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Introduction

Cultural and linguistic diversity (CALD) refers to the extensive number of cultural groups that make up Australian communities and the Australian population (Multicultural Mental Health Australia 2005).  The term recognises that individuals and groups vary according to ethnicity, racial backgrounds, religion, and language. This literature review will examine to what extent the scholarly literature identifies the determinants and state of health for CALD people in Australian workplaces, as well as explore the role of community health in supporting people from CALD backgrounds through workplace health promotion.

Australia’s workforce is progressively being shaped and enhanced by the contributions of people from CALD backgrounds. In 2011, the Australian Bureau of Statistics (ABS) (2011) reported Australia’s population was 21.5 million people, 46% (9.89 million) of which were born overseas or had at least one overseas born parent. 
The diversity of Australia’s workforce is represented by 13% of workers being born in non English speaking countries and 23% born overseas.  Approximately 33% of migrants experience language difficulties in finding employment (ABS 2010). 
Present demographic trends indicate the growing significance of Australia’s ageing population to the future workforce.  Between 2011 and 2020, the ABS (2011) predicts the number of people aged 50 and over will increase by more than 22%.  Despite Australians remaining in the workforce for longer, the low rates of population growth mean the number of young workers entering the labour market is falling (Department of Education, Employment & Workplace Relations 2011). It is reasonable to assume therefore that Australia will experience acute labour and skills shortages as competition for skilled staff in all industries and sectors intensify. It is more critical than ever to effectively manage and recognise cultural diversity to make the best use of skills and resources of nearly half of Australia’s workforce that come from CALD backgrounds.

People from CALD backgrounds have higher risks of injury and illness in the workplace. Low English proficiency, issues of qualification recognition
, and not having a licence to participate in the labour market are contributing factors why workers may experience serious abuse and exploitation 
such as forced labour (Gushulak 2009).  A systematic study conducted by Benach et al. (2010) found CALD workers are more represented in dangerous industries and hazardous occupations, jobs and tasks (e.g. agricultural, construction, food processing, unskilled or semiskilled manufacturing jobs, and in low wage service jobs).  Blue-collar occupations are often jobs that many CALD workers are employed in (Castro et al. 2006).  The health implications of working in high risk occupations is the potential for risk exposures, injury and death, social exclusion, fear of reprisals in demanding better working conditions, and cultural and linguistic barriers (Schenker 2010).  These factors may contribute to the vulnerability and health of CALD workers
. 

Research suggests that people from CALD backgrounds are vulnerable because they have a poorer health profile than other Australians.  CALD workers earning low wages have been shown to be at increased risk of cardiovascular disease, musculoskeletal symptoms, intentional and unintentional injury, anxiety and depression and early retirement from the labour market (Strasser 2008; Caperchione, Kolt & Mummery 2009).  It is not clear in the research whether this target group are at higher risk of health problems because of poor access to complex interventions or preventative care (Benach et al. 2009).  Research conducted by Jorgensen et al. (2010) however confirms that workers are less likely to participate in public health programs if they are multiethnic, low wage earners.  

According to the Ottawa Charter, working conditions and employment are a social determinant of health (World Health Organisation (WHO) 1986).   Employment provides the income required to obtain food and shelter, as well as providing an important source of control (Ahonen, Benavides & Benach 2007).  However it can also strain mental and physical resources.  There are increased benefits for a healthy CALD workforce.  Research suggests that a healthy workforce provides workplaces with motivated employees, reduced absenteeism, higher morale, reduced personnel and welfare problems, reduced industrial relationship disputes, increased organisational performance, competitiveness, public image, and most importantly improved organisational performance (Whitehead 2006; Castro et al. 2007).  The motivating factor of a healthy workforce is that it contributes to a sense of control of oneself, which according to Ottawa Charter principles, may positively impact CALD health.
Reorienting health services through health promotion is a key element of maximising the health capacity of the community.  It can be argued that community health 
has an important role in promoting healthy workplaces because it provides the benefit of access to a high proportion of individuals that are also part of the extended social community.  There are approximately 100 Community Health Services operating in Victoria across 300 sites (Department Human Services (DHS) 2010).  Community Health Services in Victoria operate within the framework known as Integrated Health Promotion.  This refers to agencies in a catchment area working in a collaborative manner using a mix of health promotion interventions to address priority health and wellbeing issues (DHS, 2003).  Community health staff are required to devote 10% of their time to health promotion which addresses local needs, or contributes to state-wide initiatives (Yeatman & Nove 2002).  Specialist health promotion units are located within community health to focus on more locally relevant health promotion priorities and provide expertise to staff (Harris & Harris 2009).  Health promotion units are therefore well positioned to advocate local health priorities such as assisting vulnerable CALD population groups in the workplace. 
Method 
A large range of articles have been published on employment issues of people from CALD backgrounds, however very few specifically discuss the link between paid work and health of this target group.  Of the articles cited, a majority were found in grey literature.  
These findings show few published intervention studies on CALD employment and health in the workplace setting. A combination of theoretical and empirical literature has been gathered systematically and reviewed to determine what is known and unknown about work and health of people from CALD backgrounds.  A review of journal publications, reports, and textbooks published during the period January 1997 to May 2014 was conducted for the purpose of the literature review.  
To identify publications, electronic databases of health, social science, and medical publications including - CINAHL, Psychinfo, Medline and PubMed, MEDLINE, PsychINFO, Scopus, Web of Science, Global Health and the Academic Research Library and Sociological Abstracts were investigated. Database specific subject headings and key words representing the research topic were manipulated for the varying databases.  It should be noted however that relevant literature was found by searching Australian studies that referred to the target population as ‘culturally and linguistically diverse’ or  ‘ÇALD’ where as many overseas studies referred to the target group as ‘immigrants’ or ‘migrants’.  The geographical location of where research was undertaken had an impact on sourcing information for the review.  
Inclusion Criteria: Information sourced between January 1997 – May 2014; peer reviewed articles; there was no limit on the study design included in this review; culturally diverse individuals / groups; new arrivals; migrants/immigrants; and refugees in the workplace; health promotion interventions targeting people from CALD backgrounds from either Australia or overseas.  
Exclusion Criteria: Publications not in English; information sourced pre January 1998 - post August 2010
; sources that did not deal with the subject terms or key words.  For example, articles were excluded if they did not meet at least 2 out of 3 criteria of search terms: health / workplace health promotion / or CALD / immigrant.
The review did not use quality criteria for inclusion or exclusion purposes.  An ethnographic study 
design was chosen in conducting the literature review format because of the focus on people and ethnic cultural groups in the workplace.  It is apparent that research issues, methodologies and rigour greatly vary in the literature examined.  For example, only one randomised control study by Jorgensen et al. (2010) assessed the effect of workplace health promotion and high risk multi-ethnic workers in Denmark was sourced. 

