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Colette case study: hormones and cardiovascular cascade

The Unbroken Thread: Trauma, Hormones and Cardiovascular Cascade

A Longitudinal Case Study in Developmental Trauma and Psychoneuroendocrine
Health

Case Study Module for Australian Trauma Counselling Framework
Aligning with Australian Qualifications Framework (AQF)

Executive Summary

This case study examines the 44-year trajectory of complex developmental trauma and
its profound psychoneuroendocrine and cardiovascular consequences in an Australian
woman, "Colette" (pseudonym). It demonstrates critical gaps in current trauma-
informed care, particularly the failure to connect early-life threat experiences with
lifelong dysregulation of the hypothalamic-pituitary-adrenal-gonadal (HPAG) axis and
subsequent multi-system health deterioration.

Learning Objectives:

e Identify the physiological mechanisms linking childhood trauma to hormonal
dysregulation

e Recognise how chronic stress states accelerate cardiovascular disease in
women

¢ Understand the intergenerational transmission of trauma and hypervigilance
e Apply trauma-informed frameworks that integrate endocrinology and cardiology

e Develop holistic treatment approaches addressing mind-body-hormone
connections

Part One: The Architecture of Early Trauma (Ages 5-17)

The Crocodile Incident: A Sentinel Event



At age five, Colette experienced a life-threatening encounter on a Far North Queensland
beach. While supervising her two younger brothers, she identified a crocodile observing
them from a rock above a freshwater stream. After evacuating the children and dogs,
her father's response was to test whether the crocodile would attack their dogs using
the children's pets as bait to determine if the beach was "safe."

When the crocodile disappeared from view moments later, Colette's panic response
was met with parental silence. The incident was never discussed. Never processed.
Never validated.

Neurobiological Impact:

This event represents a textbook example of betrayal trauma—where the person
responsible for protection (father) instead increases threat. The neurobiology of a five-
year-old experiencing this includes:

1. Amygdala Hyperactivation: The threat detection system becomes permanently
sensitised

2. Prefrontal Cortex Underdevelopment: Rational threat assessment cannot
override fear responses at this developmental stage

3. Hippocampal Stress Encoding: The memory is encoded with intense emotional
valence but without narrative closure

4. HPA Axis Dysregulation Initiation: Cortisol flooding begins reshaping stress
response systems

The parental silence taught Colette that:
e Herthreat perception cannot be trusted
e Survival depends on hervigilance alone
e Adults will not protect her
e She must protect her siblings
Parentification and Economic Exploitation (Ages 5-17)

Colette's role as primary caregiver to her brothers represented chronic
parentification—a form of developmental trauma where children assume adult
responsibilities, sacrificing their own developmental needs.

Added layers included:

o Geographic instability: Repeated relocations between Sydney and Cairns
disrupted attachment, education, and social development



¢ Financial exploitation: At 14, Colette was required to work and surrender all
earnings to her parents

o Educational truncation: Prevented from completing Year 12, limiting future
opportunities

e Abandonment: At 17, her parents relocated to Brisbane for her youngest
brother's sports career, leaving Colette and her middle brother alone

Hormonal Consequences in Adolescence:

During the critical window of puberty (ages 11-17), when hormonal systems should be
establishing healthy rhythms, Colette experienced:

e Chronic cortisol elevation: Persistent stress during adolescence disrupts the
developing reproductive axis

e Disrupted GnRH pulsatility: Stress hormones interfere with gonadotropin-
releasing hormone, affecting menstrual cycle establishment

e Premature adrenal aging: Chronic stress accelerates DHEA decline and cortisol
dysregulation

¢ Inflammatory priming: Childhood adversity increases pro-inflammatory
cytokines (IL-6, TNF-a) that persist into adulthood

Critical Gap in Current Practice:

Emerging evidence shows that trauma experienced during puberty can have lasting
effects on reproductive hormone regulation. Integrating awareness of these hormonal
impacts into trauma counselling presents an important opportunity to enhance support
for adolescents and adults. Exploring this connection can deepen understanding and
strengthen holistic approaches within counselling practice.

Trauma experienced during critical developmental periods, such as puberty, can lead to
long-term changes in how the body regulates reproductive hormones. These hormones
include key players like luteinizing hormone (LH), follicle-stimulating hormone (FSH),
estrogen, and testosterone, which together coordinate sexual development and fertility.

