n

l of Com
rna
m
ou

Ed
alth ucatio
He

Medicine
ity
&
un

Community Medicine & Health Education

Vaughn et al., J Community Med Health Educ 2014, 4:2
DOI: 10.4172/2161-0711.1000279

J

ISSN: 2161-0711

Research Article

Open Access

Healthy Girls and Healthy Communities: Two Sides of the Same Coin?
Lisa M Vaughn1*, Sara Drabik2, and Alexandra Kissling3
1
2
3

Professor, Department of Pediatrics, College of Medicine/Cincinnati Children’s Hospital Medical Center, University of Cincinnati, USA
Assistant Professor, Department of Communication, College of Informatics, Northern Kentucky University, USA
Research Assistant, Emergency Medicine, Cincinnati Children’s Hospital Medical Center, USA

Abstract
Lacking is research on girls’ health particularly within the context of the community and larger societal influences.
The purpose of this study was to explore the knowledge, perceptions, and attitudes of girls and community residents
about what makes a girl healthy and what places girls’ health at risk. Sixty-six adolescent girls and boys, their parents,
senior citizens, educators, and community leaders in business, government, safety and health participated in group
interviews. Interviews were coded and analyzed using a standard qualitative approach based on grounded theory
and constant comparative method. Two primary themes emerged from the interviews: 1) a complete and holistic view
of girls’ health that includes physical, mental, and emotional health; and 2) the importance of girls having positive
role models and strong supportive relationships. The two primary themes led us to propose a modified version of
Bronfenbrenner’s social-ecological systems model adapted to girls’ health. Our proposed model emphasizes how
context and the whole system influence and informs girls’ health and wellness. Girls are in the center interacting with
and influenced by peers, family, school, community, and the media. Our adapted Bronfenbrenner model provides an
opportunity for health care providers and policy makers to examine the levels at which girls’ health can be influenced
and enhanced.

Keywords: Girls’ health; Social ecological model; Community
health; Self-in-relation theory; Bronfenbrenner’s model
Introduction
Being a healthy girl in our complex, multifaceted, rapidly changing
world is at best challenging, ambiguous and contradictory. Amidst
more traditional health concerns such as medical problems, nutrition,
body image and hygiene, girls must also struggle with broader aspects
of health and well-being including what and who is important,
negotiating relationships, having “voice,” operating within sometimes
unhealthy and unsafe neighborhoods and communities, handling
media-saturated and paradoxical messages about sexuality and what
it means to be a girl, and managing gendered expectations of who they
are and can become. Current research on girls’ health accentuates
their risk behavior and deficits [1-4]. Needed is a model of girls’ health
and well-being that is socially embedded and considers the relational
and environmental contexts [5] in conjunction with more traditional
concerns. Such a viewpoint will allow for a focused understanding of
health education and intervention strategies that are directly applicable
to the entirety of a girl including where she lives, plays and goes to
school and will improve the potential for sustainable change.
According to social ecological theory, an individual’s health is
influenced by the dynamic interplay between personal characteristics,
including genetics, behavioral patterns, and mental states, and
environmental circumstances, including everything from economic
policies to neighborhood characteristics [6,7]. Bronfenbrenner more
specifically delineates the nested systems that have direct and indirect
influences on child health and the influence of the interactions
between systems [8,9]. His model includes four different ‘layers’ of
environment. Societal and cultural influences, values, and traditions lie
on the outermost sphere (the Macrosystem), depicting the largest and
most remote level of influence on an individual. Moving inward, the
next layer is the Exosystem, which includes environments that the child
does not experience directly, such as a parent’s workplace, but that
nonetheless have an indirect effect on the child’s development. The next
layer is the Mesosystem, which includes the connections to immediate
environments (e.g., neighborhood, school). The innermost layer is
the Microsystem which is an individual’s immediate environment
including relationships and interactions (e.g., family, peers).
Social ecological systems approaches like Bronfenbrenner’s posit
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that every layer of the system is important and those individuals, in
this case girls, do not exist in a vacuum. Girls are both influenced by
and connected to multiple people and factors all of which affect girls’
development and health. While the girls are at the center and directly
affected by parents and peers, all layers of the system surround and have
an influence on the girl. When a girl leaves adolescence with unhealthy
behaviors, she is likely to deal with the same issues in adulthood [5,10].
If we can affect girls’ health in a positive way, we have the possibility
of not only preparing girls for healthy, empowered and productive
adulthood but also for “the payoffs that will accrue to girls and to their
families, communities, and countries over many generations” [11 p.1].
In this study, we explore the knowledge, perceptions, and attitudes of
girls and community residents about what makes a girl healthy and
what places girls’ health at risk. Through this exploration, we derived
a modified version of Bronfenbrenner’s model adapted to girls’ health.

