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  STOP Consortium Meeting 

 
November 25 and 26, 2021 

Carmen de la Victoria, Granada, Spain 
 
 
Participants: 
 

RSD: 
 

 
 

 
 

 (Project coordinator) 
 

UGR: 
 

 
 
 

 

 

Advisory Board: 
 

 
 

 
 

DAY 1 
November 25, 2021 
9:15 a.m. - 2:30 p.m. 

 
Welcome 

 welcomes everyone and introduces the agenda. This is our first opportunity to meet in person. 
We are now fifteen months into the STOP project and have managed to get to know each other but 
meeting in person should ease reflections and discussions. Thanks to the Spanish team for organizing 
it.  
 

 presents the agenda for the two days, and everybody introduces themselves. 
 

 mentions that today, November 25, is the International Day for the Elimination of Violence 
against Women. 
 
Overall status of the project - WP1 
Despite Covid-19, we have made huge advances in the project. We designed and implemented the 
intervention tools within a year and the screening, and counseling is now well under way. A Progress 
Report was submitted to the Commission at the end of September. At this time, we have an open 
amendment process, mainly concerning a six-month extension of STOP, as well as minor changes to a 
number of deliverables and milestones. The request is ready for submission, but technical issues on the 
part of the EU prevents us from doing so at this time. However, the project officer has given us 
preliminary acceptance.  
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 presents the revised timetable - as per the pending amendment: 
 

 

 

 
 

Changes to WP1 and WP3 are insignificant, simply extending the tasks as planned, as well as two 
additional consortium meetings. Changes to WP4 include extensions needed to ensure sufficient 
inclusion numbers. WP5 has extended task 5.2 significantly to allow for a better recruitment process. 
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 presents the remaining deliverable due dates. The project management team emphasizes the 
importance of starting deliverables early, as there is a large number of deliverables due at the end of the 
project. During the spring of 2022, we need to consider D1.8 and D1.9. 
 
Three deliverables are due in 2022 and in January and February of 2023, alone, ten deliverables are due. 
We need to prepare for this well in advance. 
 
Deliverables due in 2022: 

• Protocol for Pilot RCT (D5.1) UGR – M22 (June) 
• Acceptability and feasibility of video counselling and app (D4.4) OUH – M26 (October) 
• Follow up interviews + Analysis pre-post intervention (D4.5) OUH – M28 (December) 

 
Deliverables due in 2023: 

• MAST analysis (D4.6) OUH - M29 (January) 
• Pilot RCT'S study + feasibility analysis (D5.3) UGR - M29 (January) 
• Dissemination and communication report (D1.2) OUH - M30 (February) 
• Final Conference (D1.6) OUH Evaluation report (D1.7) OUH - M30 (February) 
• Network + memorandum of cooperation (D1.8) OUH - M30 (February) 
• Meetings with NGOs + authorities for dissemination (D1.9) OUH - M30 (February) 
• Scientific papers (D4.3) OUH - M30 (February) 
• Protocol of a full scale multicentre RCT (D5.2) UGR - M30 (February) 
• Policy recommendations (D5.4) OUH - M30 (February) 

 
The project website 
STOP’s website [www.stop-ipv.eu] is static and only infrequently updated. Accordingly, the need for 
more post-covid activity is discussed.  suggests adding photos from our settings and presenting 
an overview of the project, showing the scope of STOP to share with our colleagues in the field.  
suggests adding photos from the consortium meeting.  suggests improving its Google ranking; as 
it is, it is difficult to find the website through search engines.  seconds this, suggesting that we 
apply search engine optimization techniques and Google Ads to make STOP appear on the first page of 
search results for a few months; this should help us rank higher afterwards.  suggests adding 
related publications to the website, including automatically sending new systematic reviews to it, using 
Google to keep it fresh.  notes that we should be careful not to give all of our knowledge away this 
way, but to keep it for future proposal writing.  notes that if we intend to apply for more grants 
in future, an outdated or not visible website does not ease this. It is in everybody’s interest that we keep 
the website updated. Due to the budget for the website, we didn’t pay for website analytics.  and 

 suggest doing it and the team agrees that we should prioritize this. It will also allow us to 
see where visitors come from. 
 
