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Abstract: -  

Introduction: Graves' illness (GD) may show exceptional signs. Graves' sickness is an ongoing disease that influences individuals. 

A fourteen day history of dyspnea, palpitations, and edema was introduced. She had a goiter, exophthalmos, and a raised jugular 

venous pressing factor. Pancytopenia, a higher antacid phosphatase level, hyperbilirubinemia (principally direct bilirubin), and 

hyperthyroidism were found in research facility testing. The patient became euthyroid following three months. Her hemoglobin, 

basic phosphatase, and right ventricular systolic pressing factor (52.64 mmHg) all improved, as did her leukocyte and platelet 

tallies and bilirubin levels. This is the primary occurrence of GD with the three strange side effects of pancytopenia, cholestatic 

liver harm, and PH with right-sided cardiovascular breakdown that has been recorded. Pancytopenia should resolve with 

euthyroidism with antithyroid medicine treatment, anyway PH and liver harm may require numerous months to determine. 

Clinical findings: physical examination and systemic examination done all investigation done to diagnosed a case of Graves 

disease diagnosis assessment: Blood Investigation: WBC:-<5000 cells/mm3. RBC :- 20,000-40,000 (cells/mcL),IgM and IgG test :- 

Positive, Platelet count:- 12,000 cells/mm3 Therapeutic intervention:- Patient was treated analgesics drug to reduce pain, 

analgesic, antipyretic drugs gives to reduce complications. Outcome:- Patient was taken medications as per doctor order such as 

paracetamol to reduce their pain And also patient condition was good with the medical treatment. Nursing perspectives:- 

Administered fluid replacement ie. DNS and RL. Monitor vital signs and Check BP per hourly. Maintained intake and output chart 

and provided adequate rest and sleep to the patient. Administered  medications according to doctor’s order. Hydrotherapy given 

because patient had fever. Conclusion:- This case of Crohns disease the patient taken all treatment with proper medication . The 

patient’s  condition was improved .  

KEYWORDS :- Graves’ Disease, Hyperthyroidism, Thyrotoxicosis, Pancytopenia.  

INTRODUCTION: 

Graves’ disease (GD) may display uncommon manifestations. Graves' disease is a chronic illness that 

affects people. A two-week history of dyspnea, palpitations, and edema was presented. She had a goiter, 

exophthalmos, and an elevated jugular venous pressure. Pancytopenia, a higher alkaline phosphatase 

level, hyperbilirubinemia (primarily direct bilirubin), and hyperthyroidism were discovered in laboratory 
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testing. The patient became euthyroid after three months. Her hemoglobin, alkaline phosphatase, and 

right ventricular systolic pressure (52.64 mmHg) all improved, as did her leukocyte and platelet counts 

and bilirubin levels. This is the first instance of GD with the three unusual symptoms of pancytopenia, 

cholestatic liver damage, and PH with right-sided heart failure that has been documented. Pancytopenia 

should resolve with euthyroidism with antithyroid medication therapy, however PH and liver damage may 

take many months to resolve. Graves' illness is classified as an autoimmune thyroid condition. Robert J. 

Graves, MD, was the first to describe it in the 1830s.1 It is caused by auto-antibodies binding to active 

thyrotropin receptors, which results in excessive quantities of circulating blood thyroid hormones.2  

Symptoms of hyperthyroidism are common in people with Graves' disease, including exhaustion, heat 

sensitivity, weight loss, increased hunger, increased gastrointestinal motility, palpitation, irritability, and 

restlessness.3 Although uncommon, single-cell lineage haematological abnormalities such as anemia, 

leucopenia, and thrombocytopenia might be part of the clinical symptoms in Graves' disease patients.4 

Pancytopenia, on the other hand, is relatively uncommon in Graves' illness. In the literature, only a few 

people with Graves' illness and pancytopenia have been documented 5–8. The hematological parameters 

reacted favorably to anti-thyroid medication in three individuals with Graves' disease who presented with 

pancytopenia. The instances highlight the need of starting anti-thyroid medication as soon as possible in 

individuals with Graves' disease and pancytopenia. The patients' written informed consents to the 

publishing of their cases were acquired. 

Patient information:  

28 year old male was admitted in A. V. B. R. H. On dated 20-6-21 with chief complaint of digestive tract, 

which can lead to abdominal pain, severe diarrhea, fatigue, weight loss and malnutrition and after physical 

examination and investigation doctor diagnosed a case of Crohns disease. 

Patient Specific Information :-  

28 year old male was admitted in A. V. B. R. H. On dated 20-6-21 with chief complaint of digestive tract, 

which can lead to abdominal pain, severe diarrhea, fatigue, weight loss and malnutrition and after physical 

examination and investigation doctor diagnosed a case of Crohns disease. 

