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Dear Colleagues,
It  was a great  pleasure for me to welcome 

members of the new EC to an albeit  wet  and windy 
Sheffield for our winter EC meeting earlier this month. 
These winter meetings have become an established fea-
ture in the calendar of the EC as they allow us to have a 
concentrated time to meet face-to-face to review recent 
activities, brainstorm new ideas and plan for the future. 
Many of the new initiatives in recent years, such as the 
Create Tandem and Visiting Scholar Grants as well as 
the Networking Grant, have stemmed from initial ideas 
discussed at  the winter EC meeting. In addition, the first 
meeting of a new EC provides an opportunity to take a 
fresh look at  our current activities and a new input of 
ideas and energy. As you can imagine, our two days 
were very full. I have tried to highlight some of the key 
issues we discussed below. 

Membership and Finances
I am pleased to report  that our membership 

reached 500 for the first time in 2010! Members have 
been sent renewal reminders and most have already re-
newed their membership for 2011. We will be sending 
out further reminders in the next  few weeks (please re-
new soon if you haven’t done so already!) as well as 
encouraging non-members who have attended our con-
ferences in recent  years to join the society. We are hope-
ful that these activities, coupled with the expected in-
crease in membership around the time of the Crete con-
ference, will maintain our membership above the 500 
mark. 

Despite introducing a number of new initiatives 
last year, our financial position is very sound, due to the 
success of our conferences and the increase in our 
membership. As a result, we are well positioned to con-
tinue to invest in the development  of the society and 
expand the range of actives that we can support. How-
ever, on the downside, the increase in membership also 
places a burden on the workload of the Treasurer/
Membership Secretary, particularly at this time of year. 
At our meeting we discussed ways in which the proc-
essing of membership applications and renewals could 
be automated in order to make the process more effi-
cient both for the Treasurer/Membership Secretary and 
for members. In addition, an automated renewal system 
could also be used to update members’ details on the 
membership directory which could be organised/
searched by keywords (e.g., research interests). This 
may, in turn, facilitate networking and the development 
of specialised interest  groups within the society. At our 
meeting we decided to explore a number of avenues for 
developing an automated renewal system that  could 
serve various purposes and to commit funds to ensure 
its implementation. 

On a related matter, we plan to introduce elec-
tronic voting for future EC elections. This change has 
two main benefits. First, it  will reduce the workload of 
the Secretary and the Election Scruntineers as we would 
no longer need to send out  and receive voting forms. 
Second, it  will make voting more convenient  for mem-
bers which may increase participation. In order to insti-
gate this change, we will need to make a small change 
to the society’s Bylaws which will need to be agreed by 
the Members Meeting at the Crete conference. Mem-
bers will be receiving a draft  of the proposed changes to 
the Bylaws in the near future, so that they can be com-
mented on (and potentially revised) before the Mem-
bers’ Meeting. 

Journals
I would like to welcome the new Editors-in-

Chief of Psychology & Health, Mark Conner and Daryl 
O’Connor, who started their term at the beginning of the 
year. The journal continues to grow, attracting an in-
creasing number of high-quality submissions each year. 
However, there has also been an increase in the size of 
the publication backlog which the new editors have 
highlighted as one of their key goals to reduce. To this 
end, from this year the journal will include 12 issues per 
volume (up from 10). In addition, we have negotiated 
with the publishers (Taylor & Francis) to publish an 
additional (supplementary) issue this year to further 
reduce the size of the backlog, which will be jointly 
funded by Taylor & Francis and EHPS. The additional 
issues this year will make a significant  dent in the size 
of the backlog which will ensure that authors’ work is 
published more quickly and will have a positive impact 
on the journal’s impact factor. 

Health Psychology Review continues to grow. 
The EC would like to acknowledge the exceptional time 
and energy the Editor, Martin Hagger, has put  into the 
journal. It  is now published on time, twice a year, and 
has a steady flow of new submissions. The journal has 
applied to be indexed in SCCI which would provide it 
with an impact factor. The unofficial impact  factor for 
Health Psychology Review is already 1.3. This will 
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undoubtedly increase once the journal is indexed and 
further establishes itself as the only review journal 
dedicated to health psychology. 

In our EC meeting we also discussed the possi-
bility of extending online access to Psychology & 
Health and Health Psychology Review to student  and 
reduced fee members who do not  have online access to 
the journals through institutional subscriptions. We felt 
this would be a good investment in the future of the 
society by further encouraging student membership and 
expanding our membership particularly in Eastern 
Europe. We will be negotiating with Taylor & Francis 
regarding the feasibility and cost of such an initiative. 

Health Psychology Provision in Europe
A recurrent theme in the National Delegates’ 

Meetings at  recent conferences has been the wish for 
EHPS to develop a ‘core minimum curriculum’ that we 
would expect Masters courses in Health Psychology to 
cover. There are now many Masters courses in Health 
Psychology available across Europe, some of which are 
detailed in the National Delegates’ pages on our web-
site. The development of some general guidelines 
would encapsulate current practice across Europe and 
provide a framework for the development of new 
courses. We therefore plan to invite a small working 
group to consider this issue in more detail at a pre-
conference meeting in Crete. This working group would 
then report back to the EC and the National Delegates 
Meeting to consider whether and how this initiative can 
be taken forward. 

EHPS Grants
Over the past  two years we have introduced a 

number of small grants to encourage networking and 
collaboration between our members across Europe. 
These have included the Create Tandem and Visiting 

Scholar Grants which were introduced in 2009 as well 
as the Networking Grant which was introduced in 2010. 
We are committed to continuing these grants. At pre-
sent, the Tandem and Visiting Scholar Grants are 
awarded yearly, whereas the Networking Grant is 
awarded every two years. Feedback from the recent 
survey conducted by the Synergy group indicated that 
members would like more opportunities to engaging in 
networking activities and to develop research collabora-
tions across Europe. The EC will therefore be discuss-
ing with Synergy ways in which this can be achieved. In 
the immediate future we plan to offer the Networking 
Grant every year, providing  we have sufficient funds.

EHPS Conferences
At our EC meeting we looked back at  last 

year’s conference in Cluj-Napoca and forward to our 
upcoming conferences in Crete (2011), Prague (2012) 
and Bordeaux (2013). Last  year’s conference in Cluj-
Napoca was very popular, with over 600 delegates. We 
are indebted to the hard work of the local organisers for 
producing such an excellent conference. Delegates’ 
feedback on the conference was very positive and a 
summary of this feedback is reported in this issue of 
EHP. One issue that was highlighted by respondents to 
the survey was the number of no-shows. This issue has 
been noted and we will be discussing with future con-
ference organisers ways to ensure that this is mini-
mized. 

