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Abstract

Background: Lifestyle modification is the mainstay of treatment for steatotic

liver disease (SLD), and recommendations for behavior change require

cultural tailoring to enhance their relevance for minority populations. This

study aimed to explore community partner perspectives on barriers and

facilitators to lifestyle modification and identify ways to improve cultural

sensitivity for SLD management.

Methods: We conducted semi-structured interviews with 20 community

partners (public health professionals, community leaders, and health care

workers) from Latino (n= 9) and Asian (n=11) communities in San Fran-

cisco. Interviews explored community knowledge of SLD, perceived barriers

and facilitators to lifestyle changes, and feedback on current education

materials. Data were analyzed using thematic analysis.

Results: Across 4 levels of influence (societal, community, interpersonal,

and individual), 9 shared barriers and 6 shared facilitators emerged. Barriers

included poverty, misinformation, social influences, time constraints, and

limited nutrition and SLD knowledge, while facilitators included free outdoor

spaces, food assistance programs, healthy cultural habits, and family. The

Asian community uniquely cited safety concerns for outdoor activities and

preference for Eastern medicine, while the Latino community expressed

childcare constraints as barriers. We gathered 9 recommendations to

improve the cultural sensitivity of lifestyle modification guidance, including

working within traditional dietary frameworks, adapting exercise to activities

of daily life, and embracing harm reduction for alcohol cessation.

Conclusions: Culturally tailored interventions may improve the relevance

and sustainability of SLD lifestyle modification recommendations in Latino
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and Asian communities. Recommendations for interventions include har-

nessing community-based support, embracing cultural dietary modifications,

and promoting feasible physical activity to enhance engagement in these

populations.

Keywords: alcohol-associated liver disease, health disparity, metabolic
dysfunction–associated liver disease, social determinants of health, steatotic
liver disease education

INTRODUCTION

Steatotic liver disease (SLD), encompassing metabolic
dysfunction–associated steatotic liver disease, alcohol-
associated liver disease, and the overlapping entity
metabolic alcohol-associated liver disease, is the
leading cause of chronic liver disease in the United
States and worldwide.[1,2] Over one-third of the US adult
population is projected to have SLD by 2030.[3] SLD
disproportionately impacts vulnerable populations,
such as those who are socioeconomically disadvan-
taged or historically marginalized. Latino communities
have the highest prevalence of metabolic dysfunction–
associated steatotic liver disease in the United States,[4]

and while overall prevalence in Asian communities is
lower, they may have increased relative risk of liver
injury and fibrosis progression[5,6] and are more likely to
present with SLD in lean individuals.[6,7]

Lifestyle modifications for diet, physical activity, and
alcohol cessation, together with weight loss, remain the
mainstays of treatment for SLD management.[8] While
the US Food and Drug Administration has approved
one drug for SLD with moderate to advanced fibrosis,
lifestyle modifications are still required for optimal
disease management in this setting.[9] Because SLD
disproportionately affects historically marginalized eth-
nic groups and socioeconomically disadvantaged pop-
ulations, improving the cultural relevance of lifestyle
modification is necessary to enhance recommenda-
tions. Prior studies have described the value of diet and
exercise education to improve patient engagement
and sustainability of recommendations,[10,11] and cul-
tural tailoring of these lifestyle interventions has
shown promise for other metabolic diseases such as
diabetes.[12,13]

The American Association for the Study of Liver
Diseases (AASLD) practice guidelines for SLD man-
agement describe the benefits of recommendations
such as the Mediterranean diet but acknowledge the
importance of cultural tailoring of lifestyle recommen-
dations to improve applicability across cultures and
ethnicities and optimize adherence.[8] The purpose of
this study was to explore Latino and Asian community
partner perspectives on lifestyle modification barriers

and facilitators to inform culturally tailored lifestyle
recommendations for SLD management in a vulnerable
patient population.

