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Increasingly, workplace bullying is
becoming an important issue for OHS
professionals and employers. This
exploratory study sought to understand
the perceptions of key industry
informants from the New Zealand health
sector regarding workplace bullying, and
to compare these perceptions with those
in the New Zealand hospitality sector.
The study involved semi-structured
qualitative group interviews and
individual face-to-face interviews with
key industry informants. For the health
sector, bullying was reported as being
fairly widespread across subsectors,
while in hospitality, bullying was
associated with a number of “hot spots”
(notably, the kitchen). Perceived risk
factors for bullying were mainly related to
the social organisation of work, including
issues of hierarchy, resourcing and
leadership. An absence of adequate
reporting and poor human resources
practices were identified as further
organisational-level risk factors.
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Introduction

Workplace bullying has been the subject of growing
research interest during the past two decades and,
increasingly, it is becoming an important issue for
OHS professionals and employers. A number of
synonyms for workplace bullying have been used to
describe the problem during this period, including
psychological harassment, psychological violence,
workplace aggression and emotional abuse, and
mobbing."* Workplace bullying has also been
described as persistent negative interpersonal
behaviour experienced by people at work, and the
repeated mistreatment by one or more perpetrators
of an individual or a group.** Key features of
bullying at work are an imbalance of power between
the two parties involved, and repeated negative
actions or practices over an extended period of time,
directed at one or more people, which are unwanted
and cause distress and/or damage.*’ Indeed, the
negative outcomes of bullying can include long-
term psychological and occupational impairment,
and damage to the target’s self-esteem, physical
health, cognitive functioning, and emotional
health.®® There is also growing evidence of the costly
and counterproductive nature of workplace bullying
in organisations.®

Awareness of the problems associated with bullying
is often relatively low.'™" Untl recently, there has
been a tendency to focus on the characteristics of
targets but, without robust longitudinal studies, it is
difficult to identify the characteristics that
predispose individuals to being targeted from those
which are the result of being bullied.”"* Research
generally suggests that determinants of workplace
bullying have less to do with the characteristics of
the target than with the nature and organisation of
the workplace.' Stressful and poorly organised work
may give rise to conditions that result in bullying.”*
Organisational efforts to address workplace bullying
need to focus on the risk factors associated with HR
practices and leadership, as well as organisational

communication and culture.'**

The targets of bullying are often subjected to
numerous types of abuse.?” Moreover, while bullying

at work can include physical aggression, many
bullying behaviours are covert in nature, including
withholding  information, social isolation,
undermining, intimidation, micromanagement of
work duties, and attacks on credibility.**
Consequently, while there are tangible bullying
behaviours, the behaviours that people do ot
exhibit are also important.” However, workplace
bullying is not always attributed solely to
interpersonal interactions, but can also occur when
the organisation itself (rather than individuals) is
perceived to be responsible for bullying practices.”
Organisational bullying therefore refers to situations
where organisational practices and procedures are
frequently and persistently experienced as oppressive
and demeaning.’”*

Although the literature clearly identifies bullying as
a significant workplace issue, determining the extent
of workplace bullying internationally is not
straightforward because inconsistent terminology
and operational definitions make comparisons
difficult® Prevalence rates identified from
international studies on workplace bullying vary
considerably between different countries, across
different occupational groups, and where different
measures are used.** For instance, a recent study
involving United States employees from various
occupational groups using the Negative Acts
Questionnaire to measure bullying reported a
bullying prevalence rate of 9.4%-28%, while a study
published in the same year using a similar scale
found French employees to have prevalence rates of
10.95%-21.84% (men) and 12.78%-26.81%
(women).** Much higher prevalence rates have
been found in studies that use alternative measures
of bullying, such as behavioural exposure measures
or measures of perceived victimisation.”*

