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Abstract
Background: Most adolescents spend a great deal of their time using various social media
platforms. However, excessive and maladaptive social media use is correlated with worsening
symptoms of depression and anxiety among adolescents.
Objective: This project aimed to determine whether an educational intervention could help
decrease overall time spent using social media and improve mood and mental health outcomes
among adolescents with depression or anxiety disorders.
Methods: This was a quasi-experiment with a pretest and posttest design. An educational
intervention about the relationship between social media use and symptoms of depression and
anxiety among adolescents and strategies to minimize risk was delivered in person or via a video
calling platform to eligible participants at the University of Kentucky Adolescent Medicine
Clinic. Patients reported their weekly time spent using social media using their smartphone’s
screen time tracker function at baseline and twice after they received the intervention.
Depression and anxiety symptoms were assessed at baseline and twice following the intervention
using the Patient Health Questionnaire-9 and Generalized Anxiety Disorder-7 instruments.
Results: Data were collected from 15 adolescent participants. Neither the average social media
use times nor the average GAD-7 scores changed following the intervention. PHQ-9/A scores
decreased slightly following the intervention, but this change was not statistically significant.
Conclusion: The educational intervention did not have a statistically significant effect on the
participants’ social media use time or their PHQ-9/A and GAD-7 scores. These findings seem to
contradict the current understanding of the relationship between SMU and mental health
problems. Further research is needed to understand the causative direction of this relationship,
and to develop successful methods of minimizing adverse mental health outcomes.
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Background and Significance
Problem Statement
Adolescents are currently facing a collective increase in rates of depression, anxiety, and
suicidal ideations and behaviors. A nationwide assessment of the mental health of high school
students revealed that nearly one third of participants had experienced clinically significant
depression symptoms in the past 12 months (Centers for Disease Control and Prevention [CDC],
2018). They also found that more than one in six students had experienced active suicidal
ideation in the same period, with over 7% of students having made at least one suicide attempt in
the past year (CDC, 2018). These concerning trends are also reflected in the number of
hospitalizations among patients aged zero to 17 years: in 2014, a mood disorder was the most
common admitting diagnosis in this age group, whereas it was not even among the top five most
common diagnoses just 10 years prior (McDermott et al., 2017). Furthermore, suicide is the
second leading cause of death among people aged 10 to 34 years old (National Institute of
Mental Health, 2019). These trends are indicative of a grave public health concern that must be
investigated and addressed.
Context, Scope, and Consequences of the Problem
The phenomenon of social media has seen a dramatic increase in popularity, particularly
among adolescents, simultaneously with the spike in this population’s prevalence of mental
illness. According to Merriam-Webster (n. d.), the term social media refers to web-based
applications or platforms that enable the building of online communities and the remote sharing
of various media content. Popular websites encompassed by this term include Facebook,
Instagram, Snapchat, Twitter, TikTok, and others. Multiple reports indicate that adolescents and
young adults make up the largest group of social media users (Organisation for Economic
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Cooperation and Development [OECD], 2019; Ortiz-Ospina, 2019), but a troubling relationship
is emerging between social media use and rates of depression and anxiety among adolescents
(Shensa, Sidani, Dew et al., 2018; Vannucci & McCauley-Ohannessian, 2019). Increased time
spent using social media (Shensa, Sidani, Dew et al., 2018; Vannucci & McCauley-Ohannessian,
2019), use of certain websites (Vannucci & McCauley-Ohannessian, 2019), and specific motives
and behaviors of the user (Lee et al., 2014; Nesi & Prinstein, 2015) are associated with
worsening symptoms of depression and anxiety. As teens reportedly spend most of their free
time engaging with social media (Anderson & Jingjing, May 2018), those who are predisposed to
such symptoms may experience a cumulative effect of these factors and go on to develop a
diagnosable depressive or anxiety disorder. There is no evidence to suggest that social media use
alone can cause such disorders, but the significant association between the two phenomena
suggests there is an opportunity for intervention.
As the concept of internet-based social media has only existed since 2004 (MerriamWebster, n.d.) and it has only reached its current level of ubiquity in the past 10 years, research
examining the long-term impact of social media use on mood is limited. Furthermore, the little
research that has studied this relationship among adolescents has focused on subclinical
populations. To date, no evidence-based clinical strategies for screening, education, or
intervention related to this risk factor have been described in the literature. This significant gap
in the literature highlights the need for development of interventions aimed at mitigating the risk
of depression and anxiety related to social media use. A brief educational intervention could
theoretically help mitigate this risk by altering patients’ perceived threat of experiencing
depression or anxiety and the perceived benefits of acting to protect their mental health, both
ideas that are central to the Health Belief Model (Hochbaum, 1958; Rosenstock, 1966).
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Furthermore, motivational interviewing techniques may be employed in an educational
intervention to promote empowerment and reduce inertia (Substance Abuse and Mental Health
Services, 1999).
Purpose
The purpose of this DNP project was to determine whether an educational intervention
could help decrease overall time spent using social media and improve mood and mental health
outcomes among adolescents with depression or anxiety disorders. The specific aims of this
project were to observe:
1. Decreased engagement with social media platforms and websites, according to the
screen time tracker that is a default setting in most smartphones; and
2. Decreased symptom burden of mood/anxiety disorders, as evidenced by reduced
scores on the Patient Health Questionnaire-9 (PHQ-9; Kroenke et al., 2001; Johnson
et al., 2002) and Generalized Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006)
questionnaires (see Appendices A and B).
Theoretical Framework
The theoretical framework that guided this DNP project is the Health Belief Model
(Hochbaum, 1958; Rosenstock, 1966). This model was developed based on the combined
research of Godfrey Hochbaum and Irwin Rosenstock to explore the factors that motivate or
prevent people’s engagement in health-related behaviors like health screenings, disease
prevention measures, or routine health maintenance (Hochbaum, 1958; Rosenstock, 1966). The
model identifies five constructs that theoretically contribute to a person’s ultimate engagement in
each health behavior: perceived threat of a disease or condition, perceived benefits of and
barriers to the health behavior that would mitigate the development of a condition,
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environmental cues to action, and self-efficacy (Champion & Skinner, 2008). These constructs
directed the development of the intervention at the center of this project (Figure 1). The
intervention provided education about unhealthy social media use and its impact on mental
health, theoretically increasing participants’ perceived threat of worsened depression or anxiety
symptoms. Furthermore, it brought awareness to the benefits of modifying their social media use
behaviors, and how such modifications related to mental health. By giving participants’
examples of modifiable risk factors, the intervention fostered self-efficacy for them to overcome
certain barriers to mental wellness. If all constructs were successfully addressed by the
intervention, anticipated outcomes included a corresponding increase in engagement of the
health behavior (i.e., decreased social media use) and, theoretically, a decrease in symptoms of
disease (i.e., depression or anxiety).

