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ABSTRACT

“CARE: Caregivers of children at risk - Education 
and Capacity Building” was a two year international 
project, from August 2013, funded by the European 
Union’s Grundtvig programme. The project gathered 
information and views from caregivers of children 
at risk and the learning facilitators who work 
with them. Moreover it identified strengths, 
weaknesses, opportunities and threats of the non-
formal education actions.  Non-formal learning 
methodologies were characterised and compared.  
A manual was produced entitled “Learning to Care”, 
presenting findings and collating good practice 
from both caregivers and facilitators across 
countries and roles.

The Partners
The CARE project was conceived and implemented 
by consortium partnership of:: 1) APDES, (Portugal) 
working with professional caregivers in children’s 
homes, coordinated the CARE project; 2) Institute of 
Child Health (Greece) intervening with immigrants 
and refugees caring for minor children; 3) Thamaia 
Associazione Onlus (Italy) acting with women 
and children victims of domestic violence; and 4) 
Northorpe Hall Child & Family Trust (UK), working 
with parents and foster carers.

Research
The project comprised two stages of data collection. 
First, a self-completed form/questionnaire collected 
information about the characteristics of non-formal 
education programs.  This was developed and 
administered to organizations that had delivered 
or received such programmes. Secondly, semi-
structured interview protocols were developed in 
order to collect information from caregivers and 
learning facilitators regarding the evaluating of 
non-formal capacity building programs. Despite 
the contrasting baseline features and caregivers’ 
profiles across countries, the findings revealed 
several commonalities. The majority of caregivers 
prefer a participative, practical, problem solving 
oriented approach in learning, sharing experiences 
with other caregivers. Moreover, regardless the 
country, caregivers described their frustration at not 
being listened to, or their needs understood, and a 
dislike of the ‘one-size fits all’ approach to offering 

learning.. Common logistical barriers include also 
the time and place for learning, as well as the 
professional’s workload and schedules.

Recommendations 
Six recommendations emerged from the findings: 1) 
To build learning on experience, needs, expectations 
and realities of caregivers; 2) Aim for real, practical 
change for caregivers; 3) Create a great space 
for real learning; 4) Develop great facilitators; 5) 
Build relationships; and 6) Celebrate and sustain 
caregivers. 
We hope these recommendations are helpful for 
facilitators, managers and anyone working to 
increase the capacity of caregivers of children 
at risk. 

Conclusions
The CARE project provided an excellent opportunity 
to better understand the role of non-formal 
education in the learning process throughout the 
life of caregivers of children at risk. It enabled the 
sharing of a diversity of experiences concerning 
non-formal education across European countries 
with different geographical cultural/political 
backgrounds and languages; across different 
non-formal education initiatives and engaging 
caregivers in different roles. The major value of this 
project is the prominence and value given to the 
caregivers’ voice which fundamentally shaped 
the recommendations. 
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RESUMO

CARE: Caregivers of children at risk - Education and 
Capacity Building [CARE: Cuidadores de crianças 
em risco – Educação e Capacitação] foi um projeto 
internacional com a duração de 2 anos, iniciado em 
Agosto de 2013 e financiado pelo programa Grundtvig 
da União Europeia. O projeto recolheu informações 
e perspetivas de vários cuidadores de crianças em 
risco, bem como dos facilitadores que trabalham 
no mesmo âmbito. Serviu ainda para realizar 
uma análise das forças, fraquezas, oportunidades 
e ameaças das ações de educação não-formal. 
Foram também caracterizadas e comparadas as 
metodologias de aprendizagem não-formal. Foi 
produzido um manual intitulado “Learning to Care”, 
onde são apresentados os resultados do projeto e 
sugeridas boas práticas que emergem de cuidadores 
e facilitadores dos diferentes países envolvidos e 
com diferentes perfis. 

Parceiros
O projeto foi concebido e implementado através 
da parceria entre: 1) a APDES (Portugal), no papel 
de coordenador, desenvolvendo intervenção com 
cuidadores profissionais de Lares de Infância 
e Juventude (LIJ); 2) O Institute of Child Health 
(Grécia), que intervém junto do emigrantes e 
refugiados com menores a seu cuidado; 3) A 
Thamaia Associazione Onlus (itália), que trabalha 
junto de mulheres e crianças vítimas de violência 
doméstica; e a 4) Northorpe Hall Child & Family 
Trust (Reino Unido), que trabalha com pais e 
famílias de acolhimento de crianças em risco.

