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Abstract
Background: Public health systems in the United States are 
confronting escalating and interrelated challenges—including chronic 
disease, addiction, interpersonal violence, social fragmentation, 
political polarization, and declining trust in institutions—that 
increasingly strain existing governance and organizational models. 
These challenges are commonly addressed as discrete problems, 
reflecting mechanistic and reductionist approaches that fail to 
account for the cumulative effects of stress and adversity across the 
lifespan and across social systems.
Problem Framing: More than twenty-five years of research on 
Adverse Childhood Experiences (ACEs) demonstrates that early 
adversity is a major determinant of population morbidity, mortality, 
and social dysfunction. Despite this evidence, trauma and chronic 
stress remain insufficiently integrated into public health strategy, 
organizational practice, and policy design.
Framework: This article introduces CREATING P.R.E.S.E.N.C.E., a 
trauma-informed, values-based framework for trauma-responsive and 
trauma-resilient public health systems. Drawing on trauma science, 
complex adaptive systems theory, organizational psychology, and 
public health ethics, the framework conceptualizes organizations as 
living systems—described here as biocracies—whose capacity for 
alignment, learning, and ethical action is profoundly shaped by stress 
and trauma.
Contribution and Implications: P.R.E.S.E.N.C.E. operationalizes 
the Science of Suffering into eight interrelated domains that support 
emotional regulation, shared responsibility, and adaptive capacity. 
The framework is offered as both a practical method of governance 
and a conceptual foundation for addressing preventable suffering at 
the population level.
Introduction
  Across the United States, public health professionals are working 
in a social environment defined by accelerating complexity. 
Chronic disease, substance use disorders, interpersonal violence, 
homelessness, widening inequality, environmental instability, and

declining trust in democratic institutions are typically addressed 
as separate challenges, each assigned to its own programmatic or 
policy domain. In practice, however, these conditions are deeply 
interconnected, reflecting shared upstream determinants rooted in 
cumulative stress, adversity, and social fragmentation [1-5].
   Over the past several decades, research on Adverse Childhood 
Experiences (ACEs) has provided compelling evidence that early 
adversity is a powerful driver of adult morbidity, mortality, and 
diminished quality of life. Individuals with higher ACE scores face 
increased risk for many of the leading causes of death, as well as 
for mental health conditions, substance use, and social impairment. 
As Robert Anda and colleagues have emphasized, progress in 
addressing the nation’s most serious health and social problems 
depends on understanding that many of these outcomes arise from 
adverse experiences during childhood [6]. Despite the strength and 
consistency of this evidence, trauma and adversity are still often 
treated as peripheral concerns rather than as central public health 
determinants [7-9].
   At the same time, the broader sociocultural context has shifted in 
ways that further strain individual and collective capacity. Economic 
precarity, political polarization, rapid technological change, climate 
instability, and eroding institutional trust have created conditions 
in which inherited mental models no longer adequately support 
problem-solving. Some scholars have described this moment as 
a ‘cognitive threshold,’ in which the complexity of contemporary 
challenges exceeds the capacity of existing systems to manage 
them effectively [10-12]. Communities and institutions increasingly 
exhibit signs of fragmentation, reactivity, and loss of coherence—
conditions that undermine collective resilience [13, 14].
  Public health systems do not stand outside these dynamics. They 
are composed of human beings working within organizations that 
are themselves shaped by history, culture, power relationships, 
and cumulative stress. When trauma and chronic adversity 
remain unacknowledged, they influence organizational behavior 
in predictable ways: reduced psychological safety, impaired 
communication, siloed decision-making, and diminished capacity for
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learning and adaptation [15-17]. These patterns mirror the effects of 
trauma at the individual level and signal the need for frameworks that 
address both human and organizational functioning simultaneously 
[18, 19].
  This article argues that meeting the challenges of the present moment 
requires more than additional programs or technical interventions 
[20]. It requires a shift in how public health conceptualizes 
organizations, leadership, and collective wellbeing. CREATING 
P.R.E.S.E.N.C.E. is presented here as a trauma-informed framework 
designed to support that shift by integrating trauma science with 
living-systems thinking, ethical reflection, and organizational 
practice in order to support alignment, learning, and ethical action 
under conditions of stress.
