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[bookmark: _Hlk161326372]ABSTRACT
Background: Screen time behaviour in young children is strongly influenced by parental attitudes towards screen use. Objective: This study evaluated parents' awareness of, and attitudes towards, the health consequences of excessive screen time among children. Method: A cross-sectional descriptive survey was conducted in three selected cottage hostels in Enugu metropolis among 137 parents attending child welfare clinics. Information was obtained using a structured questionnaire, and the collected data were analysed using descriptive statistics. Results: The study showed that overall parental awareness was low (2.39), although parents recognised some immediate risks, such as reduced movement, sleep disturbances, unhealthy snacking, delayed language development and behavioural problems. However, awareness of long-term consequences, including addiction, obesity, reduced academic performance and adverse effects on vision, the heart, muscles, bones and memory, was grossly insufficient. Attitudes towards setting limits on screen time were largely negative (2.09), indicating limited personal commitment or role-modelling in regulating screen use; many parents believed that excessive exposure would cause no harm if the children appeared well. Comparison of parental awareness with support for limiting screen time showed a moderate correlation, suggesting that higher awareness may be associated with greater parental concern about the amount of time children spend using digital media. The findings reveal a considerable disconnect between knowledge, attitudes and practice, indicating that parents' responses may depend more on practical realities than on awareness alone and that environmental factors require further analysis. Conclusion: Clinic-based awareness programmes should be practice-oriented. Home-based sessions, training and seminars, in addition to clinic-based education, should guide parents and guardians towards healthier screen-related practices and improved child health in urban Nigeria.
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INTRODUCTION
Across generations, technology has become an integral part of everyday life. Devices that were once regarded as advanced technological innovations are now common digital tools, and many people spend substantial time using computers or smartphones. Young children are increasingly included in this digital environment and are exposed to devices from early childhood. This exposure has contributed to increased screen time (ST) throughout their early years. For learning, communication and entertainment, newer technologies, including smartphones and interactive screen media, are widely available both at home and in schools. Screen use has also become a formal component of instructional activities and regular school hours. The current generation is therefore growing up in a mobile-mediated environment and is often described as digitally native (Muppalla et al., 2023).
Although technological advances can support child development by improving communication skills, expanding learning opportunities, fostering creativity and self-expression, and meeting information needs, children may also develop unhealthy habits through excessive reliance on technology and digital devices. Such reliance may contribute to adverse effects on mental and physical well-being, including musculoskeletal problems, increased risk of overweight and related cardiovascular disease, reduced attention, aggressive behaviours, sleep disorders, impaired school performance, depression, anxiety and other mood disorders (Devi & Singh, 2023).
Parental attitudes and knowledge play a major role in improving children's health and establishing lifelong healthy habits. Increased screen time among children has been linked to several adverse outcomes affecting their physical, emotional, social and intellectual well-being (Shirley & Kumar, 2020). Previous studies have found associations between screen time and lower physical activity, poorer mental health and shorter sleep duration (Alkalash et al., 2023; Zhou et al., 2022). Parents today view screen time not only as an integral part of their children's daily lives but also as a perceived necessity in the modern world (Bhutani et al., 2025; Hamilton et al., 2015).
According to the World Health Organization (WHO, 2019), screen time (ST), or passive viewing of screen-based entertainment such as television, computers and mobile devices, is a form of sedentary behaviour. It does not include active screen-based games that require physical movement. Studies have suggested that positive parental attitudes may benefit children because parents who recognise screen time as a potential risk are more likely to regulate it. However, there remains limited context-specific evidence on parental awareness of, and attitudes towards, the health effects of excessive screen time among children in Nigeria. This gap informed the present study, which examines the issue and suggests possible micro- and macro-level preventive measures.
1.3	Aim and Objectives of the Study
This study aims to measure parents' awareness of the negative health effects of excessive screen time among children. The specific objectives of the study are:
i. Assess the level of parental awareness regarding the potential health consequences of excessive screen time on children's health.
ii. Ascertain the relationship between parental awareness of the health risks associated with excessive screen time and their attitudes towards screen-time limits.
METHODOLOGY
The research adopted a cross-sectional descriptive design. The study population comprised parents, either mothers or fathers, attending child welfare clinics in the three selected sub-district hospitals during the study period. These parents visited the clinics for routine child healthcare services, such as immunisation, growth monitoring, nutrition counselling and treatment of minor illnesses. The accessible population was estimated at 265 parents, based on the average monthly attendance recorded by the clinics during the data collection period. Cochran's formula was used to calculate the sample size for the selected parents from the sub-district hospitals. A total of 137 respondents participated. Both proportionate stratified and convenience sampling techniques were employed. The sub-district hospitals were divided into three strata. Sample allocation was done proportionately based on average clinic attendance; hospitals with higher clinic populations received larger sample quotas. Within each stratum, parents were sampled conveniently; those available on the data collection days were recruited until the predetermined quota was reached. The inclusion criteria comprised parents of children aged 0-18 years who attended the clinics and willingly consented to participate. The exclusion criteria included parents of children with chronic illnesses, developmental delays or disabilities, as well as parents who declined consent. Data were collected using an online questionnaire completed by the respondents. With the assistance of trained clinic staff, the questionnaires were distributed to parents waiting for consultation. Respondents completed the questionnaire without assistance, although staff clarified any items that were unclear. Completed questionnaires were collected immediately to improve the response rate, allow missing data to be addressed in the respondents' presence and maintain confidentiality. The researcher-designed questionnaire was entitled "Questionnaire on Parental Awareness and Attitude Towards Health Effects of Excessive Screen Time on Children". Reliability was determined using pilot-tested items involving 25 participants from a similar clinic. During the pilot study, the questionnaire was self-administered twice using a test-retest method at a two-week interval, while Cronbach's alpha was used to establish internal consistency. The subscales met acceptable reliability thresholds: the awareness section recorded 0.82 and the attitude section recorded 0.79. Data were cleaned, coded and analysed using the Statistical Package for the Social Sciences (SPSS), version 25. Descriptive statistics, including means, frequencies, percentages and standard deviations, were used to summarise socio-economic data and responses to Likert-scale items.

