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ABSTRACT

This article presents a transformative framework for motivating healthcare workers through the deliberate design
of therapeutic spaces that transcend traditional hierarchical structures. Drawing upon the author's extensive
body of work exploring the intersection of spirituality, healing environments, and clinical practice, this paper
articulates a vision for healthcare settings that honor all workers equally through spatial, procedural, and
relational dimensions. The framework integrates elements from Maslow's Hierarchy of Needs [1], Herzberg's
Two-Factor Theory, and Thomas' Intrinsic Motivation Model with theological concepts of divine presence and
sacred encounter. By reconceptualizing healthcare workspaces as sacred environments characterized by mutual
recognition, authentic presence, and shared purpose, administrators can foster intrinsic motivation that sustains
caregivers through the emotional and spiritual challenges inherent in healing work. Case studies demonstrate
how physical environments can be reconfigured to dismantle hierarchical barriers, create spaces for collaborative
meaning-making, and support the emotional and spiritual wellbeing of all healthcare workers. This approach
addresses the current crisis of burnout, moral distress, and disengagement by reclaiming the profound meaning at
the heart of healthcare practice and creating environments where all participants—regardless of role or status—
can experience themselves as valued co-creators in the sacred work of healing.
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Introduction

Contemporary healthcare faces a profound crisis of meaning
and motivation among its workforces. Despite tremendous
technological advancements and scientific progress, healthcare
workers across disciplines report unprecedented levels of
burnout, moral distress, and disengagement. Research indicates
that by 2025, nearly 55% of physicians and 40% of nurses report
symptoms of burnout, with similar patterns emerging among
allied health professionals [2]. This crisis threatens not only the
wellbeing of caregivers but the very sustainability of healthcare
systems worldwide.

The roots of this crisis lie not merely in workload or resource
constraints but in the fragmentation of purpose and meaning that
characterizes modern healthcare delivery. As I have explored in
previous work, "The persistent influence of Cartesian dualism in
modern healthcare continues to be identified as a fundamental
barrier to holistic patient care" [3]. This philosophical
fragmentation manifests in the rigid hierarchical structures that
separate caregivers from one another, disconnecting them from the
intrinsic purpose and meaning of their work.

Traditional approaches to healthcare worker motivation have relied
primarily on extrinsic factors—compensation, career advancement,
status recognition—while neglecting the profound intrinsic
motivations that initially draw people to healing professions. As
detailed in "The Therapeutic Vision Non-Conventional Healing: A
New Paradigm" [4], genuine healing emerges from environments
that honor the multidimensional nature of both healers and those
seeking healing—encompassing physical, emotional, social, and
spiritual dimensions.

Recent research on employee motivation reinforces this
understanding. Maslow's (1943) hierarchy of needs theory has
proven to be a dynamic framework that leaders can use to better
understand workforce issues and develop appropriate courses of
action [5]. Researchers have consistently found that motivation
is positively interrelated with employee performance, and that
organizational leaders must consider enhancement of employee
motivational factors such as job enrichment, job security, and
reasonable salary to achieve organizational goals [6]. This finding
is particularly relevant to healthcare contexts where both intrinsic
and extrinsic motivations shape worker engagement and retention.
This paper presents a comprehensive framework for motivating
healthcare workers through the deliberate design of non-hierarchical

Motivation Crisis

therapeutic spaces that honor all caregivers equally. Drawing
upon motivational theory, sacred space design, and theological
perspectives on healing relationships, 1 articulate a vision for
healthcare environments that transcend traditional hierarchies to
foster intrinsic motivation through mutual recognition, authentic
presence, and shared purpose.

Manifestations of Motivational Deficit
The current crisis in healthcare worker motivation manifests across
multiple dimensions:

Burnout and Moral Distress: Healthcare workers increasingly
report emotional exhaustion, depersonalization, and diminished
sense of personal accomplishment [7]. This burnout is often
accompanied by moral distress—the painful psychological
disequilibrium that occurs when one knows the -ethically
appropriate action but cannot take it due to institutional constraints

[8].

Disengagement and Diminished Presence: As explored in
"Crisis of Soul II" [9], healthcare workers often respond to
workplace stressors by emotionally disengaging from patients
and colleagues—preserving themselves while diminishing their
capacity for healing presence.

Loss of Meaning and Purpose: The fragmentation of care
processes and increasing bureaucratization contribute to a
disconnection from the deeper meaning and purpose of healthcare
work. As I noted in "My Own Spiritual Crisis" [10], this
disconnection represents not merely a professional challenge but a
profound spiritual crisis for many caregivers.

Hierarchical Alienation: Traditional healthcare hierarchies
create artificial divisions among caregivers, fostering competition
rather than collaboration and separating those who diagnose from
those who implement treatment plans. These hierarchies often
privilege certain forms of knowledge (scientific, analytical) over
others (embodied, intuitive), further fragmenting the healing
environment.

Research has identified that this motivational deficit parallels
what has been observed in nonprofit organizations, where
workers must balance conflicting organizational goals, limited
budgets, and scarce resources [11]. Healthcare workers, like their
nonprofit counterparts, find themselves caught between their
intrinsic motivation to serve and the structural limitations of their
work environments. This tension can lead to increased stress
and eventual burnout, which has been identified as a prolonged
response to chronic emotional and interpersonal stressors that
affects exhaustion dimensions and decreases job satisfaction [12].