From Mechanistic Models to Living Systems
  Much of modern public health infrastructure has been shaped by 
mechanistic assumptions inherited from industrial, biomedical, and 
bureaucratic traditions. These assumptions emphasize linear causality, 
hierarchical control, standardization, predictability, and efficiency as 
primary indicators of effectiveness. Such approaches have yielded 
significant achievements, particularly in sanitation, vaccination, 
infectious disease control, and clinical treatment. However, they are 
poorly suited to addressing complex social and population health 
challenges characterized by nonlinearity, uncertainty, feedback 
loops, and emergent behavior—conditions that increasingly define 
contemporary public health practice [21-23]. As the scope and 
complexity of public health challenges expand, the limitations of 
mechanistic approaches become increasingly evident, pointing to the 
need for models that can account for relational dynamics, adaptation, 
and emergence within human systems.
  Mechanistic models tend to fragment complex problems into 
discrete components, assigning responsibility to specialized programs 
or sectors. While administratively efficient, this fragmentation 
obscures the ways in which chronic disease, substance use, violence, 
homelessness, and social disintegration arise from shared upstream 
determinants rooted in cumulative stress, adversity, and structural 
inequity. As a result, interventions often target symptoms rather than 
underlying system dynamics, limiting their long-term effectiveness 
and sustainability [2, 20].
  In contrast, human organizations function more accurately as 
complex adaptive systems—open, dynamic, and relational entities 
whose behavior emerges from patterns of interaction rather than from 
centralized control [23-25]. Within such systems, stress and trauma act 
as powerful organizing forces, shaping not only individual behavior 
but also collective patterns of perception, decision-making, and 
response. In such systems, outcomes are shaped by shared meaning, 
emotional climate, power relationships, and feedback processes that 
evolve over time. Learning, adaptation, and coherence depend not on 
compliance alone, but on trust, psychological safety, and the capacity 
to integrate experience into collective decision-making [26].
   Stress and trauma affect organizations not only through individual 
distress or burnout, but through collective processes that influence 
how information is processed, how authority is exercised, and 
how conflict is managed. Under conditions of chronic adversity, 
organizations commonly exhibit patterns of rigidity, hyper-
reactivity, siloed functioning, diminished empathy, and resistance 
to change—patterns that closely parallel trauma responses observed 
at the individual level  [17, 27, 28]. These dynamics impair an 
organization’s ability to learn from experience and adapt to changing 
conditions, thereby increasing vulnerability to error, ethical drift, and 
mission failure.
   Dr. Walter B. Cannon, considered to be one of the most important 
scholars of the 20th century, was a Harvard physiologist who coined 
the term “fight or flight” and defined the concept of “homeostasis” 
or balance that defines most of the function of the living body. As a
physiologist he had a clear understanding of the myriad ways that

our socially constructed systems mimic the function of the human 
body. In 1936 he wrote, “it seems to me that quite possibly there are 
general principles of organization that may be quite as true of the 
body politic as they are of the body biologic” (p. 206) [29]. Then, 
in 1940 he became President of the American Association for the 
Advancement of Science and in his Presidential Address he asserted 
that the most efficient and stable human society would be a “biocracy 
in which the myriad of differentiated cells would be organized into 
functional organs all cooperating in a dynamic democracy in which 
any form of dictatorship would lead to degeneration and death” (p. 
1) [30].
   To further elaborate on this reality, the term biocracy is used 
here to emphasize that organizations operate as living systems 
rather than as machines. In biocracies, health and dysfunction are 
expressed through relational patterns, cultural norms, and regulatory 
feedback processes that resemble those of biological organisms [31, 
32]. Trauma narrows attention, accelerates defensive responses, 
and disrupts coordination—both within individuals and across the 
social systems they inhabit. When these effects remain unrecognized, 
they become embedded in organizational routines and governance 
structures, reinforcing cycles of dysregulation and fragmentation 
over time. Viewing organizations through this biocratic living-
systems lens makes it possible to recognize trauma not as an external 
variable to be managed, but as an internal condition that influences 
how systems regulate, relate, and evolve over time.
Why Biocracy Now?
 The urgency of reimagining public health organizations as living 
systems has intensified in recent years. Public health systems are 
operating in a context marked by repeated collective stressors, 
including the COVID-19 pandemic, climate-related disasters, 
widening social and economic inequities, rapid technological change, 
and escalating political polarization. These conditions have exposed 
the limits of governance models that rely primarily on control, 
compliance, and standardization, while placing unprecedented 
emotional and ethical demands on the public health workforce [33].