METHODS

Participants

A total of 20 community partners in San Francisco were
interviewed: 9 serving the Latino community and 11
serving the Asian community. Community partners
included public health workers (PHWs) (n= 2, San
Francisco Department of Public Health), community
organization members and leaders (COM/Ls) (n=13),
and health care workers (HCWs) (n=5, providers,
medical assistants, certified interpreters). Fourteen
were female and 6 were male. Interviews were
conducted either individually or jointly with community
leaders at the same organization. Due to the specificity
of the aims to inform SLD lifestyle modification
recommendations for Latino and Asian communities
being served by safety-net health systems, we initially
aimed for a sample size of at least 15–25, which was
expected to provide sufficient thematic saturation.[14,15]

We then monitored the interviews throughout to
determine when new themes were no longer emerging,
and the final sample size was then determined at n=20.

Procedure

Participants were recruited from the San Francisco Bay
Area with purposeful sampling of participants who
interacted with the target populations of interest from
community organizations and public health settings. A
list of these organizations was curated, and participants
were contacted by e-mail or phone and invited to
complete up to 60-minute interviews on Zoom. All
interviews were conducted between June 1 and
October 31, 2024. Each participant provided verbal
consent for audio recording of the interview for
transcription and was offered a $25 gift card for their
participation. This project was approved by the
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institutional review board of the University of California,
San Francisco.

Standard reporting guidelines for qualitative research
were followed. Research staff were from diverse cultural/
ethnic backgrounds and had prior training and experi-
ence in qualitative research methods and best practices
for structured interviews with participants from diverse
backgrounds. Reflexivity was a critical component of
ensuring open-mindedness and cultural sensitivity
throughout interviews. Interactions were documented
and ongoingly reviewed to assess and address the
potential for personal biases that could impact interac-
tions with participants. Interview questions were devel-
oped with input from examination of the literature,
hepatology and public health experts, and Latino and
Asian community members. Questions were then pilot
tested with community members and revised based on
their feedback to ensure cultural sensitivity. Probes were
used as needed to expand on any topics brought up by
participants. Interviews were conducted by research staff
(E.T.) using a semi-structured interview guide consisting
of open-ended questions regarding community familiarity
with SLD, perceived barriers and facilitators to diet and
exercise-related lifestyle modifications in the community,
food accessibility, and cultural influences on motivation
for change. Feedback on the current education materials
used in the San Francisco safety-net health system’s
liver clinic was also gathered, including recommenda-
tions for improving cultural relevance and ways to better
engage patients in the community beyond the clinical
setting. Findings were presented to the community
partners at the UCSF Liver San Francisco Cancer
Initiative, a university and community partnership, for
feedback. Interviews were then digitally recorded and
manually transcribed verbatim for qualitative thematic
analysis.

Qualitative data analysis

Two coders (E.T. and A.S.) read each deidentified
transcript line-by-line to develop an overall understand-
ing of the content before working independently to
generate inductive codes. These codes were then
labeled and grouped. The coders met to discuss and
reconcile their inductive themes until consensus was
reached. The coding team then jointly refined and
collapsed the codes. Once finalized, the codes were
sorted into larger themes based on the National Institute
on Minority Health and Health Disparities (NIMHD)
Research Framework[16] adaptation, by domains of
behavioral, physical environment, and sociocultural
environment and level of influence (individual, inter-
personal, community, and societal). (Supplemental
Materials, Supplemental Digital Content 1, http://links.
lww.com/HC9/C27) Recommendations provided by
participants were also summarized.

RESULTS

We identified barriers and facilitators to lifestyle
modifications in both Latino and Asian communities
and organized them across 4 levels of influence
according to the NIMHD research framework: societal,
community, interpersonal, and individual (Figure 1).[16]

Nine shared barriers and 6 shared facilitators emerged
across the 4 levels, as well as 2 unique barriers in the
Asian community and 1 unique barrier in the Latino
community (Table 1). In addition, 9 community partner
recommendations for lifestyle modification were sum-
marized (Table 2). Below, we describe each barrier and
facilitator to lifestyle modification at each level of
influence and recommendations for a culturally sensi-
tive approach to lifestyle modification.

Societal

Shared societal-level barrier

Poverty
Poverty was the most frequently endorsed societal-level
barrier to lifestyle modifications, including affordability of
food and housing instability. Participants discussed
higher prices of healthier foods, limitations of smaller or
temporary living situations, and sustaining basic needs.