Figure 1
Health Belief Model Constructs Guiding the Educational Intervention

Note. Created by the author based on the Health Belief Model (Hochbaum, 1958; Rosenstock,
1966).
12

Review of Literature
Synthesis of the Literature
Three broad themes permeated this body of evidence. First, the literature supports the
presence of a relationship between social media use and symptoms of depression or anxiety
(Akkın Gürbüz et al., 2017; Bányai et al., 2016; Houghton et al., 2018; Fardouly et al., 2018; Lin
et al., 2016; Louragli et al., 2019; Nesi & Prinstein, 2015; Radovic et al., 2017; SampasaKanyinga, & Lewis, 2015; Shensa, Sidani, Dew et al., 2018; Vannucci & McCauley
Ohannessian, 2019). Second, the association between social media use and adverse mental health
outcomes in adolescents appears to be mediated by other factors, namely sleep deprivation (Kim,
2017; Li et al., 2017; Li et al., 2019), body image dissatisfaction (Kelly et al., 2019; Zeeni et al.,
2018), cyberbullying (Anderson, 2018; Anderson & Jingjing, Nov. 2018; Kelly et al., 2019; Kim,
2017), and the strength of in-person relationships with members of online communities (Shensa,
Sidani, Escobar-Viera et al., 2018). Finally, the evidence suggests that behaviors of social media
users within their chosen platforms may contribute to the relationship between social media use
and poor mental health outcomes. Specific behaviors that have a stronger association with
depression and anxiety include sharing content for the purpose of feedback- or approval-seeking
(Nesi & Prinstein, 2015; Radovic et al., 2017), use of numerous social media platforms (Shensa,
Sidani, Dew et al., 2018), and high use of Instagram and Snapchat in particular (Vannucci &
McCauley Ohannessian, 2019).
No meta-analyses, randomized controlled trials, or quasi-experimental studies were found
in this search. Most of the results (18 out of 30) were single descriptive qualitative studies or QI
initiatives (evidence level VI). The strongest degree of evidence among the results were found in
the three level IV studies (case control or cohort studies). Despite the lower level of evidence,
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this body of literature establishes a positive relationship between social media use and depression
or anxiety in adolescents, suggesting that it represents a potential risk factor for these symptoms.
Gaps in Current Practice and Proposed Strategies to Address Them
It is standard practice to screen for and address lifestyle behaviors that are known to
adversely impact mental health. Although an association clearly exists between social media use
and depression and anxiety symptoms, particularly in adolescents and young adults, there
remains a remarkable absence of evidence-based interventions aimed at addressing this
relationship. Interventions targeting social media-related behaviors must be developed and tested
to determine whether modifying these specific behaviors may be helpful in alleviating depressive
and anxiety symptoms. Therefore, this DNP project is proposed to address this gap in clinical
practice and in the body of evidence that undergirds it.
Methods
Design
This DNP project was a single-sample quasi-experiment with a pretest, posttest design.
Setting
Agency Description and Project Congruence
This project was implemented at the University of Kentucky Adolescent Medicine Clinic
(UKAMC). This clinic is an outpatient setting that provides primary and mental healthcare to
patients between the ages of 10 and 25 years. The values and goals of the UKAMC include an
emphasis on helping adolescents navigate the tumultuous time between childhood and adulthood
by screening for risk-taking behaviors and educating them about those behaviors’ potential longterm impact on general health and wellbeing (University of Kentucky, 2021). These values make
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this site a suitable location for implementing this project in that it is directly tracking and
addressing the health consequences of adolescents’ behaviors.
Stakeholders
Pertinent stakeholders in this project included the eligible participants, their parents and
guardians, and the providers at the UKAMC. The participants and their parents were the direct
potential beneficiaries of the DNP project. Their roles were to follow through with social media
and mood/anxiety tracking, and to attend follow-up appointments. The providers of the clinic
may have benefited from the execution of this study and from utilizing its findings to inform
future patient care.
Facilitators and Barriers to Implementation