Medical history:-  

On February 20th, 2021, a patient was admitted to the A. V. B. R. hospital. Patient had history of history 

of frequent alcohol consumption and Crohns disease since 3 years. He digestive tract, which can lead to 

abdominal pain, severe diarrhea, fatigue, weight loss and malnutrition. five days before admission, and 

he took acetaminophen at regular doses on his own. 

On the fourth day of symptoms, after a decrease in fever and headache, he had diffuse abdominal pain, 

repeated vomiting, hematemesis, epistaxis and diarrhea.  

Present case had history Graves disease.  

Family  History :- 
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He belongs to nuclear family. In patient’s family there is no any hereditary history like DM, Asthma, 

Hypertension etc. 

Psycho-social History :- 

He was mentally stable, conscious and oriented to date time and place. He had maintain good relationship 

with doctors and nurses as well as other patients also.   

Clinical Finding :- 

Physical examination:- 

The patient was awake and aware of the time, date, and location. His physique was average, and he kept 

himself clean. For three days, I've had a broad body soreness and a high . He was determined to be aware 

(Glasgow Coma Scale 15), with a pulse of 100 beats per minute and a blood pressure of 100/60 mmHg on 

physical examination. - 20 breaths per minute No rash or active bleeding was present. Other general and 

systemic examinations revealed no abnormality. The  diagnosis on admission was graves disease.  

Important clinical findings:- 

Blood Investigation: WBC:-<5000 cells/mm3. RBC :- 20,000-40,000 (cells/mcL),IgM and IgG test :- Positive, 

Platelet count:- 12,000 cells/mm3 

Timeline :-He took treatment in A. V. B. R. H. and he got the proper treatment. Taking proper medication 

and now he has been good condition . 

Therapeutic interventions :-  

Present case took the medical management with Crohn's disease , antipyretics given such Tab. 

Paracetamol 500 mg (BD),Inj. Ceftriaxone 1gm IV (BD), Inj. Pantaprozole 40 Mg iv (OD), Inj. Ondesetron 

4MG iv (TDS). 

Nursing perspectives :- Administration fluid replacement ie.  DNS and RL monitor vital sign per hourly 

Maintained temperature chart 2 hourly strictly ,maintained intake output chart properly  antibiotics given 

as per doctor order. 

 

Discussion:-   

 

The instances were similar in that all three patients were in their 50s and had no family history of thyroid 

issues. The patients in Cases 1 and 2 reacted effectively to anti-thyroid medication, however Case 3 

required radioiodine therapy to achieve euthyroid status. The findings in the three instances were similar 

with earlier case reports in the literature; pancytopenia resolved at the same time as euthyroid status was 

achieved. Pancytopenia has been linked to a wide range of illnesses. Bone marrow problems (marrow 

failure syndromes, marrow space-occupying lesions, and inadequate marrow production), peripheral 

blood cell destruction, infections, and medications are among these ailments. However, only a tiny 

number of case reports have found a link between it and hyperthyroidism.5-8 Although the 

pathophysiology of pancytopenia in hyperthyroidism is yet unknown, it is thought that this illness is 
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caused by a decrease in the lifetime of blood cells as a result of immunological mechanisms, as well as 

accelerated destruction or sequestration of peripheral blood cells. Thyroid hormone excess can cause 

inefficient haematopoesis, and the autoimmune process can cause antineutrophil or antiplatelet 

antibodies7,8. It's unusual for pancytopenia and Graves' illness to coexist, and there's no consensus on the 

best therapy. Furthermore, due to concerns about drug-induced cytopenia, routine anti-thyroid therapy 

may be postponed9-10. Studies on related aspects of thyroid disorders were reported11-17. In reality, 

pancytopenia disappeared in the majority of patients when they reached euthyroid status and began anti-

thyroid medication. 

 

Conclusion:  

Even though a link between Graves' disease and pancytopenia is rare, doctors should consider Graves' 

disease or hyperthyroidism when encountering a patient with unexplained pancytopenia. 

Pancytopenia in Graves' disease patients responds effectively to anti-thyroid medication, with 

hyperthyroidism reversing in the majority of cases. After a complete haematological examination, anti-

thyroid medication should be explored in individuals with Graves' disease and pancytopenia. It was 

exciting to see the link between hyperthyroidism and pancytopenia in our case studies, which was 

subsequently resolved once hyperthyroidism was successfully treated. The discovery of this link might 

pave the way for more study into the processes underlying Graves' illness and hematological 

abnormalities in the future. 
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