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Abstract
Leaders are in daily contact with subordinate employees, and through their leadership style they affect the day-to-day running of the 
organisation. Using the transformational leadership theory, this paper aims to explore the impact of leadership styles on organisational 
identification, i.e. on an important and complex variable that plays a key role in organisational effectiveness. We asked a sample of nurses 
from a medium-sized regional hospital to assess the prevailing leadership style of their head nurses along with the degree of their own 
identification with the hospital. The quantitative research design based on a questionnaire survey was applied in this study. The first part 
consisted of the Multifactor Leadership Questionnaire, which measures the applied leadership style and its components. The second part 
was formed by the Mael and Ashforth scale, which assesses the organisational identification of the employees. The relationship between 
the chosen variables was assessed by multiple linear regression with the inclusion of the employment length and department type as 
control variables. Our results show that the transactional style slightly prevails in this hospital, although only the transformational style 
and two of its components have an impact on the degree of organisational identification.
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Introduction

Healthcare organisations in Czechia are under pressure to pro-
vide high-quality services. One of the major problems they face 
is a severe shortage of nurses. Nursing jobs are undoubtedly 
among those that are the most demanding, challenging and 
highly stressful (Gulavani and Shinde, 2014; Healy and Tyrrell, 
2011). It is widely recognised that this profession is often the 
source of a strong emotional burden associated not only with 
everyday contact with human suffering and pain but also with 
the lack of job control or social support (AbuAlRub, 2004). It 
is no surprise that the number of nurses affected by burnout 
syndrome is increasing year on year (Bakker et al., 2005; Hol-
dren et al., 2015), and unsurprisingly there is a considerable 
turnover rate in the profession.

Since the nursing profession usually requires lifelong 
learning, mostly at the expense of the employer, it is in the in-
terest of healthcare providers to prevent the turnover of staff. 
This can be achieved in various ways, but we believe the best 
is to strengthen the identification of employees with their or-
ganisation (Cole and Bruch, 2006; Cooper and Thatcher, 2010; 
Fuchs, 2012; Lee et al., 2015). Organisational identification is 
a highly complex process involving many variables. Since the 
environment of healthcare organisations is usually associated 

with specific forms of management that are historically given, 
we focus on identifying the role of leadership in these process-
es.

Leadership creates a key component of organisational suc-
cess. Creating new conditions, rules, strategies and essential-
ly defining future changes play the primary role in leadership 
(Delić et al., 2017). As Glamuzina (2015) stated in her study, 
leadership is a significant competitiveness factor in many or-
ganisations.

Theoretical background
The beginnings of scientific research focusing on leadership can 
be dated back to more than a hundred years ago (Northouse, 
2016). Most of us use the term leadership in various situa-
tions, although the meaning we attach to it differs. Stogdill 
(1974) stated that the number of definitions of leadership is 
almost identical to the number of people who have attempt-
ed to define it. By general definition, leadership is “The ability 
to inspire confidence and support among the people who are 
needed to achieve organisational goals” (DuBrin, 2016, p. 2).

However, the focus of leadership research lies not on its 
definition, but in its role in organisational performance (Bass, 
1985; Bass et al., 2003; Chandra and Priyono, 2016; Karadağ, 
2015). The central interest in this field of study lies in the role 
of leadership styles, which are the patterns of beliefs, values 
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and behaviour shown by leaders. A comprehensive overview 
of leadership styles is provided by Anderson and Sun (2017). 
They emphasise the increase in the number of adjectives used 
to describe leadership styles since 2000 and analyse nine of 
them. Nonetheless, they admit that the leading role within 
this area is still the transformational and transactional style. 
This can be confirmed by the immense amount of research 
based on these two styles (e.g. Failla and Stichler, 2008; Lowe 
and Gardner, 2000; Morsiani et al., 2017; Wang et al., 2001).