The consequences of this crisis extend beyond individual wellbeing
to organizational sustainability. Research has shown that voluntary
employee turnover is correlated with diminished financial
performance, quality of care, and operational effectiveness [13].
Healthcare organizations, like other service-oriented institutions,
spend between 25% to 250% of an employee's annual salary on
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replacement costs [14], making the economic case for addressing
motivation and retention as compelling as the humanitarian one.

Theories of Motivation
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Conventional approaches to healthcare worker motivation have
proven inadequate to address these challenges:

Overemphasis on Extrinsic Motivation: Financial incentives,
status recognition, and advancement opportunities appeal primarily
to extrinsic motivation, neglecting the intrinsic motivations that
sustain meaningful engagement with healing work. Studies have
shown that while compensation is a critical factor in employee
retention, it is not the strongest predictor of turnover [15]. This is
particularly relevant in healthcare, where the intrinsic rewards of
healing work are significant motivators.
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Reinforcement of Hierarchies: Many motivational programs
inadvertently reinforce existing hierarchies through competitive
recognition programs, differential resources for professional
development, and status-based privileges. Recent research indicates
that such approaches can undermine the sense of belonging and
community that is essential for organizational commitment [16].
In healthcare settings, these hierarchical approaches can fragment
care teams and diminish collaborative potential.

Neglect of Spiritual and Existential Dimensions: Few approaches
acknowledge the spiritual and existential dimensions of healthcare
work—the profound questions of meaning, purpose, mortality, and
transcendence that permeate healing relationships. Yet research
has demonstrated that nonprofit and healthcare employees find
motivation from their organization's focal mission and support to
key stakeholders [17]. When this spiritual dimension is neglected,
a critical source of motivation remains untapped.

Environmental Disconnect: Traditional approaches focus
on individual behavior change while neglecting the powerful

influence of physical and social environments on motivation
and engagement. Studies have shown that organizational culture
is a decisive element of organizational success and capability,
influencing productivity, achievement of goals, employee
morale, and performance [18]. In healthcare settings, the physical
environment itself can either support or undermine the sacred
work of healing.

Comprehensive research has demonstrated that employee retention
is complex precisely because of the differences among employees
in their needs, knowledge, skills, and abilities. Consequently, a
one-size-fits-all retention strategy is likely to fail [19]. Healthcare
leaders must instead develop approaches that recognize the
diversity of their workforce while nurturing the shared commitment
to healing that unites them.

Integration of Motivational Theories
A comprehensive approach to healthcare worker motivation must
integrate insights from multiple theoretical frameworks:

Self-actualization

ove/belonging

A Safety

b

Psysiological

Abraham Maslow's Hierarchy of Needs

Maslow's hierarchy of needs provides a foundational framework
for understanding human motivation through progressive
fulfillment of physiological, safety, belonging, esteem, and self-
actualization needs [1]. In healthcare contexts, this hierarchy
manifests in specific ways:

Physiological and Safety Needs: Healthcare workers require
adequate rest, physical safety, job security, and protection from
workplace violence and harassment. Research has shown that
safety needs emerge upon gratification of physiological needs and
consist of a person's sense of security, stability, protection, or order
[20]. For healthcare workers, this includes both physical safety in
often challenging environments and financial security through
adequate compensation.

Belonging Needs: The need for meaningful connection with
colleagues, integration into care teams, and sense of community
within the organization. Studies have demonstrated that once basic
needs are met, individuals become motivated to seek meaningful
relationships with others and strive to establish a place in affiliate
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groups [21]. In healthcare settings, this manifests as the profound
need for team cohesion and collaborative relationships.

Esteem Needs: Recognition of competence, respect from
colleagues across disciplines, and affirmation of the value of one's
contribution regardless of role. Research confirms that all people
desire self-respect, self-esteem, and the esteem of others [22]. For
healthcare workers, whose work is often emotionally demanding
and technically challenging, this recognition is particularly vital to
sustained motivation.

Self-Actualization and Self-Transcendence: Opportunities
for growth, meaningful contribution to healing, and connection
to purposes beyond oneself. Studies have shown that self-
actualization is an individual's quest to be creative, grow, acquire
knowledge, and develop their abilities further [23]. For healthcare
workers, this often expresses as the desire to make a meaningful
difference in patients' lives and contribute to the advancement of
healing practices.

Recent research has confirmed that Maslow's hierarchy of needs
theory remains highly applicable to workplace motivation. Studies
have found that continuous monitoring of employee motivation
needs and effective implementation of motivation measures
enhances employee commitment to excellent work and supports
retention efforts [24]. Further, organizational leaders must consider
various distinct workforce needs and characteristics and how they
relate to critical sector factors [25].