Investigação
O projeto envolveu duas fases de recolha de dados. 
Numa primeira fase, foi criado um formulário/
questionário para recolher informações sobre 
as características dos programas de educação 
não-formal. Este instrumento foi aplicado às 
organizações que providenciam/providenciaram ou 
beneficiam/beneficiaram desses programas. Num 
segundo momento, foram desenvolvidos guiões de 
entrevista semiestruturada, de modo a recolher 
informações junto de cuidadores e facilitadores 
da formação sobre a avaliação de programas 
não-formais destinados ao desenvolvimento de 
competências. Apesar das diferenças entre as 

características e o perfil dos cuidadores dos vários 
países, as conclusões provenientes destes países 
revelaram várias comunalidades. A maioria dos 
cuidadores prefere uma abordagem participativa, 
prática e orientada para a resolução de problemas, 
e favorece a aprendizagem por via da troca de 
experiências entre cuidadores. Adicionalmente, 
independentemente do país de origem, os 
cuidadores revelaram frustração pelo facto de não 
se sentirem ouvidos ou compreendidos quanto às 
suas necessidades. Mais ainda, consideram que 
uma abordagem “estandardizada” à formação não 
é desejável nem satisfatória. Algumas das barreiras 
logísticas à educação não-formal mencionadas por 
cuidadores e facilitadores recaem no tempo e local 
destinados à formação, bem como o volume de 
trabalho e horários dos cuidadores profissionais. 

Recomendações
A partir dos resultados da investigação emergiram 
seis recomendações: 1) Basear a educação não 
formal nas experiências, necessidades, expetativas 
e realidades dos cuidadores; 2) Focar os objetivos 
da educação em mudanças reais na prática dos 
cuidadores; 3) Criar um espaço para a aprendizagem 
efetiva; 4) Desenvolver bons facilitadores; 5) 
Estabelecer relações; e 6) Celebrar e apoiar os 
cuidadores. Esperamos que estas recomendações 
sejam uteis para o trabalho dos facilitadores, 
diretores ou qualquer pessoa que dedique o seu 
trabalho a melhorar as capacidades dos cuidadores 
de crianças em risco.

Conclusões
O projeto CARE ofereceu uma excelente oportunidade 
para compreender melhor o papel da educação não-
formal no processo de aprendizagem ao longo da 
vida, dos cuidadores de crianças em risco. Permitiu 
a partilha de uma diversidade de experiências no 
âmbito da educação não-formal em vários países 
Europeus, com contextos culturais e políticos 
diferentes, bem como a partilha de experiências 
de diferentes iniciativas de educação não-formal, 
envolvendo cuidadores com perfis distintos. O valor 
adicional deste projeto recai no destaque que é dado 
à voz dos cuidadores, a mesma que deu forma 
às recomendações.
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SOMMARIO

“CARE: Caregivers of children at risk - Education and 
Capacity Building” è stato un progetto internazionale 
della durata di due anni, iniziato nell’agosto 
del 2013, finanziato dal programma Grundtvig 
dell’Unione Europea. Il progetto ha raccolto 
informazioni e le opinioni da parte dei “caregivers” 
(ossia coloro che si prendono cura) di bambini a 
rischio e dei “learning facilitators” (ossia mediatori 
di apprendimento, operatori) che lavorano con loro. 
Inoltre ha individuato punti di forza, debolezza, 
opportunità e i rischi dell’istruzione non-formale. 
Sono state descritte e confrontate tra loro 
metodologie di apprendimento non-formale. È stato 
dunque redatto un manuale dal titolo “Learning to 
Care” che presenta sia i risultati che il confronto 
delle buone pratiche identificate da cargivers e 
facilitators nei diversi paesi coinvolti nel progetto.

I partner
Il progetto CARE è stato ideato e realizzato grazie alla 
collaborazione di diverse realtà associative europee: 
1) APDES, (Portogallo) che lavora con caregivers 
professionisti all’interno di case alloggio per minori, 
ha inoltre coordinato il progetto CARE; 2) Institute of 
Child Health (Grecia) che si occupa dei minori figli 
di immigrati e rifugiati; 3) Associazione Thamaia 
Onlus (Italia) che opera con donne e bambini vittime 
di violenza domestica; e 4) Northorpe Hall Child & 
Family Trust (Regno Unito), che lavora con i genitori 
e genitori affidatari.

Ricerca
Il progetto comprendeva due fasi di raccolta dei dati. 
In primo luogo, la costruzione di un questionario 
auto-compilativo attraverso cui raccogliere 
informazioni sulle caratteristiche dei programmi 
di istruzione non-formale. Tale questionario, una 
volta strutturato, è stato somministrato a quelle 
organizzazioni che al loro interno prevedevano 
tali programmi. In secondo luogo, sono stati ideati 
dei protocolli di intervista semi-strutturata al 
fine di raccogliere informazioni dai “caregivers” e 
dai “learning facilitators” riguardo la valutazione 
dei programmi non-formali tesi allo sviluppo 
delle capacità. Nonostante le caratteristiche 
delle popolazioni di caregivers prese in esame 
da ogni paese fossero sin da principio diverse, i 

risultati hanno rivelato diversi punti in comune. 
La maggior parte dei caregivers preferisce un 
approccio all’apprendimento più partecipativo, 
pratico, e orientato al problem solving, basato su 
una condivisione delle proprie esperienze con altri 
caregivers. Inoltre, indipendentemente dal Paese, 
i caregivers hanno descritto la loro frustrazione 
nel non essere ascoltati, o nel non essere capiti nei 
loro bisogni, e una avversione per un approccio 
all’apprendimento totalizzante e uniformato per 
tutti. Altre barriere logistiche comuni includono 
anche il tempo e il luogo per l’apprendimento, così 
come il carico e gli orari di lavoro.