Some contextual facilitators and barriers existed for implementation of the project at this
site. Facilitators included need and capacity. The relative novelty of social media as a
phenomenon means that there is still a need for development of evidence-based interventions
surrounding its use. This clinic was well-suited for implementation of such an intervention as the
present project has implications for the majority of the clinic’s patients. Additionally, this clinic
had the potential to provide an adequate sample of participants for a project of this kind as the
patient population whom it serves contains many adolescents with depression and anxiety.
Furthermore, as a university facility, this site was amenable to hosting clinical research.
One major barrier to implementation of this project was the ongoing Covid-19 pandemic.
The pandemic unfortunately disrupted the clinic’s capacity to host the DNP project. Rather than
seeing participants in-person for identification of eligibility and follow-up data collection, it was
necessary for the clinic to hold some appointments over a telemedicine or video meeting
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platform, such as Zoom. This dramatically limited the willingness of some eligible patients to
participate in the project, and it impacted the data collection process.
Sample
Participant Characteristics and Sampling Procedures
The target population for this project was recruited from the UKAMC. This clinic serves
a diverse population of patients between 10 and 25 years of age. A convenience sample of 22
participants was recruited from the patient pool. Screening procedures included a review of
charts for those patients who had appointments scheduled at the UKAMC following IRB
approval of the present proposal. Patients who had a documented history of reporting depression
or anxiety, or a diagnosis of a depressive or anxiety disorder were recruited for the project.
Inclusion and Exclusion Criteria
Eligibility was determined based on the following inclusion criteria:
1. Patient of UKAMC with personal consent/ assent and/or parent/guardian consent,
where applicable
2. Age 10-25 years (patient age range at UKAMC)
3. Report current, clinically significant symptoms of depression or anxiety, as defined
by a score of five or greater on either the PHQ-9 (Kroenke et al., 2001; Johnson et al.,
2002) or GAD-7 (Spitzer et al., 2006) questionnaires
4. Self-reported user of Facebook, Instagram, Snapchat, TikTok, Twitter, Reddit, or
other specified social media platforms for a total of at least 14 hours (840 minutes)
per week. This time limit is based on data that most adolescents aged 14 and older
spend at least two hours per weekday on the internet, and that much of this time is
spent on social media platforms (OECD, 2017).
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Those patients who use social media for less time than defined above, and those patients who
scored less than five on both the PHQ-9 (Kroenke et al., 2001; Johnson et al., 2002) and GAD-7
(Spitzer et al., 2006) instruments were excluded from participation in the project.
Procedures
IRB Approval
The project proposal was presented to and approved by the University of Kentucky’s
Nursing Research Council in August 2021 prior to submission to the Institutional Review Board
(IRB). Revisions and modifications were made to the proposal based on feedback from IRB
screeners and officers until a final proposal was accepted in January 2022. Following IRB
approval, participant screening and recruitment began at the Adolescent Medicine Clinic.
Description of Intervention
Participants provided demographic information through Qualtrics at the time of
recruitment and were asked to turn on their smartphone’s screen time tracker function. This
function was not directly monitored by the PI, but it served to provide a more accurate record for
the participants to reference in documenting their social media use than recall alone. One week
after the initial encounter, baseline data was collected, and the participants received an
educational intervention regarding the relationship between social media use and mood/anxiety
symptoms. The intervention consisted of a 10-15-minute-long discussion with the PI and took
place either in person at the clinic or via a video calling platform. The discussion comprised a
summary of the findings of the literature review on this topic that were presented in the form of
an educational handout created by the PI (Appendix C), as well as time for the participants to ask
questions. Because some participants’ screen time tracker function was already activated before
