
 a disease that increases thyroid hormone secreƟon 
 the thyroid is a buƩerfly‐shaped gland located in the anterior neck,  

between the clavicle and Adams apple  
 more common in women (5:1 raƟo) 
 main characterisƟc is an increased basal metabolic rate 
 diagnosed from clinical evaluaƟon and laboratory tests 
 laboratory test, for college aged athletes, include elevated Thyroxine (T4) and  

Triiodothyronine (T3) and depressed TSH when compared to normal values 

Causes: 

 can be caused by autoimmune disorders, acute inflammaƟon, or supplement abuse 
 Graves’ disease, the most common cause4, is an autoimmune disorder that sƟmulates thyroid gland growth 

and hormone synthesis/release.5 Ophthalmopathy is characterisƟc of this specific disease. “Hasitoxicosis” 
iniƟally presents similar to Graves’ disease but is followed by thyroid gland destrucƟon from lymphocytes.7 

 ThyroidiƟs is when acute inflammaƟon causes transient hyperthyroidism. This is followed by a hypothyroid 
phase, and will usually recover to normal funcƟon.7 

 Exogenous hyperthyroidism is when the source of increased thyroid hor‐
mone originates from outside the gland7. These sources include: medica‐
Ɵons (Levothyroxine), thyroid extract (desiccated thyroid from animal 
sources), and mixtures of syntheƟc T3 and T4 (liotrix, thyrolar). Danger‐
ously, acute thyroid hormone abuse may lead to myocardial infarcƟon, 
hyperthyroidism, and seizures in young athletes.9 

Signs and symptoms: 

 unusual faƟgue and decrease in performance/exercise tolerance 
 undesired weight loss 
 elevated resƟng heart rate 
 atrial fibrillaƟons 10   
 presence of a goiter, or enlarged thyroid gland 10 
 Protopsis (i.e. bulging eyes), due to inflammaƟon of extraocular  

muscles and orbital fat and connecƟve Ɵssue 
 Lid Lag is when the eye lid doesn’t move as it should—posiƟve finding is when you see the sclera above the 

iris when they follow your finger down.11 

 increased diaphoresis, urinary frequency and/or hyperdefeca‐
Ɵon 10 

 insomnia, anxiety, tremulousness, emoƟonal lability, rapid 
speech 10  

Treatment: 

 treatments include oral medicaƟons (anƟthyroid agents)  
or removal/ablaƟon of the thyroid gland 

 B‐blockers have been use to treat symptoms (diaphoresis, irritability), however are not recommended for 
athletes because of its effect on exercise endurance11 

 calcium and vitamin D supplementaƟon may be appropriate to counteract the effect on bone Ɵssue 
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Management: 

 currently, there is no evidence to support pre‐parƟcipaƟon or rouƟne thyroid screening9  
 early diagnosis and treatment is essenƟal 
 data presented at the 2008 Annual MeeƟng of the American Thyroid AssociaƟon, paƟents with subclinical 

hyperthyroidism, are at increased risk of all‐cause death 
 uncontrolled hyperthyroidism may sƟmulate arrhythmias, elevated blood pressure, and decreased bone 

health 
 heat illness and rhabdomyolysis become concerns since an increased metabolic rate raises temperature and 

depletes muscle energy stores9  
 Although there are no return to play guidelines for athletes established,9 it seems prudent to remove the 

athlete from parƟcipaƟon unƟl thyroid hormone levels and symptoms normalize. Once the athlete’s hor‐
mone levels and symptoms normalize, a gradual progression of exercise frequency and intensity should 
begin.9 AddiƟonal monitoring should be considered if compeƟƟve levels change (i.e. off‐season to in‐season) 
or if performance reduces.9  Daily tracking may be beneficial to the clinician and athlete to monitor progress. 
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