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Abstract: The transition from adolescence to young adult-
hood presents an opportunity for health promotion and
illness prevention. However, the transition from pediatric to
adult healthcare services is complex and exposes systemic
vulnerabilities in the healthcare system, particularly in ac-
cess to care for marginalized youth. There exist high rates of
discontinuity in primary care for young adults, amplifying
health disparities. In the final stages of the transition pro-
cess, the transfer to adult healthcare services is critical to
continuity of care. There is a need to better understand and
address access to care issues for young adults. This study
explores barriers and facilitators to access to primary care
for young adults in an urban Latinx community through
community-based participatory research (CBPR) and youth
participatory action research (YPAR). This study was devel-
oped in partnership with a hospital-affiliated community-
based youth program and youth research leaders. Group
concept mapping methodology was used to structure dis-
cussions with the organization’s youth and staff members.
Results indicate that the highest priority factors for young
adults in seeking primary care are related to the culture of
the clinical setting, including intangible factors such as
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“respect by front desk staff” and “relationship with pro-
vider.” These factors are also perceived by young adults to be
more feasible targets for improvement as opposed to, for
example, insurance coverage. The findings provide a road-
map to advocate for interventions to transform young adult
services within the healthcare system as well as a frame-
work for integrating youth voices and leadership into the
research process.
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Introduction
Young adults’ access to care

Young adulthood is a critical period for establishing lifelong
health behaviors, presenting an important opportunity for
healthcare providers to engage and support young people
through routine care [1, 2]. Recommended preventive health
care for young adults (approximately 18-26 years of age)
includes screening for non-communicable and infectious
diseases, mental health care, vaccinations, family planning,
and health education [3]. However, the transition from pe-
diatric to adult healthcare services is also a point of
vulnerability for access, resulting in high rates of disconti-
nuity in care, especially for primary care and preventive
health services. Upon aging out of usual sources of care
(i.e. pediatric practices or school-based health centers),
many young adults face barriers to accessing adult-centered
health services. As the final stage of the transition process,
transfer to adult health services is critical to continuity of
care. There is a need to better understand and address pri-
mary care access for young adults.

A growing body of literature has documented a drop off
in numerous health indicators for young adults as compared
to adolescents, including health risk behaviors and access to
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care [4-11]. Young adults have higher emergency depart-
ment utilization rates with disparities along gender and
racial lines; nearly half of the care delivered to young Black
men takes place in emergency departments [12, 13]. Young
adults face structural barriers in initiating adult healthcare
services, including disruptions in insurance coverage,
housing, employment and educational status. Further chal-
lenges arise from learning to navigate and initiate care
independently from parents and caregivers [1]. Existing
health disparities are perpetuated, if not amplified, along
racial and economic lines in this transition to adult health
care, with particularly low rates of preventive health ser-
vices delivered to young Black and Latino men [14, 15].

Conceptual framework: youth-engaged
research

Community-based participatory research (CBPR) is an
approach to scientific investigation and program develop-
ment that is based on partnership and collaboration be-
tween researchers and communities at every stage of the
research process [16]. A subset of CBPR, youth participatory
action research (YPAR), centers youth as experts in their own
lived experiences and integrates youth-led advocacy based
on study findings [17]. Both CBPR and YPAR provide avenues
for capacity building and positive youth development
through community-academic partnerships [18]. In the “ac-
tion” stage of YPAR, youth partners leverage the study out-
comes to create transformative change in their community.
Through the process of YPAR, youth participants gain skills
and experience in academic inquiry and civic engagement,
while building social connections and developing self-
efficacy.

Group concept mapping

Group concept mapping (GCM) is a mixed-methods partici-
patory methodology that has been previously applied in
CBPR and YPAR studies [19, 20]. GCM inherently centers the
lived experiences and priorities of participant-researchers
through a series of two participatory activities: (1) group idea
generation (i.e. brainstorming) and (2) individual data
structuring and rating. The resulting “concept map” is a
graphical representation of the themes that emerged during
the group discussions, as interpreted by the participants.
GCM has been used to engage adolescents and young adults
in studies focused on community health, health equity,
program design, and health risk behaviors [20-23].
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Materials and methods

This project was developed in collaboration with a hospital-
affiliated community-based youth program in New York
City, referred to as “The Hub.” All recruitment and study
methods took place at The Hub. The Hub provides positive
youth development services, mentoring, and mental health
support for youth ages 14-24 years. Although proximately
located to a hospital complex, The Hub does not provide
clinical healthcare services outside of mental health care.
Youth are connected to The Hub through community
outreach or through direct referral from hospital-affiliated
clinical services. Upon enrollment, members are paired with
an “advocate,” a staff member who is available to meet
regularly with the member to connect them with services
and programs, advise on educational and career paths, or
assist with health system navigation. Members of The Hub
have access to on-site mental health services through staff
psychologists and group sessions. Regular programming
includes health education seminars, social events, cooking
classes, and art workshops.