Sometimes there are no options, especially
for people who are struggling with housing,
like they’re not going to have a place to
have all these fresh fruits or whatever if
they’re living in in a van. (Latina
female COM/L)

Sometimes making healthy choices is on
the back of their minds when the top-of-
mind thing is survival. […] If you have a
limited income, are you going to go for like
the more expensive healthy food? (Latino
male COM/L)

Societal-level barrier unique to the Asian
community

Neighborhood safety
Asian participants described neighborhood safety con-
cerns as a unique barrier to physical activity.

Especially since the pandemic and some of
the anti-Asian hate, people don’t like to go
outside and be in public parks and so
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TABLE 1 Shared and unique barriers and facilitators for lifestyle modification recommendations across 4 levels of influence (societal,
community, interpersonal, and individual) in Latino and Asian communities

Level of influence
Barrier/
facilitator Common themes Themes unique to Asian Themes unique to Latino

Societal Barriers Poverty Neighborhood
Safety

Facilitators Outdoor spaces
Food Assistance services

Community Barriers Alcohol in social settings
Misinformation

Cultural health beliefs

Facilitators Traditional foods

Interpersonal Barriers Social influences Childcare constraints

Facilitators Family motivation
Central role of family

Individual Barriers Sugars and carbohydrates
Unhealthy cooking methods
Time constraints from work
Limited nutrition knowledge
Limited SLD knowledge

Facilitators Healthy cultural habits

Societal

Community

Interpersonal

Individual

Beliefs

Outdoor Space
Promotion

Neighborhood
Safety

Misinformation

Cultural
Health
Beliefs

Childcare

Family

Knowledge Time

Exercise Diet

Food Assistance
Services

Poverty
Traditional

Food Practices

Social
Networks

Peers

Multigenerational
Living

F IGURE 1 Major themes across 4 levels of influence for lifestyle modifications among Latino and Asian communities.
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they’re looking up exercise things online.
(Asian female HCW)

Shared societal-level facilitators

Food assistance services
Local food assistance programs were viewed favorably
to increase food access and provide families with fresh
produce. Participants also noted that language services
at these programs increased accessibility.

There’s a lot of options, like there’s a lot of
food banks in general and I think more and
more these past few years, I think they’ve
almost always had like a translator, or
somebody just spoke the same language
at the very least. (Asian female COM/L)

Outdoor spaces
Free outdoor spaces were described as a facilitator for
physical activity and an opportunity to include family
members in behavior modifications without the need for
official programs or gym memberships.

The mission has all these parks where you
can go and be active with your family, just

going and walking around the park with your
kids. (Latina female COM/L)

Community

Shared community-level barriers

Alcohol use in social settings
Alcohol was commonly referred to as a culturally
normalized social activity. Limiting alcohol consumption
may be difficult for individuals due to feelings of othering
at social gatherings.

Alcohol consumption is also of course a
social activity too. It’s even harder to limit.
(Asian male COM/L)

It’s also a cultural thing and if you’re going
to go into the Latino community and just tell
them just don’t drink, good luck. (Latino
male PHW)

Misinformation regarding health recommendations
Health beliefs are often formed and influenced through
word of mouth and online social networks. While this
may also provide a valuable opportunity for health

TABLE 2 Community partner recommendations for a culturally sensitive approach to lifestyle modification guidance

Domain Theme Recommendation

General Community-based support Providers should familiarize themselves with existing community-based programs
that provide longitudinal contact and group support to help patients maintain
lifestyle changes.

Family engagement Leverage family values as motivation for behavior changes and invite the family to
attend health care visits.

Use visual aids Utilize visual aids in health education materials to convey more detailed
information about dietary intake and exercise, especially among those with
limited health literacy.

Diet Remove diet labels To enhance applicability, remove references to the geographic source of diets (eg,
Mediterranean) and instead focus on dietary content.

Cultural preferences Provide dietary guidance that works within existing cultural practices and
preferences, promoting healthier ingredient alternatives or cooking methods
where possible.

Gradual changes Identify areas for gradual and consistent changes to improve the sustainability of
recommendations (portion sizes, alternative ingredients).