Suggestions for content should be directed to  and news for the website will become a regular 
point on the agenda for monthly meetings. 
 
Region of Southern Denmark has the responsibility to maintain the website for five years after the 
project has formally ended.  notes that project websites tend to be static once the final deliverables 
have been added, after when websites are kept running, as per EU request. 
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Video counseling and safety planning app - WP3 
 presents the status of WP3. 

 
Video counseling: 
There have been no support calls regarding the video application, but a number of follow-up meetings 
have been held. In both Denmark and Spain, the video software works well with few challenges with the 
video connection. Good contact via video. Having the women in their own known surroundings help 
the women feel safe. It has been well-received by the women. It may be difficult not to be able to help 
distressed women in person - instead, suggest what you would do in a face-to-face consultation, such 
as suggesting that they get some tissues or if they need something to drink. 
 

 and  have tried troubleshooting issues with using the safety planning app while 
having video counseling. They don’t seem to work simultaneously, and the sound disappears from the 
video counseling.  
 

 inquires if any partner has interrupted the counseling?  has experienced this: the woman’s 
solution was to go into another room. In Denmark, the midwives have not experienced it, but they have 
prepared for how to handle it by e.g. talking about the baby. 
 
Safety app: 
A number of bugs have been fixed, including errors with receiving emails in case of forgotten passwords 
as well as errors displaying full consent texts. It seems that none of the women have experienced this, 
though. 
 
There are two wishes for further development: a smaller Android version and an autosave function. 
These are not being persued due to budget restraints. 
 
Extending the licenses for seven months will cost 596 €/mo. (down from €740/m.). We will still pay a 
fixed fee and not according to usage. Vibeke and Stella are looking into paying parts of the costs.  
 
In Spain, the women report that the more useful sections are the resource module, and in some cases, 
the diary.  notes that many women do not feel the app is useful for them. The need for it depends 
on the woman’s situation.  tries to discuss it with the women and adjust the use of the app to the 
individual woman. 
 
In Denmark, few women are using the app as it does not fit their situation; the women do not see it as 
an acute issue as most experienced IPV with an ex-partner. Regardless, there will be focus on 
introduction and ways to use the app as well as follow-up during the counseling with a plan for the use 
of the app. The Danish midwives assist with the practical things at the first physical meeting. They are 
discussing giving the women small tasks to do in the app. 
 
In both countries, the safety app is most relevant to those who feel unsafe due to risk of physical violence. 

 underlines that it is possible to edit the modules for each woman, which might make it more 
relevant to the women.  
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Implementation of the STOP intervention - WP4 
 
Screening and Intervention in Spain 

 and  reports on STOP in 
Spain. There was a reduction in the 
number of screened women over the 
summer holidays.  
As Covid-19 restrictions were eased 
after the summer, the number is 
stabilizing but in a slower flow than 
before the summer holidays. It is now 
harder for the midwives to be alone with 
the women. In Spain, midwives are 
being sent motivational letters and given 
incentives (of €100-150) due to low 
motivation and difficulties in screening 
and a growing tiredness with the long 
study. These initiatives appear to be 
effective. In the letter we acknowledge 
their challenges. There are 28 midwives 
across 54 primary care centers. 
 
In Spain, the screening tool has been 
adjusted. Now women are asked for 
both email address and telephone 
number for contact. 
 

 asks if there is a selection bias in the screening, and if so, which women are not screened?  
replies that we have no way for the midwives to mark the women “not screened”. It has been tried, but 
it couldn’t be done systematically. Therefore, we do not have such information at this time.  
explains that the information may be in the system, but we did not seek access to the data. It may be 
difficult to get access to it now: to get the information we need to have specific details about the names 
of the midwives, etc.; this makes it difficult to gather the information.  suggests that other 
variables should be collected, e.g., ages, parity, etc. Stella notes that we can get the total number of 
pregnant women from the Andalusian health authorities, to estimate percentages. 
 