The focus of this study was developed in discussions
with staff members of The Hub who work directly with the
youth members. Staff members identified an increased need
for health system navigation among older members of The
Hub (18-24 year olds) associated with the transfer from from
pediatric to adult primary care. Members of The Hub’s Youth
Council then co-developed the group brainstorming prompt.
Two youth members of The Hub were hired and trained to be
youth research leaders (authors JS and AM), and, along with
the director of The Hub (author RL), were involved in each
step of the research process.

Participants were recruited from the youth membership
and adult staff of The Hub. Youth members aged 18-24 years
were eligible (Hub membership ends at 24 years old), and all
staff members were eligible. Participants were recruited
through The Hub membership network by word-of-mouth,
emails, paper fliers posted in The Hub space, and social
media. All eligible youth members and staff of The Hub were
English-speaking. The study materials and procedures were
IRB approved. Informed consent was obtained from all
participants. The study was performed in accordance with
the World Medical Association Declaration of Helsinki
ethical standards. Participants were compensated $30 in the
form of cash gift cards for each of the two activities that they
took part in.

Group concept mapping (GCM) was used to generate,
structure, and analyze perspectives on access to primary
care for young adults across two participatory sessions: (1)
group brainstorming (idea generation) and (2) individual
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sorting and rating (data structuring). Two group brain-
storming sessions were conducted in February 2023, one for
The Hub youth members, and one for adult staff members;
both were co-facilitated by youth research leader JS. The
youth session took place in-person at The Hub, and the staff
session was conducted virtually via video conference, using
the cloud-based brainstorming platform Google Jamboard
[24]. Participants were first led through a warm-up exercise
to provide context of primary care for young adults,
exploring reasons for seeking care, settings for receiving
services, and the steps involved in accessing care. Partici-
pants were then asked to generate responses to the prompt
“what things make it easier or harder for young adults to go
to the doctor?” Participants recorded individual responses
on sticky notes or spoke them aloud to the research staff,
who transcribed the statement onto sticky notes. Notes were
posted for display on a wall during the youth session, and on
the virtual Jamboard during the staff session. Responses
were clarified by participants at the request of study staff
when necessary (i.e. “What did you mean when you wrote
‘transportation’?”).

Responses generated in both youth and staff group
brainstorming sessions were compiled for “cleaning” by
the research team. Statements were edited for clarity,
neutrality, and redundancy, removing valenced language
and consolidating duplicate or similar statements to
create a set of items of comparable level of specificity, that
encompassed all of the ideas that emerged in discussion.
For example, the statements “friendly staff” and “rude
staff” became “staff characteristics.” This final list of
statements was entered into the groupwisdom™ concept
mapping web-based platform [25] for use in the sorting and
rating phase.

The sorting and rating session, conducted in April 2023,
consisted of a web-based activity using the groupwisdom™
platform. Participants were again recruited from youth
membership, those ages 18-24 years, and from the staff.
They were not required to have participated in the prior
group brainstorming session. This activity was conducted
primarily in-person at The Hub facility on laptops supplied
by The Hub, although one participant completed the activity
on a personal device offsite. Participants were each asked to
sort the finalized statements into clusters based on what
they determined to be related topics or themes. Then, they
were asked to rate each statement on a scale of 1 (least
important or feasible) to 5 (most important or feasible) for
the following two questions: “How important is it to you to
intervene on this item?” and “how feasible do you think it
would be to intervene on this item, if you were in charge of a
clinic?”
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Data analysis

The GCM methodology combines qualitative data collection
with quantitative data analysis. Multi-dimensional scaling
(MDS) and hierarchical cluster analysis (HCA) were con-
ducted using the groupwisdom™ software. Responses from
the sorting activity are aggregated and converted into
quantitative data in the form of a similarity matrix, which
assigns a binary value based on whether any two given
statements were sorted together in each potential instance.
MDS is used to assign each point a coordinate on an x-y graph
to spatially represent the “closeness” of each statement to
each other statement based on the similarity matrix. Then,
HCA is applied to the basic point map to create clusters of the
most closely related points, typically resulting in several
cluster models. A best-fit cluster map is a graphical repre-
sentation of the themes that emerged in discussion, as
interpreted by each participant [4, 5]. The stress value is the
metric used to determine the appropriateness of fit of the
multi-dimensional scaling solution to the original similarity
matrix. Values typically fall between 0.20 and 0.35, with a
lower value indicating a closer fit, i.e. less stress [26].