the time of recruitment, these individuals were able to provide baseline data and receive the
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intervention at the time of recruitment instead of waiting an additional week, thereby shortening
the overall length of their participation in the project.
Measures and Instruments
Participants reported demographic information, including age, gender identity, and race.
Prior to receiving the educational intervention, participants completed the social media use time
survey, the Patient Health Questionnaire-9 (PHQ-9) survey, and the Generalized Anxiety
Disorder-7 (GAD-7) survey. These measures and instruments are defined as follows:
1. Social media use (SMU) time in minutes per week by patient self-report based on the
smartphone’s screen time tracker function (a default setting option in iPhones and
Androids). Participants activated this function in their smartphone’s settings if it was not
already turned on at the time of enrollment and left it on for the duration of the project
(four to five weeks). Participants self-reported their screen time information through
Qualtrics at baseline assessment, one week post-intervention, and four weeks postintervention.
2. Patient Health Questionnaire-9 (PHQ-9; Kroenke et al., 2001; Johnson et al., 2002) score:
a validated instrument that is standard for screening of depression symptoms (see
Appendix A). The PHQ-9 is a 9-item questionnaire with answers on a Likert scale
ranging from zero (“not at all”) to three (“nearly every day”), indicating how frequently
the user is experiencing the described symptoms (Kroenke et al., 2001). A total score of
less than five indicates the absence of depression, while a score of five or greater
indicates possible mild clinical depression, with severity increasing as the score increases
to a maximum of 27 (Kroenke et al., 2001). The PHQ-9 has high internal reliability, with
a Cronbach’s α of 0.89 (Kroenke et al., 2001). Patients who are between the ages of 10
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and 17 years old used a version of this instrument that was modified for teens (PHQ-A;
Appendix A), while those older than 18 years used the original version. Interpretation of
scores is the same between the two versions. Participant responses to this instrument were
recorded in Qualtrics at baseline assessment, one week post-intervention, and four weeks
post-intervention.
3. General Anxiety Disorder-7 (GAD-7; Spitzer et al., 2006) score: a validated instrument
for screening of anxiety (generalized) symptoms (see Appendix B). The GAD-7 is a 7item questionnaire with answers on a Likert scale ranging from zero (“not at all”) to three
(“nearly every day”), indicating how frequently the user is experiencing the described
symptoms (Spitzer et al., 2006). A total score of less than five indicates the absence of
anxiety, while a score of five or greater indicates possible mild clinical anxiety, with
severity increasing as the score increases to a maximum of 21 (Spitzer et al., 2006). The
GAD-7 instrument has high internal reliability, with a Cronbach’s α of 0.92 (Spitzer et
al., 2006). Participant responses to this instrument were recorded in Qualtrics at baseline
assessment, one week post-intervention, and four weeks post-intervention.
Data Collection
Participant data was collected according to the timeline outlined in Figure 2. Pretest
observation of all measures began during the participant’s regular appointment at UKAMC. For
participants who had at least one week’s worth of baseline SMU data available on their phones at
the time of recruitment (i.e., their phone’s screen time tracker function was already activated and
recording data), all pretest data collection was completed and the intervention was delivered
during the same appointment. Participants whose screen time tracker was not already on prior to
their recruitment were asked to activate this function and proceed with their normal phone use
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for the subsequent week. These participants then reported their pretest SMU data via Qualtrics
approximately one week after recruitment. On the same day, these participants also met with the
PI via a video calling platform to receive the intervention.
Posttest observations for all participants occurred at approximately one and four weeks
after the intervention was delivered. Posttest PHQ-9/A and GAD-7 instruments were
administered over the phone and recorded in Qualtrics by the PI. Posttest SMU time was selfreported by the participants through a Qualtrics survey.

