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Introduction 

Purpose 

The purpose of this toolkit is to provide education for pediatric primary 

care providers, patients and their families on the adverse effects of excessive 

screen time on language development in children younger than 6-years-old 

and evidence-based screen time reduction strategies that can be implemented 

in outpatient primary care clinics at all wellness visits. 

How does excessive screen time affect language development? 
Language development and vocabulary growth in children younger than 

6-years-old are directly related to the amount of time parents spend speaking to

them. Therefore, excessive screen time can interfere with a young child's 

language development because parents spend less time interacting with and 

talking to their child. This is a significant issue because language development is 

biologically correlated to age, and these early years are crucial for language 

acquisition, especially phonetics and syntax. Furthermore, receptive language 

delays by age 5 are a significant risk factor for social and emotional problems in 

adulthood.  

Several studies have supported this association between screen time in 

children under 6-years-old and language delays. Children ages 15 to 35 months 

who were exposed to 137 min/day of television were 3.3 times more likely to 

` 

50 



Age-appropriate history, 
relevant screening tools 
(i.e. ASQ-3, MCHAT-R), 

and physical exam 

Perform 2-Question 
Assessment for 

Screen Time  
(2-QAST)  

-click here-

Conduct screen 
time educational 

discussion with 
caregivers 

Specifically, use Family-
Centered Collaborative 
Negotiation (type of MI).        

-click here for article-

Click here for 
Motivational 

Interviewing (MI) 
Training Resources 

Click here for 
Brochure 

Tools to guide 
discussion 

Click here for 
Poster 

Click here for 
Family Media 

Use Plan 

Encourage 
alternative 

activities and 
daily reading 

<18-24 
months 

old 

2-5
years 
old 

No screen time, 
except video 

chat 

<1 hr/day HIGH 
quality screen 

time 

Click here for 
Websites for 

Families 

Co-use & co-view 
media 

Set rules: No 
screen time 

during family 
meals and 1-hr 

before bed  

No TVs or media 
devices in 
bedroom 

Risk for or existing 
language 

developmental delay 

Click here for      
Child Development 

Community 
Resources  

Screen Time Reduction Algorithm 

Legend: 
 direct route 
 indirect route 

© 2017 Cristina Kuta 
Click	here	for	Table	of	Contents	

56





` 

14 

R
e

d
u

c
in

g
 S

c
re

e
n

 T
im

e
 f

o
r C

h
ild

re
n

 U
n

d
e

r A
g

e
 6

 t
o

 P
re

ve
n

t 
La

n
g

u
a

g
e

 D
e

la
ys

 |
 M

a
rc

h
 2

01
7 

 

Click here for Algorithm 
Click here for Table of Contents 

���� Encourage caregivers to read to their children for at least 20 min���G�D�\

using��an interactive approach.

���� Encourage caregivers to not allow screens during family meal times and

for 1-hour before bedtime.

���� Encourage caregivers to remove televisions and other media devices

(tablets/iPads, cell phones, computers) from their child’s bedroom.

The provider can also use printed brochures (see pages 31-33) or posters (see 

pages 34-35) to facilitate the discussion. If a caregiver is unable to access or 

print out their personalized online Family Media Use Plan, providers can supply 

the caregiver with a paper copy (see page 36-39). Providers should also direct 

caregivers to educational websites that discuss the importance of screen time 

reduction, screen time reduction strategies, and high-quality screen time options 

(see page 40).  

5�� 
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Family-Centered Collaborative Negotiation Overview

Family-centered collaborative negotiation is a form of Motivational 

Interviewing (MI) designed to be brief, taking 5-15 min, making it appropriate 

and effective for the primary care setting. The objective of this type of 

communication is to promote healthy behaviors like screen time reduction. In 

family-centered collaborative negotiation, the provider assumes an empathetic 

and collaborative partnership with the family rather than the traditional 

objective and prescriptive approach. The family should actively participate in 

the discussion, and, in the end, decide what changes they will make in creating 

a healthier lifestyle. The following table describes the basic principles of family-

centered collaborative negotiation and how providers can use these principles 

when approaching patients and their families about lifestyle changes, especially 

screen time reduction. A case example of this process can be reviewed on 

pages 20-30 of this toolkit. MI resources can be found on page 19 of this toolkit. 