As opposed to the cluster map, which graphically repre-
sents the themes that emerged in the brainstorming session,
the go-zone map assigns each statement a spatial coordinate
based on its average value for two rating variables along the
X-Y axes, which in this study were “importance” and perceived
“feasibility” for intervention. The go-zone map provides
valuable information about the priorities that the participant
group places on each statement, as a product of its importance
and feasibility ratings. A pattern match analysis can be used to
compare ratings between two participant groups.

Results

Atotal of 25 participants took part in the study across the two
activities, including 17 youth (mean age 21 years, range 18—
23) and 8 staff members (mean age 33 years, range 27-41). In
total, 16 participants (10 youth and 6 staff) took part in the
group brainstorming activity and 18 participants (12 youth
and 6 staff) participated in the sorting and rating activity; 9
participants completed both activities. Overall, participants
were 40 % cis-female, 52 % cis-male, and 8 % non-binary.
Based on self-reported race/ethnicity, participants were 92 %
Latinx (including 36 % Black) and 8 % Asian. All youth par-
ticipants identify as Latinx and 15 out of 17 reported speaking
Spanish or English+Spanish at home. Most participants lived
in Upper Manhattan or The Bronx. All participants reported
having active health insurance coverage (52 % public, 40 %
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commercial, 8 % unsure of type), and 76 % reported having
completed an annual physical in the past year.

In total, 130 responses were generated from both the
youth and staff group brainstorming sessions. Statements
were then consolidated and edited for clarity, neutrality, and
redundancy, resulting in a final set of 34 distinct statements.
Responses that were phrased in the form of specific solutions
or suggestions for improvement (i.e. “clinics should have
printers available for use to print out school forms”), were
removed and set aside to be referenced in the
advocacy phase.

Sorting and rating data were assessed for validity by the
research team and removed from analysis (n=6 of 18 for
sorting responses, all youth participants) if not valid. For
example, instead of following the instructions to sort state-
ments into clusters based on the related meanings of state-
ments, a few participants sorted statements based on value
(i.e. “important to me,” “not important to me”). One rating
response was excluded based on the participant entering the
same rating response across all statements.

Concept map

A 4-cluster arrangement was determined to be the best fit
concept map (Figures 1A and 1B). The stress value for the
chosen map was 0.21, within the range of interpretable
values, indicating an acceptable fit [26, 27]. Four topic clus-
ters emerged: Acceptance & Etiquette; Communication &

Comfort; Availability & Accessibility; and Knowledge &

Resources.

(1) Acceptance & Etiquette: This theme captured intangible
characteristics of the patient experience, including
interpersonal interactions with clinical staff and
healthcare providers, and cues that contributed to
participants feeling respected and welcome within the
clinical space, particularly with regards to identity
(i.e. gender identity or race/ethnicity). Included in this
theme was also the patient’s comfort seeking care in
general, and medical mistrust based on negative per-
sonal experience or accounts from family, friends, or in
the media (e.g. news coverage of physician abuse
cases).

(2) Communication & Comfort: This theme encompassed
the operations of the clinical office as perceived by the
patient, from a sense that the clinical office was
adequately staffed, to language services and the phys-
ical environment (e.g. clean, well-furnished).

(3) Availability & Accessibility: This theme encompassed
statements related to clinical care access, including the
process of making appointments (including same day/
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urgent care appointments, follow up appointments,
and referral appointments within the system), avail-
ability of appointments, and contacting the clinical
office. Also included in this theme were transportation
to clinical space, having a medical home (multiple
specialties in one place), and having agency over pro-
vider choice.