RESULTS AND DISCUSSION
4.1.1 Data Presentation
A total of 137 respondents participated in this study. This section presents the socio-demographic characteristics of the respondents using frequency and percentage distributions.
4.1.2 Socio-Demographic Characteristics of Respondents
Table 1: Age Distribution of Respondents
	Age (Years)
	Frequency (f)
	Percentage (%)

	20-30
	42
	30.66

	31-40
	63
	45.99

	41-50
	23
	16.79

	51 and above
	9
	6.57

	Total
	137
	100.00


Source: Researchers’ Field Survey, 2025
The data on the age distribution of respondents show that a substantial proportion of the participating parents were within the active child-rearing period. Nearly half of the participants (45.99%) were aged 31-40 years, making this the predominant age group in the sample. This group typically represents parents in the prime years of family formation and child-rearing. Many parents in this age group care for preschool or primary-school children and are therefore directly involved in monitoring daily activities, including the use of digital devices and screen-based activities.
Table .2: Distribution of respondents as per gender
	Sex
	Frequency (f)
	Percentage (%)

	Male
	32
	23.36

	Female
	105
	76.64

	Total
	137
	100.00


Source: Researchers’ Field Survey, 2025
Regarding the sex composition of the participants, the greater proportion (76.5%) was female, while males constituted 23.5% of the population. Mothers were therefore more prominently represented in the sample. These findings are typical of hospital-based studies, especially those conducted in paediatric centres and mother-child care clinics. In some contexts, mothers are primarily responsible for childcare and are more likely to accompany children for routine healthcare services such as immunisation, growth monitoring and general check-ups.
Table .3: Marital Status of Respondents
	Marital Status
	Frequency (f)
	Percentage (%)

	Single
	7
	5.11

	Married
	69
	50.36

	Divorced
	60
	43.80

	Widow/Widower
	1
	0.73

	Total
	137
	100.00


Source: Researchers’ Field Survey, 2025
The distribution of marital status shows that about half of the parents (50.36%) were married. However, a similarly substantial proportion (43.80%) were divorced. Only a small number of respondents were single or widowed. This suggests that a considerable number of children in the study may come from either two-parent households or single-parent households arising from divorce. In many cases, single parents, particularly mothers, may carry primary responsibility for children's daily care and supervision.
Table 4: Educational Attainment of Respondents
	Educational Level
	Frequency (f)
	Percentage (%)

	First School Leaving Certificate
	1
	0.73

	Secondary School
	10
	7.30

	Degree
	64
	46.72

	PGD
	32
	23.36

	MSc
	16
	11.68

	PhD
	8
	5.84

	Others (HND, NCE, ND)
	6
	4.38

	Total
	137
	100.00


Source: Researchers’ Field Survey, 2025
The respondents' educational levels show that most of the participating parents had a high level of formal education. Nearly all respondents (87.60%) had attained tertiary education, with a first degree being the most common highest academic qualification (46.72%). Other respondents had additional qualifications, such as postgraduate diplomas, master's degrees or doctoral degrees. In contrast, only a small proportion had a first school leaving certificate or secondary-school education (8.03%). This implies that most parents who participated in the study were relatively well educated.
Table 5: Occupation of Respondents
	Occupation
	Frequency (f)
	Percentage (%)