Our next  conference takes places in Crete (20-
24 September, 2011). Preparations are well under way 
and the deadline for the submission of abstracts has just 
closed. Over 1,000 abstracts were submitted to the con-
ference organisers. We are anticipating that the confer-
ence will be one of our largest  to date. The conference 
will represent a special moment  for the society as it will 
be the 25th Conference of the EHPS. To mark this occa-
sion the local organisers will be organising a special 
celebration, which will be combined with the opening 
ceremony, on the evening before the first  day of the 
conference. When making your travel please arrange-
ments please try to ensure that you can arrive in Crete in 
time for the opening ceremony and celebration on the 
Tuesday evening! I look forward to seeing you in Crete. 

As you see, the EC has a number of plans for 
the coming year which will hopefully contribute to the 
continued growth and development  of health psychol-
ogy in Europe. As ever, we are keen for members to 
contact  us with comments and ideas for future devel-
opments. 

Best  wishes for 2011 from myself and the 
Executive Committee,

Paul Norman, EHPS President
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The current economic crisis in Europe behoves all organisations to re-examine the contribution that  they make 
to society. Put  simply, society wants to know if it  is getting value for money from the services and organisations they 
fund. The EHPS is predominately populated by university employees whose salaries are (typically) funded by taxpay-
ers. Thus, the need for Health Psychology to be relevant has never been more important. The present  article was 
prompted, in some part, by the thought provoking keynote speech by Prof. Michael Murray (EHPS Cluj; 2010), 
whereby Michael suggested that Health Psychology has a weak ego and challenged us all to ruminate on how our ac-
tivities impact upon society. This is a good question, and deserves an answer. 

With all the aforementioned in mind, I have approached a sample of senior health psychologists to ascertain 
their personal experiences of how their own careers have contributed to social justice in the world. The following arti-
cle represents their responses to the following question:

“Looking back on your career, in what way has your own work contributed 
to social justice in the world?”

What  is social justice? Social justice involves creat-
ing a society based on principles of equality and solidarity, 
that understands and values human rights, and that recog-
nises the dignity of every human being. At  its 2007 World 
Summit  for Social Development, the United Nations pro-
claimed 20 February as World Day of Social Justice. Gov-
ernments pledged to promote the equitable distribution of 
income and greater access to resources through equity and 
equality and opportunity for all. The day aims to consolidate 
the efforts of the international community to eradicate pov-
erty, and promote full employment and decent  work, gender 
equity and access to social well-being and justice for all. 

Health psychology in relation to social justice: The aims of Health Psychology, according to the British Psychological 
Society, are:

1. To study scientifically the psychological processes of health, illness and health care
2. To apply psychology to:

• the promotion and maintenance of health
• the analysis and improvement of the health care system and health policy formation
• the prevention of illness and disability and the enhancement of outcomes of those who are ill or disabled

3. To develop professional skills in research, consultancy and teaching/training

How do these aims match the aims of social justice? Psychology is the scientific study of the interaction of 
behaviour, cognition and emotion with each other, and with the environment. Although environmental context is cru-
cial to psychology, its role is often a secondary rather than primary focus. Applying psychology to the promotion of 
health and reduction of disability has the capacity to increase social well-being, but  this does not  automatically trans-
late into increasing equity and equality. Improved health services can lead to increased inequality, due to unequal ac-
cess to services, with those from low income and ethnic minority groups underserved by services. Population health 
interventions, such as persuasive mass media marketing, can also increase inequality if not targeted to the more de-
prived sections of the population.
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Social justice will not  be increased by the application of psychology without a sophisticated analysis and 
awareness of its political context and consequences. This will require self-conscious policy changes and leadership 
from our scientific and professional societies. One possibility would be to organise annual Health Psychology events 
on the World Day of Social Justice.

My work: My first scientific publication (Michie, 1980), 30 years ago, followed a visit to the psychiatric hos-
pital in Cuba, one of the most  equal societies in the world. As a newly qualified clinical psychologist, I was inspired to 
communicate their therapeutic model which embodies the principles of social justice. This experience made me realise 
the limitations of our own therapeutic approach, which was more individualistic, separated from social values and 
lacking dignity compared to that in Cuba. It also made me reflect  on the role psychologists played in society more 
generally and our missed opportunities to work towards a more just and equitable society. The following year I wrote 
an article for Bulletin of the British Psychological Society, (Michie, 1981) entitled “The clinical psychologist  as agent 
of social change”.

As a Health Psychology researcher, I am active at  a policy level to work to maximise the likelihood that  our 
scientific knowledge is applied in the most effective way to maximise social justice, as well as to increase the general 
health of the population. I will give two examples of my work aimed at reducing inequalities, one translating scientific 
research into a health service and one aimed at lobbying politicians to support equality-promoting social interventions.

NHS Health Trainers was a new service set  up in the UK in 2004 with the aim of reducing health inequalities 
by targeting interventions to change behaviours in relation to health. About 1500 Health Trainers, mainly drawn from 
and based in their local communities, currently provide this service. Along with Policy Leads in Government, I de-
signed the evidence-based intervention and, together with Prof. Nicky Rumsey and a small team of Health Psycholo-
gists, have supported its implementation, development and evaluation. It includes behaviour change techniques that 
are relatively straightforward to train and use, such as goal-setting, action-planning and self-monitoring. To support 
the health trainers to maintain evidence-based practice as much as possible, we wrote a Behaviour Change Handbook 
which was distributed to the services and is available on the UK Department of Health website (Michie et al., 2006). 
The evaluation has demonstrated success, both in engaging low income and ethnic minority groups within the popula-
tion, and in showing improvement in self-reported health behaviours and Body Mass Index (Smith, Gardner, & 
Michie, 2010).

The Coalition Government elected in the UK in 2010 has rapidly moved away from the previous Govern-
ment’s health policies of attempting to reduce inequalities. In an effort  to preserve as much of the UK’s world-leading 
tobacco control strategy as possible, two Health Psychologists (myself and Prof Robert West) have helped the health 
charity, Action on Smoking and Health (ASH), to present evidence on effectiveness and public acceptability of com-
ponents of that strategy and the moral arguments for maintaining it  (Featherstone et al., 2010) to the All Party Parlia-
mentary Group on Smoking and Health. This formed a key part of their evidence to the UK Government’s 2010 Com-
prehensive Spending Review. 

