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Abstract 

 

Background 

Currently in the United States, 56.1% of preschoolers use over one hour a day screen 

time, exceeding time recommendations set by the American Academy of Pediatrics (AAP) 

(Healthy People 2030, 2020). Excess screen use by preschoolers is detrimental to development, 

behavior, and increases the risk for obesity. The Family Media Plan (FMP) is an evidenced-

based intervention developed by the AAP to reduce screen time use in pediatrics (Reid 

Chassiakos et al., 2016).  

Purpose 

To address preschoolers at risk for the overuse of screen time, this quality improvement 

project aimed to increase evidenced-based intervention for those ages 2-5 years old who use 

more than one hour a day of screen time. 

Methods 

 At a pediatric clinic in New England, a standard intervention process for the introduction 

of the FMP was piloted for 2–5-year-olds. A one-page handout of the FMP was developed for 

providers and families to initiate the plan at well-child visits. Providers were surveyed before and 

after the intervention trial to evaluate provider practice in addressing screen time in preschoolers 

and to assess approval of the intervention. 

Results 

 Prior to the implementation of the Family Media Plan intervention, no participating 

providers used an intervention to address screen time use in the preschooler population. After 
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the intervention period, 80% of providers used the FMP intervention and planned to continue 

to use it in future practice.  

Conclusion 

The FMP intervention is appropriate for use in primary care setting to address the 

overuse of screen time in the preschool population. 
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Problem Description 

 
Overabundance of screen time and media use at any age may have detrimental effects on 

overall health, but the effects of screen time use in preschool aged children has been found to be 

especially harmful. Screen time use in the preschool aged population is associated with 

decreased play, increased sedentary activity, obesity, unhealthy snacking, behavioral issues, and 

cognitive and developmental delay (Madigan et al., 2019; Vanderloo et al., 2020). Currently only 

43% of children ages 2 to 5 years old meet the recommendation established by the American 

Academy of Pediatrics (AAP) of less than one hour a day. Nationally, this leaves a large 

percentage of young children at risk for the harmful outcomes related to an excessive use of 

screen time (Healthy People 2030, 2020).  

Available Knowledge 

The quantity of media and screen use in our society has been amplified in the last decade 

with an increase of access to personal devices such as smart phones and tablets, social media, 

instant streaming, and access to internet. In 2011, less than 1% of children ages 2-4 had their 

own tablet compared with 44% in 2020 (Rideout & Robb, 2020). Unsurprisingly the rates of 

screen time in this same age group have increased by tenfold from 2011 to 2020 (Rideout & 
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Robb, 2020). With the increasing screen use for this age group, it is crucial to consider the health 

implications for young children that may be irreversible and have lifelong impact on wellbeing.   

 By its nature, screen use precipitates sedentary behavior, especially in children who 

replace active play with screen time. Children who have screen time over recommended daily 

amounts have an increased risk of obesity and higher caloric intake (Fang et al., 2019). Children 

who use over two hours of screen time a day have an increased risk of obesity by 67% compared 

to those who use under two hours a day (Fang et al., 2019). The physical health consequences 

increase the chances of diseases associated with obesity including hyperlipidemia, hypertension, 

and diabetes. The sequalae of childhood obesity in combination with the extreme difficulty in 

treating it only reinforces the importance of screen use reduction in young populations (Kansra et 

al., 2021).  

In preschool populations there is evidence supporting developmental and behavioral 

consequences correlated with high screen time. High screen time use in preschool populations is 

associated with developmental and cognitive delays, and reduced readiness for kindergarten 

(Vanderloo et al., 2022). Early effects of this phenomenon are quite evident with one study 

showing that 3-year-olds with high rates of screen time use scored significantly lower on 36-

month developmental screening tests (Madigan et al., 2019). Psychosocial issues are also 

correlated to high screen time rates. A study evaluating 3-5-year-olds with high screen time rates 

showed they displayed greater internalizing and externalizing behaviors than their peers, such as 

aggression, depression, anxiety, and social withdrawal (Neville et al., 2021). The cumulative 

implications of high screen time use at young ages is alarming, especially considering the 

potential effects on long term development and behavior. 
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To address the impacts of screen use on children, the AAP has an evidenced-base limit of 

no more than one hour of quality programming a day for children ages 2 to 5 years old (Counsel 

on Communications and Media, 2016). Unfortunately, as previously stated, most children in this 

age group have higher media use than the evidence-based guidelines. Healthy People 2030 

(2020) has set a goal of increasing the percent of children ages 2 to 5 years old with screen time 

use under an hour a day from 43.9% to 48.9% by 2030. To accomplish this goal, providers at 

pediatric clinics must effectively screen for screen time use and employ interventions to both 

educate families and help them reduce screen time. Screening for screen time occurs at yearly 

well-child visits using the Bright Futures screening guidelines. Currently the guidance for well-

child visits does not include a recommended standard validated intervention for those who screen 

over recommended amounts (Hagan et al., 2017; Jones et al., 2021).  