A number of studies have focused on bullying in the
health care sector (where high levels of bullying have
been reported”**#), including relatively small
sample studies in New Zealand where prevalence
rates of 90% (nurses) and 50% (doctors) were
recorded.* Findings from the most recent of these
studies suggest that junior doctors, including first-
year house officers or first-year registrars, are at
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relatively high risk of being the targets of negative
acts, with the source most commonly being
consultants and nurses.®

Based on these findings, the present exploratory
study sought to understand how key industry
informants from the New Zealand health sector
perceive the problem of workplace bullying. For
comparison, the study also considered the
perceptions of key informants from the New Zealand
hospitality sector. The aims of this study, which is the
first to examine the perspectives of key industry
informants on the workplace bullying problem in
New Zealand, were to explore the extent and nature
of bullying in these sectors and to identify perceived
key risk factors for bullying. The findings from this
preliminary study will help inform further detailed
quantitative research to determine the incidence,
nature and impact of workplace bullying in these and
other New Zealand industry sectors.

Methodology

The study used a qualitative research strategy, as the
focus was to explore the perceptions of key
informants rather than the testing of specific
hypotheses. Data collection involved the use of
semi-structured qualitative group interviews and
individual face-to-face interviews with key industry
informants. The following sections outline the study
sample, procedure and interview questions.

Sample and procedure

The two industry sectors involved in this study were
health and hospitality. The New Zealand health
sector can be divided into three major areas: primary
care, District Health Boards (DHBs), and residential
care, with a large range of occupational groups
within these areas, including nurses, junior doctors,
consultants, dentists, technicians, residential care
workers, emergency workers, auxiliary staff, social
workers, and primary care workers. The health
sector has a mix of very large and medium-sized
enterprises and very small organisations. District
Health Boards are the dominant players across the
sector. The hospitality sector in New Zealand

contains two major subsectors, that is, hotels and
restaurants. Fach of these subsectors is made up of a
mix of large and small businesses, with small
organisations mostly run by owner-operators, and
large hotels and restaurants often part of a chain or
multinational organisation. Occupational groups in
the hospitality sector include hotel and restaurant
managers, cleaning staff, chefs and kitchen staff,
waiting staff, gaming staff, and bar staff.

The health sector key informant group comprised 13
OHS managers and two HR managers. In addition,
three smaller group interviews were undertaken with
national umbrella organisations representing
different occupational groups in the health sector.
Individual interviews were conducted with 10
respondents, with a further two respondents
completing questionnaires containing the same
questions as those used in the interviews.
Respondents were mainly high-level industry
stakeholders, including representatives from nursing,
rest home associations, DHBs, HR, and OHS.

In the hospitality sector, two group interviews were
undertaken with Safer Industry Forum members (an
Accident Compensation Corporation-sponsored,
but industry-owned, high-level industry group
which acted as the industry stakeholder group for
the project). These groups comprised between eight
and 10 members, and also included a small number
of government (Accident ~Compensation
Corporation and Department of Labour,
Occupational ~ Safety and Health Division)
representatives who chaired and contributed to
discussions. Individual interviews were conducted
with six key informants from the hospitality sector.
Respondents were mostly industry group leaders
and offered a high-level perspective on the industry
in terms of the problems in question. Two
respondents worked in operations and HR for major
hospitality organisations.

As the study focused on the perceptions of key
industry-level informants, participants were selected
on the basis that they had an industry perspective on
the problem of bullying. There were no refusals to
requests to participate. Participants were not

J Occup Health Safety — Aust NZ 2009, 25(5): 363-373

365



Bullying in the New Zealand health and hospitality sectors

randomly selected as they were sought from all
major industry-level groups. In addition to the
research participants, a range of other non-industry-
specific stakeholders were also surveyed and/or
consulted as part of this data collection exercise,
including workplace bullying consultants and
experts, Department of Labour personnel
responsible for workplace stress and OHS policy,
Accident Compensation Corporation program
managers associated with the industries included,
and union representatives.