Physical activity Integrate exercise into activities of
daily living

Identify ways to promote existing daily activities to align with exercise
recommendations, for example, walking to the bus stop, gardening, household
chores, and physically active jobs.

Community norms Understand community norms for physical activity and provide culturally
acceptable and familiar examples when promoting physical activity.

Alcohol Harm reduction Promote realistic goal setting by embracing harm reduction principles, such as
encouraging reduction if complete abstinence is not possible.
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information dissemination, it creates opportunities for
misinformation or reinforcement of stigma.

They always hear from, like a friend, a
family saying, “you cannot do this, or
someone says you can do this” […] They
only want to take [recommendations]
from a friend or family, not a doctor. (Asian
female HCW)

The Latino community automatically believes
at a certain age you’re just going to have
diabetes. […] And people come in and are like
[…] “I’m reaching that age where I probably
just have diabetes.” (Latina female HCW)

Community-level barrier unique to the Asian
community

Cultural health values
The Asian community described specific culturally
rooted health beliefs, such as a reluctance to use
pharmaceutical treatments and a preference for Eastern
medicine practices. Participants noted that some
popular Eastern medicine principles, such as “hot
foods” and “cold foods,” may align with Western
recommendations and that incorporation of these
cultural ideas may improve understanding and
adherence.

They’re (Asian patients) much more willing
to engage in lifestyle modifications if it
means they don’t have to go on a drug.
(Asian male COM/L)

If you say it’s not healthy, they’ll be like “ah,
yeah but that’s like a western thing” or
something like that. But you tell them […]
that’s way too much hot energy or cold
energy, […] it might help them realize you
understand their culture and lifestyle. (Asian
female COM/L)

Shared community-level facilitators

Traditional foods can be healthier
Participants often described traditional dishes as health-
ier but noted that acculturation or newer cultural cooking
adaptations, such as processed or fried foods, have
been incorporated over time, making common dietary
patterns unhealthier.

A lot [of] like folks from Mexico, Central
America […] they actually ate more soups
[…] which was actually great because their
soups had a little bit of protein, had some
more vegetables, but they lost that connec-
tion to soup when they came over. (Latina
female COM/L)

Interpersonal

Shared interpersonal-level barrier

Social influences
Social influences were often regarded as a barrier to
lifestyle modifications. Dietary changes often require
negotiations with family and social circles, where food
and drink are shared.

Being surrounded by family, they some-
times don’t support, or they don’t agree with
the changes that they might want to do. For
example, let’s say, sugary drinks. They
want to cut out sugary drinks, but their
family, they have events, they have parties.
(Latina female COM/L)

Interpersonal-level barrier unique to the Latino
community

Childcare constraints
In the Latino community, time constraints posed by
childcare were mentioned as a notable barrier to
lifestyle modification.

They can’t afford childcare. So, you’re either
having one job and the rest of the time
you’re taking care of your kids or your
grandchildren most of the time. So, there’s
no time to exercise. If you don’t have two
jobs, you have kids that you’re with. (Latina
female HCW)

Shared interpersonal-level facilitators

Family motivations
Family was identified as the most pertinent source of
motivation for behavior change. Both cultures spoke
extensively about the importance of providing for family,
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wanting to live longer for family, and the value of
modeling good behaviors for their children.

And when you really attach it to the kids, it’s
very meaningful because folks want to be
there for their kids, they want the best for
their kids. (Latina female COM/L)

I could beg my mom, hey don’t do this, right?
But if I tell her […] it actually negatively
affects us (kids), she goes ‘Oh, then I won’t
do that.’ Like automatically, no questions
asked almost. (Asian female COM/L)

Central role of family in daily life
Family was also regarded as a central part of daily life.
Both communities discussed multigenerational living
and family mealtime as an important part of the day and
an opportunity to engage others with the recommended
changes to enhance sustainability and support.