Raccomandazioni
Sei le raccomandazioni emerse dai risultati: 1) 
puntare e costruire un apprendimento basato 
sull’esperienza, sulle esigenze, sulle aspettative e 
sulle realtà dei caregivers; 2) mirare ad un vero, 
cambiamento pratico per i caregivers; 3) creare 
un grande spazio d’apprendimento concreto; 4) 
formare ottimi facilitators; 5) costruire relazioni; e 
6) celebrare e sostenere i caregivers.
Ci auguriamo che questi suggerimenti possano 
essere utili per facilitators, manager e tutti coloro 
che lavorano per aumentare la capacità dei 
caregivers dei bambini a rischio.

Conclusioni
Il progetto CARE ha fornito un’eccellente opportunità 
per comprendere meglio il ruolo dell’istruzione non-
formale nel processo di apprendimento permanente 
dei caregivers dei bambini a rischio. Ha permesso 
la condivisione di una diversità di esperienze in 
materia di istruzione non-formale tra paesi europei 
con diversi linguaggi e differenti background 
culturali/politici e geografici; oltre che tra le varie 
forme di istruzione non-formale e tra i caregivers 
coinvolti a vario titolo. Il valore principale di questo 
progetto è l’importanza e il valore dato alla voce 
dei caregivers che è fondamentalmente ravvisabile 
nelle raccomandazioni.
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ΠΕΡΊΛΗΨΗ

Το διεθνές πρόγραμμα «CARE: Φροντιστές 
παιδιών που βρίσκονται σε κίνδυνο- Εκπαίδευση 
και Ανάπτυξη Δεξιοτήτων» ήταν διετές και 
χρηματοδοτήθηκε από το πρόγραμμα Δια 
Βίου Μάθησης GRUNDTVIG PARTNERSHIPS 
της Ευρωπαϊκής Ένωσης. Στα πλαίσια του 
προγράμματος αυτού, συγκεντρώθηκαν 
πληροφορίες για, και απόψεις από φροντιστές 
παιδιών που βρίσκονται σε κίνδυνο όντας 
μέλη ευάλωτων κοινωνικών ομάδων. Επίσης, 
συγκεντρώθηκαν σχετικές πληροφορίες και από 
ενήλικους εμψυχωτές που έχουν εφαρμόσει 
προγράμματα μη-τυπικής εκπαίδευσης σε 
φροντιστές παιδιών που βρίσκονται σε κίνδυνο. 
Επιπλέον, διερευνήθηκαν και καταγράφηκαν 
τα δυνατά στοιχεία, οι αδυναμίες, οι ευκαιρίες 
και τα ευάλωτα σημεία των προγραμμάτων 
μη-τυπικής εκπαίδευσης που απευθύνονται σε 
αυτόν τον πληθυσμό. Μέθοδοι προγραμμάτων 
μη-τυπικής εκπαίδευσης περιεγράφηκαν και 
συγκρίθηκαν. Επίσης, παράχθηκε ένα εγχειρίδιο 
με τίτλο «Μαθαίνοντας να φροντίζω», το οποίο 
παρουσιάζει δεδομένα που συλλέχθηκαν κατά τη 
διάρκεια του προγράμματος και αναφέρεται σε 
καλές πρακτικές που εφαρμόζονται στις χώρες 
που συμμετείχαν στο πρόγραμμα.

Οι Εταίροι
Το πρόγραμμα CARE σχεδιάστηκε και 
υλοποιήθηκε από το εξής εταιρικό σχήμα: Α) την 
ΜΚΟ APDES, με έδρα το Πόρτο της Πορτογαλίας, 
η οποία για τις ανάγκες του προγράμματος 
εστίασε σε επαγγελματίες φροντιστές παιδιών 
που βρίσκονται σε κίνδυνο και εργάζονται σε 
ιδρύματα παιδικής προστασίας. Η ΜΚΟ APDES 
ήταν, επίσης, υπεύθυνη για το συντονισμό του 
προγράμματος. Β) Την Διεύθυνση Ψυχικής 
Υγείας και Κοινωνικής Πρόνοιας του Ίνστιτούτου 
Υγείας του Παιδιού, με έδρα την Αθήνα της 
Ελλάδας, η οποία στα πλαίσια του εν λόγω 
προγράμματος συνεργάστηκε με μετανάστες και 
πρόσφυγες που έχουν υπό την φροντίδα τους 
μικρά παιδιά. Γ) Την ΜΚΟ Thamaia Associazione 
Onlus, με έδρα την Κατάνια της Ίταλίας, η 
οποία δούλεψε με γυναίκες και παιδιά θύματα 
ενδοοικογενειακής βίας. Δ) Και την Northorpe 
Hall Child & Family Trust, με έδρα το Mirfield 

του Δυτικού Yorkshire της Αγγλίας, η οποία 
συνεργάστηκε με γονείς και ανάδοχους γονείς.