Methods
This study was based on video and audio-taped group interviews
conducted as part of a larger service-learning project. The project was
created to provide a snapshot of girls’ health from the perspective
of girls themselves and relevant community members and raise
awareness about the barriers to girls’ health in local communities. The
larger project resulted in a final condensed video summarizing all the
group interviews, a community report, curriculum and toolkit that
other organizations could use to collaboratively build programs and
initiatives to support girls in their communities. As part of the larger
project, we conducted in-depth, qualitative group interviews with
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girls and a variety of community members from two communities in
the Greater Cincinnati area. Interviews were videotaped to create a
more direct connection between the viewer and the subjects, allowing
them authority and ownership by speaking in their own voice [12,13].
The videos of the interviews are being analyzed as cultural artifacts
and are accessible via password on the Healthy Girls project website
(healthycommunitieshealthygirls.com).

Setting
Two greater Cincinnati neighborhoods were selected for this
project because of previous partnerships with community agencies
within them and because of their designation as two of the United Way
Place Matters communities [14]. Neighborhoods designated as such
struggle with significant social and economic challenges.

Participants
A total of 66 participants were recruited using a snowball sampling
technique whereby girls and community members recommended
other people who might want to participate in the study. Sixteen group
interviews composed of 2-6 individuals were conducted based on
primary roles/characteristics (e.g., teachers, business owners, religious
leaders, girls, etc.). The participating girls represented the diversity
of their communities and ranged in age, race/ethnicity, and family
structure. The participating community members represented various
agencies and community organizations including schools, churches,
public safety, government, and health centers. Food and snacks
were offered at the group interviews but no incentives were given.
Participants signed a video release consenting to filmed interviews and
to have these videos shared with the public via community screenings
and the internet. Participants were invited to three different private
screenings of the final video before public showings occurred and
received the opportunity to remove their comments from any portion
of the film. This feedback was solicited publically and anonymously
from those in attendance. No participants requested their comments
be removed. Some participants did not attend the screenings.

Measures/data collection
Group interviews occurred at a variety of community sites
conveniently located for participants. Interviewers; (university
students trained in group interview techniques) used interview guides
with questions about girls’ health and the role of the community in it.
Specific follow-up questions were asked of each group based on their
particular role within the community. Before the interview began,
interviewers explained that for the purposes of this project, participants
should focus on girls in junior high and high school (approximately ages
10-18); consider community to include their neighborhoods, schools,
businesses, health centers, and churches; and think of health broadly
to include physical, mental, and social well-being. The interviews were
videotaped, transcribed verbatim using both audio and video to ensure
correct transcription, and reviewed by the interviewers for accuracy.