Future perspectives: The world faces serious threats to social justice in the coming years. There is a global 
economic crisis, largely created by short-term profiteering by the banking sector. The consequent  national debts are 
overwhelmingly being paid for by the mass of the population, rather than by those who caused the crisis. In the UK, 
the brunt  of the “austerity cuts” to income, jobs and services is being borne by the lowest paid. The financial crisis is 
being used as an excuse by the UK’s government to achieve the Conservative Party’s long-standing political goals of 
minimising the public sector and reducing the constraints on private companies to exploit  their markets. Increased 
inequality within societies has been shown to reduce social cohesion, health and well-being (Wilkinson & Pickett, 
2009). Now, more than at any time in my lifetime, it  is time for Health Psychology to recognise, and act on, the inter-
relationships between social justice and our professional aims.

* * *
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Before I graduated, I knew that I couldn’t  practice 
psychology in the lab or in the office exclusively, as so many 
acts of injustice were happening all around me, including 
sufferance, trauma and health disparities. I learned that  my 
way to do psychology is to give voice to vulnerable people 
who cannot  speak for themselves. I also learned that they 
should not be seen as individuals lacking good resources to 
cope with adversities, but human beings caught  in the mid-
dle of unfortunate socio-economic circumstances. Listening 
and publishing the stories of Romanian women who had to 
pass through the experience of one of the most  draconian 
pronatalist policy in the world, stories which gave voice also 
to more than 10,000 women who died because of a regime which strictly prohibited them access to contraceptives and 
legal abortion, carried the hope that their traumatic experiences will never again be repeated. The central argument  of 
a study on the psychosocial-health systems dimensions of cervical screening is that  the health status of women from 
countries experiencing tremendous political, economic, social and institutional changes are more vulnerable to differ-
ent diseases, including cervical cancer. Individual risk factors such as beliefs, attitudes and behaviors should be inter-
preted through the perspective of the social context. The question of what are the factors which can limit  or encourage 
women to be active agents in health promotion and disease prevention is particularly relevant  in the current  situation 
of many countries in Eastern Europe. My research interests also involved psychological consequences of domestic 
violence and women’s ways of coping with it; with a study carried out in Albania I highlighted the fact  that the silence 
around domestic violence makes it  the most pervasive, yet  least  recognized form of human rights abuse. Several other 
research projects, in which I was involved, have aimed to bring forward the practices that would prevent the social 
exclusion of young people in residential care, diminish violence in the residential system and facilitate equal opportu-
nities and their social inclusion. The theme of the 24th EHPS Conference in Cluj, Romania,  "Health in Context" repre-
sented an invitation to participants to become more reflexive researchers, driven by social justice in making decisions 
that can impact the life of others, in an attempt to validate health psychologists as agents of social change for the bene-
fits of populations, communities and individuals.

* * *

Early on in my education, I became painfully aware 
of inequalities in wealth, educational opportunities and 
health. I transitioned to college at  the time of the Portuguese 
Revolution, a peaceful coup d’etat  that overthrew a 50 year 
dictatorship which also ended the Portuguese colonial wars 
and occupation. To fulfil a 1-year community service re-
quirement  for college admission, I was placed in a school at 
a fishing village where children were poor and had alcoholic 
parents, suffered from poor nutrition, poor hygiene and most 
of all, were starving for affection. This experience and my 
personal beliefs in the value of life and solidarity, shaped my 
career interest  in health and psychology, and left a lasting 
impression that  my scientific endeavours should help “solve 

real problems” and alleviate suffering among people that needed the most help.
A career in health psychology offers great opportunities to contribute to social justice. My career contribution 

to social justice has spanned the areas of service provision, education and training, consultancy and professional lead-
ership.
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As a service provider and clinical supervisor, I had the opportunity to impact diverse underprivileged popula-
tions. In the U.S., I developed behavioural medicine services for Portuguese-speaking immigrants who suffered from 
tremendous victimization, an experience that  taught me that  contextual factors are key in understanding health behav-
iour and implementing effective interventions (McIntyre & Augusto, 1999). The health psychologist’s role and credi-
bility also relies on expanding beyond the clinical role to the social advocacy arena. In Portugal, I pioneered several 
theory-based psychosocial interventions in the context of public health services, where more than half of the patient 
population have less than four years of education (e.g. McIntyre, Fernandes, & Araujo-Soares, 2000). Effective prac-
tice requires combining cultural sensitivity with innovation in applying traditional methods of assessment  and inter-
vention.

As an educator, I pioneered the development of health psychology in Portugal, training many generations of 
health psychologists. They have brought  the biopsychosocial perspective to an environment  where the medical model 
is still dominant, which empowers patients and fosters more equality in health care delivery (e.g. Sousa & McIntyre, 
2008). My teaching often transposed national boundaries. I was privileged to train the first clinical psychologist in 
Angola, and conduct  research on the impact  of war trauma on health in young civilian populations (e.g. McIntyre & 
Ventura, 1996). This work inspired two other important  research initiatives. The first  one was to co-author the first 
comprehensive study of PTSD and health consequences of combat stress in Portuguese veterans of the colonial war, a 
study that  became a reference for health policy (Maia, McIntyre, Pereira, & Ribeiro, in press). The second is an out-
come study of a psychosocial intervention for women with high HIV-risk, at  the province of Beira, in Mozambique, 
conducted by my PhD student (Patrao, McIntyre, & Veiga-Costa, 2009). All these experiences are examples of how 
health psychologists can move from local to global focus in unexpected ways as well as to contribute to social justice 
beyond their immediate milieu.

My role as a consultant  produced the most potential for direct  impact  on policy, fostering social justice by giv-
ing voice to different actors in the health care delivery process (patients, professionals, administrators). As a consult-
ant to the northern Regional Health Administration (RHA), I led the first  region-wide studies on patient  satisfaction, 
the impact of programs to reduce wait lists for surgery, and professional satisfaction (e.g. McIntyre et  al., 2002). I was 
also a consultant  in a matter that is close to my heart, providing a scientific basis for the selection process of adoptive 
parents and personnel training for the Portuguese National Adoption Agency. The program sought  to make the process 
of adoption more transparent  and credible as well as expeditious, thus reducing the social injustice towards the chil-
dren that await adoption and those that are eager to parent.