The addictive properties of screen and media use make interventions to change behavior 

difficult. Developing healthy habits around screen time use, specifically at an early age, has been 

found to be one of the only effective methods in reducing screen time use in all pediatric 

populations (Bahadur et al., 2021). Four systematic reviews and meta-analysis show that 

behavioral intervention for reducing screen time in those ages 2-5 years old show significant 

decreases in screen time use compared to control groups (Downing et al., 2018; Jones et al., 

2021; Lewis et al., 2021; Nguyen et al., 2020). While interventions vary, those that are most 

effective in screen time reduction for ages 2-5 include goal setting, action planning, and family 

involvement, and education alone does appear to affect rates (Bahadur et al., 2021; Lewis et al., 

2021; Yilmaz et al., 2015). Primary care settings have been identified as one of several settings 

where interventions have been found to be effective (Jones et al., 2021; Kratochvil, 2020; 

Yilmaz et al., 2015). The need for intervention to accompany screening and education is crucial 
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to change the rates of screen time use in this age group given the gap in screening without 

standard intervention in primary care. 

The Family Media Plan is an evidenced-based method for reducing screen time use in 

pediatrics (Hawkey, 2019; Kratochvil, 2020). This intervention allows families to address screen 

time for their children and provides an action plan and goal setting to improve healthy screen 

time habits. By completing an actionable plan, families can develop awareness of screen time for 

their preschoolers and all household members setting up boundaries for media use. The gap 

between high screen time use in young children and implementation of evidenced-based 

interventions by pediatrics primary care providers is lacking. Early intervention may not only 

reduce screen time in children ages 2 to 5 years old but promote healthy development, behavior, 

and impact lifelong health and wellbeing.  

Rationale 

 The theoretical framework this project followed was The Stetler Model for evidence-

based practice in nursing. This model follows five steps which include preparation, validation, 

comparative evaluation, translation, and evaluation (Stetler, 2010; Appendix G). Preparation of 

this project involved the evaluation of the evidence indicating that screen use in preschoolers is 

detrimental to physical and mental health. Evidence shows that interventions to reduce screen 

time are effective, but not systematically used in practice. The validation step was completed 

through a systematic review of evidence using a validated rating tool to access for quality of 

evidence. This process resulted in high quality evidence that was sufficient to support the project 

aims. Comparative evaluation allowed for the synthesizing of evidence to determine which 

intervention was appropriate to reduce screen time in the preschool population. This resulted in 

the Family Media Plan intervention as the chosen intervention tool. To translate this intervention 
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to practice, a pediatric practice was chosen to trial the use of this intervention. Pre and post 

surveys allowed for evaluation of project and for project outcomes to be described. 

The conceptual framework of this quality improvement project followed was the Plan-

Do-Study-Act (PDSA) model (Appendix B). This framework uses a methodical process to assess 

for improvement as it relates to change. By using the PDSA model, this project can be improved 

upon and expanded in a systematic method that consistently evaluates the effectiveness and 

process of the project. 

Specific Aims 

Global Aim 

Healthy People 2030 has a national goal of increasing the percent of 2-5-year-old 

children with under one hour a day of screen time from 43.9% to 48.9% by 2030 (Healthy 

People 2030, 2020).  The global aim of this project was to help increase the number of children 

ages 2-5 years old with screen time under one hour a day by 5% by 2030. 

Primary Aim 

The primary aim of this DNP quality improvement project was to have providers 

implement the Family Media Plan as an intervention for children ages 2-5 years old who screen 

over AAP recommendations at a pediatric clinic in Northern New England by November 2022. 

This aim had a benchmark of 75% of providers agreeing the intervention useful, efficient, 

sustainable, easily incorporated into the well-child visit and would use it in the future. 

Secondary Aims 

One of the secondary aims of this DNP project was to develop a single page handout for 

providers to give to families at well-child visits to facilitate the introduction of the Family Media 

Plan by the end of August 2022.  
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Also, by the end of August 2022, pre and post project implementation surveys were 

developed for providers at this pediatric clinic to gather data regarding the provider practice, 

project implementation and provider feedback. The pre-implementation survey was used to 

determine baseline provider practice regarding an intervention for high screen time use in 

preschool children. The post-implementation survey was used to assess changes in provider 

practice and gather feedback on the implementation process. 