The theoretical concept of transformational leadership, 
which is the core of this study, was formulated by Burns 
(1978). Burns (1978) distinguished between two types of lead-
ership (transactional and transformational), which he consid-
ers to be mutually exclusive. Bass (1985) later developed the 
concept of these two types especially in terms of their com-
plementary character. In contrary to Burns’s understanding, 
these two styles can be used by leaders at the same moment. 
Transactional leadership is based on setting clear expectations, 
providing feedback, controlling, rewarding and correcting fol-
lowers’ behaviour (Burns, 1978). Transactional leaders are rep-
resented by their focus on day-to-day operations (Northouse, 
2016). Transformational leadership builds on a complementa-
ry relationship between leader and subordinate. According to 
Huber (2010, p. 17), a transformational leader is defined as “a 
leader who motivates followers to perform to their full poten-
tial over time by influencing a change in perceptions and by 
providing a sense of direction”.

Transformational leadership uses five substyles: (a) ideal-
ised influence (attributed) concerns the leader’s charisma and 
whether they are perceived as confident and strong (Antonakis 
et al., 2003); (b) idealised influence (behaviour) corresponds to 
unified behaviour, which shows that the leader believes in 
themselves and acts in accordance with the values and purpose 
of the mission; (c) inspirational motivation is aimed at empow-
ering and motivating subordinates; an inspiring leader is opti-
mistic and shows faith in the fulfilment of the goals and the vi-
sion (Avolio and Bass, 2004); (d) intellectual stimulation where 
the leader acquires his/her own ideas from their followers, en-
gages them and leads them to find new procedures (Kirkbride, 
2006); (e) individual consideration where the leader knows his/
her followers and takes into account their strengths, reserves 
and needs, and thus increases their sense of importance and 
irreplaceability (Avolio and Bass, 2004).

Transactional leadership is composed of two substyles: 
(a) contingent reward where the leader’s behaviour is focused 
on clarifying the role and task requirements (Antonakis et al., 
2003) and provides meaningful rewards based on task com-
pletion (Andrews et al., 2012); (b) management-by-exception 
(active) where active leaders try to avoid a serious problem in 
advance, and set clear rules and alerts based on regular checks 
(Judge and Piccolo, 2004).

As the last component of the questionnaire measuring 
leadership styles is passive avoidant leadership, we also con-
sider it in our results. It is composed of two substyles: (a) man-
agement-by-exception (passive) where passive leaders act only 
when the problem has already occurred; (b) laissez-faire, which 
is characterised by the absence of leadership and is reflected in 
the avoidance of responsibility (Alloubani, 2016).

Transactional and transformational views on leadership 
in organisations are leader focused and address the specific 
behaviour of leaders and the impact on the organisation and 
people inside the organisation (Tummers and Knies, 2013). 
The impact mostly concerns organisational performance and 
effectiveness (Avolio et al., 2009; Dinh et al., 2013; Northouse, 
2016) although there are many studies aimed at specific fac-

tors, such as the ability of organisational learning (Yukl, 2008) 
and nurse innovation behaviour (Weng et al., 2015). This ap-
proach is one of the most influential theories guiding health-
care leadership research (Gilmartin and D’Aunno, 2007; Wong 
et al., 2013).

In our opinion, the relation between leadership and organ-
isational performance is not direct but works through influ-
encing components of organisational behaviour, such as the 
motivation of employees, their commitment, creativity and, as 
a consequence, the level of the employees’ identification with 
the organisation.

The theme of organisational identification is rather new and 
interest in it is closely related to issues of identity. Identity pro-
vides the answer to the questions “Who am I?” and “Who are 
we?” An individual’s identity consists of his/her personal iden-
tity (qualities, abilities, interests, physical attributes) and social 
identity (reflecting the social categories to which an individu-
al feels they belong). Personal identity is a unique way of how 
people perceive themselves as individuals, and social identity 
comes from an individual’s view of their membership of a social 
group (Asforth et al., 2008). Albert and Whetten (1985) argued 
that organisational identity, like the identity of an individual, 
consists of shared values that help the processes of sense-giving 
and decision-making in key situations, especially those where 
the individual or organisation stands at a crossroads.