Interview questions and analysis

In all cases, a facilitated discussion was conducted
around the following key points:

— the extent of the bullying problem in each
sector;

— key hot spots and risk factors for bullying;
— perceived risk factors for bullying; and

— industry initiatives, policies and practices to
manage bullying.

The semi-structured individual interviews covered
the same discussion points and were mainly
conducted face-to-face. Analysis involved thematic
content analysis to identify key areas of risk and
constructs to be included in subsequent research
stages. An initial list of key themes was identified
from the group interviews for each sector, organised
under the following theme headings: extent of the
problem; bullying hot spots; and perceived risk
factors. Detailed analysis focused around grouping
data related to hot spots and perceived risk factors,
and these were collapsed into subthemes by
grouping similar themes from a large initial list. Data
from subsequent group and individual interviews
were organised under these subthemes through an
iterative approach that involved adding to or
amending the subthemes to cope with data from
subsequent interviews that related to additional hot
spots and perceived risk factors.

Results

The findings for each of the two sectors included in
the analysis are summarised below, with
comparisons made where appropriate.

Hospitality sector
Perceived extent and nature of bullying

Respondents from the hospitality sector argued that
the industry experienced a lot of bullying, but this
tended to be focused around a few specific hot spots
rather than being a general problem across the
sector. Bullying was not a well-recognised problem
according to some respondents, and when it
occurred was often accepted “as part of the way of
doing things” in the sector, or as “normalised”.
Indeed, it was argued that bullying was “in the
nature of the industry”, although the industry is
becoming more professional and the problem may
not be as great in the future as a result.

The kitchen was mentioned most often as the area
where bullying occurred. This was described by all
respondents as a high-stress environment, with very
hot, cramped conditions and a lot of pressure to
perform to a high standard in quick time. The
bullying source is usually the chef or head cook, who
directs negative behaviour towards front-of-house
staff, waitresses and junior kitchen hands. Chefs
were described as “notorious bullies” and “prima
donnas”, as highlighted in previous research.*
Respondents suggested that the TV chef Gordon
Ramsey is often viewed as a role model by young
chefs. However, senior chefs suggested that some
young chefs mistake Ramsey’s perfectionism for
bullying and copy only the aggressive behaviour.
Aggressive behaviour and abuse are primarily
learned through working under bullying chefs, and
this behaviour may be replicated once junior chefs
have their own kitchen or rise through the system.
There is a significant power imbalance between
chefs and other staff who work in the kitchen and
front-of-house, and some respondents believed that
there was an acceptance of rude and bullying
behaviour under pressure, particularly where waiting
staff made “silly mistakes”.
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It was argued that the bullying by chefs did not
continue after the high-pressure work periods, as
everyone relaxed once the pressure was off. There
appears to be an acceptance of bullying from chefs,
and some respondents noted that junior chefs will
work for nothing just to learn from the top chefs —
despite the abuse they may receive. Young chefs
want to be trained by the best, as do professional
waiting staff. Respondents indicated that they know
they need to put up with bullies for a few years, but
some of the bullying behaviours “rub off” during
this time.

Bullies may be hired more frequently in small
organisations, as recruitment practices can be very
lax and a shortage of talent in the labour pool makes
owners desperate to employee anyone “with a
heartbeat who can cook”. In one of the group
interviews, respondents suggested that chefs are
employed on the basis of their reputation as a chef,
and that “no one cares if the chef is a bully as long
as there’s food on the tables and customers in the
restaurant”. The problem of bullying in the kitchen
environment was not thought to be a major
problem in most large restaurants, as they had
appropriate hiring methods and strong management
that would never tolerate bullying behaviour.
However, the relationship between the size of an
organisation and bullying may be reversed in the
hotel subsector, as the focus group felt that there
were more problems in large hotels — small
businesses are more of “a family” and could deal
with  potential problems through direct
communication.