Participation in international scientific or professional associations offers great opportunity to contribute to 
social justice beyond national boundaries. I believe that  a scientific society can be a powerful instrument  of social jus-
tice. Through over 10 years of executive roles at  the European Health Psychology Society and with many EHPS 
Executive Committee colleagues, we worked towards this goal in several ways: (a) by promoting increased equity in 
health psychology education and training, thus contributing to reduce the great asymmetries in health psychology de-
velopment that characterize this continent, (b) by promoting local health psychology development  through the strate-
gic selection of sites for annual conferences, executive meetings, and other initiatives, (c) by increasing access to con-
ferences, specialty workshops/groups and publications to members from countries that  are economically disadvan-
taged (e.g. reduced fees), (d) by providing leadership opportunities to members from countries that  are not  mainstream 
in the EHPS, and (e) by liaison with and representation in regional and world organizations that are advocates for so-
cial change.

There is an increasing recognition that health psychology and health psychologists have a social and moral 
responsibility to contribute to social justice both through the advancement of scientific knowledge and through social 
action (e.g. Campbell & Murray, 2004). Health psychologists in Europe have the opportunity to demonstrate that 
health psychology can make a difference to improve equity in health and well-being in Europe and beyond.

* * *
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Social justice is often seen as an absolute norm: 
equality (outputs for everyone, independent  of inputs). In 
social psychology, social justice relates not to an absolute 
norm but  a subjective one: people want  to be treated in a 
way they see as representing equity (inputs reflect  out-
comes). One typical result  of equity studies is that people 
dislike being over-benefitted. Another more negative result 
of equity studies is blaming of the victim (Jost & Kay, 
2010). Equity and equality are not similar.

Social psychologists are merely people. They like to 
assume that their work contributes to equality. Has our own 
work contributed to social justice in the world? Social psychologists working in applied research often refer to Kurt 
Lewin. Mostly because of his remarks on the practicality of theories, but also for this quote:

“I am persuaded that scientific sociology and social psychology ... can do as much, or more, for human betterment 
as the natural sciences have done.” (1948, p. 83). 

In that tradition, we have in our research team contributed to a more energy saving driving style of profes-
sional drivers, an improved quality of life of patients with diabetes, improved primary prevention of HIV/Aids, less 
medical consumption in children with asthma; more effective smoking cessation programs; improved environmental 
conditions for healthy eating; better stress management in children, less stigmatization of people living with HIV/
Aids, and etcetera. Some of that work was carried out in developing countries, empowering the target  population and 
training faculty. We also have contributed to the state of the art of understanding and changing behaviour, for example 
by showing that  fear appeals are almost  never effective, and that  promising alternatives are available. And, finally, we 
have contributed by diffusing that kind of knowledge (Bartholomew et al., 2011).

Have we done enough? Being familiar with the human tendency for self-justification, we had better not  even 
try to answer that question. Suffice to say that  our outcome expectations (as well as our experiential attitude) while 
doing this work are positive. 

* * *

There is no social justice where health inequalities 
exist. My work within the Southampton Initiative for Health 
focuses on improving the health of disadvantaged women. 
They are more likely to have poor quality diets (Robinson et 
al., 2004), and we know poor maternal nutritional status 
leads to poorer growth and development of the fetus and in-
fant, increasing the risk of chronic conditions such as cardio-
vascular disease and obesity in adulthood (Barker, 1997). My 
work offers me the opportunity to make a difference by im-
proving the diets of disadvantaged women and their children, 
thus breaking this cycle of disadvantage and inequality in 
which generations of UK citizens have been trapped.

I lead the delivery of a training intervention developed from 
evidence gathered from a programme of research undertaken by myself and colleagues (Lawrence et al., 2009; 
Lawrence et  al., 2011; Lawrence & Barker, 2009). We recognise that  the most  efficient  way of improving disadvan-
taged women’s diets is to support frontline health and social care practitioners who work with them on a daily basis. 
We are training them to have ‘healthy conversations’ with the women they meet, modelling what we want  to see in 
their practice post-training (Barker et  al., 2011). Practitioners are encouraged to explore their clients’ worlds and em-
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power them to find their own solutions to their problems. As well as empowering the women and increasing their 
sense of self-efficacy, this approach raises the self-efficacy of practitioners as they see the change in their clients. The 
training liberates them from feeling they have to find solutions to everyone’s problems. Staff working in these settings 
are frequently drawn from the population with whom they work, further enhancing the ability of the intervention to 
reduce inequalities.

Supporting change in practitioners will in turn support change in women. A quote from one trainee illustrates 
the power of the training:

“It’s changed my life as well. It made me sit down and think about my life and things I have to change in my life. It 
certainly has helped me.”

From our evaluation work, I know that we have changed the relationship they have with their clients. One 
trainee reports:

“It got me thinking that people can make up their own minds and have their own ideas; just by asking them  open 
questions, rather than bombarding them with suggestions and ideas yourself, they realise what they can do.”

I believe that “a little and often, by many, over time makes a difference”. This training is making a difference 
and in a small way is my contribution to social justice. 

* * *

Integrating concern for social justice into research 
can take place at  both the empirical and the conceptual level. 
A few examples from different  stages of my career can illus-
trate some of this work. In the early 80s I coordinated a large 
project on smoking among young people. For this I used 
both qualitative and quantitative methods with the aim of 
developing an understanding of smoking as being socially 
and materially located. In articles on this work (e.g., Murray 
& Jarrett, 1985) I argued against the individualistic victim-
blaming approach and for a more social and materialist  ap-
proach to health promotion to address inequalities in health 
practices. I referred to Bertolt Brecht’s famous poem: 

"Too much work and too little food/makes us feeble and thin/Your prescription says/put on more weight/You might 
as well tell a bullrush/not to get wet."

 In a summary volume on this study of smoking (Murray et al., 1988) we further challenged the victim-
blaming approach that was commonplace in the newly emerging health psychology. I thought  it  is useful to quote ex-
tensively from this report to give some idea of my thinking at that time:

“In designing our research we criticised the traditional psychological approach adopted by many previous 
investigators of smoking behaviour. Instead, we preferred a more social psychological approach which concentrated 
on the character of young people’s social interaction and on how they viewed smoking within the context  of their own 
lives. However, in drawing conclusions we cannot ignore the wider societal context  within which the young people 
live and within which smoking occurs. Indeed, as Corrigan (1978) states: ‘in so far as we construct our problems 
apart from society then our conclusions are located outside the political process of change in that society.’”
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In the following years I and many others have attempted to different  degrees to locate our research on 
psychological understandings of health and illness within a societal context  of increasing social inequalities and also 
to develop strategies of change within this context  (e.g. Murray, 2004). In the early 2000s I helped to convene a work-
ing party to develop a more community action approach to health psychology. The basic principles underlying this 
approach have the desire for social justice as a central theme coupled with a desire to involve health psychologists in 
various forms of social action (e.g., Murray et  al., 2004; Murray & Campbell, 2003). This was taken up further in a 
recently edited special journal section on poverty and health psychology (e.g., Murray & Marks, 2010). One of our 
current projects is concerned with promoting greater quality of life among older residents of a disadvantaged urban 
community through a range of community actions (Murray & Crummett, 2010). While these projects are informed by 
a desire to promote health and well-being by engaging marginalised groups in a challenge to social exclusion they 
have illustrated the difficulties of working at  a community level and the need to further expand the role of critical 
health psychology. Elsewhere I discuss this issue further (e.g., Murray, 2011).