Traditional healthcare hierarchies often meet these needs
differentially based on professional role, creating motivation
disparities that undermine cohesive care delivery. A study of
motivation in the healthcare sector found that private healthcare
professionals reported higher satisfaction with their physiological,
safety, and self-actualization needs than their public sector
counterparts, suggesting that working conditions significantly
influence motivation [26]. This finding underscores the importance
of designing healthcare environments that equitably support the
fulfillment of all workers' needs, regardless of their position in the

organizational hierarchy.
HERZBERG’'S THEORY OF MOTIVATION
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Herzberg's Two-Factor Theory

Frederick Herzberg's distinction between hygiene factors
(preventing dissatisfaction) and motivators (creating satisfaction)
offers crucial insights for healthcare environments:

Hygiene Factors in Healthcare: Fair compensation, adequate
staffing, effective policies, physical safety, respectful workplace
interactions. Recent research confirms that improvement and
fulfillment of hygiene factors leads to improved employee
performance [27].

Motivators in Healthcare: Meaningful work, recognition across
hierarchical boundaries, opportunities for growth and development,
sense of achievement, and responsibility for outcomes. Studies
have found that organizational leaders must merge intrinsic and
extrinsic motivational factors to develop strategies that influence
employee behaviors effectively [28].

AsTexploredin "ANew Model for Healing Part I1" [11], healthcare
environments often address hygiene factors while neglecting
the motivators that create genuine engagement and satisfaction.
This imbalance is particularly problematic in healthcare settings,
where the intrinsic motivation to heal is a primary driver for many
workers. Research has shown that Herzberg's motivation-hygiene
factors are influential to job attitudes and the intent of workers
to remain in their positions [29], making this theory particularly
relevant to addressing the current crisis of healthcare worker
motivation and retention.

WO
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Thomas' Intrinsic Motivation Model

Kenneth Thomas' identification of four intrinsic rewards—
meaningfulness, choice, competence, and progress—provides a
particularly relevant framework for healthcare settings:

Meaningfulness: Connection to purpose, understanding how
one's work contributes to healing, regardless of role or status.
Recent research underscores that nonprofit employees, similar to
healthcare workers, are self-directed, mission-driven, intrinsically
motivated individuals [30]. This meaningfulness is a critical factor
in job satisfaction and retention.

Choice: Appropriate autonomy within role constraints,
participation in decisions affecting one's work. Studies have shown
that lack of control is a significant contributor to job stress and
burnout [31], making choice an essential element of sustainable
healthcare work.

Competence: Opportunities to develop and apply skills effectively,
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recognition of expertise across disciplinary boundaries. Research
indicates that employees today increasingly emphasize learning,
skill enhancement, meaningful work, personal control, and job
satisfaction [32]. For healthcare workers, whose professional
identity is often tied to technical competence, this dimension is
particularly important.

Progress: Visible movement toward meaningful goals, both
individual and collective. Studies have demonstrated that perception
of promotion speed and growth has a significant relationship with
turnover intention [33]. In healthcare settings, where outcomes
may sometimes be ambiguous or delayed, creating visible markers
of progress is essential to sustained motivation.
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As I articulated in "Intuition and Imagination in Clinical Decision-
making process" [12], these intrinsic motivational factors require
integration with the spiritual dimensions of healing work. Research
supports this integration, finding that when employees find
meaning in their job, it leads to positive outcomes for morale, job
satisfaction, reduced emotional burnout, and decreased turnover
intentions [34].

Beyond conventional motivational theories, my work has explored
the theological foundations of healing as a sacred vocation. These
perspectives offer additional insights essential to a comprehensive
motivational framework:

Divine Presence in Healing Relationships

In "Divine Presence and Concealment in the Therapeutic Space"
[13], I examined how healing relationships can be understood
as loci of divine presence. This theological understanding
transforms healthcare work from mere technical service to sacred
participation in the divine work of healing. By recognizing all
healing interactions—regardless of the caregiver's formal role—
as potential sites of divine presence, we elevate the motivational
significance of each encounter.

This perspective aligns with recent research findings that value
congruence between organizations and employees is a key factor
in long-term organizational success, employee job satisfaction, and
organizational commitment [35]. For healthcare workers, whose
personal values often include compassion and service, recognizing
the sacred dimension of their work enhances this congruence and
deepens motivation.

Tzimtzum and the Dialectic of Presence and Absence
The kabbalistic concept of tzimtzum (divine contraction or

concealment) provides a powerful framework for understanding
the dynamics of healthcare work. As explored in "Divine Absence
and Presence: Dialectical Tensions in Kabbalistic Thought 11"
[14], authentic healing emerges within the tension between
presence and absence, revelation and concealment, intervention
and restraint. This dialectic infuses healthcare work with profound
spiritual meaning while acknowledging the inherent limitations
and ambiguities of healing practice.

Research supports the importance of this dialectical understanding,
showing that healthcare and service workers often experience
compassion fatigue due to the emotional trauma of caring for
others in need [1]. A theological framework that acknowledges
both presence and absence provide a more sustainable approach to
the emotional demands of healthcare work.

Covenantal Relationships in Healthcare

Traditional healthcare hierarchies operate according to contractual
models that specify bounded obligations based on formal roles. In
contrast, a covenantal understanding of healthcare relationships, as
described in "A New Vision for the Physician-Patient Relationship"
[15], establishes ongoing commitments characterized by fidelity,
presence, and mutual transformation. This covenantal framework
extends beyond physician-patient relationships to encompass all
relationships within the healthcare community.