	Professional Services
	28
	20.44

	Technical Services
	14
	10.22

	Information Technology
	6
	4.38

	Business
	36
	26.28

	Unemployed
	50
	36.50

	Unspecified
	3
	2.19

	Total
	137
	100.00


Source: Researchers’ Field Survey, 2025
The occupational distribution shows that the largest proportion of respondents (36.50%) were unemployed parents. This category constituted the largest group in the sample. Parents engaged in business formed the next largest group (26.28%), followed by those providing professional services. Smaller proportions were engaged in technical services, information technology or unspecified occupations. This distribution suggests that the parents in the study came from diverse occupational backgrounds, reflecting a range of employment conditions and economic activities within the community.
Table 6: Number of Children in the Family
	Number of Children
	Frequency (f)
	Percentage (%)

	1-2
	61
	44.53

	3-4
	59
	43.07

	5 and above
	17
	12.41

	Total
	137
	100.00


Source: Researchers’ Field Survey, 2025
The data indicate that most respondents had a moderate family size. A total of 44.53% reported having one or two children, while 43.07% had three or four children. Only 12.41% of respondents reported having five or more children. This suggests that most families represented in the study had relatively moderate numbers of children.
Table 7: Age Range of Children 
	Age Range
	Frequency (f)
	Percentage of responses (%)

	0-2 years
	31
	13.96

	2-6 years
	68
	30.63

	6-12 years
	65
	29.28

	12-18 years
	58
	26.13

	Total responses
	222
	100.00


Source: Researchers’ Field Survey, 2025
The total frequency in the table is greater than the number of participants (137) because some parents reported having children in more than one age group. For instance, a parent could have one child aged 3 years and another aged 8 years; in such cases, the same respondent contributes to more than one age category. Therefore, the total number of observations reflects the number of reported child age categories rather than the number of participating parents. Children aged 2-6 years accounted for the largest proportion (30.63%), followed closely by children aged 6-12 years (29.28%). These age groups represent early and middle childhood, periods during which children are exposed to several external influences, including the use of technological devices such as televisions, smartphones and tablets within the family setting.
Table 8: Type of Screen Device Accessible to Children 
	Screen Device
	Frequency (f)
	Percentage of responses (%)

	Television
	123
	46.07

	Mobile/Tablet
	95
	35.58

	Laptop/Desktop
	49
	18.35

	Others
	0
	0.00

	Total responses
	267
	100.00


Source: Researchers’ Field Survey, 2025	
The total frequency in the table is greater than the number of respondents (137) because some households reported that children had access to more than one type of digital device. For example, a child may use both a television and a mobile phone or tablet in the same household. Thus, a respondent could select more than one category, contributing to the total number of responses. Consequently, the total reflects the number of reported device accesses rather than the number of parents who participated in the study. The results suggest that television was the most common device (46.07%), indicating that it remains an important source of entertainment and information in many households.
4.1.3	Parental Awareness of Health Effects of Excessive Screen Time (Section B)
Section B comprised 11 items designed to assess parents' awareness of the risks associated with screen exposure. The overall mean score for the section was 2.39 (SD = 1.20). Since this value is below the midpoint of 3.0, it indicates low to moderate awareness across the sample. Parents showed some awareness of visible effects, such as sedentary behaviours and sleep-related effects, but were undecided or disagreed regarding broader concerns, including addiction and academic decline.
Table 9: Item-by-Item Analysis of Parental Awareness (Section B)
	Item
	Statement (Shortened)
	Mean
	SD
	Decision
	Awareness Level

	Q9
	Screen viewing unhealthy for children below 2 years
	2.24
	1.11
	Disagree
	Low awareness

	Q10
	Healthy screen time ≤ 1 hour for 2-4 years
	2.25
	1.07
	Disagree
	Low awareness

	Q11
	Increase screen time decreases physical activity
	2.40
	1.31
	Disagree
	Moderate awareness

	Q12
	Screen time disrupts sleep pattern and quality
	2.28
	1.28
	Disagree
	Moderate awareness

	Q13
	Increases risk of overweight/obesity
	2.79
	1.32
	Disagree
	Moderate awareness

	Q14
	Can lead to addiction
	1.83
	0.97
	Strongly Disagree
	Very low awareness

	Q15
	More likely to consume unhealthy snacks/drinks
	2.75
	1.28
	Disagree
	Moderate awareness

	Q16
	Can delay language development
	2.93
	1.53
	Disagree
	Moderate awareness

	Q17
	More likely to develop emotional, mental & behavioural problems
	2.50
	1.16
	Disagree
	Moderate awareness