One of the first descriptions of organisational identifica-
tion was developed by Patchen (1970). He stated three com-
ponents of identification with an organisation: a perception of 
shared characteristics with the members of the organisation, a 
feeling of solidarity with the organisation and the support of 
the organisation (Moksness, 2014). Ashforth and Mael (1989) 
take the identification with the organisation as a specific form 
of social identification and define it as a consciousness of unity 
with the organisation and the consciousness of belonging to 
it. Dutton et al. (1994) define identification with the organ-
isation as a cognitive link between the worker and his/her 
organisation, specifically as a degree of consistency between 
the attributes by which the worker defines themselves and the 
attributes which define the organisation.

Research studies have confirmed the significant impact 
of organisational identification on individual attitudes and 
behaviour in organisations. When considering employee sat-
isfaction – a significant factor influencing employee perfor-
mance – employees who identify with the organisation tend 
to perceive their work as meaningful and satisfying (Lee et al., 
2015). Employees strongly identifying with the organisation 
are more willing to behave in accordance with the organisa-
tion’s goals (Haslam and Ellemers, 2005). The current level of 
knowledge confirms that the level of organisational identifi-
cation affects the performance of the employees and thus has 
an important impact on the overall performance of the organ-
isation (Fiol and O’Connor, 2005; Haslam and Ellemers, 2005; 
Millward and Postmes, 2010; Tyler and Blader, 2001).

According to meta-analyses (Haslam, 2004; Haslam and 
Ellemers, 2005; Riketta, 2005; Riketta and Van Dick, 2005), 
the degree of organisational identification is associated with 
organisational processes including cooperation, employees’ ef-
forts, participation and beneficial decision making. Although 
the issues of transformational and transactional leadership 
and their impact on organisational behaviour are a frequent 
subject of research abroad, in Czechia we can only find spo-
radic studies of these issues (Procházka and Vaculík, 2015). 
Regarding the field of healthcare, we have not been able to find 
any studies on this subject for the Central and Eastern Europe 
(CEE) region.
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There is a general awareness that in the CEE region health-
care management still retains many elements of the old sys-
tem of the Austro-Hungarian Empire, which is based on the 
authoritative power of head physicians. Nurse leaders are of-
ten perceived only as assistants following the physicians’ or-
ders and their social status is lower (Jarošová, 2006). It can 
be generally assumed that head nurses are more in touch with 
nursing staff and thus, compared to physicians, they have a 
greater impact on the level of nurses’ identification with the 
organisation. Therefore, we focus on this specific segment of 
healthcare employees. The aim of our study is to contribute to 
the level of knowledge in this field by providing the answers to 
the following research questions:

RQ1: Which leadership style has an impact on the employ-
ees’ degree of organisational identification?

RQ2: Which components of this style play the key role in 
the degree of organisational identification?

 
Materials and methods

The study focused on one hospital, which was selected on the 
basis of the willingness of the hospital management to parti- 
cipate in the research. To preserve the anonymity of the hos-
pital, its size is only presented through number-of-beds inter-
vals. It is a medium-sized (300–500 beds) Czech hospital with 
less than 1000 employees. In terms of its size, it is the most 
common type of hospital in Czechia. The hospital has the legal 
form of a joint-stock company owned by regional self-govern-
ment (the major type of owner in Czechia) and provides in-
patient and outpatient care, as well as chronic care beds. The 
chosen hospital has been profitable in recent years and is one 
of the major employers in the district. Our study focused on 
the non-medical healthcare staff, particularly nurses.