Positive criteria: 
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Status on the use of the safety planning app in Spain: 
• Thirteen women have downloaded the app. It has an error that causes audio problems when 

attending video counseling and using the safety planning app simultaneously. This is 
uncomfortable for the participants and time is lost. 

• Depending on the woman, more time is needed to work with the app. Some women feel the 
app is not for them. 

• The more useful sections are the resource section, the diary, and the information about violence 
section. 

 
The quantitative evaluation is done via LimeSurvey and the qualitative evaluation is done using Linkello 
Med. There are a number of issues with this, including accessibility, also power outages and data 
capping could occur. In answering the survey, the women sometimes think of their ex-partner and 
sometimes their current partner. Benefits expressed by the women include: 

• Ability to do it their own space 
• Opportunity to talk and think about certain topics and issues 
• They learn that there are resources available to them. 

 
We need to be flexible regarding postponement of sessions. 
 
We thought about antenatal care as a window of opportunity for screening for IPV. However, pregnant 
women are about to start a family and do not wish to compromise this, leading to underreporting.  
adds that pregnancy is the only obvious window of opportunity, as it’s the only time the women come 
to us, but she wonders if they are ready and tuned for advice. Khalid adds that screening may be 
dangerous, as many obstetricians are not capable of asking the necessary questions; screening should 
not take place outside a program that includes an intervention, where there is no desire to do what is 
required - which is to have a whole screening program. 
 
Screening and intervention in Denmark 

 reports on STOP in 
Denmark, beginning with a 
presentation of the Danish 
screening process, where PRO 
questionaries (Patient Reported 
Outcomes) are sent to pregnant 
women at GA8. The women 
attend their first midwife 
consultation at about GA16, and 
those who are found eligible for 
STOP are formally invited in 
GA17. The gap between 

answering the questionnaire and attending consultations (with re-screenings) causes some delay in 
reported data. 
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 asks how many midwives conduct video counseling in Denmark and how it is organized.  
and  replies that there are six midwives who conduct counseling and that the setup depends on the 
location but that they are midwives from the woman’s local maternity clinic.  
 
There are four maternity wards in the 
region. At two of them, it was 
implemented without problems. At 
one there were minor issues and at 
another, there were significant 
problems with the PRO questionnaire 
leading to a low response rate. The 
problems have now been solved and 
the numbers are rising. 
 
Stella notes that it is about the same numbers in both countries. 
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The women’s reasons for not participating or for dropping out are that they are living at shelters, that 
they fear their ex-partner (where they are the perpetrator), and most commonly, lack the lack energy to 
participate or get help elsewhere. 
 
Premature dropout in VC 
There is a pattern of early dropout among the most vulnerable women. Surprisingly large dropout about 
session 3 - could the sessions be thematically rearranged? It is avoidable?  notes that some women 
say that if we had approached them a year earlier, they couldn’t have followed through. We are guessing 
that perhaps they are not (yet) strong enough to go through with it, that perhaps life circumstances 
influence this.  inquires whether we have permission to contact the women again.  notes 
that we need to do so. 
Sabina states that while there are some dropouts about session 3, there is not pattern in Spain. 
 

 asks if we refer those who dropout about session number three to other services or inform them 
of what to do if IPV escalates, or if they wish to return to the project.  replies that it has been discussed 
with the Danish midwives how to practice it. 
 

 states that in Spain, midwives do not wish to know which women are subjected to IPV, as they 
are legally obliged to report on it. Accordingly, they only facilitate the screening. If the women provide 
incorrect contact information, the midwives cannot do anything about it. In Denmark, the midwives 
only ask the women if the project midwives may contact them - they do not know who accepts the 
intervention.  notes that some women are afraid that we notify the municipality about them. 
 