	Q18
	Impacts vision, heart, muscles, bones & memory
	2.39
	1.19
	Disagree
	Moderate awareness

	Q19
	Greater risk of lower academic performance
	1.91
	1.01
	Strongly Disagree
	Very low awareness


Source: Researchers’ Field Survey, 2025
The results demonstrate that most parents showed some awareness of the immediate and observable effects of excessive screen use on their children, although this awareness remained within the moderate category. Many parents recognised everyday effects, including reduced physical activity, disrupted sleep patterns, speech delay and increased consumption of energy-dense snacks during digital use. These effects may be more readily observed by parents because they occur within the context of daily family life. For example, parents may notice that children spend less time outdoors, stay awake later because of screen use or snack while watching television or using mobile devices.
The study further shows that parents disagreed or expressed no clear opinion when asked about more severe long-term consequences of excessive screen time. Notably, few parents strongly agreed that excessive screen use could lead to problems such as digital addiction or reduced academic performance. This may indicate that parents observe short-term behavioural and lifestyle changes but have a limited understanding of the longer-term developmental and educational effects that may result from excessive screen use.
4.1.4	Parental Attitudes Towards Children’s Screen Time (Section C)
The 10 items in Section C measured parents' attitudes towards controlling screen time. The overall mean score was 2.09 (SD = 1.02). This low score indicates a weak positive attitude towards strict screen-time regulation.
Table 10: Item-by-Item Analysis of Parental Attitudes (Section C)
	Item
	Statement (Shortened)
	Mean
	SD
	Decision
	Interpretation

	Q20
	I am concerned about my child’s screen time
	1.72
	0.76
	Strongly Disagree
	Very weak attitude

	Q21
	I have responsibility to control screen time
	1.61
	0.77
	Strongly Disagree
	Very weak attitude

	Q22
	I encourage toys or face-to-face talk instead of screens
	2.07
	0.96
	Disagree
	Weak attitude

	Q23
	I will not consider prolonged screen time a problem if child is active
	2.38
	1.14
	Disagree
	Weak attitude

	Q24
	Screen time can be influenced by my own or others’ use
	1.96
	1.04
	Disagree
	Weak attitude

	Q25
	I try to limit or avoid my own screen use with children
	2.31
	1.02
	Disagree
	Weak attitude

	Q26
	Bothered about unhealthy food during screen activities
	2.28
	1.05
	Disagree
	Weak attitude

	Q27
	Screen time interferes with family quality time
	2.46
	1.23
	Disagree
	Moderate attitude

	Q28
	Concerned that excessive screen time affects mental, social & physical health
	2.20
	1.00
	Disagree
	Weak attitude

	Q29
	I would seek guidance on screen time management
	1.95
	1.02
	Disagree
	Weak attitude


Source: Researchers’ Field Survey, 2025
Overall, responses to the attitude items indicate weak parental commitment to regulating children's screen time. Many parents did not strongly report concern about their child's screen use, responsibility for controlling screen time or willingness to seek guidance on screen-time management. They also showed limited endorsement of alternatives such as toys, face-to-face interaction and reduced parental screen use in the presence of children. These findings indicate a gap between awareness of possible risks and the adoption of practical measures to regulate children's screen use.