The research study is based on the questionnaire survey 
that was conducted in autumn of 2017. Departments with 
less than 4 nurses did not participate in the study. The ques-
tionnaire form was distributed to all nurses from departments 
included in our study. The nurses were asked to rate the lead-
ership style of their direct superior (head nurse) and their own 
degree of identification with the hospital. Individual leader-
ship (sub)styles were identified using the Multifactor Leader-
ship Questionnaire (MLQ) by Avolio and Bass (2004), which 
is a worldwide validated instrument for measuring leadership 
style. The MLQ consists of 45 items in total and 36 items from 
the questionnaire focus on specific leadership (sub)styles. Five 

substyles represent transformational leadership, two sub-
styles are aimed at transactional leadership and two substyles 
at the passive avoidant leadership style. All the nine leadership 
substyles are expressed by four items. Each item is rated on 
a five-point Likert scale, ranging from 0 (not at all) to 4 (fre-
quently if not always). The degree of staff identification with 
the hospital was assessed by the means of five questions based 
on the Mael and Ashforth (1992) organisational identification 
scale with a four-point rating scale: – 2 strongly disagree, –1 dis-
agree, 1 agree, 2 strongly agree.

The survey was anonymous, and the 292 nurses were asked 
to fill in only the length of their employment in the hospital 
using pre-specified intervals and the department they were 
working in. The employment length and department type 
(inpatient ward or outpatient ward) were assessed as control 
variables with possible impacts on the organisational identi-
fication degree. The questionnaire was completed by 136 re-
spondents and the return rate was 46.6%.

Standard statistical methods were used to evaluate the 
questionnaire data. Specifically, these were descriptive statis-
tics, two-sample t-tests, and multiple linear regression. The 
analysis was conducted in the statistical software R (R Core 
Team, 2018).

 
Results and discussion

The results of the questionnaire are summarised in Table 1 
and Table 2. More than half of the respondents had worked 
in the hospital for more than nine years. The average values 
of MLQ show that the passive style is perceived by nurses as 
the least frequent. Transformational and transactional styles 
are applied together (Table 1), which corresponds to the re-
sults of our pilot study (Bednářová and Komárková, 2017). The 
mentioned study targeted the head nurses’ leadership styles as 
perceived by themselves, not by their subordinates.

With the exception of the passive avoidant style, the dif-
ferences between the evaluation of individual substyles are 
minimal. In particular, there is a slight predominance of: 
(1)  management by exception (active) as part of the transac-
tional style, (2) idealised influence (behaviour), (3) intellectual 
stimulation, both belonging to the transformational leadership 
style. The order is similar to that found in the pilot study men-
tioned above, but the average values obtained are now lower. 
Differences in leader self-assessment and subordinate ratings 
are common and may be both lower and higher. Interesting-

Table 1. Evaluation of leadership substyles of healthcare managers by respondents and according to the department type 
(inpatient ward or outpatient ward) including results of means comparison by two-sample Student’s t-test

Total Inpatient Outpatient Comparison

Leadership style Mean SD Mean SD Mean SD Diff p-value

Transformational leadership
Idealised influence (attributed)
Idealised influence (behaviour)
Inspirational motivation
Intellectual stimulation
Individual consideration

2.45
2.66
2.57
2.62
2.54

0.98
0.85
0.88
0.91
1.05

2.37
2.56
2.42
2.55
2.52

1.00
0.84
0.89
0.94
1.05

2.69
2.97
3.00
2.83
2.59

0.86
0.84
0.70
0.80
1.08

–0.32
–0.41
–0.58
–0.28
–0.07

0.093
0.013

<0.001
0.115
0.740

Transactional leadership
Contingent reward
Management-by-except. (active)

2.59
2.73

0.93
0.82

2.48
2.71

0.94
0.84

2.94
2.79

0.85
0.76

–0.46
–0.08

0.012
0.638

Passive avoidant leadership
Management-by-except. (passive)
Laissez-faire

1.58
0.99

0.84
1.05

1.52
1.04

0.85
1.06

1.75
0.85

0.80
1.02

–0.23
0.19

0.160
0.363
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ly, this discrepancy in assessment can have some impacts on 
leadership outcomes. One of them concerns the satisfaction 
of the subordinates: the lower self-assessment of the leader 
compared to the subordinate rating correlates with the great-
er satisfaction of the subordinates with the style of leadership 
and vice versa (Andrews et al., 2012).