A documentation Smart Phrase was developed in the clinic’s electronic medical record 

for providers to record the intervention of the Family Media Plan in patient charts by September 

2022. 

By the end of November 2022, a chart review was completed to review the number of 

Family Media Plan interventions completed in comparison to the total number of positive 

screens at well-child visits for those ages 2-5 over the course of the implementation phase.  

Methods 

Context 

 
 This quality improvement project took place at a pediatric clinic in Northern New 

England, which has two pediatric offices within a large academic medical system. There are 14 

providers in the clinic. Well-child visits at this practice are directed by the Bright Futures 

guidelines and all children should be screened for screen time use starting at age 12 months. The 

electronic medical record used at this practice is EPIC. All well-child visits are documented in 

EPIC using a template that includes a screening for screen time use. This screening process 

involves the provider asking how many hours a day a patient uses screens or media and if the 

patient has any limits in place. At the time of this project there was no standardized practice for 
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introducing an intervention when a preschool child screens over one hour per day of screen time 

use.  

Interventions 

 
 The intervention that was implemented for this quality improvement project was the 

introduction of the “Family Media Plan (FMP) intervention” at well-child visits by providers. 

This intervention uses the Family Media Plan (FMP), an evidenced based intervention that 

includes family involvement, goal setting, and action planning. Knowing that the FMP is 

effective in changing screen time use in the preschool population, this intervention was targeted 

for those ages 2-5 years old who use over one hour per day of screen time. To implement the 

FMP intervention, a single page handout was designed based on the Family Media Plan website 

for the providers to give to families during well-child visits. The handout included instructions 

on how to use the FMP, the purpose of the FMP, and basic education about screen time 

guidelines for preschoolers (Appendix C). This handout allowed families to select individualized 

screen time goals during the well-child visit. The paper version allowed for goals to be selected 

while education and instruction was delivered by the provider. The family left the well-child visit 

with their FMP in hand, ensuring the intervention had been completed. This intervention aimed 

to be efficient and complementary to the education a provider may offer on screen time 

recommendations.  

 The record of the intervention was documented by the provider in EPIC in the well-child 

visit note. EPIC allows for Smart Phrases or “dot phrases” to be created for efficient charting of 

routine interventions, assessments, phrases used by providers. A specific “dot phrase” was 

designed for efficient documentation and was used by the providers to indicate in the patient 

chart that the child received an FMP intervention.  
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 The total duration of the project for the FMP intervention was eight weeks to gather 

sufficient data and patient interactions.  Prior to the start of intervention trial, a thirty-minute 

educational presentation was given to providers to present evidence surrounding screen time and 

preschoolers and to teach the FMP intervention process with opportunities for questions. 

Study of the Interventions 

 To study baseline data, an initial survey for the providers at the clinic was distributed to 

understand how often providers use the FMP for children ages 2-5 who use screen over one hour 

a day. This survey quantified the number of providers who use any interventions including the 

FMP to address screen time for 2-5-year-olds at this pediatric primary care clinic prior to starting 

the trial of the FMP intervention. The survey was beta-tested by experts to ensure quality of the 

questions. 

 The FMP intervention handout was developed using the online AAP Family Media Plan 

for ages 2-5 and then reviewed by experts in the field (Appendix C). This involved the 

development of an educational handout to explain the FMP and a paper version of the FMP for 

families to complete in well-child visits. This allowed families to leave visits with an 

intervention in hand, ensuring materials were delivered to patients. 

During and after the completion of the project, chart reviews were completed from the 

initiation to completion of the project to assess how often the intervention was used for those 

patients who were eligible based on using over one hour a day of screen time. This allowed for 

an understanding of an intervention rate by comparing the total number of eligible patients to 

total number who received the FMP intervention. 

 A post implementation survey was distributed at the end of the eight-week trial to gather 

both qualitative and quantitative data about the process. This included questions about the ease 
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of use of the FMP intervention, barriers to use, frequency of use, provider satisfaction, future 

use, and changes in practice in comparison to before the project started.  

Measures 

The measures of this project aimed to understand the change in provider use of the 

Family Media Plan (FMP) intervention as well as provider approval of the FMP intervention.  A 

baseline measure was gathered via a preintervention survey to understand baseline provider 

practice regarding screen time intervention. A beta tested post intervention survey was used to 

gather a quantitative measure of provider use of the FMP intervention. This was expressed by a 

percent change from pre-implementation to post-implementation of the FMP intervention. To 

meet the primary aim of the project, an increase in provider use of the FMP intervention was 

required.  Chart review allowed for a quantitative measurement of the number of interventions 

completed for all possible patients; those patients who the FMP intervention would be 

appropriate based on age and screen time use. This measure was expressed as a percentage of 

total interventions completed for all well child visits for those ages 2-5 with over one hour a day 

of screen time.  