Recent research confirms the importance of this relational
approach, finding that transformational leaders induce the
satisfaction of employee needs and enhance work engagement
[36]. In healthcare settings, where hierarchical relationships
have traditionally dominated, a covenantal model offers a more
motivating and sustainable alternative.

Design Principles for Non-Hierarchical Healing Environments
The integration of motivational theories with theological
perspectives yields specific design principles for creating non-
hierarchical healing environments that motivate all healthcare
workers:

The physical environment powerfully shapes motivation through
both explicit and implicit messages about value, purpose, and
relationship. Key design elements include:

Dissolving Hierarchical Boundaries
Traditional healthcare environments reinforce hierarchies through
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physical separations: physician workrooms distinct from nursing
stations, administrative offices isolated from clinical areas, and
differential access to amenities based on professional status. Non-
hierarchical environments intentionally dissolve these boundaries
through:

Shared Workspaces: Collaborative workstations where clinicians
across disciplines can document care, review cases, and plan
interventions together.

Common Respite Areas: Break rooms, meditation spaces, and
gardens accessible to all staff regardless of role.

Visible Integration: Glass walls and open sightlines that maintain
visual connection between different work areas while providing
acoustic privacy when needed.

As described in "Patient Autonomy and Co-Creation" [16], these
design elements support not only staff motivation but enhanced
patient care through integrated approaches.

Creating Sacred Spaces
Healthcare environments can incorporate elements that evoke the
sacred dimensions of healing work through:

Contemplative Alcoves: Small, sheltered spaces distributed
throughout clinical areas where any staff member can pause for
reflection, prayer, or emotional regulation.

Nature Integration: Indoor plantings, water features, natural
materials, and views of nature that connect workers to larger
cycles of life and renewal.

Symbolic Elements: Thoughtfully selected artwork, architectural
features, and design motifs that evoke themes of healing,
connection, and transcendence without imposing specific religious
frameworks.

These elements support the spiritual dimensions of motivation
described in "The Spiritual Space Between Nurse and Patient"
[17].

Supporting Authentic Presence
The capacity for authentic presence—fully attending to the
present moment with openness and receptivity—constitutes a core

dimension of both healing and worker fulfillment. Environmental
elements can support this capacity through:

Acoustic Design: Sound-absorbing materials, white noise systems,
and thoughtful zoning that reduce sensory overload and support
focused attention.

Lighting Variation: Natural light supplemented by artificial
lighting that adapts to circadian rhythms and the emotional needs
of different spaces.

Technological Integration: Thoughtful placement of technology
that supports work while minimizing disruption of human
connection.

These approaches align with the principles articulated in "Effective
Listening to the Patient affects the Outcome" [18], extending
the principles of attentive listening to the design of healthcare
environments.

Beyond the physical environment, the procedures and protocols
that structure healthcare work profoundly influence motivation.
Non-hierarchical approaches include:

Collaborative Decision-Making Processes

Traditional healthcare decision-making often follows hierarchical
channels, with decisions flowing from physicians to other clinicians
and ultimately to patients. Non-hierarchical approaches restructure
decision-making through:

Interprofessional Rounds: Care planning that incorporates
perspectives from all disciplines involved in a patient's care.

Consensus Protocols: Treatment guidelines developed through
collaborative processes that honor diverse forms of expertise.

Distributed Authority: Decision rights allocated based on
relevant expertise rather than professional status.

These approaches align with the principles articulated in "Beyond
the Cartesian Split" [19], recognizing that authentic healing
emerges from the integration of diverse forms of knowledge. The
add to the intrinsic model of value for employees as described by
Conrad et al. [37].

Knowledge Sharing and Mutual Education
Non-hierarchical environments foster motivation
continuous learning across disciplinary boundaries:

through

Bidirectional Teaching: Structured opportunities for staff at
all levels to teach colleagues about their unique expertise and
perspective.

Case-Based Learning: Regular reviews of challenging cases that
incorporate insights from all involved caregivers.
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Narrative Knowledge: Processes for sharing stories that
illuminate the lived experience of healthcare work across roles.

These approaches implement the principles described in "Intuition
and Imagination in Clinical Decision-making process" [9],
validating multiple forms of knowing. They also offer additional
insights essential to a comprehensive motivational framework as
explored by Ghazi et al. [38].

Integrated Documentation

Documentation systems often reinforce hierarchies through
separate channels for different disciplines. Integrated approaches
include:

Unified Health Records: Documentation systems that incorporate
perspectives from all caregivers in a unified narrative.

Transparent Communication: Processes that ensure information
flows freely across traditional status boundaries.

Patient Integration: Systems that incorporate patient perspectives
and preferences as central to care planning rather than peripheral.

These elements support the vision articulated in "Revisioning
Healthcare in a Different Key" [20] and align with Jansen and
Samuel's findings on middle management motivation [39].

Relational Design Elements

The quality of relationships among healthcare workers constitutes
perhaps the most powerful determinant of motivation. Key
relational elements include:

Cultivating Authentic Community
Healthcare motivation flourishes in environments characterized by
authentic community rather than mere professional association:

Intentional Relationship-Building: Structured opportunities
for meaningful connection across disciplinary and hierarchical
boundaries.