All assessed leadership substyles are more intensively per-
ceived by the respondents in outpatient wards. The only ex-
ception is the laissez-faire style, where the average for this type 
of wards is slightly lower. However, the statistically significant 
difference was only found in three substyles; two of them be-
longed to the transformational style – namely idealised influ-
ence (behaviour) and inspirational motivation. Contingent reward 
was the only differing transactional substyle.

The degree of respondents’ identification with the hospi-
tal reached an average of 0.25 on the scale [–2,2]. The highest 
degree was in the case of respondents working in the hospital 
in the range of 3 to 9 years (Table 2). The dependence of the 
identification degree on leadership styles has been assessed by 
multiple linear regression. The model included employment 
length and department type (outpatient wards include depart-
ments with no beds and departments of medical complement) 
as control variables. Employment length is represented by two 
dummy variables with the reference category “Short”; depart-
ment type is represented by one dummy variable with the ref-
erence category “Outpatient ward”.

Table 2. Assessment of the identification degree of nurses depending on their employment length and according to the 
department type (inpatient ward or outpatient ward)

Inpatient ward Outpatient ward Total

Employment Freq. Mean SD Freq. Mean SD Freq. Mean SD

Less than 3 years (short) 30 (22.1%) –0.11 1.17 6 (4.4%) 0.07 1.08 36 (26.5%) –0.08 1.14

From 3 to 9 years (middle) 15 (11.0%) 0.87 0.52 8 (5.9%) 0.07 0.68 23 (16.9%) 0.59 0.68

More than 9 years (long) 56 (41.2%) 0.29 1.06 21 (15.4%) 0.35 1.07 77 (56.6%) 0.30 1.06

Total 101 (74.3%) 0.26 1.07 35 (25.7%) 0.24 0.98 136 (100%) 0.25 1.05

The complete linear model results, which include all the 
considered explanatory variables, are summarised in Table 3. 
It showed estimated regression coefficients (Beta), standard-
ised regression coefficients (StBeta), related 95% confidence 
intervals (CI) and t-tests for regression coefficients and overall 
F-test for a subset of explanatory variables. As Table 3 shows, 
the degree of identification generally depends on the trans-
formational style (p < 0.001) and the employment length (p = 
0.005). However, there was a relatively high inter-correlation 
of the included variables in the range of 0.55–0.80. This is con-
sistent with findings in Avolio and Bass (2004) that the trans-
formational leadership substyles are usually highly correlated 
because they all represent the same category of behaviour 
based on the mutual reinforcement of its components.

Table 3. Regression analysis results for a complete model

Explanatory variable Beta StBeta 95% CI  
for Beta

t-test  
p-value

F-test  
p-value

Employment-Middle 0.772 0.278 (0.252, 1.293) 0.004
0.005

Employment-Long 0.555 0.264 (0.163, 0.947) 0.006

Department type-Inpatient 0.374 0.157 (–0.033, 0.781) 0.071 0.071

Idealised influence (attributed) 0.182 0.170 (–0.145, 0.510) 0.272

<0.001

Idealised influence (behaviour) –0.030 –0.024 (–0.409, 0.349) 0.875

Inspirational motivation 0.665 0.561 (0.262, 1.068) 0.001

Intellectual stimulation –0.314 –0.274 (–0.644, 0.017) 0.063

Individual consideration –0.079 –0.080 (–0.373, 0.215) 0.595

Contingent reward –0.190 –0.169 (–0.545, 0.165) 0.292
0.531

Management-by-except. (active) –0.056 –0.044 (–0.331, 0.219) 0.688

Management-by-except. (passive) –0.011 –0.009 (–0.251, 0.229) 0.929
0.270

Laissez-faire –0.160 –0.161 (–0.393, 0.072) 0.174

Multiple R2 = 0.249; Adjusted R2 = 0.175; overall F-test model: p < 0.001.

Since this multi-collinearity may distort the regression 
analysis result, the superfluous variables were removed using 
stepwise regression. The final model was a sub-model of the 
complete model (F-test for the sub-model: p = 0.829). It includ-
ed only five predictors: employment length, department type, 
inspirational motivation and intellectual stimulation (trans-
formational leadership substyles) and passive laissez-faire 
style (Table 4). However, among the leadership substyles, only 
inspirational motivation had a positive effect on the identifica-
tion degree.