Data analysis
In order to allow for the voices of the girls and community members
to emerge in the data, we used a modified grounded theory approach
to inductive coding. Specifically, the research team independently
reviewed line-by-line seven randomly selected transcripts of the
group interviews and assigned codes as they became apparent [15].
We highlighted lines and sections of the text to help demonstrate
and develop broad conceptual categories. When inconsistencies and
discrepancies in the coding occurred, the researchers discussed until
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100% agreement was reached about which themes were represented.
As categories, themes, and linkages were explicated, we identified
and condensed unifying themes into a manageable number of broad
categories [15]. Next, based on the agreed upon categories, each member
of the research team coded three interviews to complete the remaining
nine interviews. Following the grounded theory approach, the research
team conducted multiple readings of the interviews to extract the main
themes, phrases, stories, and meanings of the responses as they related
to girls health and well-being. This process allowed the categories
to emerge rather than imposing preconceived categories or models
and the words of the participants to become the priority. Through
constant comparison and discussion among research team members,
the code structure evolved inductively, reflecting “the ground” or the
actual lived experiences of the participants [16]. To ensure credibility
of the qualitative analysis, we used both peer checking and member
checking to verify the accuracy of the themes and gaps in the data [17].
Specifically, as the research team was engaged in identifying codes, we
conducted peer checking by discussing emerging findings with our
larger research lab group who provided suggestions and scrutinized
the findings. Further, multiple meetings were held with partnering
agencies and participants to discuss content and compile the final video
as a form of member checking the salient themes.

Findings
Two primary themes emerged from the interviews: 1) a complete
and holistic view of girls’ health that includes physical, mental, and
emotional health; and 2) the importance of girls having positive role
models and strong supportive relationships.
The first theme was the importance of a complete and holistic view
of health. All the interviewees asserted that being a healthy girl is about
more than just physical health. “What comes to mind when I think of
a healthy girl (she has a solid foundation, and good support in her life.
Not only being in good physical health... but one who has a positive
image of herself,” said a community safety official. Different groups
emphasized a facet of health that was most important to them, but the
overall consensus across girls and community members was that being
healthy in all areas, both physical and mental, was the best. The girls
themselves tended to emphasize being “happy in yourself” and keeping
your body active. One girl said that being healthy means “exercising,
eating vegetables, and keeping in shape.” Other community members
placed more emphasis on overall mental and social well-being. A young
boy commented, “I think to be healthy means to feel comfortable about
yourself and being able to do what you think you can do.”
Participants in this study described that an unhealthy girl is also
more than just physically unhealthy, though they differed on what
exactly makes a girl unhealthy. The girls tended to emphasize poor
eating habits and having a negative attitude as being unhealthy.
One girl described an unhealthy girl as “someone that starts a lot of
drama that feeds off of negativity.” Community members defined an
unhealthy girl more through the causes of her being unhealthy rather
than the symptoms. They noted that she lacked role models, had no
support system, and had no assistance from her community.
The second theme was the importance of role models and developing
close, personal relationships with others. Participants saw a healthy girl
as a positive role model to other girls, and one who has role models of
her own. Community members saw the lack of good role models as
a clear cause of poor health among girls. One business leader noted
“I think both healthy and unhealthy girls are dependent on their role
models and where they’re getting their information from.” Community
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members saw the need for girls to develop relationships with adult
members throughout the community. A non-profit leader noted “the
community plays a role in engaging the young girls in work and in
the community, whether that’s litter pick-ups or safety initiatives or
arts programming. I think young women need to know that they’re
part of something bigger.” When asked about when and why unhealthy
lifestyles start, both girls and community members described that
unhealthy behaviors start at home. As one parent noted, “kids emulate
what they see.” A government official summed up the thoughts of
many participants regarding the lack of role models for girls: “We
have so many young women who are left on their own without any
real guidance from anyone. It’s not necessarily that parents don’t want
to be there as a positive role model, but rather they have to work in
order to financially support them.” A non-profit leader emphasized
the interconnectedness of everyone in the community and that raising
healthy girls “really does take a village.” While many saw that the
parents were the first and most important role models for a young girl,
they also recognized that due to a variety of social and environmental
factors, the parents could not always be counted on to provide this
connection. “We need each other to raise these kids, to raise these
young women. We all need to do it together.” The girls agreed on the
crucial role that positive role models play in their lives. They said that
good role models could help them develop goals and ensure healthy
development.
The two primary themes led us to propose a modified version of
Bronfenbrenner’s social-ecological systems model [8] adapted to girls’
health. Our proposed model emphasizes how context and the whole
system influences girls’ health and wellness (Figure 1). We present the
model by delineating each of the interconnected layers as described by
the participants: girls themselves, friends and peers, parents and family,
school, community, and media.
Girls themselves are in the center of the model interacting with and
influenced by their peers, family, school, community, and the media.
Community members and girls themselves clearly understood that
self-perception and self-worth are of high importance when it comes
to a girl’s general health. One business leader saw a healthy girl as
knowing herself with self-confidence and self-esteem. The girls who
were interviewed realized that it was extremely important to take care
of and appreciate yourself.
The next level outside the girl is her friends and peers. Girls
realized that to be healthy, you need to “surround yourself with people
that are gonna benefit yourself and….your future.” The girls said that
sometimes parents aren’t available and girls might not feel comfortable
talking to other adults, so girls in the interviews recommended that
listening to their peers was important. When asked where they would
go to talk to someone about health, one girl replied, “I think the first
thing I would ever do is go to my friends”. Another girl said: “I go to
my friends. Even though they are my age, we all go through different
experiences and go through different stages at different times…, I can
go and confide in them.”
The next layer of influence in the model, parents and family, was
largely regarded by both community members and girls as the most
important level of support for girls’ health and well-being. Family was
viewed as the “first line of defense” to healthy girls. Both community
members and girls described that mothers are the primary role models
to girls. Participants felt that if a mother has unhealthy habits, or is
not present in the lives of her daughters, she is likely to perpetuate
the cycle of unhealthy habits. Most participants believed that the
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Figure 1: Modified Bronfenbrenner Model for Girls’ Health.