* * *

Health psychology can contribute to or detract from 
social justice – we may increase inequalities or fail to benefit 
the least advantaged by our choices for research and practice. 
Or we may enhance social justice by developing theory and 
methods to address behavioural aspects of health and health-
care where there are inequalities of stigma, prejudice and 
access. I have chosen to focus my applied practice and my 
research on populations that  are relatively neglected by both 
healthcare and science, especially in the area of disability.

Practice: At an early stage, I chose to deliver psychological 
services in an area of high deprivation (Johnston, 1978), to 

people who are dying (Honeyburn, Johnston, & Tookman, 
1992; Jones, Johnston & Speck, 1989) and to patients ostracised in the healthcare community (Johnston, 1987). Cur-
rently, I supervise two government funded health psychology trainees to develop improved services for behaviour 
change for people in area of high deprivation; and, for Scottish Government, Diane Dixon and I are developing a 
framework for defining professional competencies to deliver behaviour change interventions to all populations (Dixon 
& Johnston, 2010).

Theory: The theories we use can add to social injustice. I have argued that, in health research, explanations for 
the behaviour of healthcare providers and users differ in a prejudicial way: Healthcare professional behaviour tends to 
be explained in terms of education and environment whereas patient behaviour attracts deficit and distress theories 
(Johnston, 2005). In the area of disability, I proposed models of function and activity limitations that  could be applied 
to everyone, elite athletes and people who have severe impairments alike, rather than having stigmatising models of 
behaviour exclusively for those already disadvantaged by their health condition (Johnston, 1996). Tests of these mod-
els demonstrate that  the same processes that drive activities in people without impairments are also instrumental in 
determining activities in people with impairments (Dixon, Johnston, Rowley, & Pollard, 2008). Based on this theoreti-
cal approach, we have developed an effective intervention to reduce activity limitations following stroke (Johnston et 
al., 2007), which has been incorporated into guidelines for the management of stroke (Scottish Intercollegiate Guide-
lines Network; 2010) and is currently being rolled out throughout the Scottish National Health Service.

While there is ample evidence that gender, social deprivation, age etc. account for variance in health out-
comes, the causal processes are poorly theorised. Hannah McGee and I have proposed at  least  three mechanisms: bio-
logical, psychological and environmental and have found evidence for environmental processes associated with social 
deprivation and gender influencing recovery from activity limitations following MI (Johnston, McGee, Graham, & 
Macleod, 2002). 

Measurement of health outcomes: Assessment of health and healthcare outcomes may introduce inequalities. 
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For example, women or people who are socially deprived may appear to have poorer health if the measures assess ac-
tivities which may depend on access to transport. It is important that the measures do not exaggerate – or obscure – 
disadvantage. Recent  statistical developments allow investigation of differential functioning of items within question-
naires and our work, led by Beth Pollard, demonstrates that even well-accepted measures like the SF-36 may intro-
duce such biases (Pollard & Johnston, 2010).

Intervention: Advances in healthcare interventions frequently result in increased inequalities: Typically the 
more advantaged are more likely to access the new treatments. Several explanations have been proposed: For exam-
ple, there is a persuasive case for social identity discouraging access by the more disadvantaged (Oyserman, Fryberg, 
& Yoder, 2007). Others have argued that  health may not take priority in the hierarchy of goals over safety, hunger, so-
cial acceptance, etc. Nevertheless, it  is possible that some kinds of interventions are more likely to accentuate disad-
vantage and this remains to be investigated. Dual-processing theories (Strack & Deutsch, 2004) contrast reflective 
processes with non-reflective, automatic, environmental prompts or cues, methods which are more universally acces-
sible and which have the potential to influence everyone’s behaviour. In the context of behaviour change for health, 
we have identified a wealth of behaviour change techniques which use automatic, prompted or cued methods. How-
ever, analysis of methods currently used in health services shows that  healthcare staff  are trained to deliver many 
more of the reflective, reasoned behaviour change techniques (Dixon and Johnston, 2010).

Given biases in the delivery of healthcare, enhancing evidence-based practice increases the likelihood that  the 
more disadvantaged will access effective care. Financial incentives used to manage primary care in the UK (Quality 
Outcomes framework, QOF) have reduced social inequalities in the receipt  of healthcare (Ashworth, Medina, & Mor-
gan, 2008). Our recent trial of financial incentives increased the delivery of evidence-based dental practice for chil-
dren living in deprived areas (Clarkson et  al., 2008) and was immediately implemented into policy for the National 
Health Service in Scotland.

On Reflection: Reducing inequalities has been a major theme for me throughout my career but, like others, I 
have also had other goals and distractions. In particular I would mention the draw of high tech, innovative medicine. 
While I have always worked on disability (Williams, Johnston, Willis, & Bennett, 1976), I have also done work in 
more high tech areas including IVF and surgery, but made a conscious decision to reduce that  area of my research to 
focus more on the less popular, under-researched area of disability. When asked to give keynotes I have always had 
disability as a major theme, hoping to enhance the status of this area by giving it  a prestigious platform. Also, when 
interviewed by journalists, I have frequently managed to introduce issues of social injustice e.g. the disabling architec-
tural design of homes. There are key points in one’s career when choices are made, many at an early stage, but one 
may also have opportunities to refocus in line with one’s values at later stages.

* * *

Some reflections
The contributions reflect  a rich diversity of answers. 