When a young child, such as a 5-year-old, takes on a parent-protector role for younger
siblings amid trauma, this experience can significantly impact physiological and
developmental processes. Early childhood is a sensitive period when the body's trauma
response system primarily the hypothalamic-pituitary-adrenal (HPA) axis, is highly
reactive. Chronic or intense trauma activates this system, leading to elevated cortisol
levels.



Consistent high cortisol release can interfere with the development and function of the
hypothalamic-pituitary-gonadal (HPG) axis, which regulates reproductive hormones
such as LH, FSH, estrogen, and testosterone. Disruption of this axis during puberty can
lead to lasting changes in reproductive hormone regulation, potentially impacting
sexual development, fertility, and overall endocrine health.

The child’s early assumption of a protective role may contribute to heightened vigilance
and trauma, maintaining activation of the HPA axis beyond typical levels for their age.
This ongoing trauma exposure can alter neuroendocrine pathways, influencing the
timing of puberty and hormone balance later in adolescence and adulthood.
Understanding these biological mechanisms emphasises the importance of trauma-
informed approaches that recognise early life trauma and its downstream hormonal
effects, supporting holistic care in trauma counselling.

This understanding builds on the important work trauma counsellors already do and
offers an additional layer of insight by connecting early life trauma to hormonal and
endocrine health. Integrating awareness of these biological impacts alongside
psychosocial support can further enhance the effectiveness of care for adolescents and
adults affected by early trauma, promoting more comprehensive healing and well-
being.

Part Two: The Congenital Vulnerability Factor
Ventricular Septal Defects and Agent Orange Exposure

Colette was born with two holes in her heart (ventricular septal defects), requiring
surgery at age two. Her father was a Vietnam War veteran, suggesting possible Agent
Orange exposure a known teratogen linked to congenital heart defects, particularly in
daughters of exposed veterans.

The Trauma-Cardiology Connection:

This congenital vulnerability created a physiological reality: Colette's heart was
structurally compromised from birth. When overlaid with chronic stress activation, the
consequences are multiplicative:

1. Increased cardiac workload: Even with successful surgical repair, her heart
operated with reduced efficiency

2. Heightened sensitivity to catecholamines: Stress hormones (adrenaline,
noradrenaline) place greater strain on compromised cardiac tissue

3. Vascular reactivity: Chronic cortisol exposure damages endothelial function,
accelerating atherosclerosis



4. Inflammatory amplification: Trauma-induced inflammation compounds
cardiac stress

The Clinical Oversight:

At no pointin Colette's medical history was her congenital heart condition considered
in relation to her trauma exposure. Cardiologists treated her heart; psychologists
addressed her trauma. The integration never occurred.

This represents a fundamental failure of holistic care. Awoman with structural heart
vulnerability experiencing decades of unresolved trauma is at exponentially higher risk
for cardiac events, yet no preventative cardioprotective strategy was implemented.

Part Three: Reproductive Trauma and Endocrine Disruption (Ages 18-35)
The Cascade of Reproductive Pathology
Between the ages 18-35, Colette experienced:

1. Endometriosis: Chronic, painful condition linked to immune dysregulation and
inflammation

2. Miscarriage (female fetus): Pregnancy loss itself is a traumatic eventand a
marker of reproductive stress

3. Blood clotin arm: Deep vein thrombosis, possibly related to oral contraceptive
use or hypercoagulability

4. Surgical interventions: Multiple procedures for hernias and endometriosis
The Psychoneuroendocrine Framework:
Each of these conditions connects to her trauma history through specific mechanisms:
Endometriosis and Stress:

e Chronic stress elevates cortisol, which suppresses immune function

e Impaired natural killer cell activity allows endometrial tissue to implant outside
the uterus

e Inflammatory cytokines promote endometrial lesion growth
e Pain from endometriosis creates additional stress, perpetuating the cycle
Miscarriage and HPA Axis Dysfunction:

e Elevated cortisol during early pregnancy interferes with progesterone production



e Progesterone is essential for maintaining uterine lining and pregnancy
e Chronic stress reduces uterine blood flow

e The loss of afemale fetus may have unconsciously echoed her own abandoned
"little girl self"

Thromboembolic Events:
e Chronic stress increases blood viscosity and clotting factors
e Combined oral contraceptives further elevate clotting risk

e Thisrepresents a critical prescribing oversight women with trauma histories and
cardiovascular vulnerability should be carefully assessed before prescribing
oestrogen-containing contraceptives

Clinical Question:

Was Colette ever asked about her trauma history before being prescribed the
contraceptive pill? Were the interactions between her congenital heart condition, stress
physiology, and synthetic hormones ever considered?