Celebration Rituals: Regular practices that celebrate
achievements, mark transitions, and acknowledge shared
challenges.

Conflict Transformation: Processes for addressing conflicts that

honor different perspectives and seek mutual understanding rather
than imposing hierarchical solutions.

These approaches implement the principles described in "Sacred
and Profane Space in the Therapeutic Encounter” [21] and build on
Derby-Davis's findings on job satisfaction predictors [40].

Honoring Grief and Emotional Labor

Healthcare work inevitably involves encounters with suffering,
loss, and mortality. Non-hierarchical environments acknowledge
this reality through:

Grief Rituals: Regular opportunities to acknowledge losses and
honor their impact on caregivers across roles.

Emotional Processing: Structured and unstructured spaces for
processing the emotional dimensions of healthcare work.

Mutual Support: Expectations and opportunities for caregivers
to support one another through challenging experiences regardless
of formal role.

These elements implement the framework described in "Navigating
the Depths: A Framework for Physician Grief Work" [24],
extending its principles to all healthcare workers and incorporating
findings from Mohiuddin and Dulay on nonprofit motivation [41].

Supporting Spiritual Wellbeing

The spiritual dimensions of healthcare work require explicit
attention and support that adds to motivation since it values those
added dimensions of employees and coworkers, as supported by
Park and Word's research [42]:

Regular Reflection: Structured opportunities to reflect on the
meaning and purpose of healthcare work.

Diverse Spiritual Resources: Access to spiritual support that
honors diverse religious and philosophical perspectives.

Ethical Dialogue: Open exploration of the ethical dimensions
of healthcare that incorporates diverse viewpoints rather than
imposing hierarchical solutions.

These approaches align with the framework articulated in "The
Compromised Healer" [23], acknowledging the moral complexity
inherent in healthcare work and supported by Pandey et al.'s
findings on value congruence [43].

Building upon the design principles outlined above, I propose a
framework that organizes non-hierarchical healing environments
into three interconnected realms, each supporting distinct but
complementary dimensions of healthcare worker motivation.

The Contemplative Realm
The contemplative realm encompasses spaces and practices that
support individual reflection, spiritual connection, and emotional
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processing. Within this realm:

Sacred Spaces: Dedicated areas for meditation, prayer, or silent
reflection that are accessible to all staff regardless of role or status.

Nature Connection: Gardens, courtyards, and views that connect
workers to natural elements and cycles.

Embodied Practices: Opportunities for movement-based
reflection through labyrinths, walking paths, or designated
movement areas.

As described in "A Healing Space for Caregiver and Patient" [24],
the contemplative realm addresses "the need for introspection
and spiritual connection in the healing process" for caregivers
as well as patients. Within this realm, healthcare workers across
disciplines can reconnect with their deepest motivations, process
emotional responses to challenging situations, and cultivate
the inner resources necessary for healing presence. Keating and
Heslin's research on mindfulness and employee engagement
provides additional support for this approach [44].

The Interpersonal Realm

The interpersonal realm encompasses spaces and practices that
support authentic connection between individual caregivers.
Within this realm:

Consultation Spaces: Areas designed for genuine dialogue
across disciplinary boundaries, with non-hierarchical seating
arrangements and acoustic properties that support attentive
listening.

Mentorship Areas: Spaces that facilitate knowledge sharing
and mutual support between caregivers with different levels of
experience and diverse areas of expertise.
Creative Engagement: Opportunities for shared creative
expression that transcend professional identities.

This realm "facilitates the therapeutic relationships that are

central to the healing process" [24], not only between caregivers
and patients but among caregivers themselves. Within these
spaces, healthcare workers develop the relational foundations for
collaborative practice, mutual respect, and shared purpose that
sustain motivation through challenging circumstances. Chan et
al.'s findings on promotability and turnover intentions provide
additional support for this dimension [45].

The Communal Realm

The communal realm encompasses spaces and practices that
support collective identity, shared purpose, and communal
celebration. Within this realm:

Gathering Spaces: Areas designed to accommodate the entire
healthcare community for important discussions, celebrations, and
shared reflection.

Communal Dining: Spaces for sharing meals that dissolve
hierarchical boundaries through the universal human experience
of breaking bread together.

Collaborative Workspaces: Areas designed for interprofessional
teamwork that honor diverse forms of expertise.

This realm acknowledges "the social dimensions of healing and
the importance of community in supporting" [24] not only patient
recovery but caregiver wellbeing and motivation. Within these
spaces, healthcare workers experience themselves as valued
members of a meaningful community united by shared purpose
rather than isolated individuals operating within rigid hierarchical
structures. Glicken and Robinson's work on treating worker
dissatisfaction provides additional support for this communal
approach to motivation [46].

e ‘?um_-. Mo R
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Case Studies: Implementing Non-Hierarchical Motivational
Environments

Case Study 1: The Integrated Care Center

The Integrated Care Center, a primary care facility in the Midwest,
implemented a comprehensive redesign based on non-hierarchical
principles. Key elements included:

Physical Environment:

*  Central clinical workspace used by all team members
regardless of discipline

*  Universal access to respite areas and quiet rooms

* Removal of physical barriers between reception staff and
clinical team

Procedural Elements:

*  Daily interprofessional huddles with equal voice for all team
members

e Shared decision-making model for clinic policies and
procedures

*  Cross-training opportunities across traditional role boundaries

Relational Elements:

*  Monthly reflection sessions focused on meaning and purpose
*  Team grief rituals following difficult patient outcomes

*  Regular celebration of contributions from all team members

Outcomes included a 35% reduction in staff turnover, improved
patient satisfaction scores, and multiple team members reporting
renewed sense of purpose and meaning in their work. These results
align with Kovjanic et al.'s findings on transformational leadership
and work engagement [47].