home environment is where good or bad habits start. As one parent
explained, “it starts at home with the role models that kids have early
on.” A non-profit leader remarked, “Healthy girls become healthy
moms, and that’s such an important link, in teens of the future and
where the young ladies are going.” A government official noted that, “If
we have unhealthy children growing up to be unhealthy adults, having
even unhealthier children, then we’re going to contribute to have more
and more problems that we are not going to be able to resolve.”
School provides the next level of support for girls’ health. Both
community members and girls mentioned the potential of school to
have a positive effect on girls’ health and well-being. In the interviews,
there was an outcry for after-school activities, particularly sports. One
girl noted, “I think we need more programs, because there’s too much
free time around here for kids.” The importance of teachers and their
involvement in girls’ lives was also noted, especially by the girls. Some
girls said they were open to talking to teachers or counselors-“You can
have several conversations with them just like they’re your friends”
and “They are really approachable…. they will always take care of you
and be there for you no matter what.” Other girls noted that they did
not feel comfortable talking to teachers or counselors because they
were not approachable. Community members described that schools
can influence girls by: “…helping them make choices and giving
them opportunities to be leaders and to shine in their academics and
classrooms…all of that helps them to develop that self-esteem and that
courage that they need.”
The next level of support in girls’ health is the community. For the
purposes of this project a community was defined by the physical space,
or the neighborhood in which you reside and/or spend time. Although
community members and girls alike recognized the importance
of community responsibility in girls’ health, a significant problem
identified was that people lacked the motivation to become involved
in their community in general and specifically with young girls’ health
and well-being. One business leader noted, “It’s easy to overlook the
importance of young girls’ health because it’s not in front of us…most
communities simply are not aware of what’s going on in the youth.
Without the involvement of community members a girl’s health can
suffer.” A safety official noted that, “It’s the responsibility of everyone
in the community to make an effort to improve her life and, as a result,
improve their community. And that includes police educators, fire
officials, social workers or anybody.”
Another significant problem noted within the community