The answer is no. This represents a systemic gap in women's healthcare.

Part Four: The Reproduction of Trauma (Ages 25-40)
Hypervigilant Motherhood

Colette had two sons and, as predicted by attachment theory, reproduced the
hypervigilance she learned in childhood but inverted it. Rather than being under-
protected as she was, her sons were over-protected.

Manifestations:
e Constant hovering and supervision
e Intensive involvement in their basketball careers

e Solo travel to sporting events when her husband couldn't attend (replicating her
parentified role)

e Severe OCD around food safety (cutting brown spots off meat, discarding food
she perceives as contaminated)

e Germaphobic behaviours
¢ Insistence on dangerously hot water temperatures for cleaning

The Intergenerational Transmission:



What we witness here is not simply "anxiety" or "OCD", it is the embodiment of
unresolved threat. Colette's nervous system never received the message that the

crocodile has left. She remains perpetually scanning for danger, and that danger has
now attached itself to:

e Microorganisms (germs)
e Food contamination of all foods, including the thought of (spoiled meat)
e Any perceived threat to her sons

Hormonal Amplification:

During the childbearing and childrearing years (ages 25-40), women experience
dramatic hormonal fluctuations:

Pregnancy surges of oestrogen and progesterone

Postpartum drops (associated with increased anxiety and depression)

Gradual decline toward perimenopause

Ongoing oral contraceptive use

In Colette's case, synthetic hormones (a low-dose pill) were added to an already
dysregulated system. Oral contraceptives:

e Suppress natural hormone production

Alter cortisol-binding globulin, affecting stress hormone availability

Can exacerbate anxiety and mood symptoms in trauma survivors
e Increase cardiovascular risk, particularly in women with existing heart conditions
The Counsellor's Diagnosis:

Colette's counsellor identified that she is "angry" and is working on coping strategies.
While anger work is valuable, this framing misses the deeper truth:

Colette is not primarily angry. She is terrified.

Her anger is the protective shell around unprocessed terror. Her OCD is notirrational—
her nervous system attempts to create control in a world where, at age five, she learned
that adults will not keep her safe.

Part Five: The Cardiovascular Collapse (Ages 47-49)

The Perfect Storm



At age 47, Colette experienced three heart attacks in a single day. The proximate
cause was iatrogenic—a medical error during a cardiac catheterisation at Cairns Base
Hospital, where the catheter was inserted into the wrong leg. Due to her childhood
heart surgery, an artery had been tied off, and the procedure caused acute
complications.

But the deeper question is: Why did a 47-year-old woman need cardiac catheterisation
at all?

The Cascade of Cardiac Events:
1. Age 47: Three myocardial infarctions in one day
2. Age 48: Cerebrovascular accident (stroke) affecting speech and cognition

3. Ongoing: Fatigue, reduced cognitive capacity, difficulty managing multiple
conversations

The Trauma-Cardiology Paradigm:

For 42 years, from age 5to 47, Colette's cardiovascular system operated in a state of
chronic threat response:

e Chronic sympathetic activation: Her nervous system remained in "fight or
flight," elevating heart rate and blood pressure

e Cortisol damage to blood vessels: Decades of elevated cortisol eroded arterial
integrity

¢ Inflammatory atherosclerosis: Trauma-induced inflammation accelerated
plague formation

e Hormonal transition stress: Perimenopause (typically beginning mid-40s)
represents a massive hormonal shift that compounds cardiovascular risk

The Oestrogen Withdrawal Factor:

Women's cardiovascular risk increases dramatically after menopause due to loss of
oestrogen's cardioprotective effects:

¢ Oestrogen maintains endothelial function
e Oestrogenreduces LDL cholesterol and increases HDL
e Oestrogen has anti-inflammatory properties

For Colette, who had been on synthetic hormones (pill) for years, the transition would
have been particularly abrupt when she stopped or transitioned off contraceptives. Her
body went from:



e Suppressed natural hormones + synthetic hormones
¢ To minimal oestrogen production (perimenopause)

¢ With an already compromised cardiovascular system
e And unremitting stress physiology

This was not a coincidence. This was predictable.