Figure 2
Data Collection Timeline
O1Aa
Screen time
tracker on before
recruitment
Screen time
tracker NOT on
before
recruitment

O1Bb, Xc

O2d

O3d

Day 0

Day 7

Day 28

Participant’s regular appointment
at UKAMC

Phone call &
online survey

Phone call &
online survey

Day 14

Day 35

Day 0

Day 7

Participant’s regular
Telemedicine/ Phone call &
Phone call &
appointment at
Zoom
online survey online survey
UKAMC
a
O1A = time at which recruitment and consent/assent were completed, and demographic
information, pretest PHQ-9/A, and pretest GAD-7 were collected.
b

O1B = time at which pretest SMU was collected.

c

X = time at which the intervention was delivered.

d

O2 and O3 = time at which posttest PHQ-9/A, GAD-7, and SMU were collected.
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Data Analysis
Data analysis was conducted using SPSS-27® to determine if there was a significant
difference between outcome measures before and after the educational intervention. Analysis
included repeated measures analysis of variance (ANOVA) testing to evaluate the impact of the
intervention on SMU time, PHQ-9/A scores, and GAD-7 scores across multiple time points.
Pearson’s correlation coefficients were also calculated to analyze the relationship between PHQ9/A scores and use of select social media platforms. An alpha level of .05 was used for all
statistical analyses. Demographic information was analyzed using descriptive statistics.
Results
Demographics
The sample included 13 participants who submitted all pretest and posttest data, and two
additional participants who submitted pretest data and posttest data from the first posttest
observation point, for a total sample size of 15. Twenty-two participants were enrolled in the
project, and seven were lost to attrition. Participant ages ranged from 13 to 21 years old, with a
mean age of 16.7 years old (SD=2.5). Of these, 10 identified as female (66.7%), three identified
as male (20%), and two identified as non-binary (13.3%). The racial composition of the sample
included one American Indian/Alaska Native participant, one Black/African American
participant (6.7%), and 12 White/Caucasian participants (80%). One participant did not answer
the survey question about race. The sample also included two participants who identified as
ethnically Hispanic, Latino/a/x, or Spanish (13.3%), and 13 who did not identify this way
(86.7%). A tabular summary of the demographic composition of the sample is shown in Table 1.
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Findings
Prior to the intervention, the participants spent an average of 1770.39 minutes
(SE=224.59), or over 29 hours, using social media each week. Average weekly SMU time
initially decreased to 1685.62 minutes (SE=261.38) one week after the intervention, but then
increased to 1877.46 minutes (SE=201.92) by the final posttest four weeks after the intervention.
Repeated measures ANOVA testing revealed that the intervention resulted in a small but not
statistically significant change between pre- and posttest SMU time, F(2, 24)= .42, p=.66 (see
Table 2).
The average pretest PHQ-9/A score was 14.92 (SE=1.23), indicating moderate-to-severe
depression. The average PHQ-9/A score increased to 15.38 (SE=1.47) one week following the
intervention, and then decreased to 12.69 (SE=1.46) four weeks after the intervention, indicating
moderate depression, as shown in Table 2. This suggests a modest but not statistically significant
improvement in depression symptoms between the pretest and final posttest, F(2, 24)=1.98,
p=.16 (see Table 2). Unsurprisingly, the PHQ-9/A and GAD-7 scores were significantly
associated among these participants (r=0.64, p=.011), so it is logical that the GAD-7 scores
followed a similar trajectory over time to the PHQ-9/A scores. GAD-7 scores initially increased
from 12.23 (SE=1.11) at baseline to 13.31 (SE=1.23) one week after the intervention, and then
decreased four weeks post-intervention to 12.62 (SE=1.23), as shown in Table 2. The difference
between pretest and posttest GAD-7 scores was not statistically significant, F(2, 24)=.5, p=.6,
indicating that the intervention did not result in improvements in anxiety symptoms.
Discussion
The primary aim of this project was to observe a decrease in SMU time among
participants following the implementation of an educational intervention. In the week
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immediately following the intervention, there was a small decrease in the average SMU time,
although this effect was not statistically significant. Furthermore, this small benefit did not
appear to last, as the average SMU time rebounded four weeks after the intervention. In fact, the
average SMU time at the four-week posttest was greater than it was at baseline observation.
These findings suggest that the intervention’s effectiveness in managing SMU time was
negligible and temporary.