There are differences between what to report on between the countries. The MAST model considers 
legal and cultural discrepancies between the countries. We can address it here. 
 

 states that the Danish team does not receive notifications from the consulting midwives, if they 
determine that a woman is not able to participate (under exclusion criteria) or if they do not wish to 
participate. The midwives do not always provide this information.  notes that the Danish team 
is are very much depending on the midwives in the consultations. That’s a weakness for the Danish 
setup. We need to reach all the midwives. We need to remind the midwives that they should talk to the 
women about the intervention. We are improving, but not fully there. There are about 200 midwives in 
RSD. 
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 asks if we are reaching those who are at risk of health implications or other damages? It seems that 

we mainly reach/serve the most resourceful women. 
 

 shares her experiences from the qualitative interviews (with two interviews finished): 
• Both women were exposed to emotional violence from an ex-partner 
• Both were very satisfied with the counseling 

o Relevant content, duration, and number of sessions 
o Felt safe having video counseling at home 
o Experience improved well-being after participating 

• Both were not aware that they were exposed to IPV 
• Neither used the app 
• Both women said the video counseling ought to start sooner 
• It is important to the women that they talk to the same midwife throughout the counseling. 

 
Feasibility of continuation - WP5 

 provides a short presentation on the status of WP5. 
WP5 is an exploratory work package that intends to determine the feasibility of an RCT. 
 

 
 
Status on tasks and deliverables: 

 
D5.1 is almost ready but minor tweaks will occur. It has been postponed to M22 (according to the 
pending amendment). 
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T5.2: 

 
 

 
 
The women will be reminded a month in advance. During the pre-sessions, since October,  will 
check if the women are at risk of something severe, during the pre-session she will determine if the 
woman can be part of the RCT (where the control group waits eight weeks before they begin the VC). 
 
1 woman has been invited. 
 

 asks if the two groups are comparable? How to make sure the groups in the RCT represents all 
women, also those at more than moderate risk?  There are ethical issues with waiting to help those 
at risk of severe IPV. 
Yes, both the control group and the intervention groups are not subjected to severe violence. 
 
 

The first day of the consortium meeting continues with social activities. 
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DAY 2 

November 26, 2021 
9:30 a.m. - 3 p.m. 

 
Monthly meetings in 2022 and the next STOP consortium meeting 
Due to the proximity to this consortium meeting, the project group agrees to cancel the monthly 
meeting in December 2021 and, due to the Christmas holidays, the monthly meeting in January 2022 is 
cancelled as well. In 2022, monthly meetings will be held between 10 and 11:30 a.m. on the Tuesdays of 
the first odd-numbered week of each month. 
 
The next consortium meeting planned for May 2022 is postponed to June 7-8, 2022, due to the European 
Network on Gender Violence meeting that takes place in Copenhagen, Denmark on June 8-10, 2022. 
The project group intends to participate in this network meeting and submit abstracts for the meeting. 
Deadline for submission of abstracts for the ENGV is January 9, 2022. 
 
Multidisciplinary assessment of STOP intervention - WP4 
We are obliged to write a report to the EC. We write the report based on the MAST framework.  
and  will write the report based on input from all members of the project. The report will, besides 
its formal purposes, serve to inform a case statement for future research on IPV. The MAST report will 
be confidential and, as such, won’t compromise publication efforts. 
 
The following seven domains: 

• Health problem and characteristics of the application 
• Safety 
• Clinical effectiveness (ISA, EDPS, MOVERS, safety action checklist) 
• Patient perspectives (Qualitative interviews) 
• Economic aspects 
• Organizational aspects (describe the contextual differences between our sites) (WP1) 
• Socio-cultural, ethical, and legal aspects (CPP framework we submitted) 

 
Dissemination 
Joint data collection 

 presents the expected publications across the consortium and facilitates the discussion. An 
interim publication committee compared planned papers from both sites and determined which were 
obvious for authorship from both sites. At today’s meeting, we will discuss the possibilities of joint 
papers. Joint publications are defined as publications based on data from both sites. Each partner has 
plans for their own publications, but due to the nature of STOP, joint publications are important and 
something we need to focus on. Vibeke would prefer to publish jointly whenever possible. It may be an 
advantage to present our combined data. In both Denmark and Spain, we have the following 
quantitative data: ISA, EPDS, MOVERS, and safety action checklist and the qualitative data: Women: 
GA34 and 6 weeks postpartum and Health providers counsellors and nurse-midwives. We should strive 
to have the same interview guidelines. 
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The planned papers are: 
 

• The STOP project-protocol for an E-health intervention addressing intimate partner violence 
in Denmark and Spain. In manuscript. 