A total of 67 publications were selected
.  Abstracts were screened
, and 41 journal articles were identified as relevant.  While much literature exists for workplace health promotion, it has been a specific challenge locating articles of relevance linked to the CALD target group in the Australian population.
  Research ethics approval was not sought because the review did not involve specific contact with people. Manual searching of printed books 
on health promotion and national and international conference materials were additional methods used to gather background information about the topic such as general workplace health promotion principles and practice.  
RESULTS 

CALD Demographics in the Australian Context

Migration has had a significant impact on Australian society.  Migration flows into Australia have generally followed similar patterns to those overseas where increasing proportions of immigrants enter via the skilled migration stream (Forbes, Barker & Turner 2010).  Benach et al. (2010) point out that some CALD workers cluster in high skill professions such as information technology, management and health care where as unskilled counterparts tend to seek employment in agriculture/horticulture, construction, transport and food companies, and private households.  The Immigration Program in Australia has two components, the Migration Program for skilled and family migrants, and the Humanitarian Program for refugees.  During 2007-2008
, 53% of overseas born workers were skilled migrants and 47% were unskilled new settlers to Australia (Department of Immigration and Citizenship 2008).   

While the United Kingdom, Ireland and Europe contributed to the highest number of immigrants to Australia during the 1950s and 60s, many Asian countries such as China, Malaysia, Hong Kong, India, South Korea and Japan have since been significant sources of immigration to Australia (Harris & Harris 2009).   People have continued to migrate from over 180 countries during 2007-2008 with the top four countries of migration to Australia from the United Kingdom, India, China and South Africa (Australian Bureau Statistics (ABS) 2007).  Population estimates also referred to refugees and internally displaced populations who are seeking security and safe haven after fleeing disaster and conflict.  The Productivity Commission states that through migration, CALD workers are able to make a substantial contribution to sustained economic prosperity in Australia (Forbes, Barker & Turner 2010).  Immigration occurring outside the formal migration program is less prevalent in isolated countries such as Australia or New Zealand, with suggested estimates comprising less than 5 per cent of the total immigrant population (Organisation for Economic Cooperation & Development 2005b).  

The State of CALD Health in the Workplace

Skilled migration is necessary to alleviate the impact of Australia’s aging population.  People of CALD backgrounds with relevant work experience and qualifications can assist Australia to address specific skill shortages and build the size and skill level of the country’s labour force (Forbes, Barker & Turner 2010).  This is evident by the fact that 87% of the CALD labour force in Australia is aged between    15-44 years (ABS 2004).  The relatively young age of new arrivals migrating to Australia is of significance when designing workplace health promotion interventions for people from CALD backgrounds.  Community health may need to proceed with caution if health promotion interventions are proposed to be run during working hours if a large proportion of the target group have study or young family commitments that may impede participation in health promotion activity.

Poor health such as physical and mental health is affected by factors such as displacement, loneliness, stress, diet, physical inactivity, smoking, and work hazards.  For example, Jackson (2006) discusses the experiences of CALD nurses in Australia.  General feelings of displacement, loneliness and stress were reported both at home and in the workplace.  One study on sick leave in Sweden found that more than half of CALD workers viewed their health as poor, as well as experiencing various mental health and physical disorders (Akhavan et al. 2004).  Similarly, Griffin & Solskone (2003) provide research about a positive association between psychological distress among Thai workers in Israel and exposures to pesticides.  Furthermore a Swedish study discovered a relationship between non optimal work environments and a low degree of life satisfaction among both Swedish and CALD workers, however the psychiatric health of CALD workers was more affected by poor work conditions than the native Swedes in the comparison group (Rosmond et al. 1998).  In places where published literature is not yet available, research highlights the significance in obtaining much needed data, especially in the Australian context.  Just because health risks are not described does not mean they are non-existent. 

A randomised controlled study of 456 CALD workers in 24 small manufacturing worksites in the United States found that compared with other workers, those in blue collar occupations have less healthful dietary patterns, are more likely to be smokers and be exposed to occupational hazards at work (Castro et al. 2006).  Furthermore, physical inactivity, risk related dietary patterns, job strain, self-efficacy and social support are concentrated disproportionately among CALD workers of low socioeconomic status.  Studies show that 56% of immigrants change occupation upon settling in Australia (Department of Immigration and Citizenship 2008).  CALD workers with high-level skills may become stressed and frustrated because they have experienced deskilling and loss of status when they take on employment in unskilled roles if this is the only type of work available to them (McGregor 2007). The public health literature would therefore argue that people of CALD backgrounds are more likely to experience exacerbated health outcomes when they are disenfranchised, are of low socio economic status, or are disempowered.  

Further evidence suggests that safety, security, and communication
, are important stepping stones that community health need to consider in promoting the health of CALD workers (Fenge 2008).  Allowing CALD workers to build confidence in their learning ability and realise their career aspirations, is one approach community health can foster to support CALD people in adjusting to the demands of the workplaces.  An equally important factor influencing health outcomes of CALD workers is English language proficiency.  Research conducted by Harris & Harris (2009) highlights a causal link between CALD workers with poor English proficiency, low income and poor health.  Learning needs of particular CALD groups, especially in terms of understanding English, is therefore an important consideration in planning and evaluating health promotion interventions.  Extra financial resources may be necessary to provide interpreters or translated materials for enhanced communication strategies with CALD workers.
Defining Health Promotion