 The beta tested post intervention survey measured the percentage of providers who plan 

to continue to use the FMP, find the intervention useful, efficient, sustainable, and easily 

incorporated into the well-child visit. Answers were in “yes or no” or Likert scale style 

questions. The post intervention survey results were used to evaluate if the FMP intervention 

meets the criteria of the secondary aim of 75% intervention approval by providers. 

Analysis 

 
 The analysis of the qualitative data gathered from surveys was represented in bar charts 

to represent changes in provider attitudes pre and post project. The data gathered from surveys 
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included baseline provider practice information regarding how often they screen patients ages 2-

5 years old for screen time use, how often they educate families on screen time, and their value 

on the importance of addressing screen time use in the preschool population. A second survey 

was distributed after the project trial period was completed and contained the same questions as 

the first survey with the addition of questions regarding the efficiency, sustainability, usefulness, 

ease of use of the FMP and intended future use of the FMP. All answers were gathered based on 

“yes or no” or Likert scale type questions.  

 To assess if there was an increase in provider use of the FMP, changes in provider 

practice and attitude regarding the utilization the FMP were analyzed in bar charts. A grouping 

of data was used to analyze the same pre and post survey questions and is represented on a pre 

and post bar charts. Survey questions that used the Likert scale have numerical values assigned 

to each answer ranging from 1-5. To group provider answers for each question, mean Likert 

scores for each question were calculated based on the assigned integers and then represented on 

the chart as pre/post means. Questions that are “yes or no” style are represented with the 

percentage of provider response.  

A second grouping of data was designated to address a primary aim of the project using 

the 75% benchmark of provider approval for efficiency, sustainability, usefulness, ease of use, 

and intended future use of the intervention. The “yes or no” questions are be displayed as the 

percentage of participating providers response in the Y axis. The X axis will contain the question 

asked in the survey. The analysis of the primary aim is visualized using a horizontal marker at 

the 75% threshold to display that the aim is achieved. 

 To analyze the quantitative data, the total possible number of patients interactions that 

met the criteria for the FMP intervention is compared to the actual number of recorded 
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interventions by participating providers in a pie chart. This will give a percentage of completed 

interventions as a baseline for this project. This analysis sets a percentage bench march for 

improvement in future PDSA cycles.  

 
Ethical Considerations 

 
According to the policy defining activities which constitute research at the University of 

Vermont/University of Vermont Health Network, this work met criteria for operational 

improvement activities exempt from IRB review (Appendix F). No identifying patient data was 

used or recorded during this project. Surveys and data collection were completed using a secure 

application.  

Results 

Results 

 Six providers participated initially in this quality improvement project, with the 

implementation period lasting a total of eight weeks. Six providers took the pre-implementation 

survey while five providers participated in the post-implementation survey. The provider who 

did not participate in the post-survey was not included in the data collected, as there was no 

response or feedback. The comparison of pre and post survey questions indicated that screening 

for screen time increased, use of the family media plan increased, and provider concern for 

screen time as it relates to health of preschoolers remained the same (Figure 1).  

Figure 1 

 

Mean Likert Scores from Surveys of Providers Pre and Post Project Implementation 
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Data from the pre and post project implementation surveys show that providers did not 

use any intervention, including the Family Media Plan, for preschoolers who had more than one 

hour a day of screen time prior to the project implementation. The number of providers using the 

Family Media Plan (FMP) intervention increased from 0% to 80% during the project 

implementation (Figure 2). 100% of the providers who did use the FMP intervention tool 

indicated they would continue to use this tool (Figure 3). 

Figure 2 

Provider Use of Interventions for Screen Use Over 1 Hour a Day for Ages 2-5 Pre Project 

versus Post Project Implementation 

N=5 
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Based on the post implementation survey, 80% of responding providers found the Family 

Media Plan intervention useful, efficient, sustainable, easy to use, and plan on using the 

intervention in the future. Only five of the six providers who started the project responded to the 

post survey, resulting in the feedback for one of the providers to be unknown and without 

approval or disapproval, requiring this provider to be removed from the data.  

Figure 3 

Family Media Plan Intervention Approval by Providers in Relation to Aim of 75% Approval 
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Participating providers had 91 well-child visits for 2–5-year-olds occurred during the 8-

week intervention. Out of this total, 56% of patients had less than one hour a day of screen use 

and did not qualify for the Family Media Plan intervention. No data was available for 9% of the 

visits and 35% of visits were positive for screen time use of over one hour per day. Of the total 

32 patients with over one hour a day of screen use, 15 (47%) received the Family Media Plan 

intervention.  