Part-time and casual workers, who make up a large
proportion of the hospitality sector, are often looked
down on by permanent and professional staff. In
banqueting, some 90% of staff are casual and they
are often considered as “slave labour”. Other hot
spots for bullying included the gaming area in
casinos. Customers were perceived to be the source
here, and negative behaviour often came repeatedly
from a single customer or from multiple sources
towards cashiers and others (perhaps complaining
about the same issue, for example, the level of
payout from gaming machines).

One focus group noted that groups of staff may
bully individuals who take time off work or are on
long-term rehabilitation programs, as this creates
pressure for the staff who have to cover for them.
Another issue may be ethnicity, where a minority
cthnicity may take over a particular area and exclude
anyone from another ethnicity (that is, they try to
keep that work area as an area belonging to their
ethnicity). Finally, staff being bullied by customers
who had been drinking was perceived as a major
source of intimidation, and was often directed at
staff who refuse to serve “piss heads”. One
respondent noted that “if you are 21 years old and
trying to tell people who have been drinking a lot
that they are not going to be served, you are going
to feel very intimidated”.

Perceived risk factors for workplace
bullying

The risk factors for workplace bullying in the
hospitality sector can only be inferred from the
comments of respondents and are noted here as a
guide for further empirical study. The various
themes identified from the analysis relate to
industry, organisational/situational, cultural, group,
and interpersonal factors. A summary of the
perceived risk factors is shown in Table 1. It should
be noted that these potential risk factors interact to
produce conditions in which bullying may occur.

It is interesting to note that organisational and
industry-level risk factors were mentioned more
often than interpersonal factors. However, it is likely
that many of these situational or contextual factors
act as latent conditions for interpersonal bullying.
Hence, factors such as an industry culture that is
accepting of bullying under certain conditions, an
absence of strong leadership to address workplace
bullying, poor hiring and other HR practices, and
work organisation issues (such as
intensification due to workflow or staffing issues)
can interact to create the conditions whereby
interpersonal bullying behaviour can occur relatively
unchecked.

work
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TABLE 1
Perceived risk factors for bullying in the hospitality industry

Risk factor Level Explanation

Culture that accepts a level of Cultural/contextual * Bullying is believed to be in the nature of the

bullying from chefs and industry/normalised.

management

Failure of senior management  Organisational * Management has not recognised or come to terms with

to address bullying the problem of bullying, which may be viewed as
acceptable in terms of getting results.

Failure to recognise bullying Industry * Bullying is not recognised as a problem at the industry

as a problem — pre- level. This reduces the likelihood of developing initiatives

contemplative industry to increase awareness and policies and practices for its
management.

Work pressure Industry/organisational  * High levels of pressure in the kitchen environment
appear to increase the likelihood of bullying.

» Pressure is due to staff shortages and seasonal work
pressures.

Physical kitchen environment  Industry/organisational e The heat, cramped conditions and hard flocrs all
contribute to stress/strain and increase the bullying risk.

Kitchen tasks Industry/organisational  * The pressurised nature of work and multi-tasking
increase the bullying risk.

Poor hiring practices Organisational * Small restaurants may fail to check on the background
of chefs and employ bullies.

Poor HR practices Organisational * Owner-operators of small businesses may have poor
knowledge of good HR practices and may not know
how to manage bullying problems.

= Large organisations may not have effective policies and
practices.

Staff shortages Industry * Low unemployment means a shortage of talent. Chefs
are hired on the basis of their reputation as a cook, and
their behaviour towards staff is not a concern.

Staffing planning Organisational e Levels of staffing are kept to a minimum (no cover for
sickness, etc). This creates préssure and frustration
among staff, and can lead to bullying of absentee
member/s.

* Young and inexperienced individuals often have
responsibility for dealing with drinkers, or cashiers with
gamblers.

Lack of support for bullied Organisational » Some organisations do not have adequate systems for

staff managing bullying and supporting targets.

Ethnicity-based patch Group * |ndividuals may be bullied to restrict entry to a job area

protection where a single ethnicity dominates.

Attitudes towards part-time Organisational/group * Professional, permanent and full-time staff can treat

and casual staff casual staff as “slave” labour or second-class citizens.