The secondary aim of this project was to observe a decrease in PHQ-9/A and GAD-7
scores among participants. Theoretically, a decrease in these measures could be explained by a
similar decrease in SMU time. The achievement of this aim relied on the intervention’s ability to
effectively decrease SMU time, which it did not do. Thus, it follows that there was no
statistically significant change in mental health measures. Interestingly, there was a modest
change in PHQ-9/A scores (η2=.142) following the intervention, although this was not
statistically significant. This finding suggests that the intervention had a stronger effect on PHQ9/A scores than on the very factor that was hypothesized to mediate this relationship, SMU time.
This could be because the experimental intervention included education about lifestyle changes
that can be applied more broadly than to minimizing SMU, such as time management,
mindfulness, and sleep hygiene. Such strategies were presented in the intervention as techniques
for decreasing SMU time, but participants may have been able to employ them in more general
ways and see an independent (albeit minimal) decrease in symptoms of depression as a result.
There was a moderate association between PHQ-9/A scores and SMU time for specific
platforms (see Table 3), but overall, the amount of time spent using social media was not found
to be predictive of either depression or anxiety. This finding contrasts the overarching theme in
the current body of evidence, which suggests that use of social media and symptoms of
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depression and anxiety are positively correlated. However, no experimental studies were found
in the literature, and therefore the causative direction of this relationship has yet to be
understood. Thus, the findings of this project are remarkable in that they reveal that total SMU
time may not be the primary mediator of the relationship between general SMU and depressive
or anxious symptoms. As discussed in the synthesis of the literature, several other variables exist
which may contribute to this relationship.
One important factor that likely affected the findings of this project is the ongoing
problem of Covid-19. The pandemic dramatically impacted the ways people engage with one
another, both in the “real world” and through online social media. A study by Gao et al. in April
2020 found that social media exposure was associated with an increased likelihood of anxiety,
but this study occurred at the height of the outbreak in China. The long-term effects of the
pandemic on SMU habits are heretofore unknown, but research from before the pandemic,
including the literature review that formed the basis of this project’s intervention, may no longer
perfectly reflect the reality of what should be considered excessive or maladaptive SMU.
Therefore, the specific recommendations within the intervention (e.g., spending less than two
hours per day using social media) may need to be revised as more evidence accumulates on this
matter. Nonetheless, the findings of this project are still useful in understanding what kinds of
interventions may be effective in impacting SMU and in influencing its relationship to mental
health.
Implications for Research, Practice, Education, and Policy
As social media is still a relatively new phenomenon, further research is needed to
understand the mechanisms of its effects on the mental health of its users and to develop
interventions to address them. The results of this project indicate that the experimental
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intervention was not effective in significantly reducing the participants’ average SMU time.
Furthermore, it also contradicted past research in that there appeared to be little correlation
between the mental health outcome measures and SMU time. Future researchers may consider
examining a different outcome measure related to SMU, such as the specific intentions or
motives of the users as qualified by Nesi and Prinstein (2015) or Radovic and colleagues (2016).
This would require more creative measurement techniques as these are qualitative variables, but
such measures could provide a more nuanced understanding of the relationship between SMU
and mental health measures.
The educational intervention in this project functions as an “environmental cue to action”
within the Health Belief Model (Hochbaum, 1958; Rosenstock, 1966). Strengthening or
repeating this cue may increase the likelihood of creating meaningful behavior change among
participants. Thus, future researchers may consider modifying the intervention or the way in
which it is delivered in such a way that gives participants stronger or more frequent
environmental cues.
Practice, education, and policy must follow and reflect current research, but there remains
a lack of sufficient observational and experimental studies on the mental health impacts of SMU