Figure 4.  

 

Patient Interactions from 8 Week Intervention Trial Period 
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Qualitative data from providers included feedback collected through the post survey in an 

open text format. Barriers identified to using the intervention included two providers citing 

changing practice habits, three providers citing more acute issues during the well-child visit, and 

two providers citing forgetting documentation. One provider cited not being able to use materials 

for non-English speaking families. There was no qualitative data in terms of improvement for the 

tool itself. Positive feedback included “great” and “relevant”. 

Discussion 

Summary 

 
 Overall, the findings supported the global and primary aims of the project. The number of 

providers who used an evidenced-based intervention to reduce screen time increased by 80% and 

75% of providers approved of the Family Media Plan intervention tool and associated process.  

 A key finding of this project was that none of the participating providers in this project 

used any intervention for screen time in preschoolers prior to the initiation of the project. During 

the project, four of the five participating providers utilized the tool and four participants 

indicated that they would continue to use the intervention tool in the future. Success of providers 

using the Family Media Plan intervention tool not only changes the intervention rate in this 

practice but is encouraging for future use of the tool and further PDSA cycles of this project.  
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 Providers perceived an increase in screening for screen time at well child visits as the 

average prior to the start of the project was “more than half the time” and after the project the 

average was closer to “always” (Figure 1). It is clear based on provider feedback that screen time 

is not always addressed or screened for during-well child visits at this practice, which was 

confirmed based on the results that 9% of the patient interactions in this project did not include 

screenings for screen time (Figure 4). This project exposed that the screening for the preschool 

age group does not occur in every health supervision visit and the Family Media Plan 

intervention did change practice for the participating providers.   

 An encouraging finding for continued use of the Family Media Plan intervention was that 

80% of providers who responded to the follow up survey found the tool to be useful, efficient, 

easy, sustainable to use in practice, and would continue to use this intervention in future practice. 

Based on these results, The Family Media Plan intervention is a tool that can be used effectively 

in practice. A following PDSA cycle with more providers would be appropriate for further 

validation. One provider never responded to follow up survey, which brings into question what 

their responses would have been and what barriers prevented them from participating in the 

project. A PDSA cycle with a larger group of providers could bring to light to the possible issues 

that occurred for the provider with unknown feedback during this project cycle. 

 The Family Media Plan intervention tool was used for 47% of eligible patients. With no 

initial rate to compare to, this number gives an improvement point for future PDSA cycles. 

While this intervention rate is an improvement from no intervention prior to the initiation of the 

project, clearly there are barriers to all eligible patients receiving the intervention. Feedback from 

providers identified some barriers to intervention use including not enough time in the well-child 

visit, parent concern for other issues during visits, language, and changing practice habits to use 
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the intervention. With these barriers in mind, it may be important to integrate the intervention 

further into the electronic medical record to decrease time needs and help remind providers of 

the intervention.  

Interpretation 

  
 The initiation of the Family Media Plan intervention for this project increased the number 

of providers who used an intervention for preschoolers with over an hour a day of screen time 

use. Research suggests that pediatric primary care currently does not use any interventions for 

screen time, which was consistent for this group of providers. If Healthy People 2030 has the 

goal of reducing the number of preschoolers with screen time over 1 hour a day, there must be an 

intervention to address this issue. Provider approval of the Family Media Plan (FMP) 

intervention in this project shows that this tool may be able to support the Healthy People goal of 

2030 and reduce screen time use in preschoolers. With data suggesting that evidenced-based 

interventions like the FMP do reduce screen time use in preschool populations, it is crucial to 

introduce these interventions in primary care settings (Kratochvil, 2020). Continuing use of the 

FMP intervention with expansion through PDSA cycles would help address this problem. 

 Primary care has been identified as an appropriate setting to address screen time use 

(Jones et al., 2021; Kratochvil, 2020; Yilmaz et al., 2015). The provider approval of the 

intervention process indicates the Family Media Plan intervention tool was successful in this 

primary care setting on a small scale. Based on these findings, the expansion of the tool to the 

entire practice for a uniform approach to address screen time would be an appropriate next step 

for the PDSA cycle. Success in one practice could indicate success in other practices in the 

future. State health initiatives focused on children’s health would be appropriate for future cycles 

to expand the impact on the preschool population. 
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 The influence of this project on reducing screen time itself cannot be directly measured as 

the focus was based in provider use and approval of the Family Media Plan as a first step to 

address screen time use in preschoolers. However, a recent study shows how intervention for 

recreational media use in young children does improve health and increased physical activity 

(Pedersen et al., 2022). Knowing the Family Media Plan intervention is based in evidence, it is 

possible implementing the intervention could have similar results for this population. Future 

PDSA cycles of this project could evaluate the effect of the Family Media Plan over time. 