• E-health psychological intervention in pregnant women exposed to intimate partner violence 
(eIPV): a protocol for a pilot randomised controlled trial. (Submitted). 

• E-health psychological intervention in pregnant women exposed to intimate partner violence 
(eIPV): Results of a pilot feasibility RCT 

• Prevalence of intimate partner violence among Danish and Spanish pregnant women 
• Intimate partner violence and postpartum depression in Danish and Spanish pregnant 

women - impact of an E-health psychological intervention 
• Intimate partner violence and victim empowerment in Danish and Spanish pregnant women - 

impact of an E-health psychological intervention 
• Views of mothers and health professionals in using an eHealth intervention addressing 

intimate partner violence in Danish and Spanish pregnant women 
 
Other papers may evolve once we have collected the data. 
 

 suggests that with the two-country approach to STOP, all publications originating from STOP 
should be joint publications, or else in some form acknowledge the consortium - such as “…on behalf 
of…[the STOP consortium]”. 
 
The following is discussed: 

• We should have outlines for papers ready for the consortium meeting in the spring, to have 
something to look into. 

• From a social science perspective, addressing the intervention from different legal, cultural, 
political, etc. contexts would be interesting. 

• 18 months have passed with only one paper submitted. It is important to have a writing 
committee and the writing should begin even before the data is collected. 

• How do we achieve a synergy effect between the scientific output from both sites? Each site 
contributes to a number of papers from each other’s lists, with varying first authorships.  

• We should start on those papers we can write without the need for the data.  
• We don’t have the data to support reflections on the timing/target group of the intervention. 

The discussion is interesting. 
•  and  should meet in person following qualitative data collection and discuss 

what’s important to them and what’s important to the interview subjects. It is very difficult to 
pre-plan anything with qualitative data. 

• Qualitative data means that we get answers to the questions we ask - the questions determine 
the answers received. We need to address the interview guide accordingly and be very open and 
allow the subjects to talk about their experiences - broad and open questions. 

• A thematic framework for qualitative articles. Theoretical empirical framework for the video 
counseling sessions. Can different factors from the model, can they explain why only few 
women accept participation? How does their state of pregnancy influence their outlook on their 
future in their relationships? 
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At this point, the protocol for the Pilot RCT has been submitted (in August 2021) by the Spanish team 
with contributions from the Danish team. The protocol article based on the Danish setup for STOP is 
being developed by the Danish team with contribution from the Spanish team. There is no theoretical 
framework presented in these papers. The project group will look into potential overlaps between the 
two protocols. 
 
The publication committee will meet to follow up on the publication list. The list needs to be augmented 
with more details about the scope of each article. 
 

 and  will revise the interview guidelines with the assistance of Tine; this will be in the 
beginning of December 2021. 
 
Next steps 

• We need to follow up on the safety planning app and the customizability of it, especially making 
the pregnant women aware of this feature.  

• Adjusting the interview guide. 
• Address the website: frequent updates and improving its ranking. 
• Get media coverage. UGR’s Press Office can assist. 
• Prepare an abstract for the Copenhagen meeting in 2022 – deadline January 9. 
• Follow up on the publication list.  
• Have a dissemination seminar/final conference in November 2022 in relation to the 

International Day for the Elimination of Violence against Women during the week of 
November 21-25 in Granada, Spain. We will begin preparing this at our consortium meeting in 
June 2022. 
In conjunction with the final conference, we will have a brief wrap up meeting for the project 
group. 

• Share our findings and recommendations. 
  
Feedback from the advisory board 

 suggests that we keep qualitatively addressing the perspective of the professionals: how do they 
perceive the intervention. 
 

 mentions that a sense of tiredness will likely set in, but that it is important to keep collecting 
data. Everything seems well-planned but we do need to work more on the papers and the shared 
approach. 
 
AOB 
Thank you so much to the Spanish team for organizing and hosting the consortium meeting! We 
achieved what we met for, and it was great to finally meet each other in person. 
 
 

This concludes the consortium meeting. 