Part Six: Additional Endocrine Pathology
Thyroid Cancer

Colette developed thyroid cancer, requiring treatment. The thyroid-trauma connection
is increasingly recognised:

e Chronic stress disrupts thyroid function: Cortisol inhibits TSH (thyroid-
stimulating hormone) and conversion of T4 to active T3

¢ Inflammation and autoimmunity: Trauma survivors show higher rates of
autoimmune thyroid disease

e Cellular proliferation: Chronic inflammation creates an environment conducive
to cellular mutation and cancer development

Critical Oversight:

Was Colette's thyroid function monitored throughout her adult life, given her trauma
history? Were her persistent fatigue, mood symptoms, and hypervigilance ever
attributed to thyroid dysfunction before cancer developed?

Retro-Orbital Swelling

Colette developed swelling behind her eye, which was dismissed by her doctor. Shortly
afterwards, she had her stroke.

Potential Connections:

e Retro-orbital swelling can indicate vascular abnormalities, autoimmune
conditions, orincreased intracranial pressure

¢ Inthe context of herimpending stroke, this may have been a warning sign of
vascular instability

e The dismissal represents another failure of integrated care—symptoms should
have been assessed in the context of her cardiac history



Part Seven: Perimenopause and The Second Abandonment

Ages 46-49: The Convergence

In the three years before and after her heart attacks, Colette experienced:

1.

Parental return and re-abandonment: Her parents moved back to Cairns, then
moved to Melbourne to be near her youngest brother (the favoured child), again
leaving her

Parental caregiving demands: Her mother expects Colette to care for her
father, who has advanced Alzheimer's disease (level 6-7)

Perimenopause: Hormonal chaos as oestrogen and progesterone decline
erratically

The Betrayal Trauma Repetition:

At age 49, Colette finds herself in an exact emotional replica of age 5 and age 17:

Her parents prioritise her brother over her

She is expected to be the caregiver (now for aging parents, as she once was for
siblings)

Her needs are invisible

She is abandoned while being simultaneously demanded to serve

Perimenopausal Neurobiology in Trauma Survivors:

Perimenopause is neurologically destabilising for all women. For trauma survivors, itis
particularly brutal:

Oestrogen decline affects serotonin: Oestrogen supports serotonin
production; its loss increases anxiety and depression

Progesterone loss removes calming effect: Progesterone is anxiolytic; without
it, the nervous system becomes more reactive

Cortisol sensitivity increases: As sex hormones decline, cortisol's effects
become more pronounced

Sleep disruption: Night sweats and insomnia prevent nervous system recovery

Coghnitive changes: "Brain fog" and memory difficulties compound trauma-
related dissociation

For Colette, this hormonal transition occurred simultaneously with:

Massive cardiac events



e Stroke and recovery

e Renewed parental abandonment and demands

e Hersons transitioning to adulthood (loss of her protective role)
The System Overload:

Imagine a computer running at 90% capacity for 44 years, then asking it to process three
times the normal load while simultaneously removing half its RAM. This is what
happened to Colette's psychoneurobiological system.

Part Eight: The Current Clinical Picture (Age 49)
Symptom Constellation
Physical:
o Post-stroke fatigue and cognitive limitations
e Difficulty managing multiple simultaneous conversations
e Ongoing cardiovascular vulnerability
e Post-thyroidectomy hormone management
e Surgical history affecting vascular access
Psychological:
e Severe OCD focused on contamination (germaphobia, food safety)
e Hypervigilance (constantly scanning for threat)
e Anger (as identified by the counsellor)
e Underneath: unprocessed terror, grief, and betrayal
Relational:
e Overprotective of adult sons (ages 21 and 18)
e Financially strained by food waste due to OCD
e Strained relationship with parents
e |solated from extended family
Socioeconomic:
e Financial stress from food waste and medical expenses

e Sons'success provides some stability, but she can no longer work



e Dependent on others forincome support
The Counsellor's Current Approach

Colette's trauma counsellor has identified anger and is teaching coping strategies. This
is valuable but insufficient. The current therapeutic approach appears to:

v Acknowledge trauma history
v Work on emotional regulation
v Develop coping skills

X Integrate hormonal factors

X Connect trauma to cardiovascular disease

X Address the ongoing physiological dysregulation

X Provide psychoeducation about the mind-body-hormone connection

X Coordinate with endocrinology and cardiology
The Gap:

Colette has been taught that her problems are psychological and that she needs to
"cope better." But her problems are psychoneuroendocrine they live in the interaction
between her mind, her nervous system, her hormones, and her heart.