Our “grey beards” have demonstrated that the answer to how 
we can all contribute to social justice lies in different places; 
the political, the personal, the economic, the civic and the 
ability to seize an opportunity when presented with one. The 
contributions should be mandatory reading for the next gen-
eration of health psychologists. “Doing” social justice is not 
easy, and this is as it  should be. Questions of social justice 
force us to answer questions about  values, and it’s easy to 
lose sight of values when we are struggling to be tenured or 
publish in good journals. That  said, social justice will fail to 
capture the imagination of the next generation of health psychologists unless it is associated with a significant incen-
tive. Personally speaking, I would like to suggest that we need to chain social justice to the bigger question of why we 
keep failing to show ethical leadership in public about  psychology. We either allow psychology to be sold cheaply by 
non-psychologists or, in extreme cases; we allow psychology to become the tool of governments for interrogation and 
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torture (Pope and Gutheil, 2009). Maybe this is what  Michael Murray meant when he suggested that we have a weak 
ego?

Let’s look forward. At the beginning of the 21st century, social network sites have replaced news and media as 
the authentic voice of people. Facebook, if it  were a country would be the 3rd most  populous country on the planet. 
Increasingly, Facebook and Twitter probably do more for social justice than we can, simply by giving individuals a 
voice that they control and regulate. Obviously, social justice is not their vision, but  they offer people the first steps to 
feelings of equality and equity. Social network sites are designed so as to maximise the positive projections that indi-
viduals can receive from others, which is quite an incentive. Recently published research about Facebook usage 
showed that doctors, with profiles on Facebook, are being contacted (poked/tweeted) by their patients (Jain, 2009; 
Moubarak, Guiot, Benhamou, Benhamou, & Hariri, 2011). Such technology changes the doctor-patient relationship 
beyond recognition. It  would be interesting to ask where such behaviour fits in the illness perception continuum or 
Theory of Planned Behaviour! But seriously, the success of online social networks tells us something very important; 
people can be highly motivated to disclose, regulate and self-manage information about  themselves without  significant 
behavioural interventions. At present, it  may be mostly about their cat and their 21st Birthday party, but industry and 
business has already seen the potential. When will we?

Finally, I haven't answered the question that  I posed myself. This reflects my humility. However, rather than 
wondering what social justice is, I would be very curious to ask our contributors the follow-up question: 

"How would the world have to change for your vision of social justice to be realised?"
...but that is probably a question for a sandy beach, good wine and a Greek sunset. 
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Introduction to The International Society of 
Behavioural Medicine (ISBM) 

Behavioural medicine is an interdisciplinary 
field concerned with the development  and integration of 
socio-cultural psychosocial, behavioural and biomedical 
knowledge relevant to health and illness and the appli-
cation of this knowledge to disease prevention, health 
promotion, aetiology, diagnosis, treatment and rehabili-
tation. ISBM (http://www.isbm.info/) is a federation of 
national societies, whose goal is to serve the needs of all 
health-related disciplines concerned with issues relevant 
to behavioural medicine. Each national society includes 
both biomedical and behavioural scientists. Europe is 
very well represented in ISBM, with many member na-
tional societies for behavioural medicine e.g. member 
societies in Denmark, Finland, Germany, Hungary, It-
aly, Netherlands, Norway, Portugal, Romania, Slovakia, 
Spain, and UK, the Central and Eastern European 
Society of Behavioural Medicine, and nine member so-
cieties outside Europe (Australia/New Zealand, Chile, 
China, Japan, Korea, Mexico, Thailand, USA and Vene-
zuela). Both the most  recent past-President  of ISBM 
(Hege Eriksen from Norway) and the current  President-
Elect  (Joost  Dekker from the Netherlands ) are from 
Europe. All member national societies develop and 
maintain liaison with the ISBM and other related local 
and international professional organisations. Health 
Psychology is very well represented as a discipline 
within Behavioural Medicine, for example, in the UK, 
Health Psychologists comprise approximately one-third 
of the UKSBM membership. 

The goals of ISBM are to encourage and pro-
mote exchanges of scientific information and profes-
sional experience between social, behavioural and clini-
cal scientists, as well as practitioners, to stimulate 
research and the development of research capacity 
through formal meetings and collaborative undertak-
ings. Each ISBM national society also aims to raise the 
profile of behavioural medicine within national science 
and health policy. This is particularly important  as Gov-
ernments are increasingly recognising that  behaviour is 
a key determinant of many chronic diseases, via poor 
diet, inactivity, smoking and alcohol intake. It is vital 

that we all try and influence our politicians regarding 
the requirement for a strong empirical evidence-base in 
behavioural science and medicine, otherwise expedient 
“ad hoc” public health campaigns are likely to be rolled 
out, at great  expense, with little in the way of formal 
evaluation. When such enterprises produce disappoint-
ing results, this can be used as evidence of the lack of 
efficacy of behavioural approaches. As Marteau et  al. 
(2006) concluded in their BMJ Editorial announcing the 
formation of UKSBM; “Progress in understanding and 
changing behaviour to improve health is modest but 
real. Potential gains from the wider application of effec-
tive interventions are large and include reduced costs 
for healthcare systems and increased autonomy and 
health for individuals. We need to challenge ambivalent 
attitudes towards behavioural medicine among those 
who develop science and health policy” (p.438). 

The International Journal of Behavioral 
Medicine (IJBM) is the official journal of ISBM. It  pre-
sents original research and integrative reviews on inter-
actions among behavioural, psychosocial, environ-
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mental, genetic and biomedical factors relevant to 
health and illness. The scope of IJBM extends from 
research on bio-behavioural mechanisms and clinical 
studies on diagnosis, treatment and rehabilitation to 
research on public health, including health promotion 
and prevention. IJBM publishes research originating 
from all continents, inviting research on multi-national, 
multi-cultural and global aspects of health and illness. It 
is a quarterly journal, publishing approximately 50 pa-
pers per year. 

ISBM also publishes a Newsletter, with news 
on developments in ISBM, developments in national 
societies, and interviews with prominent members. 