The Ottawa Charter describes health promotion as a method of enabling people to increase control over and improve health by guiding service delivery in five key areas: building healthy policy; creating supportive environments; strengthening community action; developing personal skills; and reorienting health services (WHO 1986).  These five areas provide the foundations of health promotion practice in order for community health to be successful in its partnership role with CALD workers. The Ottawa Charter affirms that:
`Health is created and lived by people within the settings of their everyday life, where they learn, work, play and love’ (WHO 1986).
The Jakarta Declaration (1997) strengthens and reinforces the strategies of the Ottawa Charter (1986) by emphasising the significance of partnerships and multi-sectoral collaboration as one of the leading areas where community health should prioritise health promotion.  There are however, additional factors noted by Tang et al. (2005) that will further contribute to success of health promotion interventions for CALD workers.  Economic, social, and environmental conditions will either facilitate or constrain the delivery of these fundamental health promotion practices for people of CALD backgrounds.  For example, a workplace might be economically well resourced to run primary prevention education to workers in a boardroom that is equipped with state of the art technology, but if workers are socially unable to participate because of language or religious barriers, the health promotion intervention would be unlikely to succeed for that CALD group of workers.  Health promotion therefore focuses on the broader determinants of health, and not just the physical health of workers.  
The requisites for CALD health include – income, peace, shelter, food, empowerment for women, sustainable development, a stable ecosystem, and respect for equity and human rights (Heward, Hutchins & Keleher 2007).  While the task of promoting health may be more challenging if one of these requisites is neglected by people of CALD backgrounds, it can also serve as a good checklist to identify areas requiring consideration when community health assist in planning appropriate workplace interventions.  Community health therefore can play a role in enabling, mediating, and advocating health promotion strategies specific to the CALD workplace context.  The cornerstone of this literature review is based on health promotion theories, models and practice in the broader public health framework in order to successfully promote health of people from CALD backgrounds
.  
Workplace Health Promotion
Workplace health promotion (WHP) is defined as the process of improving health of people at work through mutual efforts of employers, employees and society (WHO 2010).  The three features of WHP applicable to improving the health of people from CALD backgrounds includes: organisational change; individual health practices; and occupational health and safety (Fenge, 2008).  Success of WHP interventions occur however only when a combination of these three areas are adopted.  This was confirmed in a Chinese case study by Tang et al. (2005) indicating that the introduction of local cultural values and practices in organisational policy, individual work practices, and occupational health and safety, was integral in WHP success.  
While education and skill building, environmental support, awareness building, and policy development are contributing factors to successful WHP interventions for CALD workers, it has been noted that organisational change is probably the most difficult challenge that community health may experience in adopting this approach in workplaces.  Jorgensen et al. (2010) experience of using WHP principles in targeting high risk CALD cleaners in Denmark showed that without organisational commitment to WHP, it is difficult to implement changes and encourage all staff to be involved.  Bensberg (2000) cautions that effective and sustainable health promotion only occurs with senior management support, acknowledgement of both staff and management priorities, use of existing resources, an organisational approach, integration, recognition for the determinants of health, monitoring and evaluation, long term planning.  
There must be significant pre planning by community health to ensure the best strategies for equipping workplaces in the preparation of WHP and reducing the impact of management becoming overwhelmed in the process.  In a study by Hickel & Palkovich (2005) on Austrian Domiciliary Care, it was found that difficulty arose in reaching supervisors and managers who held key position for workplace health promotion.  In their research, management and supervisors felt threatened and were defensive of criticism from workplace interventions undertaken.  One method of overcoming adversity was to refer back to data from questionnaires undertaken in pre-planning stages of workplace interventions.
WHP provides mutual benefits for the workplace and CALD workers on the basis that good health practices on both parts will lead to individual fulfilment and organisational productivity.  The Shanghai Municipal Health Bureau and Health Education Institute have been reported to have developed an integrative model replicating many of the WHP features of effective WHP as suggested by Bensberg (2000).  Measureable outcomes were collected by Chu et al. (2000) from 21,000 employees within 4 blue collar workplaces (shipping, steel, chemical and cotton mill factories).  As a result of interventions conducted, it was found that there were reduced levels of sick leave by 50%; work related injuries reduced by 10-20%; improved health and safety practices from 30% to 90%; and reduced diseases and health care costs from 16% to 10%.  This study clearly demonstrated the effectiveness of good business and improved health outcomes for CALD workers as a result of WHP.  Specifically conducting long term planning which incorporated monitoring and evaluation (both process and outcome), were key factors contributing to the strength of this study.
A barrier to the success of WHP as noted by the National Health Promotion Survey of worksites in 2006 indicates that 48 per cent of US companies surveyed reported difficulty in reaching high risk employees (Castro et al. 2006).  WHP aimed at targeting health challenged CALD groups was not shown to contribute to reducing class-based health disparities.  Nonetheless, Chu et al. (2000) provides insight into persevering with hard to reach target groups, such as CALD workers, due to the fact that worksites provide an easy longitudinal access to big groups of people, and can be supported with health promotion expertise to assist overcoming such challenges. 

Daly et al. (2005) argues that part of the problem in understanding what constitutes WHP is that it is characterised by a lack of conceptual clarity.  Judd et al. (2001) proposes on the other hand that the WHP concept is actually quite clear.  But due to the lack of research available (particularly in the Australian context) it makes it difficult to draw evidence based practice.  A majority of literature found for the purpose of this review pointed to WHP interventions adopting more traditional lifestyle-oriented strategies in promoting the health of people from CALD backgrounds.  Global research however suggests that WHP which is more upstream based can have more lasting and sustainable effects on health of people from CALD backgrounds (Fenge, 2008; Benach et al, 2009). Collectively, these factors show a clear shift from behavioural health promotion strategies to a linking of behaviour combined with workplace related measures for CALD workers.  Community Health can support workplaces through facilitating the development of HPW by building partnerships and coordinating bodies that improve links, provide mutual support and share information with the CALD community of interest.  
Identification of the Need for CALD Workplace Health Promotion

The health of people from CALD backgrounds in the workplace should be a central concern for employers.  The Trade Union Congress (2007) argues that in addition to employment rights, it is essential CALD workers be guaranteed benefits offering protection against poverty and social exclusion. Research has demonstrated that multiple levels of discrimination impact on CALD workers experience (Jorgensen 2010).  Issues such as gender as well as racism have been documented in countries such as Poland who experienced high levels of unemployment and discrimination following the restructuring of the Polish economy.  It is important that CALD workers are therefore not discriminated in a similar manner within the Australian economy or feel that taking low pay and low skilled employment is a positive step back to employment.