Telling a woman whose body has been in survival mode for 44 years to "cope better" is
like telling someone with a broken leg to "walk better." The structure itself needs repair.

Part Nine: The Psychoneuroendocrine Framework for Treatment
Integrative Assessment Model
Essential Evaluations:
1. Comprehensive Hormone Panel
o Cortisol (morning and evening salivary, or 24-hour urine)
o DHEA-S (adrenal function)
o Thyroid function (TSH, Free T3, Free T4, antibodies)
o Sexhormones (oestradiol, progesterone, testosterone)
o Inflammatory markers (CRP, IL-6)
2. Cardiovascular Risk Assessment
o Lipid panel

o Homocysteine



o Lipoprotein(a)
o Endothelial function tests
o Ongoing cardiology monitoring
3. Trauma-Specific Measures
o Adverse Childhood Experiences (ACE) score
o Trauma Symptom Inventory
o Dissociative Experiences Scale
o HPA axis function assessment
4. Nervous System Regulation Assessment
o Heartrate variability (HRV) testing
o Polyvagal assessment
o Window of tolerance mapping
Treatment Approach: The Five Pillars
Pillar 1: Nervous System Regulation
Before addressing thoughts or emotions, the nervous system itself must be regulated:
e Somatic therapies: Sensorimotor Psychotherapy, Somatic Experiencing
o Vagal toning: Breathing exercises, humming, cold exposure
¢ Neurofeedback: Direct training of brainwave patterns
e EMDR: Reprocessing traumatic memories while maintaining dual attention

Rationale: Colette's nervous system learned at age 5 that the world is deadly and

adults won't protect her. This isn't a thought to be challenged it's a physiological state to
be unwound.

Pillar 2: Hormonal Support
Working with an integrative endocrinologist or hormone-informed GP:

+ Bioidentical hormone therapy (if appropriate post-stroke): Oestrogen and
progesterone support can reduce cardiovascular risk and improve mood in
perimenopausalwomen

e Thyroid optimisation: Ensuring adequate T3 levels for energy and mood



Adrenal support: Adaptogenic herbs, stress management, circadian rhythm
restoration

Nutritional supplementation: Omega-3s (anti-inflammatory), magnesium
(calming), B-complex (stress support) Colette has always had a healthy eating
plan and is not overweight. Includes light exercise most days.

Rationale: Her endocrine system has been dysregulated for decades. Psychological

interventions alone cannot restore hormonal balance.

Pillar 3: Cardiac Protection and Rehabilitation

Ongoing collaboration with cardiology:

Cardiac rehabilitation program: Supervised exercise, stress management

Anti-inflammatory diet: Mediterranean-style eating to reduce vascular
inflammation

Stress cardiology: Monitoring how stress affects her cardiac function

Medication optimisation: Ensuring appropriate use of statins, antiplatelets,
blood pressure management

Rationale: Her heart is both structurally vulnerable and traumatically burdened. Both
must be addressed.

Pillar 4: Trauma Processing

Once the nervous system is more regulated:

EMDR or Brainspotting: To process the crocodile incident and subsequent
traumas

Internal Family Systems (IFS): To work with the "protector parts" (OCD,
hypervigilance) and the "exiled parts" (terrified five-year-old)

Narrative therapy: Helping Colette author a story where she sees her resilience,
not just her damage

Betrayal trauma processing: Specific work on parental betrayal and
abandonment

Rationale: The trauma memories are stored somatically and need processing, not just

discussion.

Pillar 5: Relational and Existential Healing

Addressing meaning, purpose, and connection:



Family systems work: Helping her adult sons understand her trauma without
burdening them

Boundary work with parents: Declining inappropriate caregiving demands
Grief work: Mourning the childhood she didn't have, the protection she deserved

Identity reconstruction: Who is Colette when she's not constantly protecting
others?

Rationale: She has spent 44 years in a role (protector) that was thrust upon her. She

needs support to discover who she is beyond that role.

Part Ten: Case Study Analysis Questions

For Trauma Counselling Students and Practitioners

Assessment and Diagnostic Reasoning:

1.

At what point should Colette's childhood trauma have been identified as a
cardiovascular risk factor? Who was responsible for making this connection?

How might Colette's presenting symptoms (OCD, hypervigilance, anger) be
reframed through a psychoneuroendocrine lens? What changes in your
intervention approach?