   At the same time, public health institutions are experiencing rising 
levels of workforce burnout, moral distress, and attrition, signaling 
not only individual strain but systemic dysregulation. Research 
increasingly recognizes that organizational health, psychological 
safety, and trust are foundational to effective public health action, 
particularly under conditions of uncertainty and threat [34]. Without 
frameworks that explicitly address the ways that stress and trauma 
shape organizational behavior, efforts to strengthen public health 
capacity risk reproducing the very conditions that undermine 
resilience and ethical decision-making.
  Biocracy offers a conceptual language for this moment by reframing 
organizations as social bodies whose functioning depends on 
regulation, feedback, and relational integrity [35]. In doing so, it 
aligns public health practice with contemporary understandings from 
complexity science, trauma research, and systems thinking, while 
foregrounding ethical responsibility and collective wellbeing. At a 
time when trust in institutions is fragile and public health authority 
is contested, biocracy provides a foundation for governance models 
that emphasize participation, transparency, shared responsibility, and 
adaptive learning—capacities essential for navigating the challenges 
of the present and future.
  Recognizing organizations as living systems carries significant 
implications for public health practice. It suggests that sustainable 
change cannot be achieved solely through technical fixes, policy 
mandates, or performance metrics. Instead, it requires intentional 
cultivation of conditions that support emotional regulation, shared 
responsibility, ethical action, and adaptive learning across all 
levels of the system [36]. Trauma-informed and trauma-responsive 
frameworks offer one pathway for addressing these needs by 
integrating scientific understanding of stress and adversity with
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organizational design, leadership practice, and public health ethics 
[37]. If public health organizations are understood as living systems 
shaped by cumulative stress and adversity, then frameworks for 
change must address not only structure and policy, but also regulation, 
meaning, and ethical action within those systems [38].
CREATING P.R.E.S.E.N.C.E.: Conceptual Foundations
 CREATING P.R.E.S.E.N.C.E. is a structured, trauma-informed 
framework developed through decades of clinical, organizational, 
and community-based work with trauma-exposed populations and 
the systems that serve them [17, 39, 40] . It builds on earlier trauma-
responsive models—such as trauma-informed care and sanctuary-
oriented approaches—while extending their application beyond 
treatment settings to the organizations and institutions responsible for 
population health, governance, and social wellbeing. The framework 
integrates insights from trauma studies, developmental neuroscience, 
complex adaptive systems theory, organizational psychology, and 
public health ethics [16, 35,  41].
   At its core, P.R.E.S.E.N.C.E. is grounded in the recognition that 
trauma affects not only individuals, but also families, organizations, 
communities, and institutions. It seeks to translate what is referred to 
here as the Science of Suffering—the accumulated interdisciplinary 
knowledge about how adversity shapes biology, behavior, 
relationships, and social systems—into shared values, practical 
competencies, and everyday practices that support collective 
wellbeing and ethical action [1, 4, 16].
 Rather than prescribing a uniform set of interventions, 
P.R.E.S.E.N.C.E. provides a coherent organizing framework that 
supports alignment, reflection, and adaptive capacity within complex 
systems. It emphasizes that healing and resilience emerge through 
relational processes, shared meaning-making, and the restoration of 
regulatory balance at both individual and organizational levels. In 
this way, the framework operationalizes trauma-informed principles 
as a method of governance and leadership, not merely as a clinical or 
programmatic approach [22, 36,  42].
P.R.E.S.E.N.C.E. is an acronym representing eight paired domains:
•	 Partnership & Power
•	 Reverence & Restoration
•	 Emotional Wisdom & Empathy
•	 Safety & Social Responsibility
•	 Embodiment & Enactment
•	 Nature & Nurture
•	 Culture & Complexity
•	 Emergence & Evolution
   These domains are not discrete components, but interdependent 
elements of a living system. Together, they offer a way of understanding 
how trauma shapes organizational life and how intentional practices 
can support healing, resilience, and ethical governance within public 
health systems facing unprecedented complexity and uncertainty.
Creating P.R.E.S.E.N.C.E. In Practice: 
Operationalizing Trauma-Responsive Public Health
The Eight Domains of P.R.E.S.E.N.C.E.