Family values are definitely important in the
Latino culture and a lot of families live
together. The mom, the dad, or one of their
grandparents, and maybe an aunt or an
uncle. And the kids. (Latino male PHW)

Most Chinese meals are communal, so it has
to get everybody on board. It can’t just be like
one person eating healthier. […] The whole
family has to be involved because if they’re
eating five dishes together and like one
person is eating something separate, that’s
just gonna not work. (Asian female COM/L)

Individual

Shared individual-level barriers

High consumption of sugar-sweetened beverages
and simple carbohydrates
Both cultures noted that sugar-sweetened beverages
and simple carbohydrates were frequently consumed in
their communities by all age groups. The Latino
community most frequently endorsed pan dulce (sweet
bread), tortillas, rice, soda, and juices. The Asian
community described Chinese baos (buns), rice,
noodles, boba tea, and sweetened tea.

Unhealthy cooking methods
Both communities described frequent use of healthy
ingredients paired with less healthy methods of cooking.

The Latino community spoke of refried beans, fried
tortillas, and cooking with lard, while the Asian
community described stir-frying as a prevalent cooking
method.

What I have noticed is […] a lot of their food
is really healthy, but they put a lot of fat in it.
So, everything is fried. Like, their vegetables
are stir fried, you know, so that little change
can impact a lot. (Asian female COM/L)

Time constraints from work
Participants described challenges balancing time for
exercise with other responsibilities and noted the
importance of finding ways to incorporate physical
activity into elements of daily life such as walking for
part of their commute, taking family walks, or increasing
activity during tasks such as cleaning and gardening.

They might have three or more jobs to go to
per day or during the week, and it’s difficult
to put aside time to specifically exercise and
they could go and walk and take the bus or
BART and do some sort of exercise while
they’re getting from one place to another.
(Latina female COM/L)

Limited nutrition knowledge
Both communities described limited nutrition knowledge
as a barrier to dietary changes, including unfamiliarity
with common recommendations, such as whole grains
or identifying added sugars, or cultural discordance with
recommendations, such as the Mediterranean diet.

A lot of times people think they’re healthier
because they’re juices, but they don’t
realize that it could be 45 grams of sugar.
(Latina female COM/L)

I think focus on the contents and not label
because I was a little confused, like what’s
this Mediterranean? (Asian female COM/L)

Limited SLD awareness
Participants described limited awareness in the com-
munity about SLD etiology, progression, and treatment.

They probably don’t know too much about it
unless they’ve been diagnosed with it, so it’s
more like if it comes up in your personal
experience, then you would know, but just it’s
not kind of on par with like, obesity, diabetes,
hypertension. (Asian female COM/L)
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Shared individual-level facilitators

Healthy cultural habits
Participants described healthy habits with cultural
variations that were not frequently reflected in health
education messaging. The Latino community described
fruit and vegetable consumption with seasonings, and
the Asian community listed unsweetened teas as
commonly consumed beverages.

We eat a lot of fruits and vegetables. They
just come with a lot of Tajin, and they go with
like salt and lemon. (Latina female COM/L)

They (patients) usually might have ques-
tions about drinking tea […] like green tea
versus black tea, or oolong tea or Jasmine
tea, because that tends to be a more
popular beverage. (Asian female HCW)

Recommendations

General

1.Community-based support: Providers should familiar-
ize themselves with community-based programs that
provide longitudinal contact and group support to help
patients maintain lifestyle changes.

I think when there is a social aspect, it could
be helpful because at least other people
keep you accountable. […] The social
networks help continue to bring you in.
(Asian male COM/L)

2.Family engagement: Leverage family values as
motivation for behavior changes and invite family into
health care spaces together.

A lot of our families are very self-sacrificing
for their family, and they forget about
themselves. So, I think that starting with
like this taking care of you is also helpful for
the family. (Latina female COM/L)

3.Utilize visual aids in health education materials to
convey more detailed information about dietary recom-
mendations and exercise, especially among those with
limited health literacy.

A lot of the language that exists within the
clinical field or policy or scientific language

is very dense. So, try to simplify things as
much as possible using as many images
and graphics as possible, videos are
important. (Latino male COM/L)

Diet

4.To enhance applicability, remove references to the
geographic source of diets (eg, Mediterranean) and
instead place focus on dietary content.

The Mediterranean is not where our people
come from. […] You’re asking people to eat
differently, kind of with just with that title. […]
It’s hard for people to connect with it. (Latina
female COM/L)

5.Provide dietary guidance that works within existing
cultural practices and preferences, promoting healthier
ingredient alternatives or cooking methods where
possible.