The identification, assessment and management of health risks for CALD workers for occur before health problems arise.  There are a number of poorly documented health threats of CALD workers that have significant importance to public health.  Domestic violence, dietary changes impacting incidence of cardiovascular disease, diabetes, cancer, or the importation of traditional medicines from less regulated environments are a few of the factors which can contribute to poor worker health and consequently cause an overflow effect on job output (Gushulak 2009).  
It should be noted that a number of health factors associated with migration such as risk of illness, vulnerability, and adverse health outcomes are not equally distributed within all CALD groups.  Chu & Dyer (2002) reflects on uneven influences of environmental, behavioural, genetic, biological and socio-economic determinants of health being more prevalent in some cohorts of CALD populations.  For example, those at risk of adverse health outcomes include CALD groups originating from poverty, those forcibly displaced, those with limited linguistic and educational skills, and those dependent on their community for protection (e.g. the young or the elderly).  Castro et al. (2006) state that new arrivals are most vulnerable to contracting diseases as a consequence of poor living environments and exploitive working conditions including limited access to preventive services and health care.  Interventions must therefore be tailored specifically to meet the very different health needs of diverse CALD groups such as Burmese or Sudanese Refugees, who may have newly settled in employment in Australia compared to well established Italian or Greek CALD groups.
Marin et al. (2009) report a reluctance of engaging CALD workers in WHP interventions.  In their study, there was an adoption rate of 56% of workers participating in their health promotion research program.  This is comparable with a randomised control trial investigating health risk factors among CALD workers in a study conducted by Jorgensen et al. (2010).  Jorgensen’s study of CALD cleaners in Denmark also indicated a participation rate of around 50% from CALD workers.  What was interesting from these two research studies is that higher participation rates of CALD workers were apparent when WHP interventions consisted of multiple components.  Perhaps CALD workers felt more valued by the workplace if they provided ongoing interventions rather than one-off programs?  Low risk CALD workers also tended to participate more in WHP than those at high risk of poor health.  Community health thus need to be vigilant in collecting baseline data in the pre-planning phase of WHP interventions to ensure that CALD worker’s most in need of health promotion are targeted accordingly.
Capacity Building 

The literature states that effective capacity building strategies must be linked to workplace activities and be competency based.  This means that capacity building in community health must involve management, must work across a range of levels within the workplace, and form links with other capacity building initiatives including funding, incentives and workplace priorities (Australian Health Promotion Association 2001).  According to the NSW Health Framework (2001), capacity building is:

“A process initiated within organisations and communities in response to the identified strategic priorities of the system, to help ensure that the people working within these systems have the abilities and commitment to contribute to organisational and community goals”.

(NSW Health Framework 2001)

In health promotion and public health literature, capacity building builds on its predecessor’s practices of community empowerment and community development (Labonte & Laverick 2001).  In a three dimensional model of capacity building in the Alberts Heart Health Project, Gertner (2010) builds upon the significance of infrastructure, leadership and policy making in CALD populations.  In this model, infrastructure referred to developing supportive systems, the resources and skills for health promotion, and the connectedness between individuals and external agencies.  Leadership referred to the process of developing partnerships and collaborations within the community.  Open communication with stakeholders and mobilisation of volunteers ensured this process was successful.  Policy making referred to the development of vision, mission, and political will to implement and sustain a health intervention.  Yeatman & Nove (2002) raise a valid point in their research that workplace changes may be resisted by staff and must be monitored when there are changes in work focus or an increase in workloads.  Reducing fear of change can be overcome through better communication, assisting staff to recognise the need for change and developing a sense of ownership (Judd et al. 2001).  The benefits for Community Health in advocating a similar capacity building approach will enable problem solving capability within the workplace which is essential to taking steps to promote health of CALD workers.  
Organisational experts and representatives from funding agencies discuss concern in building capacity of vulnerable populations such as CALD workers.  The literature demonstrates that capacity building is the foundation for development, implementation, and maintenance of successful WHP and disease prevention programs.  Yeatman & Nove (2002) agrees and extends on the notion of the dimensions of capacity building.  These include not only leadership and participation skills, and resources, but also social and inter-workplace networks, sense of belonging, understanding of cultural values, and critical reflection to specifically address the CALD worker target group.  The concept is therefore multidimensional and very specific.  Building capacity in the workplace is about process as well as outcomes, in addition to supportive organisational structures.  It should be noted however, that capacity exists in a dynamic state.   When selecting WHP interventions for promoting CALD health, it should be kept in mind that capacity building develops in stages of readiness.
Equity in Provision of Services 

Equity in community health is about reducing inequalities in health and ensuring an equitable distribution of health services and resources throughout the population (Mittelmark 2007).  Workplace dimensions of equity incorporate antidiscrimination and ethnic barriers.  It implies that improving the health of people from CALD backgrounds may require resources such as cross cultural training, English classes on the jobs, and issuing strong prohibitions against discrimination to ensure rights and responsibilities of CALD workers are correctly respected.  The National Health & Medical Research Council (2005) endorse a sensitive approach to health for new and emerging CALD background groups, as well as sub groups of well establish CALD background communities (e.g. adolescents, women and older people) when workplaces promote health promotion interventions. Consideration of support and resources available will have an implication to how this can be achieved.  

The heart of public health and health promotion endeavours is reducing inequity and inequality.  Hence it is imperative that the workplace settings approach demonstrates its contribution to addressing a fair, inclusive and socially just work environment.  A range of issues relating to power and inclusion have been noted in the literature.  Dooris (2009) states the importance of working both upstream and downstream to influence organisational policies and practices that can specifically create supportive environments and make a difference to health outcomes of CALD workers and at the same time take into account broader political, economic and societal factors.  
Work Environment 