Principles 
• Be patient-centered
• Establish a partnership with the patient and their family
• Develop discrepancy between current behavior and lifestyle goals
• Explore and resolve ambivalence about engaging in new behavior
• Elicit self-motivational statements
• Provide no unsolicited advice
• Roll with resistance
• Support self-efficacy

Approach in Practice 
• Collaborative agenda setting—ensures patients and their families are active,

willing participants
o Asking permission ensures patient and family engagement
o Use open-ended questions—starts conversation moving
o Listen reflectively—keeps conversation moving, verifies understanding

• Decisions and goals—only patient and their family can decide to change
• Elicit change talk—explore interest, confidence, and readiness to change
• Exchange information—have patient and family interpret information

provided

Source: Tyler & Horner, 2008 
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Conclusion 

With new screen technologies constantly being developed, childhood is 

becoming increasingly enveloped into a digital world. Many research studies 

have proven that excessive screen time is associated with increased health risks, 

especially in early childhood where face-to-face human interaction is crucial for 

language development. Members of the American Academy of Pediatrics 

have been releasing policy statements concerning the effects of children’s 

media use since 1984 when the Task Force for Children and Television was 

created. Despite increasing opportunities for screen time and evidence on the 

risks of too much screen time, an astounding 84% of primary care providers do 

not advocate for screen time reduction during clinic visits. This may partially 

explain why a majority of young children watch 4-5 hours of TV daily; their 

caregivers may not know the risks involved.  

The most important immediate action is to increase the number of 

providers who give screen time education to patients and their families. 

Knowledge empowers change. This toolkit provides the education that providers 

need to be knowledgeable as well as confident in their ability to discuss screen 

time with families. The 2-QAST is simple, easy to remember, and applies to all 

patients. The algorithm guides providers to additional resources they can use to 

refer their patients to community services. The patient education handouts 

make the information more accessible in an organized and easy-to-follow 

format. Being consistent about providing a few minutes of screen time 

education at every wellness visit from 2-months-old to 5-years-old sets a solid 

foundation for parents and children to create healthier screen time habits at 

home. A delay in language development is only one of the many 

developmental, physical, and psychosocial adverse effects associated with 

excessive screen time. This toolkit serves as a foundational resource to be 

expanded and enhanced in the future. 
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Actions for      

Primary Care Providers: 

2-QAST

61



2-QAST
1. How	much	screen	time	does	your	child
consume	daily?

2. Is	there	a	TV	or	mobile	media	device
(tablet/iPad,	cell	phone,	computer)	in
your	child’s	bedroom?
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Motivational Interviewing Resources 

UMass Med 

http://www.umassmed.edu/cipc/motivational-interviewing/overview/ 

The University of Massachusetts Medical School offers online Motivational 
Interviewing (MI) training from beginner to expert level. They offer CEs, a 
Certificate of Intensive Training in Motivational Interviewing, and opportunities 
for individual coaching.  

MINT 

http://www.motivationalinterviewing.org 

The Motivational Interviewing Network of Trainers (MINT) is an organization that 
promotes MI and offers resources for training and practice.  

http://www.motivationalinterviewing.org/list-events 

The events calendar lists dates and locations of live MI training courses to 
include locations in NC (Asheville, Carrboro, Charlotte, Greensboro): 

Book List:   http://www.motivationalinterviewing.org/books 
Multimedia Resources:  http://www.motivationalinterviewing.org/multimedia 

CCNC 

https://www.communitycarenc.org/media/files/mi-guide.pdf 

Community Care of North Carolina developed a MI Resource Guide that offers 
excellent tools for practicing MI techniques in clinical practice.  