Volume 4 • Issue 2 • 1000279

Citation: Vaughn LM, Drabik S, Kissling A (2014) Healthy Girls and Healthy Communities: Two Sides of the Same Coin? J Community Med Health
Educ 4: 279. doi:10.4172/2161-0711.1000279
Page 4 of 6

sphere was that of safety particularly with regard to neighborhood
environment. A community safety official said, “I think community
safety is related to girls’ health-- if girls feel safe, they are out there
with their friends, their peers…in a healthy atmosphere.” One girl
commented, “The bad outweighs the good down here. They got kids
selling drugs, little girls prostituting themselves on the corner down
here and that ain’t right.” Another girl said “All the streets are really
dirty and you wanna go outside and play in your yard or something but
you can’t cause there’s so much trash and broken glass.”

influence on girls when it comes to healthy or unhealthy behaviors.
Overall, girls’ experience of self is relational, and girls/women develop
a sense of self through the context of important relationships [19].
Research has shown that positive peer relationships are crucial to
healthy girls in terms of their self-worth and life satisfaction [29] and
are a key index of a child’s social competence and emotional well-being
[30]. Further, connections with prosocial peers can serve to protect
adolescents from a wide range of health risk behaviors including
violence, substance misuse and sexual risk [31].

The final level of our model is the media. Both the girls and the
community members acknowledged that the media was highly
influential on girls’ health. “I think the media plays a huge role in the
health of a girl. In both healthy ways and unhealthy ways,” said one
parent. In the interviews, no one felt that the media was doing a good
job of influencing young women in a positive way, but girls saw media
as less damaging. Community members described a saturated media
for girls—one with negative images about female bodies and sexuality.
While some participants were able to find some examples of women
providing a positive example in the media, overall they felt that the
media was there to sell them a product. Parents noted that even when
the media emphasizes health, they talk about the commodities you
need to buy for your children so they can be healthy.

Parents and family, the next layer in the model, are an essential
component of girls’ health and well-being. Research has indicated
that girls with lower familial or social support demonstrate more risky
behavior as they enter adulthood [32]. Parents play a crucial role in
promoting health and wellness for girls [33] and family connectedness
has been posited as one of the most important protective factors for
adolescents [31]. Adolescents who are connected to their family are
more likely to have positive health outcomes including delayed sexual
initiation, lower levels of reported cigarette, alcohol, and marijuana
use, and less involvement in violent activities [31].

Discussion
The purpose of this study was to explore what makes a girl healthy
and what places girls’ health at risk from the perspectives of girls and
community residents. Overall, girls and community members agreed
that healthy girls encompass physical, mental and social health. This
perception of health mirrors the 1948 World Health Organization
definition that suggests that health is more than just an absence of
disease or infirmity and involves a combination of physical, mental and
social well-being [18].
Girls and community members also agreed that it is important for
girls to have positive role models and strong supportive relationships.
This is not surprising given the premise of self-in-relation theory which
explains that relationships are important to adolescent development
as a whole, but particularly to young women’s development [19].
Supportive teachers, counselors, or other adults have been shown to
have positive effects on adolescent health such as enhanced well-being
[20], improved social acceptance, body image, and avoidance of future
drug use [21], prevention of teen pregnancy and sexually transmitted
infections [22].
The two emerging themes from the interviews and our proposed
model for girls’ health, a modified version of Bronfenbrenner’s
social-ecological systems model, suggest that each level of the system
influences and informs girls’ health and well-being. Girls are at the
center of the model. In the current study, the girls and even the boys
emphasized that to be healthy, girls need to feel comfortable and happy
with themselves. Individual factors like self-esteem and self-worth
have been associated with general health, physical activity and healthy
eating [23]. Self-esteem is an essential core of girl’s health, yet research
consistently shows that girls have lower self-esteem than boys and that
it decreases throughout adolescence [24,25]. Girls in general are aware
of the multitude of extra pressures placed on them, from emotional
to development challenges [24,26] yet they still often do not recognize
their strengths and personal value [27] or maintain their own “voice”
or right to self-expression [28].
The next layer of the model, friends and peers, can be a major
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The next layer of influence in the model is school. School and
its associated pressures and worries can in fact be one of the biggest
stressors in an adolescent’s life [34]. Teachers can be positive role
models for girls and impact learning, success in school and overall
health and well-being [34,35]. In fact, programs that improve school
environment and connectedness show promise in terms of improving
health outcomes in adolescents [31].
Community is the next level of support in the model. Girls and
community members mentioned the importance of a safe community
for girls’ health. Those that live in social disadvantage may be
particularly prone to multiple and interrelated stressors in their
neighborhoods including violence, drug activity, poor mental health,
teenage pregnancy, litter, poor housing and fear of or actual sexual
harassment, all of which contribute negatively to positive growth and
development [31,35].
Finally, media is the outermost level of the model. Community
members described media as being a negative influence on girls’ health
especially regarding body image and sexuality. The research literature
has consistently linked media with the pressure for a thin, idealistic
body image, body dissatisfaction and disturbed eating in girls as young
as seven years old [36,37]. The cumulative effect of repeated exposure to
such media messages can lead to girls to believe that media portrayals
are representative of reality [38,39]. Media aimed at young girls has
increasingly become not just about selling a false reality, but about
selling the products to “achieve” this reality, resulting in the equating
of femininity and empowerment with consumption itself [40].