to inform recommendations in these areas. Furthermore, no practice, education, or policy
recommendations can be made based on the results of this project’s intervention. However,
considering these results in the context of the current body of evidence is beneficial in continuing
to elucidate the complex relationship between SMU and mental health. Building on this research
will only become more pertinent as younger generations grow up in a society increasingly reliant
on and immersed in social media. Additional research on the impacts of the Covid pandemic on
the relationship between SMU and mental health will also continue to be important.
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Limitations
This project had several key limitations. First, the sample of participants was a limiting
factor in that it was neither large nor demographically representative of the target population.
Complete pre- and post-test data were only collected from 13 participants, with two additional
participants providing partial post-test data, for a total sample size of 15. Thus, the results of this
project cannot be considered statistically significant. Furthermore, females were overrepresented
in this sample, and Black and Hispanic participants were lost to attrition at a higher rate than
their White peers, resulting in a sample that was not representative of the clinic population by
gender or race. However, the sample was demographically similar to the population of the state
of Kentucky.
In addition to limitations associated with the project sample, certain methodological
limitations existed that may have compromised internal validity. Specifically, some participants
had difficulty finding the correct information in their phone’s screen time report to record in the
SMU survey. In anticipation of this potential issue, participants were shown at recruitment how
to access their smartphone’s screen time report, as well as exactly which information to record in
the survey. Additionally, detailed instructions were included in the survey to remind participants
of that information. Nonetheless, participants occasionally submitted SMU data from a single
day or a few days rather than a full week. Upon receipt of the completed SMU surveys, the PI
reviewed the responses to ensure they were within expected limitations and was able to catch and
correct them prior to statistical analysis by reviewing the instructions with the respondent and
asking them to resubmit their survey. However, this remains an important consideration for
future researchers wishing to measure SMU information.
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Other notable limitations of this project were related to the limited ability to account for
certain confounding or otherwise mediating variables. Only one independent variable was
measured (SMU time), although the literature suggests that other factors related to SMU may be
equally as correlated to mental health outcomes as time spent using it (Lee et al., 2014; Nesi &
Prinstein, 2015; Vannucci & McCauley-Ohannessian, 2019). Such factors include the intentions
of the social media user while they engage with the platform, the specific social media platforms
most frequently used, a person’s normal amount and quality of sleep, and whether the person is a
victim of cyberbullying (Lee et al., 2014; Nesi & Prinstein, 2015; Vannucci & McCauleyOhannessian, 2019). Future iterations of this project may benefit from measuring one or more of
these factors instead of weekly SMU time.
Conclusion
The purpose of this DNP project was to evaluate the impact of an educational
intervention on the amount of time adolescents spend using social media, and whether this
impact was correlated to any changes in depression or anxiety symptoms. The intervention at the
center of the project did not ultimately affect the participants’ SMU time or their PHQ-9/A and
GAD-7 scores. A small decrease in PHQ-9/A scores was observed, suggesting that the
educational intervention may have been more helpful in directly addressing depression
symptoms than it was at targeting SMU habits. However, the fact that the intervention did not
achieve its stated aim of specifically addressing SMU time should not be viewed as a weakness.
On the contrary, this project successfully met its broader philosophical goal, which was to
investigate one possible method of helping adolescents mitigate the potentially damaging effects
of social media on their mental health. Furthermore, the project was successful in that it
represents one of the first quasi-experiments on this topic. It can therefore act as an important
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steppingstone for future students and researchers to investigate other tools to support the mental
health of adolescents.
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Tables
Table 1
Demographic Characteristics of the Study Sample (N = 15)
Characteristic