Studies have shown that short term use of the Family Media Plan does reduce screen time use in 

preschoolers (Kratochvil, 2020). A study with a similar design to this project used the Family 

Media Plan to reduce screen use in preschoolers and followed up with patients one month after 

the initiation of the plan to assess changes in screen time  (Kratochvil, 2020). Further PDSA 

cycles of this project will benefit from assessing if changes occur in screen time use in patients 

as well as feedback on the tool itself from the patient and family experience.  

 Based on literature review, the best age to address screen time is in the preschool age 

group as habits are the most easily adjusted with family involvement. While screening for screen 

time use was expected to occur at each well-child visit, 9% of patients were not screened and the 

average providers estimation for screening scored at a 4 out of 5 on the Likert scale (Figure 1). 

Preschoolers who are not screened for screen time use are at risk for the negative health 

consequences of excess screen time. With these factors in mind, the emphasis on screening each 

preschooler is crucial to understand the total picture of health and well-being. 

 The integration of the Family Media Plan into the well-child visit was well received by 

providers. However, two of the initial six providers did not use the intervention. Possible reasons 

for this may be attributed to the providers involvement in too many concurrent projects, other 
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initiatives, and commitments with medical students causing excessive workload and project 

fatigue. Some barriers for the providers who did not continue with the project may be the 

opportunity costs for additional time, charting, and change in practice during the well-child visit. 

Further PDSA cycles of the project will allow for more understanding of how to address barriers 

during the well-child visit and improve provider satisfaction.  

Limitations 

 
 Limitations of this project include a small sample size of providers and number patient 

interactions.  Another limitation is potential bias of providers who self-selected to participate in 

the project. A smaller provider pool and limited interactions for using the Family Media Plan 

intervention may impact the reliability and validity of the findings. Greater provider involvement 

and more patient interactions would provide greater insight into provider satisfaction with the 

intervention. Providers self-selected to participate in the project after a thirty-minute presentation 

on the health risks of high screen time use for preschoolers, the project aims and Family Media 

Plan intervention and process. Providers who found screen time and media use more important 

may have been more likely to participate in the project. To counteract this self-selection a second 

round of recruitment was done to involve more providers via email request, which only added 

one provider to the total group. The completion of this project at an academic medical center 

may have caused competition for interest with other projects and initiatives. 

 Accuracy of the intervention rate could be skewed as the intervention was based on chart 

review and may not have included all interventions completed. For an intervention to be counted, 

it had to be recorded in the chart. This required providers to use the provided “dot phrase”. 

Provider’s habits in charting, time and understanding of the value of recording the intervention 

all may have prevented charting of all interventions completed. Integration of the “dot phrase” 
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into the well child visit template was explored and was not possible at this time due to time 

constraints. 

 Other limitations included the inability to provide the Family Media Plan intervention for 

those who were non-English speaking. This clinic has many patients who do not speak English 

and appointments are completed with interpreters. Further progression of this project would 

include translation of materials. 

 Lastly, one of the six providers who initially started the project never responded to follow 

up surveys and chart review indicates that they did not use the intervention. Efforts were made to 

connect during the implementation phase of the project to address barriers, as well as three 

attempts to the provider after the completion of the project to gather follow up information and 

feedback via multiple modalities. Unfortunately, without any responses, it is unclear what 

barriers or factors impacted the success of the project with this provider. Hopefully further 

PDSA cycles would address the best ways in which to follow up with providers to not miss any 

input, feedback, and possible improvements. 

Conclusions 

 The primary aims of the project were achieved through increasing the number of 

providers who use an intervention to address high screen time use in preschoolers and achieving 

75% provider approval of the Family Media Plan intervention tool.  The outcomes of this project 

indicate that the Family Media Plan tool could be successful in addressing screen time use in the 

preschool population. Improvements would include further PDSA cycles with greater number of 

providers, gathering family and patient feedback regarding the intervention process and tool, and 

improving the documentation of the intervention. Based on the results of this project and other 

studies, pediatric primary care and well-child visits are an excellent place to address the issue of 
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screen time use in preschool children. These findings support further exploration and expansion 

of using the Family Media Plan intervention. Without action, Healthy People 2030’s goal of 

addressing the high screen time use in preschoolers may not be achieved. The Family Media Plan 

intervention may be one factor in changing health outcomes for at risk preschoolers. 