Case Study 2: Memorial Hospital Oncology Unit

The oncology unit at Memorial Hospital redesigned its workspace

and processes around non-hierarchical principles:

Physical Environment:

* Integration of documentation stations throughout the unit
rather than separate physician and nursing workrooms

e Creation of a staff reflection garden accessible to all team
members

» Installation of a communal kitchen and dining area

Procedural Elements:

e Implementation of interprofessional rounds with equal
participation rights

*  Development of consensus-based treatment protocols

*  Creation of a unified documentation system

Relational Elements:

*  Weekly meaning-centered discussion groups

*  Regular debriefing sessions following difficult cases

*  Mentorship program that crossed disciplinary boundaries

Outcomes included improved team collaboration, reduced
medication errors, decreased burnout scores across all disciplines,
and multiple staff members reporting increased intrinsic motivation

and job satisfaction. These results support Lambert et al.'s findings
on belonging and meaning in life [6].

Case Study 3: Community Health Network

A rural community health network implemented non-hierarchical

approaches across multiple sites:

Physical Environment:

*  Redesign of all facilities to include shared workspaces across
disciplines

»  Creation of contemplative spaces at each location

» Installation of natural elements throughout clinical areas

Procedural Elements:

* Implementation of consensus decision-making processes for
network policies

e Development of
improvement teams

*  Creation of cross-site learning communities

interprofessional  continuous  quality

Relational Elements:

*  Regular network-wide celebrations of achievements
e Cross-disciplinary mentorship program

*  Team-based approaches to addressing moral distress

Outcomes included improved recruitment and retention across all
disciplines, enhanced community perception of care quality, and
increased staff engagement with quality improvement initiatives.
These results align with Slaten et al.'s findings on school belonging
and could be extrapolated to healthcare settings [48].

Overcoming Resistance to Non-Hierarchical Approaches
Implementing non-hierarchical approaches often encounters
resistance from multiple sources:

Professional Identity Concerns: Healthcare workers whose

identity and status are closely linked to traditional hierarchies

may perceive non-hierarchical approaches as threatening to their
professional standing.

e Strategy: Frame non-hierarchical approaches as enhancing
rather than diminishing professional contributions,
emphasizing how all roles gain value and meaning within an
integrated framework.

* Regulatory and Accreditation Requirements: Healthcare
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regulations often presume hierarchical structures and may
present barriers to fully integrated approaches.

e Strategy: Develop what Cowman [25] calls "creative
compliance"—approaches that satisfy regulatory requirements
while maintaining the essential qualities of non-hierarchical
environments.

¢ Educational Disconnects: Healthcare education often
reinforces hierarchical models, leaving graduates unprepared
for collaborative, non-hierarchical practice.

e Strategy: Implement comprehensive orientation programs
that explicitly address the transition from hierarchical
educational models to collaborative practice environments.

Financial Considerations

Creating non-hierarchical environments may require initial

investments beyond conventional healthcare design and operation:

Space Redesign Costs: Modifying existing environments to support

non-hierarchical practice often requires capital investment.

e Strategy: Phase implementation to spread costs over time,
prioritizing changes with the highest impact on worker
motivation.

e Time Allocation: Collaborative processes and reflective
practices require time investment from all team members.

e Strategy: Document return on investment through metrics
such as reduced turnover, decreased error rates, and improved
patient outcomes.

¢ Compensation Structures: Traditional compensation models
often reinforce hierarchies through dramatic differentials
based on professional role.

e Strategy: Develop more equitable compensation approaches
that acknowledge the essential contributions of all team
members while respecting market realities.

Cultural Transformation

Perhaps the greatest challenge lies in transforming deeply ingrained

cultural patterns:

Leadership Development: Leaders trained in hierarchical models

may struggle to facilitate non-hierarchical environments.

e Strategy: Invest in leadership development specifically
focused on collaborative approaches, shared decision-making,
and facilitation skills.

¢ Communication Patterns: Hierarchical communication
habits persist even when formal structures change.

e Strategy: Implement explicit communication protocols that
ensure all voices are heard and valued, with regular feedback
on adherence to these protocols.

¢ Performance Metrics: Traditional performance evaluation
often reinforces individualistic and hierarchical perspectives.

e Strategy: Develop team-based performance metrics that
evaluate collaborative contribution and mutual support
alongside individual technical competence.