Η Ερευνα
Το πρόγραμμα επιμερίστηκε σε δύο 
φάσεις συλλογής δεδομένων. Κατ’ αρχήν, 
συλλέχθηκαν πληροφορίες για προγράμματα 
μη-τυπικής εκπαίδευσης που είχαν εφαρμοστεί 
ή εφαρμόζονται στην ομάδα-στόχο μέσω 
ενός ερωτηματολογίου αυτό-αναφοράς το 
οποίο εστάλη και συμπληρώθηκε από φορείς 
που ήταν υπεύθυνοι για την υλοποίηση 
των προγραμμάτων αυτών. Έπειτα, 
κατασκευάστηκε μία ημιδομημένη συνέντευξη 
η οποία εφαρμόστηκε σε επωφελούμενους 
των προγραμμάτων αυτών καθώς και σε 
επαγγελματίες που είχαν εφαρμόσει ή 
εφαρμόζουν τέτοια προγράμματα, με σκοπό 
την αξιολόγηση των εφαρμοσμένων ή 
εφαρμοζόμενων προγραμμάτων. Παρ’ όλο που 
η κάθε χώρα επικεντρώθηκε σε διαφορετική 
υπό-ομάδα του πληθυσμού-στόχου και παρ’ 
όλες τις συνεπαγόμενες αντιθέσεις στα προφίλ 
των συμμετεχόντων στην έρευνα, αναδύθηκαν 
και αρκετά κοινά στοιχεία. Η πλειοψηφία 
των φροντιστών προτιμούσε προγράμματα 
βασισμένα σε συμμετοχικές μεθόδους, 
προσανατολισμένα στην έρευση πρακτικών 
λύσεων σε προβλήματα και που έδιναν την 
ευκαιρία στους φροντιστές να  μοιραστούν 
εμπειρίες τους με άλλους ομόλογούς τους. 
Επιπλέον, ανεξαρτήτως χώρας, οι φροντιστές 
περιέγραψαν το αίσθημα απογοήτευσης όταν 
δεν ακούγονται και όταν οι ανάγκες τους 
δεν γίνονται κατανοητές, καθώς και όταν 
τα προγράμματα μη-τυπικής εκπαίδευσης 
βασίζονται στην προσέγγιση ότι «υπάρχει μια 
συνταγή κοινή για όλους». Εξάλλου, κάποια 
κοινά πρακτικά εμπόδια αναδείχθηκαν μεταξύ 
των συμμετεχόντων χωρών, όπως ο χρόνος και 
το μέρος όπου λαμβάνουν χώρα τα προγράμματα 
μη-τυπικής εκπαίδευσης, καθώς επίσης και το 
υπερφορτωμένο πρόγραμμα των επαγγελματιών.

Συστάσεις
Έξι συστάσεις προέκυψαν από τα δεδομένα 
του προγράμματος: α) η μάθηση είναι καλό 
να οικοδομείται στις εμπειρίες, τις ανάγκες, 
τις προσδοκίες και την πραγματικότητα των 
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φροντιστών β) τα προγράμματα μη-τυπικής 
εκπαίδευσης είναι καλό να στοχεύουν σε 
πραγματικές, και πρακτικές αλλαγές για τους 
φροντιστές παιδιών που βρίσκονται σε κίνδυνο 
γ) Πρέπει να δημιουργείται μεγάλος χώρος 
για ουσιαστική μάθηση δ) Εκπαίδευση για την 
ανάπτυξη έξοχων εκπαιδευτών ε) Προτεραιότητα 
στην ανοικοδόμηση διαπροσωπικών σχέσεων, και 
στ) Επιβράβευση των φροντιστών και διατήρηση 
των αποτελεσμάτων των προγραμμάτων μη-
τυπικής μάθησης.
Ελπίζουμε πως συστάσεις αυτές θα φανούν 
χρήσιμες σε εμψυχωτές προγραμμάτων μη-
τυπικής εκπαίδευσης, καθώς και σε άλλους 
επαγγελματίες που εργάζονται με τον πληθυσμό 
των φροντιστών παιδιών που βρίσκονται 
σε κίνδυνο.