Discussion of Findings
The investigation showed that parental awareness of the health hazards of excessive screen time was low. The overall mean score across the 11 awareness items in Section B was 2.39 (SD = 1.20), which is below the midpoint of the 5-point scale. When categorised into subscales, 120 of the 137 parents (87.6%) fell within the low-awareness category based on individual mean scores.
In Enugu, the low level of awareness is concerning, given the characteristics of the sample: predominantly tertiary-educated (88%), mostly female (76.6%) and largely composed of urban, clinic-attending mothers aged 31-40 years with children in the 2-12-year age range. Despite high educational attainment, most parents appeared to underestimate the potential for addiction, the risk of obesity and the effects of media use on neurodevelopment and learning; these effects are documented in global guidance issued by the American Academy of Pediatrics and WHO (Council on Communications and Media, 2016; World Health Organization, 2019). The findings suggest that formal education may not necessarily translate into parental knowledge of media-related health risks unless it includes health-specific information. Socio-cultural and contextual factors may also contribute. The widespread acceptance of screen time as a babysitting tool, educational aid or source of religious content, as reflected in Section D responses, may desensitise parents to the risks of media use, even when they notice changes in their children.
Compared with previous empirical studies, the present findings are consistent with Arippin et al. (2023), who reported that 30.1% of parents provided correct knowledge responses, and with Ikefuna et al. (2022), who reported 52.7% poor knowledge despite high parental tertiary education in urban Nigeria. Both studies, like the present study, involved clinic or hospital-based parents and identified knowledge gaps despite high levels of education. By contrast, Alkalash et al. (2023) reported a higher level of good knowledge (76.4%) in Saudi Arabia, possibly because of differences in sampling methods, the focus on younger children or greater exposure to health campaigns. These variations suggest heterogeneity in parental knowledge across contexts and indicate that the Enugu sample showed relatively low awareness compared with some other settings.
The study found that the relationship between awareness level and positive attitudes towards screen-time regulation was modest but statistically significant (chi-square = 9.65, df = 1, p = 0.0019 < 0.05). Among the 120 parents with low awareness, 108 (90%) displayed weak attitudes towards screen-time control (mean < 2.5). Among the 17 parents with moderate or high awareness, seven (41%) showed moderate or strong attitudes, a relatively higher proportion. Thus, higher awareness was associated with more favourable and proactive views in support of control, although most parents remained within the low-attitude category (118 of 137, 86%). This association was statistically significant but not strong enough to suggest that awareness alone explains changes in attitude.
The association observed in the Enugu sample suggests a partial knowledge-attitude pathway. Parents who recognise several risks, including addiction and academic decline, may be somewhat more likely to express responsibility, concern or an intention to limit their child's screen use while also regulating their own screen use. However, most parents still reported weak attitudes, indicating additional barriers, such as environmental, cultural or practical factors, that may prevent knowledge from translating into intention or action. This pattern is consistent with the mean attitude score of 2.09, where even concerned parents rarely reported active restriction strategies, such as co-viewing rules or seeking guidance.
This finding partly agrees with and partly differs from previous studies. Education level and marital status may influence parental attitudes towards screen-time regulation. However, children may still exceed recommended limits, reflecting an attitude-practice gap even when awareness is present. Ikefuna et al. (2022) reported poor knowledge among 52.7% of caregivers, although 89.3% maintained good home standards for healthy screen viewing. This supports the view that favourable attitudes or practices can occur even when awareness is limited. The present Enugu findings fall between these patterns: awareness and attitude were associated, but the relationship was relatively weak. Most parents had low scores on both measures, suggesting that awareness alone may be insufficient to change long-standing attitudes towards children's screen use.
Conclusions
The study concludes that parents attending child welfare centres in Enugu metropolis had limited awareness of the health consequences of excessive screen time among children. Although some parents recognised short-term and observable effects, such as reduced physical activity, sleep disturbance, unhealthy snacking, language delay and behavioural concerns, awareness of longer-term risks was weaker. These included possible addiction, overweight and obesity, reduced academic performance and broader effects on physical and cognitive health. Attitudes towards screen-time regulation were also weak, indicating limited readiness to set limits, model appropriate screen behaviour or seek guidance. The observed association between awareness and attitudes was statistically significant but modest, suggesting that improved knowledge alone may not be sufficient to change parental behaviour. Practical, culturally appropriate health education delivered through clinics and community platforms may therefore be useful in helping parents convert awareness into consistent screen-time management practices. Interventions should emphasise feasible household strategies, including screen-time schedules, device-free periods, parental modelling and non-screen alternatives.
Limitations
This study was limited by its cross-sectional design, which prevents causal interpretation. The use of convenience sampling and a clinic-based sample may limit generalisability beyond parents attending child welfare clinics in Enugu metropolis. Data were self-reported and may be affected by recall or social desirability bias. The study also relied mainly on descriptive statistics, limiting deeper exploration of contextual and behavioural factors.
Recommendations
Based on the findings, the following recommendations are made:
i. 	Healthcare professionals and clinic staff should design culturally appropriate education sessions focused on hidden risks, including addiction, academic effects and long-term physical and mental health effects, using simple pictorial representations and short demonstrations in Igbo and English during child welfare services, such as child immunisation. Participation should be encouraged by beginning with obvious immediate harms, including sleep disturbance, reduced activity, snacking and misbehaviour, before discussing more serious long-term consequences.
ii. 	Healthcare providers and trained community health volunteers based in clinics should provide brief, practical skill-building sessions, either in groups or individually, in clinics or community settings, to bridge the awareness-attitude gap. These sessions should focus on setting limits, such as screen-exposure schedules, device-free zones and mealtimes, co-viewing rules and parental behaviour modelling; promoting non-screen alternatives, such as outdoor play and family interaction; and interpreting perceived benefits, including learning and religious content, within balanced limits. The emphasis should be on transforming mild concern into parental responsibility and strengthening self-efficacy.
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