There is a close relationship between CALD health and work characteristics.  The work characteristics that provide opportunities for enhancing the health promoting workplace are work-based support, job control and time related pressures (Noblett 2003).  Although the literature on psychological research indicates there are many Western studies on individual lifestyle factors and coping skills of job stress, it has been identified that health consequences and psychological symptoms are caused by a combination of many physical, social, organisational factors, as well as work pressures. (Chu & Dwyer 2002; Thurston & Verhoef 2003).  Hence, employers cannot treat work-stress related problems as a separate issue among CALD workers, but rather must deal with it as an integral part of work conditions and the environment. 
Benach et al. (2010) agree that only focussing on an individual worker’s coping skills will not have the desired effect of promoting health outcomes of CALD workers.  This is because consequences of work stress can be manifested in psychosocial, medical, and behavioural disease conditions.  In a study conducted by Goetzel (2000) of CALD workers, it was found that chronic health problems associated with work stress include heart disease, musculoskeletal disorders, hearing loss, and degenerative conditions that tend to increase with age.  Employers thus have a responsibility to fulfil their leadership and legal roles to ensure overall success of business.  This can be achieved when a leader within the organisation has an overview and remit to put health promotion strategies in place to provide training, support, management and coordination (Whitelaw et al. 2006).  This critical step fosters competencies within worksites and develops mechanisms for spreading the message.  Hence, a person with a specific coordination remit is the most suitable candidate to disseminate and promote health promotion practice.  A feasibility study by Tannahill (2008) demonstrates that embedding health promotion practice throughout an organisation may take up to at least twelve months to occur.
Legislation is intended to enforce and promote minimum standards in workplace health and safety.  Therefore, a contractually implied duty of care exists for employer’s to ensure the health of workers (Occupation Health & Safety Act 1991).  Under the Workplace Health and Safety Act in Australia, employers are obligated to provide a safe workplace, correct selection of staff, and a safe system. of work, and safe equipment of materials (Chu & Dwyer 2002).  According to Jorgensen (2010) employers in Australia, like countries such as Britain and Hong Kong, are legally obligated to proactively remove or control hazards in their workplace.  Consequently, demand is placed on workplaces to take their legal obligations in workplace health and safety more seriously, in addition to prioritising importance on leadership in setting proactive policy directions, building healthy organisational culture and facilitating organisational development.  An example might include measures to build a culturally competent workforce or an evidence base built on culturally competent research informing policy, planning, education, capacity building and evaluation. 
There are barriers to studying the health of CALD workers and therefore a need in developing new epidemiologic tools and methods.  Traditional epidemiologic studies commonly use workplace sampling frames to identify study populations.  Schenker (2010) proposes that researchers encounter difficulty in developing valid sampling framed in workplaces employing CALD people because of the high number of informal work arrangements, short term job placements, absence of standard identification data (e.g. social security number), and use of labour intermediaries.  
Successful WHP research is possible among CALD populations despite difficulties and limitations of using standard epidemiological study designs.  Schenker (2010) states that the first requirement is to obtain information on CALD status and related factors in research studies and health surveillance.  Only by enquiring about CALD status can data be obtained in order to understand the causes of increased morbidity and mortality among CALD populations and to propose appropriate WHP interventions. Establishing a rapport and trust within CALD community groups is a necessity so that participation is maintained throughout workplace interventions. Tannahill (2008) adds an important point for community health to consider when undertaking WHP interventions.  This includes obtaining a Certificate of Confidentiality by CALD workers to protect confidentiality and privacy.

Health Costs

CALD workers contribute substantially to Australia’s labour force and hence the economy.  While healthy employees are three times more productive than unhealthy employees (Productivity Commission 2009) it is of concern that the literature has identified increasing trends in poor health of blue collar CALD workers.  It is of no surprise that the literature estimates employees with chronic illness earn 1%-5.4% less than healthy counterparts (Access Economics 2008).  Given that the literature states poor health is linked to lower wages, it can be suggested that businesses and the Australian economy would stand to benefit if CALD workers were provided support to improve their health.   

Forbes, Barker & Turner’s (2009) Productivity Commission Report highlights the link between income and health status.  The Report confirms that by increasing levels of education, and minimising the incidence of poor health, there is a likelihood of increased individual labour productivity.  This hypothesis has been reflected in income earned.  Brazenor (2002) and Cai (2007) show that a small number of Western studies show a causal link between the effects of health and CALD workers.  Unfortunately because limited data exists on CALD populations, it can only be suggested that these studies are consistent with overseas literature confirming a positive relationship between good health, income and background of CALD workers.  
Adams (2009) states that there are a number of unmeasured costs stemming from poor health in the workplace including absenteeism and presenteeism, bad judgements, turnover and replacement and direct reimbursements.  In combination, these factors can amount to extensive unmeasured overhead charge for workplaces annually.  Interestingly, lifestyle habits that have the largest impact on a company’s bottom line are nutrition, smoking and physical activity (Caperchione et al. 2009).   In assisting CALD workplace health, it is necessary for community health to advocate pre and post impact evaluations to monitor both the impact and cost effectiveness of each WHP intervention.  
The effects of poor health on income in Australia have been subject to very little research.  Research data based on formal diagnosis of specific medical conditions and other studies relying on self-reported general health are issues that have arisen within studies measuring the effects of health on participation, productivity and wages (Productivity Commission 2009).  Cai & Karb (2005) exert caution about the mixed evidence of rationalisation behaviour in research conducted to date.  Ethnicity and cultural values and beliefs vary considerably across CALD communities.  What may constitute good or poor health may vary considerably between different CALD groups.  It is therefore imperative to identify perceptions of health in baseline data collection to be able to correctly document whether health promotion interventions have produced a return on investment.
Current Public Health Strategies
Improvement to Australia’s overall health can be attributed to national public health strategies enforced by the Australian government in the last decade. Strengthening of public health infrastructure (which includes information, workforce, planning and practice, research and development, and legislation) has created a link in moving forward in improving Australia’s health and strengthening public health efforts for vulnerable groups such as CALD workers (National Public Health Partnership 2003).  The National Public Health Partnership is of relevance to community health as the partnership ensures that all public health strategies meet the needs of priority population groups such as CALD and will therefore play a contributory role in improved health outcomes.  