How does ISBM differ from the EHPS?
The EHPS is an excellent  society for exchange 

of Health Psychology expertise, research and practice in 
Europe. EHPS has a clear focus on how the discipline 
of psychology can aid our understanding of health. 
ISBM and the national societies are characterised by 
their multidisciplinary membership, e.g. Medicine, Pub-
lic Health, Sociology, Nursing, Psychology and Physio-
therapy. Thus ISBM provides an exciting opportunity 
for interdisciplinary cross-fertilisation and exchange of 
ideas between behavioural scientists working in differ-
ent disciplines. ISBM has a clear focus on the impor-
tance of behaviour in health and medicine. The national 
meetings and the International Congress of Behavioral 
Medicine (ICBM) provide excellent  opportunities for 
this kind of inter-disciplinary interaction. ICBM offers 
the opportunity to meet  colleagues from different  disci-
plines and countries, who may have different  ap-
proaches, and to be able to learn from them. ICBM also 
offers the potential of fostering important interdiscipli-
nary relationships and collaborations. Implementation 
science is a good example of multidisciplinary behav-
ioural medicine. This is the scientific study of methods 
to promote the uptake of research findings into routine 
healthcare in both clinical and policy contexts. For ex-
ample, systematic reviews may conclude that there is 
unequivocal evidence regarding the best way to manage 
a clinical condition, and this intervention may be rec-
ommended for clinicians, (e.g. by the National Institute 
of Clinical Evidence (NICE) in the UK). However, it  is 
not unusual to find out that  “best  practice” is often not 
followed. Implementation research aims to identify bar-
riers to implementation and strategies to overcoming 
them. The scope of behavioural medicine extends from 
research efforts to understand fundamental bio-
behavioral mechanisms; to clinical diagnosis and inter-
vention; to disease prevention and health promotion. 
ISBM is intended to serve the needs of all health-related 
disciplines concerned with the integration of behav-

ioural (psychological and social) and biomedical sci-
ences. Biomedical factors are important, both as deter-
minants and as outcomes, in the context  of clinical care 
and public health. ISBM aims at the integration of bio-
medical factors and behavioural (psychological and so-
cial) factors. Finally, ISBM is a truly international 
society: its membership originates from five different 
continents. This brings a huge variation in cultural val-
ues, societal contexts and economic resources among 
the ISBM members. This variation brings challenges, 
but it  offers opportunities for exchange as well. A recent 
example is a paper in IJBM on the Chinese ‘yu’ 
syndrome, characterized by a cluster of mind/body 
obstruction-like symptoms such as pent-up emotions, 
feeling something stuck inside the head, throat, and 
chest, indigestion, bowel dysfunctions, and abdominal 
distension (Ng et al, 2011). This is of course very close 
to the Western concept of somatoform disorder.

The boundaries between health psychology and 
behavioural medicine are not always sharp and clear. In 
fact, there is significant overlap between papers in jour-
nals and conference themes, with many participating in 
both health psychology and behavioural medicine con-
ferences. Nevertheless, there are clear-cut differences, 
related to scientific disciplines, the focus of research 
and practice, and cultural diversity. Behavioural 
medicine and health psychology are complimentary to 
each other, instead of being in competition. While re-
specting and valuing differences, we believe that  the 
ISBM and EHPS can and should work together as effec-
tive allies in lobbying for increased investment in basic 
and applied research in behavioural science, medicine 
and practice. 

Why should EHPS members join their National 
Society for Behavioural Medicine?
• Many have already done so!
• ISBM is complimentary to, not in competition with, 

EHPS
• The focus is on multidisciplinary behavioural science 

in relation to health and medicine. ISBM aims to 
promote the exchange of scientific information and 
experience between different professional groups.

• ISBM aims at the integration of biomedical and be-
havioural (psychological and social) science.

• The variation in cultural values, societal contexts and 
economic resources among ISBM members offers 
opportunities for exchange.

• National societies help raise the profile of behavioural 
medicine within national science and health policy. 
These societies have excellent  multidisciplinary sci-
entific meetings.

www.ehps.net/ehp
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• Members of national societies receive free electronic 
access to both the International Journal of Behavioral 
Medicine and the Journal of Behavioral Health Serv-
ices and Research.

• The International Congress of Behavioral Medicine 
(ICBM) is an excellent biennial meeting – usually 
held in August each year. Recent  venues have in-
cluded Bangkok, Tokyo, and Washington. The next 
ICBM meeting will be held in Europe, in Budapest, 
Hungary 29th August - 1st September 2012.

• Membership of national societies of behavioural 
medicine usually represents excellent value for 
money. For example, in the UK the cost is £35 for full 
membership and £10 for students (see
http://uksbm.org.uk/). The next UKSBM conference 
will be held at the University of Stirling in Scotland 
on 13th and 14th December 2011.

To conclude, in this brief article we hope to 
have provided sufficient  information to persuade read-
ers that ISBM is complimentary to EHPS, and to seri-
ously consider the benefit they would derive from join-
ing their national society of behavioural medicine. 

References:
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The 2010 Conference of EHPS took place in 
early September, in the city of Cluj-Napoca in Romania. 
It  was hosted by the Babeş-Bolyai University, the oldest 
University in Romania, and by the Romanian Associa-
tion of Health Psychology. The overarching theme of 
the Conference was Health in Context, underscoring the 
importance of community, social, cultural, economic 
and historical contexts for health. This was our most 
eastern location yet, and the EHPS expresses our grati-
tude to the local organizers for their hospitality and a 
very successful conference. 

After the conclusion of the conference, the 
EHPS Executive Committee asked delegates to evaluate 
different  aspects of their visit and participation in the 
2010 EHPS annual event. We developed an evaluation 
survey, and are very grateful to Natalie Schüz for set-
ting up the online technology and processing the data. 
We now have a section on the EHPS website, which can 
also be used in the future for online surveys. Here are 
some of the results of this evaluation:

The survey was filled out  by 288 delegates of 
the conference, of which 43.4% were EHPS members 
and 54.9% from a total of 640 delegates were not  mem-
bers. The overall quality of the conference was well 
evaluated, with 23.6% of the delegates stating it was 
good, 51.4% stating it  was very good, 17.7% that it was 
excellent. On a 5-point scale, the quality of the sympo-
sia was rated as 4.0, of the keynote lectures as 4.02, and 
the quality of chairing as 4.13. The overall quality of 
the workshops was rated highly at 4.14, and in the 
open-ended question people commented on the excel-
lence of the workshops. The quality of the poster ses-
sions was rated a little lower at  3.69. For the 2010 con-
ference the Scientific Committee had decided to have 
poster sessions without  poster presentations. Half of the 
delegates stated that  they prefer to have poster presenta-
tions (50%), while 29.9% stated that  they prefer without 
presentations, and the rest had no preference. Many 
delegates (35.8%) felt that  this year there were too 
many posters for the room. While 57.6% felt they were 
the right number. This is compared to, for example 
2.8% who felt the symposia were too many, while 
86.5% felt that they were the right number. 

For the 2010 conference the EHPS Executive 
Committee introduced an online only abstract book, in 
order to save funds and paper. While 55.5% of the dele-
gates had accessed it  before the conference, a full 40% 
had not, for different  reasons. Ultimately 55% support 
the idea of an online only abstract  book, while 28% do 
not, and others would like to see both an online and a 
printed abstract book. We will be using an online only 
abstract book again in Crete 2011 and we will take into 

account what we have learned from the 2010 experience 
and make sure information and access is clearly and 
easily available in advance and during the conference at 
computers. 