(4) Knowledge & Resources: This theme reflected the need
for ancillary services directed towards young adults,
including education around available services,
healthcare navigation support, and insurance naviga-
tion. Many participants referred to their assigned
“advocate,” a service provided through The Hub that
pairs youth members with a staff member who are
equipped to answer questions regarding healthcare
navigation. The item with the highest importance rat-
ing in this theme was “financial transparency,” refer-
ring to an expressed fear of surprise billing and a lack
of information about cost of services, which partici-
pants stated was a barrier to accessing care.

Go-zone map

The go-zone map (Figures 2A and 2B) positions each state-
ment as a coordinate on a spatial plane based on the average
participant ratings for “feasibility for intervention” (X axis)
and “importance for intervention” (Y axis). The plane is then
divided into quadrants “low feasibility/low importance,”
“low feasibility/high importance,” “high feasibility/low
importance,” and “high feasibility/high importance.” The
statements in the “high feasibility/high importance” cate-
gory can be considered to be the highest priority for
intervention.

Pattern match

The pattern match graph (Figure 3) compares cluster ratings
between two groups. Here, we compare importance ratings
between youth and staff participants. The two main findings
are that the youth ratings are consistently higher (on a 1-5
scale) than the staff ratings, and that the most discordant
importance rating between the two groups is for the
“Communication & Comfort” cluster, which contains the
items “ease of communicating with my provider,” “physical
clinical space (i.e. nice furniture, clean bathrooms, murals
on the wall),” “adequate clinic staffing,” “language accessi-
bility,” and “personal barriers.”
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| Acceptance & Etiquette
L) °

l.

| Communication & Comfort |

Figure 1A: Cluster map. Each cluster represents a theme that emerged from group discussion and analysis. Each point represents a statement. Stress
value of 0.21 indicates an acceptable fit for this particular solution. Points are geographically located on the map based on multi-dimensional scaling
analysis that averages all valid cluster activity responses. Points that are closer together were more frequently clustered together in the participant
responses.

Acceptance & Etiquette Communication & Comfort
« Staff characteristics 4.56 * Ease of communicating with my provider outside of appointment 4.29
* Having a good relationship with my provider 4.44 * Adequate clinic staffing 4.28
* Provider characteristics 4.35 « Physical clinic space 4.17
* Clinic culture 4.29  Language accessibility 4.11
* Confidentiality considerations 4.17 * Personal barriers 3.83
* Personal experience or awareness of discrimination and bias in healthcare 3.94
* Diverse representation of gender, race, and ethnicity among providers 3.78
* Environment for transgender and gender dysphoric patients 3.61

Knowledge & Resources

* Ease of scheduling and changing appointments 4.67 * Financial transparency 4.67
« Availability of urgent care/same-day appointments 4.67 * Health insurance considerations 4.50
* Next appointment availability 4.50 * Access to mental health services 4.39
* Being able to research and choose (or change) my provider 4.39 * Access to general information about services and healthcare navigation 4.28
* Wait time transparency 4.33 * Financial considerations 4.11
* Process to make referral and follow up appointments 4.33 * Per lized assi: with healthcare navigation and il 411
* Hours of clinic/appointment times 433 * Youth and young adult-specific services 3.89
* Going to one place for most of my appointments 4.28 * Knowing what to expect in my appointment ahead of time 3.83
* Clinic phone access 4.22 * Und ding medical terminol 3.78
* Wait time to see the provider 4.17

* Appointment reminders 3.67

+ Transportation issues getting to clinic 3.56

Figure 1B: Statements by cluster. Statements are listed in full, organized by cluster topic, with statements ordered by average importance rating (on 1-5
scale), listed to the right of each statement.
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Figure 2A: Go-zone map. Coordinates are based on each statement’s average rating for “importance for intervention” (Y-axis) and “feasibility for
intervention” (X-axis), on a 5 point scale. Statements are numbered for reference in Figure 2B. The correlation value is 0.07, indicating no predictable

correlation between the two variables.