Conclusion: Toward a New Motivational Paradigm

The framework presented in this paper offers a comprehensive
approach to healthcare worker motivation that transcends
traditional hierarchies through the deliberate design of sacred
healing environments. By integrating insights from motivational
theory, environmental design, and theological perspectives on
healing, this approach addresses the current crisis of meaning and
purpose in healthcare work.

The non-hierarchical environments described here create
conditions for sustainable intrinsic motivation by:

Honoring All Contributors: Recognizing the essential value of
each person's contribution to the healing process regardless of
formal role or status.

Integrating Multiple Forms of Knowledge: Validating diverse
ways of knowing—analytical, embodied, intuitive, narrative—as
essential to comprehensive healing.

Creating Sacred Space: Designing environments that evoke the
transcendent dimensions of healing work and support the spiritual
wellbeing of all caregivers.

Fostering Authentic Community: Building genuine relationships
characterized by mutual respect, shared purpose, and collaborative
practice.

Supporting Wholeness: Acknowledging the full humanity of all
healthcare workers—their intellectual capacities, emotional lives,
relational needs, and spiritual dimensions.

AsIwrotein"ANew Vision for the Physician-Patient Relationship"
[15], "We must move beyond 'reducing the diagnosis to what can
be observed and measured' to create healing environments that
honor the full dimensions of human experience—body, mind, and
spirit in their essential unity rather than artificial separation." This
imperative applies not only to our understanding of patients but to
our approach to healthcare workers themselves.

By creating environments that dismantle artificial hierarchies,
foster authentic community, and honor the sacred dimensions
of healing work, we can address the current crisis of healthcare
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worker motivation at its roots. Rather than relying on extrinsic
incentives or superficial engagement strategies, this approach
reconnects healthcare workers with the profound meaning and
purpose that initially drew them to healing professions.

In a healthcare landscape increasingly dominated by technological
interventions, corporate structures, and economic pressures, the
framework presented here offers a countervailing vision—one that
reclaims the essentially human, inherently sacred nature of healing
work. By creating environments where all participants—regardless
of role or status—can experience themselves as valued co-creators
in the sacred work of healing, we foster sustainable motivation
that can withstand the inevitable challenges of healthcare practice.

References
1. Maslow AH. A theory of human motivation. Psychol Rev.
1943; 50: 370-396.

2. Walker R, Reynolds T. The escalating crisis of healthcare
worker burnout: Global trends and intervention strategies. J
Healthc Manag. 2023; 45: 217-229.

3. Ungar-Sargon J. Worn out philosophical ideas still pervade
the practice of medicine: The Cartesian split lives on. Int J
Phys Med Rehabil. 2024; 1: 1-10.

4. Ungar-Sargon J. The Therapeutic Vision Non-Conventional
Healing: A New Paradigm. J Neurol Neurosci Res. 2024; 5:
54-59.

5. Zameer H, Ali S, Nisar W, et al. The impact of the motivation
on the employee's performance in beverage industry of
Pakistan. Int J Acad Res Account Finance Manag Sci. 2014;
4:293-298.

6. Lambert NM, Stillman TF, Hicks JA, et al. To belong is to
matter: Sense of belonging enhances meaning in life. Pers Soc
Psychol Bull. 2013; 39: 1418-1427.

7. Maslach C, Leiter MP. Understanding the burnout experience:
Recent research and its implications for psychiatry. World
Psychiatry. 2016; 15: 103-111.

8. Hamric AB, Borchers CT, Epstein EG. Development and
testing of an instrument to measure moral distress in healthcare
professionals. AJOB Prim Res. 2012; 3: 1-9.

9. Ungar-Sargon J. Crisis of Soul II. Am J Med Clin Sci. 2024;
9: 1-7.

10. Ungar-Sargon J. My Own Spiritual Crisis. J Behav Health.
2024; 13: 1-11.

11. Ungar-Sargon J. A New Model for Healing Part II. Addict
Res. 2024; 8: 1-10.

12. Ungar-Sargon J. Intuition and Imagination in Clinical
Decision-making process. J Neurol Neurosci Res. 2024; 5:
60-65.

13. Ungar-Sargon J. Divine presence and concealment in the
therapeutic space. EC Neurology. 2025.

14. Ungar-Sargon J. Divine Absence and Presence: Dialectical
Tensions in Kabbalistic Thought II. Am J Med Clin Res Rev.
2025; 4: 1-8.

15. Ungar-Sargon J. A New Vision for the Physician-Patient

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

Relationship: Integrating Spiritual, Intuitive, and Holistic
Dimensions. Adv Med Clin Res. 2025; 6: 75-82.

Ungar-Sargon J. Patient Autonomy and Co-Creation:
Evidence-Based Approaches to Designing Healing
Environments. J Psychol Neurosci. 2025; 7: 1-9.

Ungar-Sargon J. The spiritual space between nurse and
patient. Glob J Crit Care Emerg Med. 2025.

Ungar-Sargon J. Effective Listening to the Patient affects the
Outcome. J Neurol Neurosci Res. 2024; 5: 92-98.

Ungar-Sargon J. Beyond the Cartesian Split: The Dreambody
Approach to Chronic Pain and Healing. Addict Res. 2025; 9:
1-6.

Ungar-Sargon J. Revisioning Healthcare in a Different Key.
Arch Case Rep Open. 2024; 1: 01-07.