There are some specific government frameworks that mandate action for promoting culturally competent work practices in Australia.  Community health needs to be aware of such frameworks to assist in planning WHP interventions.  Specific charters of occupational health and safety rights, and the setting out of legislative and ethical obligations may impact on workplace operation and implementation of health promotion strategies (National Public Health Partnership 2003).  Health organisations, planners, and policy makers thus have a duty to seek data, develop infrastructure, develop achievable short, medium and long term goals in addition to using best practice principles to protect and promote the health of all employees including minority groups such as people of CALD backgrounds in the workplace.
Productive diversity in the workplace is promoted by the Department of Immigration and Multicultural Affairs (National Health & Medical Research Council 2005).  The Productive Diversity Program by the Commonwealth Government encourages diversity practices in business and industry and also has implications for CALD workers.  The aim or the Program is to encourage Australian businesses to use the diversity available in their workforce to optimise performance, promote innovation and connect with diverse business customers as key enablers of business success.  Furthermore, public health strategies can promote and articulate the business case for cultural diversity and language in the input it makes to sustaining and increasing a competitive edge in the global marketplace.   
DISCUSSION
An upstream approach to health promotion action involves infrastructure and system change by incorporating features of policy, legislation and organisational change. The Socioecological upstream approach focuses on interventions such as creating policy for minority populations such as CALD workers in Australia.  Creation of policy is important because upstream approaches represent a shift in focus from a concern of what makes CALD individuals sick to a salutogenic perspective on the factors that create health in CALD populations (Dooris 2009). 

An example of upstream health promotion is outlined in Victorian DHS policy documents such as Community Health Services – Creating a Healthy Victoria (2004a) and Primary Care Partnership Strategic Directions (2004b).  Policy documents confirm a strong commitment to health promotion within community health. These documents demonstrate an increasing need to redress health inequities in community (such as vulnerable CALD workers) and focus on preventive approaches to improving health.  This is of importance because the role of community health is to assist in improving the health and well-being of local residents, thereby reducing pressure on the acute health care system (DHS 2010).  The Victorian Department of Premier and Cabinet (2008) furthermore confirm the Australian Government’s commitment to primary prevention which includes the development of sub-regional “Healthy Living Partnerships” programs.  The Government therefore has a vested interest to ensure such policy documents are relevant to CALD workers so that they can be successfully implemented in settings such as the workplace.  

A midstream approach to health promotion action for CALD workers involves a focus on lifestyle and behaviour.  Hofe et al. (2002) has identified specific models of culturally specific intervention programs which the literature identifies as being effective in the workplace.  This includes one on one teaching interventions, focus groups, and use of bilingual workers.  The listed models are of importance to workplaces if they seek to replicate health promotion strategies for CALD workers.  

The literature does not emphasise a gold standard of WHP practice for people of CALD backgrounds. To date, with the exception of St Ledger (1998) and Poland et al. (2000) there appears to be minimal literature that explicitly considers workplace settings based activity, which is the awareness this literature review seeks to promote.  Overseas health promotion interventions provide useful insights into what has worked successfully in workplaces promoting health to CALD employees. A quasi experimental study on a workplace intervention promoting contraceptives to workers from CALD backgrounds in China suggests that in some instances, undertaking a downstream intervention can be successful in promoting health to people of CALD backgrounds (Qian et al. 2007).  This study is useful to guide future learning in health promotion as its main objective was evaluating the feasibility of the intervention rather than impact of behaviour and knowledge.  A review of a case study Tang et al. (2005) highlighted key stages of downstream health promotion which would be relevant for community health to consider in working with their own populations of CALD workers: 

Overview of Key Stages for Downstream (Primary Prevention) Health Promotion Techniques:
1. Calculate a sample size with 95% confidence and 90% power

2. Train experts to impart information and knowledge about the issue

3. Invite experts within the health discipline to speak about topic of interest and ensure coverage of information to all staff, across all shifts

4. Disseminate education materials such as booklets and pamphlets

5. Knowledge quiz with an incentive (e.g. prize)

6. Provide free referral follow up services if necessary              
(Tang et al. 2005)

It should be noted however that although the 6 downstream steps to health promotion by Tang et. (2005) seem relatively straight forward in theory, but not all health promotion staff within community health will be well equipped in having expertise in, for example, calculating sample size with confidence intervals and power to produce statistically significant data that may contribute to further research in the field of health and CALD workers.  In a study conducted by Qian et al. (2007) it was also noted that other practical challenges may be encountered when implementing down-midstream health promotion interventions for CALD workers.  Challenges encountered were a floating population of young CALD workers who move employment frequently, variation in collection of baseline data, change in staff in key management positions, method of recruiting participants for education interventions.
Research highlights that it is not sufficient to precipitate change in the workplace by simply following a health promotion framework.  Whitelaw et al. (2001) caution community health to be aware of the traditional barriers associated with health promoting workplaces.  Variables such as resource restrictions of dedicated staff time, facilities and material as well as a lack of conceptual clarity are challenges they could affect evaluation of interventions.
Output of the Workplace / Ecosystems

Many traditional sources of ill health and injury in the workplace (such as physical hazards or toxic chemicals) fall within the professional domain of occupational health and safety.  Health promotion practitioners have initiated tackling some ‘newer’ determinants of workplace health to now include psychosocial and organisational aspects of work.  One of the key issues prompting WHP interventions overseas is workplace stress, because of its potential role in reducing morbidity and mortality (Adam’s 2009).  The sources of work related stress for CALD workers may lie in the organisation of work (e.g. shift work, little control over job tasks and subcontracted work with low pay), authoritarian supervisory relations, dysfunctional styles of management and communication, and lack of advancement and learning potential and job insecurity (Eakin, Cava & Smith 2001).  Small workplaces (those with less than 50 employees) present barriers to health promotion in the business sector as being hard to reach and difficult to change.  Tang et al. (2005) suggests from their research that small workplaces have fewer internal resources for promoting health.  If community health chooses to partner with workplaces employing less than 50 CALD workers, it appears from this research that extra resources and funding need to be made available during the planning phase of WHP interventions to ensure health interventions are given every opportunity to succeed.
The Role of the Employer 

A powerful indicator of commitment to CALD health is organisational policy that addresses workplace health and lifestyle issues. Research studies suggest that employer commitment tends to lean towards downstream approaches through offering primary and midstream interventions in promoting health of employees (Daly et al. 2005).  For example, commitment to cross cultural organisational policy is functional and captures relevant employee data or culturally sensitive evidence base considerations and outcomes are integral to evaluation and review of workplace health promotion interventions.  Community health leaders must adopt a pro-active approach to refine and shape organisational culture thereby creating a climate of participation among minority groups such as people from CALD backgrounds (Bensberg 2000).
Sustaining a reciprocal relationship between the employer and CALD workers requires not only resources but also support.  Providing realistic timeframes with adequate funding structures in the development of skills and resources, prioritising and planning are integral for CALD workers to participate fully in the development of interventions (National Health & Medical Research Council 2005). Fenge (2008) adds that effective and ongoing relationship success will result where representation reflects a CALD group’s diversity instead of being confined to hierarchical levels in the workplace.  Advocacy and leadership within a workplace are therefore key drivers for creating a more substantial and sustainable impact on workplace interventions.  Health promotion frameworks generally make little sense to field workers if a specific practical context is not visible. The context must be actively nurtured and purposefully identified (Whitelaw et al. 2006).
Best Practice