Alcohol Interpersonal » Staff may be intimidated and bullied by customers
whom they refuse to serve.
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Health sector
Perceived extent and nature of bullying

Respondents from all parts of the health sector
indicated that high levels of bullying occur, and that
bullying was “endemic” (particularly in large
organisations) and “an everyday occurrence”.
Bullying was perceived to be fairly widespread
within the DHBs. However, the extent of the
bullying problem is difficult to gauge at present,
since the reporting systems in the DHBs and other
sectors have not captured the relevant information.
It was suggested that a move to an electronic format
for reporting may lead to the perception that it is
now safe to report bullying and harassment.

Bullying appears to be more widespread in the
health sector than in hospitality (where a limited
number of hot spots were identified). The health
sector is less accepting of bullying than in hospitality,
as people working in this sector are more aware of
their rights and are more likely to challenge bullying
behaviour than in the past. However, bullying in the
health sector was perceived to occur at all levels of
the organisation, from senior managers to lower-
level staff, between clinicians at different levels of the
hierarchy, and between peers. Additionally, the
problem of “organisational bullying” or
“Institutional bullying” (involving poor treatment
from management through policies relating to issues
such as staffing, responsibilities and resourcing
generally) was highlighted.

As with hospitality, it is likely that a lot of the
behaviours reported as examples of bullying do not
involve systematic repeated harm towards targets,
but are more related to people reacting
(inappropriately) under pressure. Cases of “chronic”
bullying, involving the long-term systematic
bullying of one or more individuals by a perpetrator,
appear less common, although several such cases
involving stress leave were reported by respondents.

Respondents in the residential/aged care sector
indicated that bullying was a significant problem,
particularly for workers who were bullied by nurses,
patients, relatives and doctors. The autocratic nature
of the working relationship between doctors, nurses

and carers was identified as a key factor in the
experience of bullying. Indeed, it was argued that
people in the residential care sector may be good
clinicians but they are not always effective in
managing people. Respondents believed that carers
and nurses from overseas were more likely to be
bullied due to their lower status, as was observed in
the hospitality industry. An example given was
Filipino nurses who “won’t ask questions of others’
behaviour and won’t speak up”. Part-time and
contingent workers across the health sector appear
to be subject to bullying from full-time and
permanent staff.

While respondents felt that the major bullying
problem was perpetrated against nursing staff
specifically, the literature suggests that junior
doctors are also victimised by bullies.*** In nursing,
manager-to-nurse and consultant/doctor-to-nurse is
the main direction of bullying, although peer-to-
peer bullying was perceived to be an area of concern.
For example, nurse-to-nurse bullying can take subtle
forms, and can involve behaviour such as not
helping a colleague with a lift or unfairly denying
someone training. One respondent noted that there
were “always one or two resident bullies”, and these
are often individuals who have been in the
organisation for a long time and like to stir things
up. Another respondent asserted that “old
fashioned” charge nurses yell at everyone, and
people eventually change their behaviour to avoid
being shouted at. In the health sector, this is
perceived to be bullying, although often nothing is
done about the problem. A clear illustration of the
nature of bullying in this sector was provided by one
respondent who indicated that it was common for
doctors to get away with yelling at nurses and other
staff due to the power that they hold over their
targets. A specific example given was in the
operating theatre, where targets cannot escape the
situation and are highly concerned that, if they
answer back the surgeon who is in the throes of a
tantrum, the surgeon may become upset and walk
out or make an error.

In the area of primary health care, bullying was
considered to be a potential problem for workers
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who have to go into people’s houses — although
this might be more accurately described as the risk
of acute violence or aggressive behaviour/
harassment rather than a bullying risk.

Residential care staff and general nursing staff were
also deemed to be at risk from harassment and
bullying involving clients and relatives, including
pressure from patients who have certain
expectations of health professionals, but where
nurses and others are constrained by the available
resources (particularly time factors) to meet these
expectations.