 Each domain of P.R.E.S.E.N.C.E. represents a set of values, 
competencies, and regulatory capacities that support the healthy 
functioning of living systems under conditions of stress and 
complexity. Together, they provide a practical framework for aligning 
organizational behavior with the ethical and scientific imperatives of 
trauma-responsive public health. Rather than functioning as discrete 
programmatic elements, the domains operate as interdependent 
system capacities, shaping how organizations perceive threat, 
distribute power, process information, and adapt over time. 
   From a biocratic perspective, each domain corresponds to a core 
function necessary for organizational regulation and coherence. 
When these functions are supported, organizations are more capable

of ethical action, learning, and collaboration. When they are 
compromised by chronic stress or unresolved trauma, systems 
predictably become rigid, fragmented, and reactive [17,  23, 36].
  Partnership & Power emphasizes collaborative, participatory 
approaches to decision-making that counteract dominance, coercion, 
and disempowerment—conditions closely associated with trauma 
exposure across the lifespan. In public health organizations, a 
commitment to partnership redistributes authority, values lived 
experience, and supports shared ownership of outcomes. This shift 
is essential for restoring trust and engagement in systems that have 
often marginalized the very populations they serve.
   Recent public health and governance research demonstrates that 
participatory and power-sharing approaches are associated with 
improved legitimacy, policy relevance, and sustainability, particularly 
in communities affected by chronic adversity and structural inequity 
[37, 43-45]. Trauma-responsive partnerships explicitly acknowledge 
historical power imbalances and institutional harm, recognizing that 
exclusion and coercion function as stressors that undermine both 
health equity and collective efficacy.
  Reverence & Restoration ground public health practice in respect for 
human dignity and responsibility for repair. Reverence acknowledges 
the inherent worth of individuals, communities, and ecosystems, 
while restoration emphasizes accountability, reconciliation, and the 
capacity to heal harm. In trauma-exposed systems, unresolved moral 
injury, institutional betrayal, and historical injustice erode cohesion, 
legitimacy, and trust.
  Emerging scholarship highlights the importance of explicit 
restorative processes within organizations and institutions 
responsible for public wellbeing, particularly in contexts shaped by 
systemic racism, policy-driven harm, and collective trauma [46-48]. 
Restoration functions as a regulatory mechanism that allows systems 
to metabolize harm rather than defensively deny it, strengthening 
ethical coherence and relational integrity.
   Emotional Wisdom & Empathy recognize emotions as essential 
sources of information rather than obstacles to rational decision-
making. Trauma narrows emotional awareness and heightens threat 
sensitivity, impairing judgment, collaboration, and moral reasoning. 
Cultivating emotional literacy and empathy within organizations 
supports regulation, communication, and ethical action under 
conditions of uncertainty.
   Contemporary research in neuroscience, organizational psychology, 
and leadership underscores that emotional awareness and 
psychological safety are foundational to learning, innovation, and 
effective decision-making in complex systems [36, 49, 50]. Trauma-
responsive public health organizations treat emotional signals as data 
that inform adaptive action rather than as liabilities to be suppressed.
  Safety & Social Responsibility extend traditional notions of 
safety beyond physical protection to include psychological, social, 
cultural, and moral dimensions. Safety is a prerequisite for learning, 
participation, and innovation, while social responsibility emphasizes 
collective accountability for maintaining conditions that protect the 
wellbeing of all members of the system, particularly those most 
vulnerable to harm.
   Recent public health guidance increasingly recognizes workforce 
wellbeing and psychological safety as critical determinants of 
system performance and crisis response capacity [45, 51, 52]. Within 
biocratic systems, safety functions as a foundational regulatory 
condition that enables trust, transparency, and ethical action under 
stress.
   Embodiment & Enactment focus on aligning stated values 
with daily behavior. In living systems, culture is expressed through 
action. Trauma-organized systems often exhibit dissonance between 
espoused principles and enacted practices, leading to cynicism, 
disengagement, and moral distress.
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  Implementation science consistently demonstrates that sustainable 
change requires alignment between values, leadership behavior, 
organizational routines, and accountability structures [53, 54]. 
Trauma-responsive enactment ensures that principles such as 
participation, transparency, and care are visible and reliable in 
everyday practice, thereby restoring credibility and trust.
  Nature & Nurture integrate biological, developmental, and 
ecological perspectives on human behavior. This domain highlights 
the interaction between innate vulnerability and environmental 
conditions, emphasizing the role of early experience, cumulative 
stress, and social context in shaping health trajectories across the 
lifespan.