It is essential for community health to consider best practice when planning, designing and implementing WHP interventions such as promoting CALD health in the workplace.  A best practice framework outlines key principles that have been shown to be successful in previous health promotion research.  This approach lays the foundation for funders and policy makers enabling them to be more supportive of funding WHP interventions that align with specific CALD needs.  Best practice approaches answer questions, locate new types of useful and strong evidence and identifying it from the weak, useless, or irrelevant evidence, before setting any intervention into practice (Heward, Hutchins & Keleher 2007).  Best practice thus makes a positive contribution in decision making for health promotion.  
The benefits of community health utilising best practice principles is that it creates confidence in workplaces when adopting WHP health promotion principles.  Programs or interventions are not simply run on a whim, but rather through evidence based research to support the health promotion practice.  As promoted by the WHO (1986) best practice incorporates empowerment, social and sustainable development, participation, equity, capacity building, and multidisciplinary collaboration.  It is proposed therefore, that when these concepts are applied in the workplace setting, CALD employees will ultimately gain control and understanding over their personal, economic, social, and political forces, to take action and improve their life situations, and thus health outcomes.  Judd (2001) cautions however that this emphasis contradicts the powerful notion of evidence based accountability and decision making, particularly when government decision makers and funders’ have a preoccupation in measuring intervention outcomes.  
Community health must consequently be aware of contention that may be fuelled when employers and CALD employees are resistant against evaluations imposed upon them or fail to be aware of the uniqueness of their CALD workers, the intervention, or skills and experience of health promotion experts working alongside the workplace.  Providing support for practitioners in conducting evaluation would contribute to success if they are highly motivated and know they can make a difference in the intervention (Whitelaw 2006). 

The ‘optimal’ standard for workplace health promotion therefore depends on the circumstances and the setting.  The progression from intervention objectives, to approaches taken, to collection of data, to evaluating an intervention’s success is generally not operationally articulated in a measurable and transparent way.  The issue if best practice principles are not considered when undertaking workplace interventions with CALD employees is that methods of health promotion can become pre-determined and shaped by those in economic, administrative and political fields (St Ledger 1997).
Strasser et al. (2008) cautions the use of best practice when conducting meta-analysis and randomised controlled trials.  For workplace health promotion practice, not all interventions can be examined by these methods, or be economically justified.  Many stakeholders support the need for conceptually sound, evidence based interventions aiming to promote health among CALD workers.  However Judd (2005) points out a practical issue of applying best practice principles in workplace based settings.  Community Health Services searching for current evidence by using strategies and methods that do not align with reality of CALD workers is unlikely to succeed.  According to health promotion best practice, the literature indicates that workplace interventions for CALD workers must consider appropriate methods of assessing evidence.  This includes an emphasis on individual behaviour change and health status outcomes, as well as committed resources in order to build community capacity and address the wider non-medical determinants of health (Adams 2009).  Thus, allowing appropriate conclusions of health promotion practice to be made in promoting health of CALD workers.
Competency Frameworks

Competency frameworks can be very useful in setting the foundation for workplace settings based approaches in promoting CALD health in the workplace.  Whitelaw’s (2006) evaluation of settings based practice advocates that the implementation of ‘settings’ activity must involve multiple elements, not stand alone frameworks, resources or tools.  From a CALD perspective, it is necessary to add the extra dimension of diverse values, beliefs and behaviours, including tailoring interventions to meet social, cultural and linguistic needs. While small scale interventions can be well managed and effective within their own limited terms in the workplace, it has been found that such initiatives have little impact on CALD health because they are unable to create critical mass (Gertner 2010).  Hence, it could be suggested that a framework tool itself cannot exist as a stand-alone intervention or simply be rolled out in an unsupported nature across multiple worksites.  On the contrary, it plays a contributory role.  A multi-pronged framework to workplace based settings is desirable to promote CALD health according to empirical experiences of research conducted by Judd et al. (2001) & Whitelaw et al. (2006).  
There are a number of key factors that make up the basis of competency frameworks in health promotion practice.  Bensberg (2000) describes a review of Australian health promotion competencies consisting of eight broad areas: needs assessment, planning, implementation, knowledge, communication, organisation and management, evaluation and research, and use of technology.  The application of health promotion competencies with a cultural perspective means that workplaces can advance in broader workforce development interventions and training programs and set the foundation to enabling positive health outcomes among CALD workers.

Advocacy Strategies for Health Improvements in the Workplace

Two main goals underpinning health advocacy are protection of the vulnerable and empowerment of the disadvantaged (Judd et al. 2001).  The World Health Organisation describes advocacy as a:

“…combination of individual and societal actions designed to gain policy support, social acceptance and systems support for a particular health goal or program”
 (WHO 1995 as cited in Carlisle 2000)
In terms of assisting people of CALD backgrounds in the workplace, advocacy may have a capacity building function providing support for disadvantaged CALD workers to gain control over and improve their own health as a result of becoming effective policy advocates.  According to Chapman (2004) characteristics of advocacy are important in the workplace because they have the potential to be opportunistic and responsive.  Rather than focusing on individual CALD workers to change their health related behaviour, community health can use advocacy to focus on upstream goals to potentially influence populations, with large numbers of people living, working and decision making environments.
Many CALD lobby groups in Australia, of which many are government-funded, have focussed on advocacy and advice regarding settlement issues and immigration, paying significantly less attention to workplace equality.  Through understanding the difficulties and complexities that CALD workers face, advocates and researchers can better serve this vulnerable population group.
Community health has a responsibility to advocate a balanced range of health promotion interventions to create standards and change within the workplace rather than being dominated by a pathogenic; risk factor and outcomes based perspective.  This suggestion supports accountability because of standards that are systematic and supportive.  Furthermore, to achieve success in promoting health to CALD employees in the workplace, a diverse range of stakeholders must be engaged in a process of collaborative decision making and dialogue (Gertner 2010).  In this way, advocacy will assist in building new knowledge that will contribute to the quality of life, and thus improved health of this at risk minority CALD group.
Implications of this research for:
Workplaces
The literature review adds to evidence in settings based practice and contributes to the reasoning of workforce reorientation in adopting health promotion and prevention practices in the workplace.  Workplaces must position ‘organisational change’ as central to core business function if WHP is to be effective and sustainable in promoting the health of CALD workers. It is of utmost importance that workplaces embrace and consolidate WHP in all day to day operations through devising policy and structures supporting health promotion practice. Sharing and publishing evaluations of WHP interventions will contribute to much needed data within the field of CALD research.
CALD Workers
Participation by CALD workers in health promotion interventions is of great significance in successfully promoting health in the workplace. It is crucial CALD workers have input and feedback in all stages of WHP initiatives - from needs definition and planning processes, through to evaluation and dissemination of findings.
Role of Community Health Services
Community health has a leadership role in the development of programmatic and coherent integrated health promotion strategies for the CALD community in the workforce.  Community health has a stronger infrastructure than workplaces in general, and is ideally placed to advocate for integrated processes and capacity in fostering partnerships, collaboration, and building rapport with CALD communities in which it serves.
Policy
There is a need for policy frameworks to be integrated at all levels, not only in workplaces, but also in Government, to support and advocate population health within a cross-cultural context.  Diversity issues must be reflected in priorities, reporting, and resourcing at entry level, otherwise they will not be integral within community health service function.
Gaps / Opportunities in this Research
There is very scarce and limited scope on reviews on the health and work of people from CALD backgrounds. Interestingly, the reviews do not discuss commonalities that exist across CALD worker collectives which could direct further advocacy and research at the structural level.  Limited information is apparent in other descriptive reviews, and more specifically lacking in the search process which is an important factor in locating information and understanding their scope.  Lastly, existing reviews have tended to focus on the situation of CALD workers in one area or nation.  Although this is useful in its specificity, it is also of importance to maintain an expansive view of this phenomenon which exists globally.  The present gap in scientific knowledge lends to the possibility of confusing important health related situations and processes and contributing to poor health of CALD workers.

Finally, the majority of the literature has been based on data from the United States, Asia, and some studies from the European Union (Caperchione, Kolt & Mummery 2009).  While this research contributes valuable information pertaining to lifestyle behaviours of workers from CALD backgrounds, it would be useful for future research to incorporate CALD populations in Western society such as Australia and New Zealand.  It is of significance to identify comparative literature because of possible migration and settlement differences in Western society.
Limitations
The WHP interventions reviewed were small and of variable quality.  It is difficult to determine the effectiveness of the strategies used due to the limited scope of evaluation studies examined.  The majority of research studies were conducted mainly in Europe or America.  It cannot be automatically assumed that findings will translate directly in the Australian context.  Furthermore, it should be noted that general studies used in the review have been subject to limitation bias where subjects tended to be self- selecting.

CONCLUSION
The scholarly literature points to many gaps in the evidence base in work and health of people from CALD backgrounds.  Literature gaps are noted in terms of research interventions where CALD groups are being systematically excluded in research because of the additional investments and challenges needed to ensure participation (Judd 2005; Hunt et al. 2007).  There is little evidence to support strong links between current WHP interventions within Australia that promote the health of people from CALD backgrounds within the workplace.  The state of health for CALD people in Australian workforces thus has the potential for significant improvement. 
Workplaces are ideal locations for promoting health of CALD workers because the time spent at work usually exceeds time spent in other locations.  There are many obstacles why employers do not pursue the direct benefits that a healthy CALD workforce can provide.  A tenuous situation is certain if workplaces ignore their duty of care within health and safety legislation and public health policy obligations.  There are strong moral and economic grounds underpinning healthy workforce development. The benefits of a healthy workplace includes prevention of occupational diseases and accidents, promotes positive lifestyle behaviour concepts as well as facilitating organisational development.  
To promote and potentially improve the health of CALD workers, community health can advocate to workplaces the importance and evidence of working in a health promoting way.  Acquiring baseline health needs assessment requires sustained capacity building commitment and reform from the whole workplace. There is also need for long term planning, effective monitoring and evaluation for process and impact outcomes.  Commitment to the necessary health promotion resources is essential as it is difficult to extract more from a workforce that is potentially unhealthy, overworked, and overstressed.  The main finding of the literature review is that workplace settings based approaches to promote health for CALD workers are successful if interventions consist of multilayered approaches, in a controlled fashion.  Stand-alone frameworks will not contribute to sustained health outcomes.  By shifting health promotion practice upstream, a concentration on the determinants of health should contribute to improving the process of CALD health outcomes in the workplace.  
Recommendations 
The literature review findings suggest the following recommendations should be adopted by community health in order to support the health of people from CALD backgrounds in the workplace:
· Well planned communication strategies that are integrated and multifaceted

· Workplace control or substantial contribution to WHP design and implementation

· Open management styles and leadership that advocates negotiation, empowerment, participation, and team unity in promoting health among CALD workers.

· Consultative processes established

· Interventions that respect differences in learning styles and approaches within specific CALD groups

· Cross cultural training of all workers including administrative staff

· Adequately resourced access to appropriate materials and interpreters if necessary

· Working in partnership with multicultural service providers 

· Evaluation and feedback to the CALD communities
· The establishment and ongoing role of an active workplace reference committee consisting of management and CALD workers will ensure a participatory, empowering partnership to WHP
Potential Areas for Further Research 

CALD workers are frequently excluded from consideration in mainstream research because of perceived methodological difficulties and costs.  There is a pressing need for high quality, settings based evidence of WHP interventions that promote the health of people from CALD backgrounds in the workplace.  To contribute to a strong evidence base, more Australian research is necessary, and must be subject to rigorous evaluation.  Future studies need to incorporate the health and work of CALD population groups compared to population groups that predominantly speak English and are of high literacy. Further research should move away from downstream behavioural health interventions involving CALD workers, to research conducted on more upstream health promotion.  
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