Perceived risk factors for workplace
bullying

A summary of the perceived risk factors for
workplace bullying in the health sector is shown in
Table 2, and the key factors of leadership and
hierarchy are discussed in further detail below.

Leadership quality was perceived as a risk factor by
the majority of respondents (including a strong
consensus among the group interview participants).
The common view was that bullying would not be
challenged and made unacceptable unless there was
strong leadership to direct the culture away from
such practices. One senior nursing participant noted
that, even when policies against bullying are in place,
they will be ineffective if leaders (including nursing
managers and others) do not challenge the bullying
behaviour and create an environment where
bullying is unacceptable. A common response was
that clinically and technically proficient individuals
often get promoted to management, yet there is no
guarantee that they will have the necessary
leadership or people skills to undertake the job
effectively. For individuals rising up through the
system, there are often poor role models who see
bullying as acceptable or legitimate behaviour, and
for managers and senior clinicians, there is often no
coaching or alternative models of leadership. These
views were countered to some extent by the view
that younger staff less readily accept bullying and are
more likely to resist adopting bullying behaviour.
For this to occur, however, the necessary support
and mentoring will need to be in place — but this is

not available for many. A number of respondents felt
that there was a need to emphasise leadership over
management in the development of senior people,
and there is a nationwide DHB initiative to achieve
this in the future.

Most respondents believed that the hierarchical
nature of the health sector was a key factor in
creating the ideal conditions for bullying to occur.
Autocratic relationships appear to be the norm for
many organisations — including those run by
DHBs. Senior managers, consultants and clinicians
were among those seen as being in a strong position
to bully individuals with less power, especially those
who had significant concerns about their job
security and where bullied individuals were
unsupported by their managers.* Some respondents
saw the rotational aspect of many of the jobs in the
health sector as undermining the ability of groups to
form alliances and to resist poor treatment from
managers and senior clinicians. Countering these
arguments, it was noted that groups of nurses are
now “standing together” in some DHBs against
bullying doctors. In addition, doctors are more
aware of the need to look after staff because of staft
shortages. Lower-level staff tended to experience
bullying from their supervisors, nurses, doctors and
employers in the residential care sector. As with
hospitality, ethnic minorities and part-time/
contingent workers often experience bullying as they
are seen by some as second-class citizens in the
workplace and easy targets for aggressive behaviour.

Discussion

For both the health and hospitality sectors, bullying
was consistently recognised as a significant issue.
For the health sector, bullying was reported to be
fairly widespread across the subsectors (in line with
past research”##), while in hospitality, bullying
was associated with a number of “hot spots”
(notably, the kitchen). The type of behaviour
identified as bullying in each of the sectors was
varied, and the question arose as to whether certain
types of aggressive behaviour can be considered to
correspond with established definitions and models.*”
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TABLE 2
Perceived risk factors for bullying in the health sector

Risk factor Level Explanation
Quality of leadership Cultural/contextual/ * Poor leadership creates conditions where bullying is
organisational accepted and not challenged.

Hierarchical nature of the
industry

Communication failures

Poor or absent reporting of
bullying (inadequate reporting
system)

Lack of support for
management and staff

Working in isolation

Work pressure and lack of
resources

Failure of DHBs to address
the bullying problem

Organisations as the bully

Aggressive behaviour from
clients and relatives

Attitudes towards “weaker”
individuals

Organisational/cultural

Organisational

Industry

Organisational

Industry/organisational

Industry/organisational

Contextual/industry

Organisational

Interpersonal

Interpersonal/group

* & & =

Clinical and technical basis for promotion (such people
are not always good leaders or managers).

Lack of leadership coaching.

Lack of alternative leadership models.

Poor succession management.

Poor role models for future leaders/managers.

Autocratic relationships across the system.

Fear for jobs and low political power means that
bullying is not challenged.

Tendency to blame the lowest worker (those with the
greatest distance from policymakers/top management).
Palitically weakened staff due to rotation, etc.