I think like healthcare professionals, they
don’t put dietary stuff that’s relevant to the
cultural needs. (Asian female COM/L)

It would be helpful if there were examples
related to the foods that the Latino commu-
nity eats. (Latina female COM/L)

6.Identify areas for gradual and consistent changes to
improve the sustainability of recommendations (portion
sizes and alternative ingredients).

Don’t take away what they already know.
Just give them different options because I
feel like that would be more beneficial. […]
Giving them options and not just be like,
don’t do that. (Latina female HCW)

Physical activity

7.Identify ways to promote existing daily activities to
align with exercise recommendations, for example,
walking to the bus stop, gardening, household chores,
and physically active jobs.

They go oof, I barely have time to cook. […]
You want me to take out time to go running?
[…] Really thinking in the cultural context of
what people do in their daily lives that can
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count as exercise so that it doesn’t seem as
intimidating. (Latina female COM/L)

8.Understand community norms for physical activity and
provide culturally acceptable and familiar examples
when promoting physical activity.

Our community loves to dance. […] We
don’t always see that as exercise, but it
could be. (Latina female COM/L)

Alcohol

9.Promote realistic goal setting by embracing the harm
reduction principles, such as encouraging reduction if
complete abstinence is not possible.

It’s hard to be like you need to cut this cold
turkey or to cut this completely out. […] It’s
more of like a harm reduction kind of
perspective. (Latina female COM/L)

If they can make that decision (to reduce
alcohol consumption), it just empowers
them more […] and they’re more likely to
continue. (Latino male PHW)

DISCUSSION

In this study, we explored Latino and Asian community
partner perspectives on SLD lifestyle modification
recommendations. Across 4 levels of influence, most
barriers and facilitators were shared between the 2
communities, with some unique themes also emerging
in the Latino and Asian communities. Community
partners suggested future SLD lifestyle modification
recommendations incorporate community-based and
family support, work within existing cultural contexts
for diet and physical activity promotion, and embrace
harm reduction principles for alcohol cessation.

While SLD education has been shown to enhance
patient knowledge, behavior modification recommenda-
tions require a deeper understanding of target populations
to maximize behavior adoption. Lifestyle modifications are
notoriously difficult to implement and, most critically, to
sustain. Prior studies have cited inadequate knowledge,
sedentary work, limited social support, and lack of
willpower or motivation as commonly reported barriers to
SLD lifestyle modification.[17–19] Even greater challenges
emerge for vulnerable populations, including ethnically
diverse and socioeconomically disadvantaged groups,
who are at increased risk of health disparities due to
social determinants of health. Long-term sustainability of

changes requires that provider recommendations consider
the whole patient (including family, cultural, and socio-
economic influences) to ensure feasibility and minimize
barriers, especially among high-risk groups.

Guidelines for SLD management reference the Medi-
terranean diet but acknowledge its limited applicability to
other cultures.[8,20] This issue was reflected in our findings
that participants from both communities expressed that
the label “Mediterranean” felt foreign or confusing, and
recommended the removal of the geographic source and
instead focus on the dietary contents. The Mediterranean
diet emphasizes fruits, vegetables, lean proteins, and
healthy fats,[21] which were deemed familiar and accept-
able when separated from the “Mediterranean” label. In
addition, our findings demonstrate the importance of
identifying manageable dietary changes that work within
existing cultural food habits to maximize the preservation
of familiar cultural frameworks. For example, community
partners favored portion control or decreasing the
frequency of unhealthier but culturally ingrained foods,
while promoting an increase in lean proteins and
vegetables within familiar dishes using familiar spices
and seasonings. Growing evidence supports that embrac-
ing traditional food patterns can provide a culturally
sensitive approach to dietary counseling,[22–24] and a
traditional Mexican diet has been shown to improve
steatosis in Mexican American men.[25] Community
partners shared that traditional diets were often less
processed, and that a call to older cultural dietary traditions
may be more applicable while still reflecting current SLD
dietary recommendations.