Identify three critical moments in Colette's medical history where integration
between psychology, endocrinology, and cardiology could have altered her
trajectory.

What is the difference between "coping strategies" for trauma symptoms versus
addressing the underlying physiological dysregulation? When is each
appropriate?

Developmental Trauma:

5. How did parentification affect Colette's identity development? How does this

manifest in her current relationship with her adult sons?

Explain the concept of "betrayal trauma" using the crocodile incident. Why is
parental silence after a traumatic event potentially more damaging than the
eventitself?

How might repeated geographic relocations during childhood affect attachment
security and stress physiology? What are the long-term consequences?

Psychoneuroendocrinology:



8. Map the pathway from childhood trauma > HPA axis dysregulation >
reproductive hormone disruption = cardiovascular disease. Identify intervention
points along this pathway.

9. How does oestrogen withdrawal during perimenopause interact with pre-existing
trauma-induced nervous system dysregulation? Why is this period particularly
high-risk for trauma survivors?

10. Explain why oral contraceptive use might be contraindicated (or require special
monitoring) in women with trauma histories and cardiovascular vulnerability.

Intergenerational Transmission:

11. Identify the intergenerational patterns in this case. How was trauma transmitted
from Colette's parents to Colette, and from Colette to her sons?

12. How can clinicians help trauma survivors parent their children differently without
shaming the survivor or activating their guilt?

Treatment Planning:

13. Design a 12-month integrated treatment plan for Colette that coordinates
trauma counselling, medical care, and lifestyle interventions. Who needs to be
on the treatment team?

14. How would you explain to Colette the connection between her childhood trauma
and her heart attacks in a way that is empowering rather than deterministic?

15. What are the ethical considerations in working with a client whose parents
continue to make inappropriate demands while having a history of
abandonment?

Systems and Advocacy:

16. What systemic changes in healthcare delivery could prevent cases like
Colette's? Consider medical education, interdisciplinary communication, and
screening protocols.

17. How can trauma-informed care be integrated into cardiology, endocrinology, and
primary care settings?

18. What role does medical trauma (iatrogenic injury during catheterisation) play in
compounding pre-existing trauma? How should this be addressed in her ongoing
care?

Part Eleven: Evidence Base and Australian Context



Research Supporting the Trauma-Hormone-Heart Connection
Adverse Childhood Experiences (ACEs) and Cardiovascular Disease:

e Adults with 4+ ACEs have 2-3 times higher risk of ischemic heart disease and
stroke

e Each additional ACE increases cardiovascular risk by approximately 11%

e The relationship persists even when controlling for traditional risk factors
(smoking, obesity, diabetes)

Trauma and HPA Axis Dysregulation:

e Childhood trauma alters cortisol patterns, with some survivors showing
persistently elevated cortisol and others showing blunted responses

e HPA axis dysfunction is associated with increased systemic inflammation
(elevated CRP, IL-6)

e These inflammatory markers directly predict cardiovascular events

Sex Hormones and Cardiovascular Health:
e Oestrogen provides significant cardioprotection through multiple mechanisms
e« Early menopause (before age 45) doubles cardiovascular risk

e Chronic stress can induce earlier menopause and more severe perimenopausal
symptoms

Trauma and Autoimmune/Endocrine Disease:
e ACEs are associated with 80% increased risk of thyroid disease

e Trauma survivors have higher rates of endometriosis, polycystic ovary syndrome,
and other reproductive disorders

e The mechanism appears to be immune dysregulation secondary to chronic
stress

Australian Context
Healthcare System Gaps:

Australia's healthcare system, while strong in many areas, shows notable
fragmentation:

e Maedicare structure: Separate rebates for mental health, GP, specialists
discourage integrated care



e Mental Health Care Plans: Limited to 10-20 sessions with psychologists,
insufficient for complex trauma

e Specialist silos: Cardiologists, endocrinologists, and psychologists rarely
communicate

¢ Rural health disparities: Colette in Far North Queensland had limited access to
specialized trauma-informed care

Cultural Factors:

e Stoicism: Australian cultural emphasis on "toughing it out" may have prevented
Colette from seeking help earlier

 Rural masculinity: In regional Queensland, seeking mental health support
carries particular stigma

e Vietnam veteran legacy: The intergenerational trauma in veteran families has
been under-recognised in Australia

Opportunities for Innovation:
Australia is well-positioned to lead in integrated trauma care:

e Strong primary care infrastructure: GPs could be trained in trauma-informed,
hormone-aware care

