG4-related Autoimmune Pancreatitis following mRNA based
COVID-19 vaccination. Hepatol. Forum 2022, 3, 97–99. [CrossRef] [PubMed]

32. Tasnim, S.; Al-Jobory, O.; Hallak, A.; Bharadwaj, T.; Patel, M. IgG4 related pleural disease: Recurrent pleural effusion after
COVID-19 vaccination. Respirol. Case Rep. 2022, 10, e01026. [CrossRef] [PubMed]

33. Masset, C.; Kervella, D.; Kandel-Aznar, C.; Fantou, A.; Blancho, G.; Hamidou, M. Relapse of IgG4-related nephritis following
mRNA COVID-19 vaccine. Kidney Int. 2021, 100, 465–466. [CrossRef]

34. Antonelli, A.; Ferrari, S.M.; Ragusa, F.; Elia, G.; Paparo, S.R.; Ruffilli, I.; Patrizio, A.; Giusti, C.; Gonnella, D.; Cristaudo, A.; et al.
Graves’ disease: Epidemiology, genetic and environmental risk factors and viruses. Best Pract. Res. Clin. Endocrinol. Metab. 2020,
34, 101387. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1586/1744666X.4.2.221
https://doi.org/10.1089/thy.2016.0017
https://doi.org/10.1093/labmed/lmac008
https://doi.org/10.1016/j.ajpath.2021.04.010
https://doi.org/10.1016/j.jbc.2022.101695
https://doi.org/10.1002/eji.201040391
https://doi.org/10.1111/1756-185X.14238
https://doi.org/10.1182/blood-2011-01-330530
https://doi.org/10.1126/sciimmunol.ade2798
https://www.ncbi.nlm.nih.gov/pubmed/36548397
https://doi.org/10.1093/intimm/dxz073
https://doi.org/10.14744/hf.2022.2022.0019
https://www.ncbi.nlm.nih.gov/pubmed/36177105
https://doi.org/10.1002/rcr2.1026
https://www.ncbi.nlm.nih.gov/pubmed/36187460
https://doi.org/10.1016/j.kint.2021.06.002
https://doi.org/10.1016/j.beem.2020.101387

	Introduction 
	Case Presentation 
	Discussion 
	Conclusions 
	References