Limitations
Although this study extends understanding of girls’ health within
a community context, potential biases may have arisen in our data
collection and analyses. With regard to data collection, the group
interview method can pose some limitations related to interviewer
emphasis on certain questions or interviewees’ comfort with certain
questions. Since the data for the study were self-reported and videorecorded in a group setting, participants may have felt the need to
either provide socially acceptable answers or censor certain thoughts
and feelings. However, the structured interview guide was designed
to target particular areas yet be broad enough to allow for maximum
variation in responses. In terms of data analyses, the grounded theory
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approach requires that researchers remain neutral and unbiased with
regard to the emerging findings [16]. Because the authors are positioned
in academic institutions, we were informed about the extant research
literature on girls’ health before we started the study. However, during
analysis of the interviews, we remained “grounded” in the words of
the participants throughout multiple levels of coding and inductively
arrived at our proposed model for girls’ health only after peer checking
and member checking had occurred and we had begun writing the
manuscript. Further, given the nature of this qualitative study with
small numbers of participants limited to two neighborhoods in a
particular city, caution should be exercised in the generalizability of
our results to other girls and communities.

Conclusions
We qualitatively explored girls health from both the girls’ and
their communities’ perspectives. Our suggestion that girls’ health
be approached from a social-ecological systems perspective (i.e., the
modified Bronfenbrenner model) was supported by the interviews.
Much of the extant literature on girls’ health has a tendency to blame
the girls themselves rather than casting a wider lens that looks to the
people and environment surrounding girls (see for example Donenberg
et al.), and it concentrates primarily on vulnerability to negative health
outcomes such as pregnancy or sexually transmitted infections, expert
professional viewpoints rather than from the girls themselves, individual
aspects of health versus community level contributions to girls’ health,
and/or a singular aspect of health (e.g., physical health, mental health)
[5,31,41]. Our new model provides an opportunity to examine the levels
at which girls’ health can be influenced and enhanced. If programs and
interventions addressing girls’ health are to be effective, all layers of the
social-ecological system have to be targeted [6,42]. As indicated by our
findings, healthy girls and healthy communities do appear to represent
two sides of the same coin. Without healthy peers, parents/f amilies,
schools, neighborhoods, and societal influences like media, we ar e
unlikely to find healthy girls. We must be cognizant that “young people
grow to adulthood within a complex web of family, peer, community,
societal, and cultural influences that affect present and future health
and wellbeing” [31 p.1641].
Further study is especially pertinent in the arena of girl’s health.
Future research needs to include girls from varied backgrounds and
communities to enhance the depth and scope of knowledge about the
relationship between girls’ health and their communities. Health and
social service practitioners have substantial opportunity to advocate
for girls by understanding the context and community in which girls
live and by designing effective resources for girls’ health that address
various levels of the system.
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