Συμπεράσματα
Το πρόγραμμα CARE προσέφερε την ευκαιρία 
να γίνει καλύτερα κατανοητός ο ρόλος των 
προγραμμάτων μη-τυπικής εκπαίδευσης στην 
πορεία μάθησης των φροντιστών παιδιών που 
βρίσκονται σε κίνδυνο. Επίσης, το πρόγραμμα 
επέτρεψε το μοίρασμα πολλών και ποικίλων 
εμπειριών σχετικά με προγράμματα μη-τυπικής 
εκπαίδευσης που εφαρμόζονται σε διαφορετικές 
Ευρωπαϊκές χώρες με διαφορετικό πολιτισμό 
και γλώσσα, όπως και την «συνομιλία» μεταξύ 
διαφορετικών προγραμμάτων μη-τυπικής 
εκπαίδευσης που αποδίδουν διαφορετικό ρόλο 
και στους ωφελούμενους-φροντιστές. Αλλά η 
μεγαλύτερη αξία του παρόντος προγράμματος 
ήταν το ότι έδωσε φωνή στους ίδιους τους 
φροντιστές, στις απόψεις των οποίων 
στηρίχθηκαν και οι συστάσεις που 
αναφέρθηκαν παραπάνω.
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“Care: Caregivers of children at risk - Education and 
Capacity Building” was a two year international project 
from August 2013 funded by the European Union’s 
Grundtvig programme. 
It was developed by APDES, Portugal (Coordinator), Institute 
of Child Health (Greece), Thamaia Associazione Onlus 
(Italy), and Northorpe Hall Child & Family Trust (UK). 

PROJECT DESCRIPTION

This project had the following objectives: 
• Identify different non-formal approaches to 
capacity building
• Characterize the non-formal education 
methodologies, from the point of view of 
caregivers and learning facilitators
• Identify strengths, weaknesses, 
opportunities and threats of the non-formal 
education actions, from the point of view of 
caregivers and trainers 
• Identify good practices based on findings 

Those goals were pursued through both 
the implementation of a project’s research 
component and the exchange of practices 
and experiences by project’s partners. 
Regarding the first, information was collected 
from caregivers of children at risk and 
learning facilitators1 about their non-formal 
learning experiences, using semi-structured 
interviews. Concerning the second, project 
partners got to know each other’s projects 
and working practices through visits and 
meetings. These visits entailed tours of 

facilities, working meetings and visits to each 
other’s organisations, enabling partners to 
learn from each other, work together and 
implement learning. 
In summary, the project analysed the 
caregivers and facilitators’ experiences 
with non-formal education, contrasted and 
debated the methodologies used by different 
organisations in different European countries 
to promote the capacity building of caregivers 
through this kind of education. 
This manual is the result of the CARE 
European project and its main goal is to 
suggest some examples of good practices that 
promote the capacity building of caregivers 
of children at risk, focusing on non-formal 
education approaches. 
These good practices are drawn from 
the interviews with both facilitators 

and caregivers, and it is expected that 
dissemination can benefit other European 
organizations that work in this field. 

1  In this project, learners were caregivers of children at risk and learning facilitators were the professionals that enabled them to learn.
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PROJECT PARTNERS

There is one organization 
involved from each 
partner country: Greece, 
Italy, Portugal, and UK. 
They are all working with 
vulnerable people using 
non-formal educational 
methodologies with a 
similar aim: to empower 
individuals, groups 
and communities, 
enabling them to 
improve their situation.

The Institute of Child Health (ICH) is a 
governmental agency supervised and 
funded by the Ministry of Health and Social 
Solidarity. Since 1977, the Department of 
Mental Health and Social Welfare carries 
out research and action research, and 
offers continuing education programs for 
professionals and specialized services to 
families and institutions. The Department’s 
main aim is studying domestic violence 
against children, as well as the prevention of 
children’s victimization. 
The Department’s main activities are: a) 
Primary, secondary and tertiary prevention 
programs, b) Education and sensitization 
of professionals encountering child abuse 
and neglect in their everyday practice, c) 
Sensitization of the public and modification 
of relevant social attitudes and behaviours, 
d) Bringing together research data and 
social policy through cooperation with 
the Ministries of Health and Social 
Solidarity, Justice and Internal Affairs so 
that legislation/institutional measures are 
adopted, and, e) Collaboration with European 
Institutions on carrying out international 
research projects on the violations of 
children’s rights. 
Finally, the Department of Mental Health 
and Social Welfare of Institute of Child 
Health has coordinated or taken part as a 
partner of several international projects 
funded by the EU including five European 
projects developed between 2009 – 2013 
and concerned with domestic violence, 
trafficking, abuse and imprisoned parents.