Other Information 

Funding 

No funding was required for this project.  
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Appendices 

 

Appendix A 

 

Synthesis Table of Evidence 
 
Clinical Question: How do interventions aimed at reducing screen time use compare to no intervention for pediatrics ages 2-5 

who screen over recommended amounts by the AAP? 

 

Keywords: screen time, preschool, pediatrics, media, excessive screen time, intervention, primary care, sedentary 

behavior 

Author, 

YEAR 

Study Design  

Theoretical 

Framework 

Sample 

Characteristics 

& Setting 

Variables: 

Independent 

Dependent 

Data Analysis Main Findings  Level of 

Evidence** 

(Nguyen et 

al., 2020) 

Systemic 

review/meta-

analysis  

Meta-analysis of 

screen time 

interventions for 

children and 

adolescents 

(ages 3-18), 

using 7 RCTs 

Independent: 

Interventions 

aimed at 

reducing 

screen time 

versus none 

 

Dependent: 

Change in 

screen time in 

minutes/day 

Meta-analysis 

of mean 

difference of 

screen time 

− 17.12 min/da

y (95% CI 

− 28.82 to 

− 5.42)  

 

Behavior 

interventions 

significantly 

reduce screen time 

in children versus 

no intervention. 

Length of 

intervention not 

associated with 

outcomes. 

Level 1 

Quality: 

High 

 

JHNEBP 

Evidence 

Rating Scale 

(Dang et al., 

2022) 

(Downing et 

al., 2018) 

 

Systematic 

review/ meta-

analysis 

17 RCT trials, 

children <5.9 

years old, 

include 

outcomes of 

screen 

time/sedentary 

behavior 

interventions 

Independent: 

intervention for 

sedentary 

behavior 

versus none 

 

Dependent: 

Change in 

screen time use 

minutes/day 

Mean 

difference in 

screen time 

outcome 

between groups 

was -17.12 

(95% CI -28.82 

to -5.24) 

min/day with a 

significant 

overall 

intervention 

effect (Z=2.87, 

p=0.004) 

The 0-5 age group 

is an effective age 

group for 

interventions 

aimed at reducing 

sedentary activity 

and screen time. 

Parent interaction 

is important in 

interventions. 

Significant 

reduction in screen 

time use with 

intervention ages 

versus no 

intervention 

Level 1 

Quality: 

High 

 

JHNEBP 

Evidence 

Rating Scale 

(Dang et al., 

2022) 

(Kratochvil, 

2020) 

Quality 

improvement 

project 

Primary care 

well-child visits, 

sample size = 38 

children ages 6-

13, introduction 

of Family Media 

Plan with goal-

oriented 

discussion 

+handout 

1 month follow 

up 

Independent: 

Introduction of 

Family media 

plan at well-

child visits 

 

Dependent: 

Screen time 

use 

Median screen 

time per week 

decreased from 

16 hours to 12 

hours after 

pediatrician 

counseling and 

Media Use Plan 

intervention 

 

Goal oriented 

discussion with 

Family Media Plan 

reduced screen 

time per week over 

1 month 

Level V 

Quality: 

Good 

(Dang et al., 

2022) 

JHNEBP 

Evidence 

Rating Scale 

(Dang et al., 

2022) 

(Yilmaz et 

al., 2015) 

RCT Primary care 

well-child visits, 

ages 2-6, 

sample=412 

All have similar 

amounts of 

Independent: 

No 

intervention 

versus 

intervention for 

screen time 

Screen time in 

minutes/day 

post 

intervention: 

Control: 

Those ages 2-6 

who received 

interventions had 

significantly 

reduced screen 

time and 

Level I 

Quality: 

Good 
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Author, 

YEAR 

Study Design  

Theoretical 

Framework 

Sample 

Characteristics 

& Setting 

Variables: 

Independent 

Dependent 

Data Analysis Main Findings  Level of 

Evidence** 

screen time use 

before 

intervention to 

reduce screen 

time 

Dependent: 

change in 

screen time, 

BMI 

93.96 ± 18.84 

mins/day 

Intervention 

group: 21.15 ± 

6.12 mins/day 

 

aggressive 

behavior, BMI did 

not change 

JHNEBP 

Evidence 

Rating Scale 

(Dang et al., 

2022) 

(Lewis et 

al., 2021) 

Systematic 

review/ meta-

analysis of 

RCTs 

Ages 2.5-5, 

received 

behavioral 

change 

techniques 

(BCT) for screen 

time, meta-

analysis of 7 

RCTs, 642 

=sample size  

 

Independent: 

behavioral 

change 

technique 

versus no 

intervention for 

screen time use 

Dependent: 

change in 

screen time 

mins/day 

Daily screen 

time reduced 

by 25-39 

min/day with 

BCT 

interventions 

versus no 

intervention. 