Physicians and nurses have one main goal, and that is to 
provide care for their patients at the best possible level and to 
improve their health condition. They should form “one team” 
and work together to achieve the highest level of care and  
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patients’ recovery. However, in the Czech hospital environ-
ment, the demonstration of supremacy by physicians/superi-
ors towards nurses is still prevalent (Bártlová et al., 2010). This 
was also reflected in the results of our research.

The most perceived leadership style was the transac-
tional one, which consists of continuous monitoring of the 
subordinates’ activities, controlling them and ensuring the 
achievement of the assigned tasks. The respondents mostly 
experienced from their superiors the approach based on the 
management-by-exception (active) substyle. Its main feature is 
the aim to catch the problem before it arises, which is not sur-
prising if we take into account the character of work in health-
care. We can assume that the provision of healthcare creates 
an environment suitable for the development of the role 
culture (Handy, 1981), which can be characterised by clearly 
defined positions arising from the division of labour and the 
expertise of employees. Hospital managers work with a gener-
ally accepted and expanded assumption that strict standards 
and processes need to be followed. And not just in hospital de-
partments where it is desirable to adhere to exact procedures, 
but elsewhere too. This is common even in situations where 
medical staff could have free space for their own way of solving 
the work tasks. However, as demonstrated by the results of 
our pilot study (Bednářová and Komárková, 2017), employees’ 
job satisfaction is higher when their working conditions pro-
vide some degree of autonomy and opportunities for creative 
work. Therefore, if the nature of the work and work task al-
lows, supervisors should enable staff to actively participate in 
task solutions.

We can support this idea with the fact that idealised influ-
ence (behaviour) and intellectual stimulation were also among 
the most perceived leadership substyles, although they be-
long to the transformational style, which is a counterpart to 
the transactional style and consists of transforming the needs 
of the subordinates and stimulating them. Idealised influence 
(behaviour) points to a strong perception of charismatic lead-
ership and intellectual stimulation to enable self-realisation. 
The laissez-faire substyle has the smallest representation in the 
investigated hospital. Again, this is not surprising, since it is 
difficult to imagine a leader of a healthcare department who 
avoids decision-making and disclaims responsibility. Yet there 
were a few answers that indicated this might be perceived and 
this information should draw attention to the further investi-
gation of this situation.

It can be summed up that there are two groups of manag-
ers in the examined hospital. The first group holds in its style 
the principle of clear superiority in terms of their position and 
does not give subordinate employees much space for self-re-
alisation. Employees are forced to accept and obey orders be-

Table 4. Regression analysis results for the final model

Explanatory variable Beta StBeta 95% CI  
for Beta

t-test  
p-value

F-test  
p-value

Employment-Middle 0.747 0.268 (0.245, 1.248) 0.004
0.006

Employment-Long 0.536 0.255 (0.153, 0.919) 0.006

Department type-Inpatient 0.371 0.155 (–0.015, 0.757) 0.059 0.059

Inspirational motivation 0.614 0.518 (0.352, 0.876) <0.001
<0.001

Intellectual stimulation –0.401 –0.350 (–0.649, -0.153) 0.002

Laissez-faire –0.161 –0.162 (–0.348, 0.025) 0.089 0.089

Multiple R2 = 0.232; Adjusted R2 = 0.196; overall F-test model: p < 0.001.
Note: Relatively low values of R2 coefficients are not a problem here as our model is not developed for a prediction purpose.

cause they are in the role of subordinates. The second group 
shows signs of charismatic leaders who allow their subordi-
nates some freedom and space for creativity. It is difficult to 
assess which is better if we do not know other contingencies, 
and we must admit that under specific healthcare conditions 
the transactional style may be effective.