Failure to provide adequate communication structures.

Low awareness of the extent and nature of the bullying
problem due to the failure to collect records.

There are barriers to using current reporting systems,
including job security fears, fear of reporting to
managers, etc.

Political resistance to mandatory reporting by managers
and nurses,

Failure to provide support from contact persons.
High turnover and lack of continuity/rotation.
Denial of professional support for managers.
Management lack of mentoring and support.

Primary health and residential care workers are
exposed to the risk of unstable clients, etc.
Working remotely (in homes, etc).

The high level of pressure on nurses and all clinical staff
leads to stress and bullying.

Low staffing levels.

Bullying from management around staffing.

Prioritising profits over quality and health.

High turnover — nurses and doctors are leaving and
being replaced by overseas and less qualified staff.

Lack of leadership in policymaking from the Ministry of
Health.

Piecemeal approach of individual DHBs to policy.

Lack of awareness of the extent and nature of the
problem by senior management.

Staff are powerless to resist senior management.
Undermining of clinical staff by management.

Expectations of clients and relatives.
Working in isolation.

* Victims are seen as weak and deserving of bullying.
* Low-level and ethnic minorities are easy targets.
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A good example of this is the aggressive and abusive
behaviour of chefs that is directed towards kitchen
hands and waitresses/front-of-house staff in the
hospitality sector. Respondents’ descriptions and
experience of this type of behaviour suggest that the
aggression and abuse is short-lived, linked strongly to
periods of work intensification, and not particularly
targeted at any one individual. It is also very public,
rather than the more covert nature of much
bullying.* It is suggested that further research into
this relationship across other industry sectors could
help to advance theory in this area.

A large number of risk factors for bullying were
identified, the majority of which were related to the
social organisation of work. The most frequently
mentioned issues were those of hierarchy, resourcing
and leadership — particularly the absence of strong
leadership to create the conditions in which bullying
is not acceptable behaviour. Leadership also played a
role in supporting bullying targets and creating a
healthy work culture. The problem of staff being
promoted on the basis of technical and clinical skills
alone was a strong theme in the health sector, and it
was noted that coaching managers was an important
factor in the prevention of bullying. From this
perspective, prevention is likely to be most effective
where it addresses primary risk factors that influence
bullying risk, rather than focusing purely at an
interpersonal level. This finding warrants further
investigation, with the aim of advancing theory in
the area of workplace bullying causation and
prevention.

General resourcing and staffing issues were high on
the list of risk factors for workplace bullying. A range
of contextual and situational factors were identified
as contributing to these problems, and respondents
argued that they affected their ability to do their job
effectively, contributed to poor morale and
subsequent bullying, and reduced the likelihood of
strong leadership and effective support for staff.

Further important factors related to the HR and
OHS practices of organisations in both sectors. The
lack of appropriate monitoring and reporting of
workplace bullying has led to a lack of information

about the extent and nature of the problem, and this
reduces the likelihood of preventive action to
address bullying. This is an important area for
further study. The use of appropriate recruitment
practices to increase the likelihood of screening out
bullies at the hiring stage is another important HR
issue. Staff shortages and an overwhelming focus on
task-related competencies also compound the
problem. Effective workplace bullying policies may
not be in place in many organisations across the two
sectors, while many organisations fail to adequately
distinguish between harassment, bullying and
physical violence.

Conclusion

The findings from this study have provided a strong
baseline for understanding how workplace bullying
is perceived by key informants from the health and
hospitality sectors in New Zealand. An important
limitation of this qualitative study is the relatively
small number of respondents and a lack of input
from employees. As a result, the findings cannot be
considered as representing an industry perspective.
However, further research is planned to examine the
extent and nature of workplace bullying involving a
large sample of employees and managers from a
number of New Zealand industry sectors, and to
examine the impact of bullying on individuals and
on organisational productivity. The research also
aims to identify effective initiatives and interventions
that are currently in place to manage the problem of
workplace bullying.
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