¢ Maedicare-funded psychology: Could be expanded to include somatic therapies
and longer-term support for complex trauma

o Digital health: Telehealth services could bridge rural-urban gaps in specialized
trauma care

e Collaborative care models: Multi-disciplinary clinics integrating psychology,
endocrinology, and cardiology

Part Twelve: Conclusion and Call to Action
The Central Thesis

Colette's story is not unusual. It is simply unusually well-documented. Across Australia
and globally, millions of trauma survivors experience similar trajectories:

Childhood adversity > Chronic stress physiology > Hormonal dysregulation >
Cardiovascular disease

Yet our healthcare system treats these as separate, unrelated conditions:

e The cardiologist treats the heart attacks



The endocrinologist treats the thyroid cancer
The gynaecologist treats the endometriosis

The psychologist treats the "anxiety" and "OCD"

No one connects the dots.

What Was Missed

Let us be clear about the failures in Colette's care:

1.

Age 5: No trauma intervention after the crocodile incident and parental betrayal

2. Ages 5-17: No recognition of parentification and developmental trauma

3. Age 14: No protection from labour exploitation

4. Age 17: No support services when abandoned by parents

5. Ages 18-35: No consideration of trauma history when prescribing oral
contraceptives to a woman with congenital heart disease

6. Age 35: No investigation of trauma-endometriosis connection

7. Age 45-47: No preventive cardiology despite multiple risk factors (congenital
heart disease + trauma history + perimenopause + chronic stress)

8. Age 47: No recognition that three heart attacks in a 47-year-old woman suggest
systemic, likely stress-mediated disease

9. Age 48: Retro-orbital swelling dismissed before stroke

10. Age 49: Trauma counselling focused on "coping" without addressing
physiological dysregulation

What Must Change

For Individual Practitioners:

Take trauma histories: Every patient, every time, particularly in cardiology and
endocrinology

Think psychoneuroendocrine: Connect the dots between stress, hormones,
and physical disease

Coordinate care: Pick up the phone and talk to the patient's other providers

Validate and educate: Help patients understand that their physicalillnesses are
not separate from their trauma history

For Healthcare Systems:



¢ Mandate trauma-informed care training: Across all specialties, not just mental
health

e Redesign funding models: Incentivize integrated, coordinated care

e Create multidisciplinary trauma clinics: Where psychology, cardiology,
endocrinology, and primary care collaborate

e Implement routine ACE screening: In primary care, with pathways to integrated
support

For Trauma Counsellors:
e Expand your scope: Learn basic endocrinology and cardiology
 Collaborate actively: Build relationships with medical specialists
« Think somatically: Remember that trauma lives in the body, not just the mind
e Advocate loudly: For your clients to receive integrated medical care
Colette's Legacy

Colette survived a crocodile, neglectful parents, economic exploitation, reproductive
trauma, three heart attacks, a stroke, thyroid cancer, and ongoing abandonment.

She is still here.
Her survival is extraordinary. Her suffering was preventable.

If this case study leads even one clinician to ask a cardiac patient about their
childhood, to prescribe hormones with trauma history in mind, or to connect a client's
physical and emotional struggles—then Colette's story will have served its purpose.

The crocodile is gone. But Colette's nervous system never got the message. Our job, as
trauma-informed practitioners, is to finally deliver that message—not just
psychologically, but physiologically.

The threat is over. You are safe now. Let us help your body believe it.
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This case study is dedicated to all the "Colettes" the women whose bodies tell the
stories their words were never allowed to speak.

Module Assessment Task

Essay Question (2000 words):

Drawing on this case study and current research, critically evaluate the statement:
"Trauma counselling that does not address hormonal and cardiovascular health is
incomplete trauma care." Discuss implications for practice and systemic healthcare
reform in the Australian context.



Confidentiality & Intellectual Property Notice

This case study and its contents are the original work of Hormones & Wellbeing
Australia. All concepts, models, and mapped educational frameworks contained
herein remain the intellectual property of the authors. The material is provided for
confidential review and professional reference only. It may not be reproduced,
distributed, or adapted in any form without prior written consent from Hormones &
Wellbeing Australia or its authorised representatives.

Any misuse, unauthorised disclosure, or reproduction of this material will be
considered a breach of intellectual property rights and may result in formal action.

© Hormones & Wellbeing Australia — All Rights Reserved.