THE INSTITUTE OF 
CHILD HEALTH (ICH)
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THE ASSOCIATION 
THAMAIA ONLUS

The Association Thamaia Onlus is a 
non-profit association, established for 
the purpose of social solidarity and the 
protection of civil rights. It operates mainly 
through voluntary and non-remunerated 
activity of its associated operators who 
attend women of all social, cultural and 
economic conditions, without distinction 
of race, political and/or religious group, as 
well as in respect of children in a position of 
social deprivation.
The general aim of the Association Thamaia 
Onlus is to encourage improvements in 
the quality of life for women and children 
living conditions of abuse, violence, 
marginalization, social degradation, 
as well as conditions of personal and 
cultural isolation. 
Since 2003, the Association maintains 
an Anti-Violence Centre whose activities 
include: a filtering service to provide initial 
information and to schedule appointments; 
host talks, aimed at giving women a 
route for escaping from violence; legal 
and paralegal assistance; an educational 
service for child victims of abuse and 
witnessing violence; programs of awareness 
and training directed to citizens, schools, 
professionals and law enforcement. 
Since November 2007, Thamaia is reported 
by the Regional Province of Catania as 
local representative of 1522 (the toll free 
Anti-Violence Woman number, which 
has been set up by the Minister of Equal 
Opportunities). It is also a founder member 
of the National Association D.I.RE. (Women’s 
Network against violence) that contains 
more than 60 Anti-Violence centres and 
Houses of Women. Since 2008 it coordinates 
the anti-violence network for the Social 
and Health District D16, established with 
the public signing of a Memorandum of 
Understanding by various local institutions. 
From 2003 until today, 1360 women who 
asked for help to get out of a situation 

of violence, and 558 operators who sent 
women or asked for information on the 
service, have turned to Thamaia. According 
to the data collected, it emerged that 82% of 
women who have been assisted by Thamaia, 
have children and in 72.5% of these cases 
children are under the age of 18 when they 
are witnessing of psychological, physical, 
economic violence, and sometimes of sexual 
abuse, committed by their fathers on their 
mothers. The Thamaia Educational Service 
organizes specific routes aimed at supporting 
the parental role and the process of growth 
for children who are victims of violence. 

APDES 

APDES (Piaget Agency for Development) is 
a non-profit association, founded in 2004 
to promote integrated development. APDES 
works with people and communities in 
vulnerable situations with the aim of 
improving access to health, to employment 
and education, empowering people and 
reinforcing social cohesion. APDES is 
particularly suited to work with unemployed 
people, prisoners, drug users and sex 
workers, among others, developing activities 
concerning employment, social integration 
and civic participation. 
Inspired by the human rights foundational 
ideals, APDES promotes health through harm 
reduction strategies and the improvement of 
healthy lifestyles in different social contexts, 
such as schools, local communities and 
prisons. APDES also aims to strengthen active 
citizenship and community participation, 
through the enhancement of citizens’ power 
to exercise their rights and responsibilities. 
All intervention is guided by principles such 
as research, participatory methodologies, 
outreach intervention, advocacy, 
evaluation and transdisciplinary approach, 
materialised through three action vectors: 
Services, Research and Advocacy.  APDES 
has 45 employees from areas as wide 
as Psychology, Sociology, Social Service, 
Anthropology, Nursing, Biology, Economics 
and Management. 
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NORTHORPE HALL CHILD 
& FAMILY TRUST 
Northorpe Hall Child & Family Trust is a 
charity is based in the North of England in 
Kirklees, between Dewsbury & Huddersfield.  
Dewsbury is one of the poorest areas in the 
UK, with high levels of infant mortality, 
unemployment and health problems. 
Kirklees has a large minority ethnic 
population including refugees and 
asylum seekers.  
The Trust enables children to improve their 
mental and emotional health, providing 
therapy, mentors, groupwork and one to 
one support directly to over 1200 children 
each year.  The Trust also provides training, 
guidance and informal learning to parents, 
teachers and other care givers, providing 
indirect support to over 1000 additional 
children.  These adults are caring for 
children who have experienced abuse, 
domestic violence, neglect, and trauma 
and who have developed a wide range of 
emotional and behavioural difficulties.  
Support is provided in a friendly, non-
stigmatising way and feedback from young 
people and families shapes future services.
The Trust is a local organisation, 
working only in the communities of 
Huddersfield and Dewsbury.  It works 
closely with public health services and 

APDES is a founding organisation and 
member of numerous national and 
international networks associated with 
harm reduction regarding the consumption 
of psychoactive substances, sex work, access 
to employment and human rights. 
With headquarters in Vila Nova de Gaia, 
APDES operates nationaly in other cities such 
as Porto, Barcelos, Guarda, Viseu, Setúbal 
and Lisbon. Moreover, it is involved in 
several European projects and has developed 
projects in African countries (Angola and 
Cape Verde). Since 2008 it is actively involved 
in partnerships/networks with European 
countries, Cape Verde and Angola. 

local government to coordinate approaches 
and minimise duplication.  
Northorpe Hall Child & Family Trust employs 
the equivalent of 22 full time workers, in a 
range of full and part time roles.  Workers 
have a range of professional qualifications 
in education, counselling, youth work, 
mental health, psychotherapy, arts, events 
management, training and safeguarding.
The Trust owns the Northorpe Hall site, 
with buildings dating back to the sixteenth 
century. The hall was donated to set up the 
charity in 1963.   The site provides an office 
base and space to work with children and 
adults.  The site is also used for events to 
raise funds for the charity. This is the Trust’s 
first European project.
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DEFINITIONS 

There are a number 
of technical terms used 
in this manual and 
explained in this section. 

