Chapter 2  - Method. 

Participants.

Participants included in this study were all University students from a West Wales University studying within the Psychology department at University of Wales Trinity Saint Davids (UWTSD). The study was available to students attending both the Carmarthen and Swansea Bay campus, regardless of their year of study and both full and part-time students were eligible to take part in the study. Inclusion criteria required all participants had to be over the age of 18 and all able to provide valid consent. Participants were made aware of the study via the Experimental Management System (EMS) page, available on the Academic Discipline of Psychology home page on Moodle and those who wished to participate signed-up voluntarily.
Volunteer sampling generated XX participants (n=female, n=male), with a mean age of XX years. This sample size is in line with existing recommendations for this type of research allowing ecological validity and data saturation (Cadge et al., 2019).
	
Design. 

An experimental, within subjects, repeated measures design was used for this study, along with a mixed-methods approach for data collection as it is considered the best available approach to answer the research question. The independent variable (IV) will be time – before exposure to the video/vignette and after exposure demonstrating living positively with a schizophrenia diagnosis. There will be two dependant variables (DV): 1) attitude and 2) knowledge scores of schizophrenia before and after the positive intervention.
Analysis of quantitative data was carried out via the most current version of IBM SPSS Statistics by a repeated measures t-test. Thematic analysis was performed to analyse the qualitative data. 

Materials.

Quantitative data was measured via a five-point Likert scale measuring attitudes and knowledge around schizophrenia and the difference in these across time (before and after exposure to a positive intervention). These questions were adapted from an original version of the Community Attitudes to Mental Illness (CAMI) inventory to assess attitudes across three domains: Fear and exclusion, Social Control and Goodwill (Wolff et al., 1996). Such attitude and rating scales are commonly used as a validated psychometric tool in psychology, including statements to answer in order to answer the research hypothesis (Taherdoost, 2019). 
A series of XX statements was used and participants were required to state to what extent did they concur with each statement, ranging from Strongly Agree, Agree, Neutral, Disagree, Strongly Disagree. The highest possible score could be XX, indicating a lower level of prejudicial beliefs and attitudes. The lowest possible score could be XX (depends on final no. of questions), indicating greater levels of prejudice and fear. 
 The Cronbach’s α indicates the degree of reliability of a scale, with acceptable scores between 0.70-0.95. This version of the CAMI demonstrated some heterogeneity in its coefficients (Sanabria-Mazo et al., 2023). CANNOT FIND THE SCORE FOR THIS VERSION FROM WOLFF SO ? MENTION IT AT ALL?

Procedure. 

Participants could take part in this study in a number of ways, either by using a Personal Computer, university campus computers, laptop, smart phone or tablet. Due to this being an online study, good internet/WiFi connectivity was needed for participants to be able to connect to the Academic Discipline of Psychology home page on Moodle. Additionally, a fully working screen and audio output or suitable subtitles facility was required in order to see and hear the content of video integrated into the body of the study.  

The study title including a brief description of what is to be expected of participants was available via the EMS webpage. Participants wishing to take part in the study were required to sign up to the EMS portal as a participant and were then provided with a link to the study via the online platform ‘Qualtrics’. In order to ensure participants are fully informed about the nature and intent of the study, a study information page (see appendix 1) was available to all students outlining the purpose of the study and the expected time it would take to complete. Obtaining written consent was not possible due to it being an online study, therefore after reading the study consent form (see appendix 2) and agreeing to the statements, participants were informed that if they wish to participate the action of clicking ‘Next’ at the bottom of the consent form indicates consent had been given. An example of a consenting statement is as follows; ‘I understand that participation in this study is entirely voluntary, and I am free to withdraw participation at any point without giving a reason.’ 

Participants were also informed that all responses are confidential and anonymised and all data would be stored in accordance with the University Data Protection Act and only available to the principal researcher and dissertation supervisor, the contact details of which were provided by way of university email address.                                                     

Once happy to consent participants were then taken into the main body of the study, beginning with an initial knowledge and attitude questionnaire surrounding schizophrenia, scored on a 1–5-point Likert scale (see appendix 3) adapted from the Community Attitudes to Mental Illness questionnaire (Wolff et al., 1996).

Following this, participants were required to view a video vignette via a link embedded into the survey (see appendix 4). The video is sourced from YouTube and available in the public domain – ‘Schizophrenia in real life: Discover how Bethany succeeds at work.’ On completion of the video, participants were asked to answer the same knowledge and attitude scale for a second time. They were then invited to answer five open ended, free text questions (see appendix 5) to provide the raw data for qualitative analysis, adapted from Cadge et al. (2019). An example of qualitative questioning is as follows; ‘In as much detail as possible, please explain what you understand by the term schizophrenia.’ 

In order to analyse and interpret the data, thematic analysis was performed as is the recommendation for sound critique of qualitative research within psychology (Braun & Clarke, 2021). During this stage it was vital that the researcher familiarised themselves fully with the responses, making sure a clear understanding of the answers was obtained. It was equally as important to consider the responses in a non-judgemental and professional manner, given the nature of the topic area and the questions asked. Once all responses had been critiqued, coding of the data identified the emergence of certain themes within the text which could then be used to answer the research question. Altogether, XX codes and XX themes were identified for in-depth discussion and critique within the Results section.

On completion of the qualitative questionnaire, participants were then directed to the study debrief form (see appendix 6), where a final opportunity to withdraw from the study will be offered. They are reminded that all responses will remain anonymous and confidential and will not be able to be traced back to them. Once happy to submit their responses, participants need to click the submit button, which will enable their data to be stored and the survey will be completed. 
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