Understanding patients’ environments is critical to
providing applicable physical activity recommendations.
Physical activity guidelines discuss the role of aerobic
exercise and resistance training,[8] which can require
equipment, time, and baseline health status. Exercise
recommendations can be especially difficult for vulnera-
ble patient groups whomay facemany structural barriers.
This was supported by our findings that the Asian
community cited safety concerns as a barrier to physical
activity due to an uptick in anti-Asian discrimination after
the pandemic. Participants from both communities also
reported time constraints from work or childcare as
frequent barriers, further supporting the notion that
traditional exercise recommendations may not be feasi-
ble for populations with limited resources. Community
partners recommend that for vulnerable populations, it
may bemore effective to enhance activities of daily living,
such as playing with children or household chores, to
meet exercise recommendations.

Knowledge, confidence, and self-efficacy are essen-
tial for successful alcohol cessation.[26,27] However,
barriers to referral, access, or initiation of alcohol use
disorder treatment or sociobehavioral therapy make
alcohol management challenging and significantly
underutilized in the setting of liver disease.[28–30] While
complete abstinence remains the main recommendation
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for patients with SLD, evidence suggests that even a
reduction in alcohol intake can yield positive physical
and mental health effects, including slower progression
of fibrosis.[31,32] Community partners in our study high-
lighted the value of supporting patients in reducing
alcohol consumption through realistic goal setting
rather than exclusively recommending total abstinence.
This underscores the importance of harm reduction
principles in alcohol management when abstinence
is not feasible for patients who are unwilling or not yet
ready to change.

Motivation is one of the most important aspects in
behavior change,[33,34] yet medical information may be
insufficient to motivate patients in the long term.
Participants in our study reported family values as the
most powerful motivator across both communities.
Living longer to be with family, modeling healthy
behavior for children, or making changes that improve
the health of the entire family were commonly reported
motivations that often outweigh the patient’s concerns
for their own health. Asian communities also described
a reluctance toward Western medicine and a strong
desire to avoid pharmaceutical treatment, thereby
motivating lifestyle changes. Participants noted that
framing behavior changes in this context of family
wellbeing and cultural preference may enhance recom-
mendations, improve shared decision making, and
increase patient engagement with lifestyle changes.
Other factors such as educational attainment, perceived
stigma, and mental health have also been associated
with motivation to adhere to lifestyle modification in
patients with SLD and should be addressed in addition
to educational interventions.[35]

Our study had several limitations. We specifically
explored Latino and Asian community perspectives
because they represent the largest ethnic minority
groups served by the San Francisco safety-net health
system liver clinic. While this limits generalizability to
other ethnic groups, this focus allowed us to gather
recommendations to tailor SLD education for the most
frequently encountered populations in our clinical
setting. We also acknowledge that not all countries of
origin under the broader Latino and Asian ethnicities
could be represented and that “Latino” and “Asian” are
monoliths encompassing diverse communities with a
variety of cultural, linguistic, and socioeconomic char-
acteristics. In addition, participant feedback may have
been influenced by social desirability bias due to the
awareness of their input being used to shape new
education materials. Nevertheless, achieving long-term
behavior change remains a significant challenge, and
aligning recommendations with patients’ overarching
cultural contexts and behavior patterns serves to
enhance patient-provider rapport and improve the
relevance of the guidance provided. By minimizing
impractical demands on patients’ lives, culturally tail-
ored recommendations have the potential to improve

the implementation and sustainability of health behavior
modifications.

Altogether, our study described a variety of barriers
and facilitators to SLD management using lifestyle
modifications in vulnerable populations and identified
9 critical recommendations for future culturally tailored
SLD management efforts. Community partners empha-
sized key barriers such as poverty, social influences,
time constraints, and limited SLD and nutrition knowl-
edge, while highlighting important facilitators such as
free outdoor spaces, family motivation, and existing
healthy cultural habits. Recommendations for culturally
tailored SLD lifestyle modifications suggest harnessing
community-based and family support, including cultur-
ally acceptable diet and exercise modifications, and
embracing harm reduction principles for alcohol cessa-
tion. Evaluation of the impact of these recommenda-
tions on patient-centered SLD education outcomes is
currently ongoing.
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