https://vimeo.com/135867754 

Free 1-hr webinar hosted by Dr. Chip Watkins from the Carolinas Center for 
Medical Excellence, produced in 2015. 
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Article: 

Family-Centered 
Collaborative Negotiation 

(Tyler & Horner, 2008) 

64



PRACTICE

Family-centered collaborative negotiation: Amodel for facilitating
behavior change in primary care
Diane O. Tyler, PhD, RN, FNP (Professor of Clinical Nursing) & Sharon D. Horner, PhD, RN (Professor)

School of Nursing, University of Texas at Austin, Austin, Texas

Keywords

Behavior change; family-centered

intervention; child health; primary care;

obesity.

Correspondence

Diane Tyler, PhD, RN, FNP, School of Nursing,

University of Texas at Austin, 1700 Red River

Street, Austin, TX 78701.

Tel: (512)-471-9092; Fax: (512)-475-9179;

E-mail: dtyler@mail.utexas.edu

Received: February 2007;

accepted: June 2007

doi:10.1111/j.1745-7599.2007.00298.x

Abstract

Purpose: To describe a parent–child-based model that melds a family-centered

interaction approach, Touchpoints, with brief negotiation strategies (an adap-

tation of motivational interviewing) to address health risks in children. An

application of the model for addressing childhood overweight in the primary

care setting is presented.

Data Sources: Selected research, theoretical, and clinical articles; national

recommendations and guidelines; and a clinical case.

Conclusions: Lifestyle health behaviors are learned and reinforced within the

family; thus, changes to promote child health require family involvement.

Interventions that engage parents and support parent–child relationships, while

enhancing motivation and the abilities to change behavior, are recommended.

Implications for Practice: Primary care is an appropriate setting for addressing

lifestyle health behaviors. A collaborative partnership, rather than a prescriptive

manner, is advocated for primary care providers when working to facilitate

health-promoting behavior.

Introduction

Morbidity and mortality associated with typical lifestyles of

excessive dietary intake, low activity, inadequate sleep,

and other poor health habits are impacting both quality

of life and life expectancy, particularly among chil-

dren (Centers for Disease Control and Prevention

[CDC], National Center for Chronic Disease Prevention

and Health Promotion, 2005; Haslam & James, 2005; See,

Mensah, & Olopade, 2006). It is projected that for the first

time in modern history, children will have more chronic

diseases and reduced years of life than their parents

(Daniels, 2006; Olshansky et al., 2005; van Dam, Willet,

Manson, & Hu, 2006). The American Academy of Pediat-

rics (2001) adopted policy statements that describe the

behavioral health problems of children as a ‘‘new morbid-

ity’’ and identified issues such as obesity, chronic stress,

divorce, single parenting, and depression as conditions

that need to be addressed by primary care providers (PCPs)

during routine healthcare visits. Thus, PCPs need skills for

managing psychosocial concerns as well as approaches for

lifestyle behavior intervention; however, many report that

they lack these skills (Jonides, Buschbacher, & Barlow,

2002; O’Brien, Holubkov, & Reis, 2004). The purpose of

this article is to describe a parent–child-based model that

melds a family-centered interaction approach, Touch-

points (Brazelton, 1992), with brief negotiation strategies

to address health risks in children. An application of the

model for addressing overweight in children will be

presented.

Background

Well-child visits are designed to facilitate the early

detection of health risks and emerging health problems

(Cifuentes et al., 2005; Simonian, 2006). The primary

care setting offers many benefits for managing lifestyle-

related health problems; in particular is the opportunity

for incorporating health promotion and prevention

counseling into routine well-child and episodic sick

care visits. However, conventional health promotion

and prevention approaches in primary care settings

194 Journal of the American Academy of Nurse Practitioners 20 (2008) 194–203 ª 2008 The Author(s)
Journal compilation ª 2008 American Academy of Nurse Practitioners
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