Mean (SD) or n (%)
16.7 (2.5)

Age
Gender
Female
10 (66.7%)
Male
3 (20.0%)
Non-binary
2 (13.3%)
Racea
American Indian or Alaska Native
1 (6.7%)
Black/ African American
1 (6.7%)
White
12 (80.0%)
Hispanic, Latino/a/x, or Spanish origin?
No
13 (86.7%)
Yes – Mexican, Mexican American,
1 (6.7%)
Chicano/a/x
1 (6.7%)
Yes – Another Hispanic, Latino/a/x, or
Spanish origin
a
N varies for Race measure due to missing response to this item from one participant.
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Table 2
Repeated Measures Analysis of Variance (ANOVA) Evaluating Changes in Outcome Measures
Baseline
Posttest 1
Posttest 2
Mean (SE)
Mean (SE)
Mean (SE)
Total weekly
1770.39
1685.62
1877.46
SMU, minutes
(224.59)
(261.38)
(201.92)
PHQ-9/A
14.92 (1.23)
15.38 (1.47)
12.69 (1.46)
GAD-7
12.23 (1.11)
13.31 (1.23)
12.62 (1.23)
Note. An alpha level of .05 was used for all statistical analyses.

36

F(2, 24), p

η2

.42, .66

.034

1.98, .16
.5, .6

.142
.040

Table 3
Pearson’s Correlation Coefficient: Relationship between PHQ-9/A Scores and Use of Select
Platforms
r
p
Instagram
.40
.135
TikTok
.42
.12
Twitter
-.36
.18
Other
-.36
.21
Note. An alpha level of .05 was used for all statistical analyses.
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Appendix A
Depression Symptom Questionnaires (PHQ-9/A)

Figure A1. PHQ-9. Adapted from The PHQ-9. Kroenke, K., Spitzer, R. L. & Williams, J. B.
(2001). Journal of General Internal Medicine.
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Figure A2. PHQ-A (modified for adolescents). Adapted from The patient health questionnaire
for adolescents: validation of an instrument for the assessment of mental disorders among
adolescent primary care patients. Johnson, J. G., Harris, E. S., Spitzer, R. L., & Williams, J. B.
(2002). The Journal of Adolescent Health: Official Publication of the Society for Adolescent
Medicine.
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Appendix B
Anxiety Symptom Questionnaire (GAD-7)

Appendix B. GAD-7. Adapted from A brief measure for assessing generalized anxiety disorder:
the GAD-7. Spitzer, R. L., Kroenke, K., Williams, J. B., & Löwe, B. (2006). Archives of Internal
Medicine. No permission required to reproduce, translate, display, or distribute.
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Appendix C
Educational Intervention Infographic
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