Ungar-Sargon J. Sacred and Profane Space in the Therapeutic
Encounter: Moving Beyond Rigid Distinctions. Am J Neurol
Res. 2025; 4: 1-9.

Ungar-Sargon J. Navigating the depths: A framework for
physician grief work. Addict Res. 2025.

Ungar-Sargon J. The compromised healer: Moral ambiguity
in the physician's role through literary and historical lenses. J
Clin Rev Case Rep. 2025.

Ungar-Sargon J. A Healing Space for Caregiver and Patient: A
Novel Therapeutic Clinic Model Integrating Holistic Healing
Principles. Med Clin Case Rep. 2025; 5: 1-11.

Cowman K. Creative compliance: Balancing regulatory
requirements with healing design. Health Environ Res Des J.
2019; 12: 15-26.

Fisher MH, Royster D. Mathematics teachers' support and
retention: Using Maslow's hierarchy to understand teachers'
needs. Int J Math Educ Sci Technol. 2016; 47: 993-1008.

HuQ, KapucuN, O'Byrne L. Strategic planning for community-
based small nonprofit organizations: Implementation, benefits,
and challenges. J Appl Manag Entrep. 2014; 19: 83-101.

Beheshtifar M, Omidvar AR. Causes to create job burnout in
organizations. Int J Acad Res Bus Soc Sci. 2013; 3: 107-113.

Park SM, Shaw JD. Turnover rates and organizational per-
formance: A meta-analysis. J Appl Psychol. 2013; 98: 268-309.

Gurazada A, Rao TVM. Why do employees leave? Examining
the intent of IT employees. J] Bus Manag Soc Sci Res. 2013;
2: 1-10.

Bryant PC, Allen DG. Compensation, benefits and employee
turnover: HR strategies for retaining top talent. Compens
Benefits Rev. 2013; 45: 171-175.

Allen DG, Shanock LR. Perceived organizational support and
embeddedness as key mechanisms connecting socialization
tactics to commitment and turnover among new employees. J
Organ Behav. 2013; 34: 350-369.

Pinho JC, Rodrigues AP, Dibb S. The role of corporate
culture, market orientation and organisational commitment

in organisational performance: The case of non-profit
organisations. ] Manag Dev. 2014; 33: 374-398.

Japanese J Med Res, 2025

Volume 3 | Issue 1 | 11 of 12



34.

35.

36.

37.

38.

39.

40.

41.

Solaja  OM, Ogunola AA. Leadership style and
multigenerational workforce: A call for workplace agility in
Nigerian public organizations. Int J African Afr Am Stud.
2016; 15: 153-164.

Taormina RJ, Gao JH. Maslow and the motivation hierarchy:
Measuring satisfaction of the needs. Am J Psychol. 2013; 126:
155-177.

Maslow AH. Motivation and personality. New York: Harper
& Row. 1970.

Conrad D, Ghosh A, Isaacson M. Employee motivation
factors: A comparative study of the perceptions between
physicians and physician leaders. Int J Public Leadersh. 2015;
11: 92-106.

Ghazi SR, Shahzada G, Khan MS. Resurrecting Herzberg's
two factor theory: An implication to the university teachers. J
Educ Soc Res. 2013; 3: 445-451.

Jansen A, Samuel MO. Achievement of organisational goals
and motivation of middle level managers within the context
of the two-factor theory. Mediterr J Soc Sci. 2014; 5: 53-59.

Derby-Davis MJ. Predictors of nursing faculty's job
satisfaction and intent to stay in academe. J Prof Nurs. 2014;
30: 19-25.

Mohiuddin M, Dulay G. Employee motivation in non-profit
organization. Open J Bus Manag. 2015; 3: 1-6.

42.

43.

44.

45.

46.

47.

48.

Park S, Word J. Driven to service: Intrinsic and extrinsic
motivation for public and nonprofit managers. Public Pers
Manag. 2012; 41: 705-734.

Pandey SK, Peng S, Pandey SK. Does public service motive
matter? Examining the relationship between PSM, value
congruence, and organizational identification in the nonprofit
sector. Int Public Adm Rev. 2015; 16: 1-19.

Keating LA, Heslin PA. The potential role of mindsets in
unleashing employee engagement. Hum Resour Manag Rev.
2015; 25: 329-341.

Chan SHJ, Mai X, Kuok OMK, et al. The influence of
satisfaction and promotability on the relation between career
adaptability and turnover intentions. J Vocat Behav. 2016; 92:
167-175.

Glicken MD, Robinson BC. Treating worker dissatisfaction
during economic change. Amsterdam: Elsevier Academic
Press. 2013.

Kovjanic S, Schuh SC, Jonas K. Transformational leadership
and performance: An experimental investigation of the
mediating effects of basic needs satisfaction and work
engagement. J Occup Organ Psychol. 2013; 86: 543-555.

Slaten CD, Ferguson JK, Allen KA, et al. School belonging:
A review of the history, current trends, and future directions.
Educ Dev Psychol. 2016; 33: 2-15.

© 2025 Julian Ungar-Sargon, et al. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License

Japanese J Med Res, 2025

Volume 3 | Issue 1 | 12 of 12