HIGH IMPORTANCE / LOW FEASIBILITY
9 - Health insurance considerations (i.e. no insurance, or type not accepted by
clinic)
31 - Availability of urgent care/same-day appointments
19 - Being able to research and choose (or change) my provider
11 - Next appointment availability (i.e. next available appointment is too far)
13 - Wait time transparency (knowing how long the wait will be)
5 - Access to mental health services
28 - Ease of communicating with my provider outside of appointment (i.e.
telephone, online tools)
7 - Adequate clinic staffing

HIGH IMPORTANCE / HIGH FEASIBILITY
2 - Staff characteristics (i.e. respectful, helpful, friendly, etc...)
3 - Ease of scheduling and changing appointments (i.e. both online and in
person)
8 - Clinic phone access (being able to get through on the phone)
14 - Process to make referral and follow up appointments
16 - Going to one place for most of my appointments
20 - Financial transparency (knowing how much things will cost)
21 - Provider characteristics (i.e. communication style, interpersonal skills,
non-judgmental)
22 - Having a good relationship with my provider
24 - Clinic culture (i.e. humanizing, patient-centered)
30 - Hours of clinic/appointment times
34 - Access to general information and education about available services (i.e.
The Hub, different clinics, financial assistance) and healthcare navigation (i.e.
how to find a doctor, fill a prescription, figure out my insurance benefits)

LOW IMPORTANCE, LOW FEASIBILITY
12 - Financial considerations (i.e. co-pays)
18 - Transportation issues getting to clinic
17 - Personal barriers (i.e. anxiety, procrastination, other priorities)
10 - Wait time to see the provider (i.e provider running late)
33 - Personalized and individual assistance with healthcare and navigation and
insurance
27 - Diverse representation of gender, race, and ethnicity among providers

IMPORTANCE for intervention

LOW IMPORTANCE, HIGH FEASIBILITY
1 - Environment for transgender and gender dysphoric patients (i.e. respectful,
knowledgeable, inclusive)
4 - Appointment reminders
6 - Physical clinic space (i.e. nice furniture, well-lit, clean bathrooms, murals on
the wall)
15 - Language accessibility
23 - Understanding medical terminology
25 - Youth and young adult-specific services
26 - Knowing what to expect in my appointment ahead of time
29 - Confidentiality considerations (i.e. worry about breach of confidentiality)
32 - Personal experience or awareness of discrimination and bias in healthcare
(i.e. based on personal characteristics or insurance type)

FEASIBILITY for intervention

Figure 2B: Statements by go-zone quadrant. Statements (numbered) are listed in full, grouped by quadrant of the go-zone map.

Youth-led interpretation

youth members who attended (8 in total, ages 19-24 years, 3
of whom participated in the prior study methods) generated

The study results were presented to The Hub youth and staff labels for the concept map clusters, and discussed the
in March 2024 for further discussion and interpretation. In ~ overarching themes that emerged from the data, which one
discussion groups led by youth researcher leaders, The Hub ~ participant summarized as “we need transparency and
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Youth
4.51

Staff
4.51

Communication & Comfort

Availability & Accessibility
Knowledge & Resources

Acceptance & Etiquette

Availability & Accessibility

[ Acceptance & Etiquette
‘ Knowledge & Resources

Communication & Comfort
3.40 3.40
Importance Rating

Figure 3: Pattern match for importance, youth vs. staff. The pattern
match graph compares youth and staff importance ratings for each
cluster.

communication to build trust.” Youth then generated several
recommendations for interventions to present to hospital
system stakeholders, which were subsequently presented to
clinician and administration stakeholders to advocate for
changes to improve access to care for young adults. These
proposals include a text-based notification system that
would allow patients to know when they are next in line to
see the clinician when appointments are delayed, an “office
hours” feature for sending messages to their provider during
which they can expect an immediate response, and a web-
based educational repository to learn the basics of health-
care navigation (including how to make an appointment,
find a provider, manage prescriptions, and navigate insur-
ance benefits).

Discussion

Access to preventive healthcare services declines in young
adulthood, contributing to health disparities, particularly
affecting young people of color. Our study explores the fac-
tors that affect access to primary care services for young
adults through partnering with a youth-serving organiza-
tion, training and empowering youth researchers, and
engaging young adults in a participatory research method.
Youth participants were largely bilingual, from Spanish-
speaking immigrant families. Partnering with young adults
to explore the barriers and facilitators to healthcare access is
crucial in understanding and addressing these factors to
transform healthcare systems to meet the needs of young
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people. The existing literature on transition of care centers
more extensively on issues affecting youth with special
healthcare needs (i.e. condition-specific transition pro-
grams); to our knowledge, this is one of the first studies to use
participatory methods to explore the transfer from pediatric
to adult primary care.