   Advances in developmental neuroscience, epigenetics, and life-
course health development reinforce the importance of prevention-
oriented public health strategies that reduce chronic stress exposure 
and strengthen relational supports [55, 56]. Trauma-responsive 
public health informed by this domain prioritizes early intervention, 
supportive environments, and policies grounded in biological realism 
rather than moral judgment.
   Culture & Complexity draw on complexity science to support 
adaptive responses to uncertainty and change. Rather than seeking 
control through simplification, this domain encourages diversity, 
feedback, and iterative learning. Trauma constrains complexity by 
narrowing options, suppressing dissent, and accelerating defensive 
decision-making.
   Public administration and health systems research increasingly 
emphasize adaptive governance, sense-making, and distributed 
intelligence as essential capacities for addressing “wicked problems” 
[23, 57, 58]. Trauma-responsive cultures intentionally expand 
perceptual and relational capacity, enabling creative and coordinated 
responses to emerging challenges.
   Emergence & Evolution affirm the potential for transformation 
when conditions for safety, alignment, and participation are present. 
In living systems, new patterns arise from interaction rather than 
from top-down design. Trauma-responsive public health fosters 
environments in which innovation, shared meaning, and collective 
intelligence can emerge organically over time.
Implementing Trauma-Responsive Organizational Practice
 Implementing P.R.E.S.E.N.C.E. within public health organizations 
is not a matter of adopting a single intervention or training module. 
It requires sustained cultural transformation supported by leadership 
commitment, shared language, reflective practice, and structural 
alignment. After an organizational self-assessment, the OPTIC ™ 
instrument, trauma-responsive implementation begins with building 
a common understanding of trauma and adversity, followed by 
intentional redesign of policies, procedures, and relational norms to 
support regulation, learning, and ethical action [35].
   Organizations functioning as biocracies respond to stress in ways 
analogous to living organisms. Under chronic strain, they may 
become rigid, defensive, or fragmented. Trauma-responsive practice 
seeks to restore regulation and coherence at the system level by 
addressing both structural and relational factors, including power 
dynamics, communication patterns, workload expectations, and 
opportunities for reflection and collective sense-making [37, 54].
  Importantly, trauma-responsive organizational change supports the 
wellbeing of the workforce as well as the populations served. Burnout, 
moral distress, and secondary traumatic stress are increasingly 
recognized as system-level risks within public health, threatening 
institutional capacity precisely when complexity is increasing [59, 
60]. Frameworks such as P.R.E.S.E.N.C.E. provide practical tools for 
addressing these challenges by fostering connection, meaning, and 
shared responsibility.

Implications for Public Health Policy and Practice
  The adoption of trauma-responsive, living-systems frameworks 
carries significant implications for public health policy. Policies 
that fail to account for trauma, chronic stress, and complexity risk 
reinforcing the very conditions they seek to address. Integrating 
P.R.E.S.E.N.C.E. into policy design encourages approaches that 
prioritize prevention, equity, participation, and long-term resilience 
over short-term efficiency.
   At the population level, trauma-responsive public health aligns with 
efforts to address social determinants of health, reduce inequities, and 
strengthen community resilience. By recognizing the interconnected 
nature of individual, organizational, and societal wellbeing, 
frameworks such as P.R.E.S.E.N.C.E. support more coherent, ethical, 
and adaptive responses to contemporary public health challenges [20, 
45].
Conclusion
  Public health stands at a critical juncture. The scale, velocity, and 
interdependence of contemporary challenges demand approaches 
that move beyond fragmented, mechanistic solutions. Trauma 
and adversity are central drivers of preventable suffering at the 
population level, shaping health outcomes, organizational behavior, 
and collective capacity for action.
   CREATING P.R.E.S.E.N.C.E. offers a trauma-informed, measurable 
framework designed to meet this moment. By conceptualizing 
organizations as living systems and translating the Science of 
Suffering into practical values and competencies, the framework 
provides a pathway for restoring alignment, resilience, and ethical 
responsibility within public health systems. While further empirical 
evaluation and policy application are warranted, P.R.E.S.E.N.C.E. 
contributes a coherent, integrative approach to advancing trauma-
responsive public health practice in an era defined by complexity, 
interdependence, and rapid change.
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