11 different 

behavioral change 

techniques 

significantly 

reduce screen time 

for those ages 0-5 

with the most 

promising 

including 

“behavior 

substitution, 

information about 

social and 

environmental 

consequences, 

demonstration of 

the behavior, 

behavioral 

practice/rehearsal, 

social action 

planning and goal 

setting behavior.” 

 

Level I 

Quality: 

Good 

 

 

JHNEBP 

Evidence 

Rating Scale 

(Dang et al., 

2022) 

(Jones et al., 

2021) 

Systematic 

review 

204 studies 

evaluated in 

systematic 

review and 

meta-analysis, 

children ages 0-

18, introduction 

of behavioral 

intervention for 

screen time 

reduction 

Independent: 

Behavioral 

intervention 

versus control 

Dependent: 

Reduction in 

screen time 

For behavioral 

intervention, 

the standard 

difference in 

mean of screen 

time reduction 

from control 

was 

(SDM = 0.116, 

95CI 0.08 to 

0.15). Inclusion 

of the Goals, 

Feedback, and 

Planning 

behavioral 

techniques 

were associated 

with a positive 

impact on 

intervention 

effectiveness 

(SDM = 0.145, 

95CI 0.11 to 

0.18).  

 

Behavioral 

interventions for 

ages 0-18 

influence screen 

time reduction. 

Interventions with 

goal setting, 

planning and 

feedback are the 

most effective 

behavioral 

interventions. 

Level 1 

Quality: 
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JHNEBP 

Evidence 

Rating Scale 

(Dang et al., 

2022) 

(Bahadur et 

al., 2021) 

Retrospective 

case control 

study 

Children ages 

24-62 months, 

mean screen 

time 5hrs/day, 

behavioral 

Independent: 

behavioral 

sessions for 

parents versus 

no intervention 
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median screen 

time before the 

intervention 

was 5.0 hours a 

Parental sessions 

including 

counseling 

including AAP 

recommendations 

Level II 

Quality: 
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Author, 
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Study Design  

Theoretical 

Framework 

Sample 

Characteristics 

& Setting 

Variables: 

Independent 

Dependent 

Data Analysis Main Findings  Level of 

Evidence** 

counseling for 

parents (3 

sessions) by 

pediatrician, 

pediatric 

development 

clinic 

Sample size=105 

Dependent: 

screen time 

hrs/day, 

background 

screen time (% 

whole day) 

day for all 

participants 

(Interquartile 

range (IQR): 4-

9), after the 

intervention the 

median screen 

time for all 

participants 

decreased to 

2.0 hours a day 

(IQR:1-3) 

(p<0.001).  

 

Background 

screen time was 

described as 

"whole day" in 

89.8% (n=89) 

of all 

participants 

(n=99) before 

the 

intervention, 

this decreased 

to 16.1% after 

the intervention 

 

about screen 

viewing, 

information on the 

health and 

developmental 

effects of screen 

time on children, 

strategies to reduce 

screen time 
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pediatric 

development clinic 
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reduced screen 

time per day and 

background screen 
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JHNEBP 

Evidence 
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Appendix B 

 

Plan Do Study Act Cycle 

 
 

 
Figure A. Plan Do Study Act Cycle (Institute for Healthcare Improvement, 2022) 
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Appendix C 

 

Family Media Plan Intervention Handout 

 

 
 

Figure A. Family Media Plan Paper Version 
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Figure B. Family Media Plan Educational Handout and Explanation 
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Appendix D 
 

IHI PDSA Tool 

 

 
 

Figure A. IHI PDSA Tool Worksheet 
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Appendix E 
 

IRB Exemption from University of Vermont 

 
Thank you for completing the Research Not Requiring IRB Review Self-Determination Tool.  The proposed 
activity DOES NOT meet the regulatory definition of research under 45 CFR 46.102(d): 
  
(d) Research means a systematic investigation, including research development, testing and evaluation, designed to 
develop or contribute to generalizable knowledge.  
 
Therefore, this research does not require IRB review and approval. 
 
Note:  If this is a sponsored project (projects that are managed through SPA), please be prepared to provide a copy 
of this document to the SPA Award Acceptance Officer. 
 
Determinations made utilizing the self-determination tool require that for any publications, conferences, sponsors, 
etc., the project be accompanied by the following statement "According to the policy defining activities which 
constitute research at the University of Vermont/University of Vermont Health Network, this work met criteria for 
operational improvement activities exempt from IRB review." 

 

Figure A. IRB Exemption 
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Appendix F 

 

Stetler Model 

 

 
Figure A. Stetler Model (Stetler, 2010) 
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