FORMAL, NON-FORMAL 
AND INFORMAL EDUCATION

From the first moment we are born, the 
learning process plays a vital role in life and 
our ability to stay in the world: a long and 
incessant process of maturation that leads 
us throughout life until death. We learn and 
know the world not only through school 
and educational academic experiences, but 
also by contact with each other and with 
representative figures of our existence who 
enable us to understand the society in which 
we’re living and interacting.  
The kind of education to which the most of 
Europeans are accustomed along the path of 
schooling, is formal. This means and results 
in the classic vertical learning relationship 
between student and teacher: who has the 
knowledge and transmits (teacher), imparts 
to those who  receives (learner). At the end 
of schooling, the learning is formalized 
by a certificate or diploma attesting the 
theoretical knowledge of the learner. After 
that, the practical contents are gained 
through vocational training of traineeships 
that implement the personal working 
skills: a tutor teaches the job starting 
from elementary knowledge enabling 
the outcome of a certificate which attests 
the achievement of practical skills. Even 
vocational training is characterized 
by a vertical relationship between teacher 
and learner. 
“Formal learning” is in the formal education 
system (schools, universities, vocational 
training) ensures the implementation of 
basic knowledge that enable integration into 
society.  It is regulated by Government and 
produces recognised certificates as evidence 
of learning. 
“Informal learning” is what we learn 
everyday through life experiences. It is 
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unstructured and largely unplanned. 
“Non-formal learning” is planned and 
designed by an educator, trainer or facilitator 
who is acting as a support during the 
entire learning process.  However, it does 
not lead to a qualification recognized by 
academic bodies. 
Some people benefit more from non-formal 
learning experiences, discovering their 
own role and identity and personal growth, 
developing an understanding of the world 
around them and how to interact with it. 
Some non-formal education practice is 
explicitly an alternative model of learning, 
especially in contexts of deprivation, social 
distress and inability to access to a 
formal education. 
The non-formal education is often concerned 
with “learning by doing”. This learning 
methodology is more concrete and concerned 
with experienced situations; it results in  
a more horizontal relationship between 
the learner and facilitator; it is more 
collaborative and provides simultaneous and 
mutual sharing of learning. The educator or 
facilitator, in this case, has a less active role 
in the construction of the learning, taking 
the role of support, and putting the ‘power’ in 
the learners hands.
Non-formal learning is particularly suited to 
build the capacity of caregivers of children 
at risk because is interactive as the relation 
is between the learner and the surrounding 
environment in a way that the caregivers of 
children at risk feel more comfortable with. 
It utilizes peer education and mentoring 
approaches and is more pragmatic than 
theoretical. The contents of learning are 
decided by the learner and learning can be 
lifelong.  Non-formal learning is accessible 
and can be a route into formal learning and 
work, representing a “second chance” for 
people with fewer opportunities.

Caregiver is a concept that extends itself 
to a wide range of contexts, and “there is 
considerable controversy about the most 
accurate and appropriate term by which to 
denote the wide variety of people involved 
in regular child care” (WHO, 2004, p. 6). 
However, we can say that a caregiver is 
someone who is in close contact with 
another individual and whose main role is to 
meet those individuals’ specific needs. Thus, 
caregiving can be seen as the “behavioral 
expression of (one’s) commitment to the 
well-being or protection of another person” 
(Pearlin, Mullan, Semple, & Skaff, 1990, 
p. 583).
In this manual, the word caregiver denotes 
the people who look after children and 
primarily meet their daily needs, satisfying 
children’s necessities for nutrition, shelter, 
stimulation and emotional support, ensuring 
their integrated development, physical, social 
and psychological well-being. Not only those 
practices themselves, but also the way they 
are performed – taking into account the 
affection and responsiveness to the child - 
are critical factors in this equation (Engle & 
Lhotska, 1999). In fact, and according to the 
UNICEF extended model of care “caregiving 
behaviours are mediators between social, 
health and caregiver attributes and the 
child’s survival, growth and development. 
They are a key determinant of the quality 
of the environment provided for children” 
(WHO, 2004, p. 7).
According to Bowlby, the infant needs to 
develop a relationship or “attachment”  
with at least one primary caregiver in 
order for the child’s successful social and 
emotional development, and in particular 
for learning how to effectively regulate their 
feelings (Bowlby, 1969). The author defined 
attachment as a “lasting psychological 
connectedness between human beings” 
(p. 194). Attachment can be understood 
within an evolutionary context in that the 
caregiver provides safety and security for the 
infant – that is, attachment is adaptive as it 