In response to the open ended question regard-
ing what aspects of the conference would delegates 
change for the future, the common answers were related 
to limiting the number of posters at each session, more 
information about the online abstract  book, and reduc-
ing the number of absent presenters. Some people felt 
that the dinner had a slow start  or that preferred food 
choices were not available, but  many commented that 
after that the celebration was very enjoyable. These are 
issues which the EC is considering in detail in prepara-
tion of the 2011 Conference in Crete. In response to 
which aspects of the conference worked well, the re-
sponses were very positive, stating that  it offered a high 
quality of presentations, representing a diversity of 
themes, methodological approaches and international 
representation. “The keynote topics were very well 
chosen”; “I would like to commend the organizers for 
including a wide range of approaches, including critical 
and qualitative.” Delegates felt that  the conference 
offered a unique opportunity and settings to meet 
colleagues and other PhD students. Delegates were very 
impressed by the hosts and local organizers, stating that 
they were always available, proactive, dedicated and 
extremely helpful. 

 “The hosting of the local organizing committee was 
excellent.  The conference was very well organized and the 
atmosphere was welcoming.”

 “I would like to congratulate the organization for 
choosing this city for a conference called Health in Context. 
It was really interesting to get to know Cluj and some of its 
particularities and grow with them. Also I would like to thank 
the local team.” 

“The attention before, during and after the confer-
ence was impressive. They were very helpful, answering all 
your questions, making changes and everything I needed. 
Congratulations to the organization team!”  

Irina Todorova
EHPS Past President and Conference Officer
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The EHPS launched a new Networking Grant 
initiative in 2010. The aim of the Networking Grants is 
to support  collaboration across EHPS countries and 
members in their research endeavours. It is hoped that 
these grants will catalyze initial stages of the develop-
ment of collaborative research projects involving EHPS 
members in different  institutions/countries (e.g., a small 
pilot study/meeting or a first part of a larger project). 

In 2010 a full Networking Grant (5,000 Euros) 
was awarded to a team that aims to set  up a European 
network of researchers to explore the potentials and 
mechanisms behind self-affirmation. In particular, mod-
erators of the effects of self-affirmation on health cogni-
tions (e.g., risk perceptions, intentions) and health be-
haviours will be examined. Funds were requested to 
support  a series of pilot studies based on the expertise 
of the applicants and research meetings to discuss re-
sults and write a competitive European wide grant pro-
posal. The collaborators on this project include Richard 
Cooke (Aston University, UK), Peter Harris (University 
of Sheffield, UK), Guido van Koningsbruggen 
(University of Utrecht, NL), Urte Scholz (University of 
Zurich, CH), and Benjamin Schüz (German Centre of 
Gerontology, D). Benjamin and the team will write a 
short  report  about  the outcomes of this award later in 
2011 in the European Health Psychologist.

CREATE Visiting Scholar Grants/Tandem Grants

In 2009, the EHPS decided to fund two new 
initiatives with the purpose of promoting collaboration 
and networking across countries: 2 tandem grants for a 

maximum of 2000 Euros each, and 2 visiting scholar 
grants for a maximum of 1000 Euros each (which gives 
a total of 6000 Euro). In 2010, we ran these schemes for 
young researchers for the second time. 

In 2009, we had many, very high quality 
applications for both types of grants. In 2010, however, 
we only received applications for the visiting scholar 
grants. The grants committee evaluated the applications 
and then proposed to award grants to 6 visiting scholar 
projects. The Executive Committee agreed to transfer 
the money from the tandem grants to the visiting 
scholar grants. The projects covered a wide rage of top-
ics, such as "mindfulness interventions in healthcare 
professionals who suffer from burnout", "psychological 
health and wellbeing of women who have had instru-
mental intervention during childbirth", "grief of health-
care professionals and how it  affects patient  care", "so-
cial exclusion in chronic pain patients", "the role of so-
cial identity in shaping sexual behaviour of men who 
have sex with men", and "impact  of training delivered 
to volunteer walk leaders". Recipients were Asimina 
Lazaridou from Greece visiting Ellen Lager, Ingrid 
Rowlands from Australia visiting Maggie Redshaw, 
Leeat Granek from Canada visiting Michelle Fine, 
Adriana Banozic from Croatia visiting Jessie Dezutter 
and Jos Corveleyn, Kasia Banas from the UK visiting 
John de Wit, Katerina Kassavou from the UK visiting 
Kerry Chamberlain. All 6 recipients have been asked to 
send a short  abstract  that will be published on the EHPS 
website and to write a report for the EHP as well. 

Gerry Molloy & Holger Schmid
EHPS EC

www.ehps.net/ehp

EHPS Networking Grant Initiative 2010

EHPS grants

THE EUROPEAN HEALTH PSYCHOLOGIST Volume 13, March 201117

http://www.ehps.net/ehp
http://www.ehps.net/ehp


www.ehps.net/ehp

ehp editorial board ehps executive committee (2010-2012)

editors
 Rik Crutzen
 Maastricht University, the Netherlands

 Emely de Vet
 Utrecht University, the Netherlands

co-editors
 Richard Cooke

Aston University, UK

Anthony Montgomery
University of Macedonia, Greece

 Jana Richert
 Freie Universität Berlin, Germany

editorial manager
 Natalie Schüz

Freie Universität Berlin, Germany

president
 Paul Norman

Sheffield University, UK
 
president elect
 Falko F. Sniehotta

Newcastle University, UK

past president
 Irina Todorova
 Health Psychology Research Center,
 Bulgaria

secretary
 Karen Morgan
 Royal College of Surgeons, Ireland

membership officer and treasurer
 Amelie Wiedemann
 Charité Berlin, Germany

communications officer
 Manja Vollmann
 Konstanz University, Germany

national delegates officer
 Efrat Neter
 Ruppin Academic Center, Israel

education and training officer
 Holger Schmid

University of Applied Sciences North-
western Switzerland, Switzerland

ordinary member
 Gerard Molloy
 University of Stirling, Scotland

Disclaimer: The views expressed within the European Health Psychologist are those of the authors and do not necessarily represent those of the European Health 
Psychology Society (EHPS) or the European Health Psychologist’s (EHP) editorial board.

THE EUROPEAN HEALTH PSYCHOLOGISTVolume 13, March 2011 18

http://www.ehps.net/ehp
http://www.ehps.net/ehp