Our study found four main themes that affect access to
care for young adults: Acceptance & Etiquette; Communi-
cation & Comfort; Availability & Accessibility; and Knowl-
edge & Resources. Factors identified as highest priority (both
important and feasible) were primarily non-tangible char-
acteristics of the clinical environment, such as staff friend-
liness, clinic office culture and values, relationship with
providers, and ease of communication. Young adults also
identified several factors of high importance but low
perceived feasibility, including health insurance consider-
ations, being able to change providers easily, access to
mental health services, and clinical staffing considerations.
Factors that were identified by participants as lower
importance included wait times to see a provider. Compar-
ison of importance ratings by staff and youth showed a
disconnect that was most stark with the Communication &
Comfort cluster, relating to communication with providers
outside of appointment times and physical clinical spaces,
underscoring the need to center youth voices in designing
these systems. Overall, participants expressed a need for
resources and guidance to develop the skills to indepen-
dently navigate the healthcare system. This, along with a
desire for financial transparency (i.e. knowing upfront the
costs of seeking care) and ease of communication with their
providers, was summarized succinctly by one participant in
the youth-led interpretation session: “We need transparency
and communication to build trust.”

Youth participatory action research

Youth participatory action research (YPAR), as a variant of
community-based participatory research (CBPR), has utility
beyond the descriptive research outcomes. The process of
involving youth participants as leaders and co-researchers
builds capacity through several avenues. In our project, one
youth leader (JS) was trained in research ethics and methods,
co-led participant activities, was active in data analysis, and
presented findings at a research symposium. A second youth
leader (AM) was actively involved in preparation for partici-
pant sessions and data analysis. Both youth leaders facilitated
the youth participatory interpretation sessions, presenting
results to participants and eliciting their perspectives and
interpretation of results. The participants themselves were
exposed to the process of academic inquiry through
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transparent and participatory study processes and were
active in interpreting the results through a youth-led partic-
ipatory interpretation session. While we did not evaluate the
impacts of study participation, previous studies have shown
YPAR to increase self-efficacy, empowerment, and civic
participation among participants [28].

Strengths and limitations

A major strength of the study is that participants represented
a group of young adults from demographic backgrounds that
historically face numerous barriers to health access; nearly all
participants identified as Latinx or Black-Latinx and live in
Spanish-speaking households in low-income urban neigh-
borhoods. All study activities took place at the Uptown Hub
facility where participants were familiar and comfortable in
the setting. One limitation, however, is that by partnering
with a youth-serving program affiliated with a large health-
care system, we may have selected for participants who are
more connected to care than demographically similar youth
in New York City. While The Hub does not provide clinical
services aside from mental health care, they do provide
healthcare navigation support including assistance with in-
surance enrollment. Since all participants reported having
health insurance coverage, this study did not capture the
experiences of uninsured young adults, a group who face
significant barriers to healthcare access. We hypothesize that
non-Hub connected youth in the community experience at
least these barriers, and likely more.

Limitations to the methodologic design included the
observed cognitive difficulty of the sorting and rating ac-
tivity, which was a barrier to collecting valid data from
several participants, as evidenced by several invalid re-
sponses to the sorting activity. In future studies with a
similar population, we would spend more time reviewing
the instructions, sharing examples, and having participants
practice the activity before completing it. In order to mitigate
anticipated task fatigue, we limited the number of state-
ments for the sorting and rating task to 34, which is smaller
than other studies with similar populations. Some of the
items that were rated lower for “importance”, including
language access, accessibility, and clinical environment for
non-binary and transgender individuals, were likely
affected by low representation among the participant group,
of which there were fewer gender expansive participants,
with all participants being fluent in English. While this study
did include the perspectives of adult staff members who
work closely with youth on matters related to health system
navigation, future studies could explore including the
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perspectives of caregivers and healthcare providers who
care for young adults.

Summary

This paper contributes to the growing body of literature on
transition of care for adolescents and young adults, with a
unique focus on the transfer to adult-focused services by
exploring access to primary care and preventive services for
young adults from a Latinx urban community, who face
many structural barriers to healthcare access. This study
provides a framework for applying YPAR to questions of
healthcare access, prioritizing the experiences and priorities
of young adults through participatory research methods in
partnership with a youth-serving organization. Our findings
provide valuable information for stakeholders in the local
healthcare context in the form of clear and actionable next
steps for transforming health services for young adults. Our
hope is that future research will apply this and other crea-
tive approaches to amplify the voices of young people and
build partnerships to create transformative change in our
healthcare system in pursuit of health equity.
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