Returning to our research questions, we can conclude that 
only the transformational leadership style has a statistically 
significant impact on nurses’ identification with the hospital. 
While inspirational motivation increases organisational identi-
fication, intellectual stimulation has an adverse effect. Inspira-
tional motivation develops teamwork based on trust, mutual 
understanding and support. We can assume that in working 
conditions where it is absolutely crucial to rely on each other, 
such an atmosphere of mutual support is an important source 
of satisfaction at work, commitment and identification with 
the organisation. On the other hand, the intellectual stimula-
tion substyle is challenging and demanding; the leader expects 
initiative, critical and innovative thinking. He/she wants their 
staff to be able to function independently and not to rely on 
his/her support. In the healthcare environment, this may be 
taken as overloading or shifting responsibility to the subor-
dinates and thus increasing the burden of work, which is al-
ready strongly demanding in its essence. And who would like 
to identify with the conditions that are the source of his/her 
nightmares?

A limitation of our study is the low return rate of ques-
tionnaires (less than 50%). However, it is necessary to state 
that if the willingness to answer is not related to the studied 
issue, this does not cause bias in the results. The main reason 
for not filling out the questionnaire was the high workload of 
respondents. The leadership styles of the nurses’ managers 
were investigated in only one hospital, so the results cannot 
reflect the situation in Czech healthcare as a whole. For future 
research, we plan a comparison of different types of hospitals, 
e.g. private hospitals or public hospitals (analogously as [Ab-
delhafiz et al., 2016] for Jordanian hospitals), or for-profit and 
non-profit orientation, respectively. It is obvious that different 
working conditions may call for different leadership styles, and 
the assessment of their appropriateness should be linked to 
other factors such as economic outcomes, commitment and 
employees’ or patients’ satisfaction.

 
Conclusions
From the point of view of the main purpose of the study, our 
findings on the interplay of the transformational style and the 
degree of organisational identification are very important. Es-
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pecially inspirational motivation has contributed positively to 
the degree of employees’ identification. Leaders with these 
skills can attract and inspire. Therefore, such leaders repre-
sent a natural authority for employees, a solid point that can 
be leaned upon and relied on. However, it is not possible to 
regard the transformational style as a panacea for improving 
healthcare management. As shown in our results of the nega-
tive impact of intellectual stimulation on organisational identi-
fication, even a transformational leader must be able to reflect 
the contextual factors and to choose the appropriate tools for 
their management. We can conclude that followers inspired 
by a leader who is loyal to the organisation and clearly defines 

the vision can be taken as one of the most important factors 
that reinforce processes leading to the development of organi-
sational identification and thus to better organisational effec-
tiveness.
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Styl vedení a jeho vliv na identifikaci zaměstnanců s organizací: studie z české nemocnice

Souhrn
Lídři jsou v každodenním kontaktu s podřízenými zaměstnanci a svým stylem vedení ovlivňují chod organizace. Článek je zamě-
řen na zjištění toho, jak styl vedení v pojetí transformační teorie působí na identifikaci s organizací, tj. na důležitou a komplexní 
proměnnou, která hraje hlavní roli v efektivitě organizace. Dotazovaly jsme se vzorku zdravotních sester ze středně velké nemoc-
nice, aby ohodnotily styl vedení vedoucích zdravotních sester a dále jejich vlastní identifikaci s nemocnicí. Ve studii byl využit 
kvantitativní výzkum založený na dotazníkovém šetření. První část zahrnovala Multifactor Leadership Questionnaire měřící styl 
vedení a jeho složky. Druhou část reprezentovala škála Maela a Ashfortha, která hodnotí míru identifikace zaměstnanců s or-
ganizací. Vztah mezi zvolenými proměnnými byl posuzován pomocí vícenásobné lineární regrese s délkou zaměstnání a typem 
oddělení v podobě kontrolních proměnných. Výsledky studie ukazují, že ve zvolené nemocnici mírně převažuje transakční styl 
vedení, ačkoliv pouze transformační styl a dvě jeho složky měly vliv na stupeň identifikace s organizací.

Klíčová slova: identifikace s organizací; management zdravotní péče; vedení lidí
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