CAREGIVERS 
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‘Capacity building’ is a term often applied 
to developmental work with organisations 
and communities, enabling them to increase 
their capability or ‘capacity’ to respond 
to challenges and change. In this project, 
we are applying it to caregivers.  Capacity 
building is concerned with building on 
the strengths and assets of caregivers to 
enable them to be the best they can be at 
caring for children at risk. For example, a 
caregiver may not be able to stay calm when 
faced with angry or distressed children, or 
may find it difficult to ensure children’s 
nutrition needs are met.  A capacity building 
approach will begin by understanding the 
situation and the current ability or capacity 
of the caregiver, and then enabling them to 
improve their ability to respond to the 
child’s needs.
Capacity building activity aims to identify 
what is inhibiting them from improving 
their abilities and empower the individual 
or group to address them.  For example, 
it may be that the caregiver has beliefs or 
past experiences which are triggered when 
children are angry or distressed. Through 
therapy, increasing self-esteem, learning 
self-control techniques or parenting 
techniques, this inhibiting factors can be 
reduced or removed, enabling the caregiver 
to learn to be more effective in caring.
Obstacles to caregiving can be material 
as well as personal.  It may be that it is 
difficult to meet children’s nutritional needs 
because of poverty, inadequate housing 

Young children experience their world 
through their relationships with parents and 
caregivers. When these relationships assure 
safety, stability, and nurturing interactions, 
promote the healthy development of the 
brain and, consequently, the development of 
physical, emotional, social, behavioural, and 
intellectual capacities. On the other hand, 
child maltreatment may compromise health 
over the lifespan (National Scientific Council 
on the Developing Child, 2004). 
A combination of individual, relational, 
community and societal factors contribute 
to the risk for child maltreatment. 
Although children are not responsible for 
the harm inflicted upon them, certain 
child characteristics are also considered to 
increase the risk for maltreatment. However, 
it is worth mentioning that risk factors 
may or may not be direct causes of 
child maltreatment. 
Some indicative risk factors for child 
maltreatment are the following:  
A. Individual Risk Factors related to the child
• Children younger than 4 years of age 
• Special needs that may increase caregiver’s 
burden (e.g., disabilities, mental retardation, 
mental health issues, and chronic
 physical illnesses) 

CAPACITY BUILDING 

CHILDREN AT RISK

enhances the infant’s chance of survival. The 
development of an attachment relationship 
with a caregiver is fundamental to the 
children’s wellness and feeling of security, 
without which their ability to explore the 
world including other human beings, and 
their whole development, may be impaired 
(Bakermans-Kranenburg, van Ijezendoorn & 
Juffer, 2008; Bos et al., 2011; McCall, 
Groark & Fish, 2010).

or transport.  Capacity building work may 
provide practical assistance or resources 
to overcome these barriers, also providing 
information and skills to enable them to 
navigate welfare and support systems, and 
access welfare, advocacy, services or support 
groups. The particular approaches required 
will be responsive to needs and abilities, 
and the intervention will be iterative and 
responsive, starting from and building upon 
the caregivers current abilities or capacity.  
Capacity building approaches assume 
that caregivers want to do the best for the 
children in their care, and that caregivers 
are capable of more effective care if they are 
given appropriate opportunities.
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B. Family Risk factors  
• Social isolation 
• Family disorganization, dissolution, and 
violence, including intimate partner violence 
• Parenting stress, poor parent-child 
relationships, and negative interactions 
C. Individual risk factors related to the 
parent/primary caregiver
• Parents’ lack of understanding of 
children’s needs, child development 
and parenting skills 
• Parents’ history of child maltreatment in 
his/her own family of origin 
• Substance abuse and/or mental health 
issues including depression in the family 
• Parental characteristics such as young 
age, low education, single parenthood, large 
number of dependent children, and low 
income 
• Nonbiological, transient caregivers in the 
home (e.g., mother’s male partner) 
• Parental thoughts and emotions that 
tend to support or justify maltreatment 
behaviours 
Finally, the likelihood of child maltreatment 
is increased by environmental factors such 
as poverty, unemployment, social isolation, 
loneliness, and lack of social support. 
Furthermore community characteristics 
contribute to the increase of risk of child 
maltreatment. Children living in dangerous 
neighbourhoods have been found to be at 
higher risk for neglect, physical abuse, and 
sexual victimization. In addition, physical 
abuse seems to increase when cultural 
norms promote or tolerate violence.  
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RESEARCH

Through workshops in Portugal and Greece, 
the consortium agreed an approach to the 
research  component of the CARE project. 
Firstly, a self-completed form/questionnaire 
(see Appendix 3) aiming at collecting 
information about the characteristics 
of implemented non-formal education 
programs was developed and, then, 
translated and culturally adjusted by each 
partner country. The form consisted of 
two parts: one that was related to general 
information about the organization/agency 
that had delivered such non-formal learning 
programs and the second related to specific 
characteristics of such interventions. The 
aim of this form was to collect information 
from a wide range of non-formal learning 
programs that were addressing to caregivers 
of children who were at risk in order to 
identify good examples of capacity building. 
In particular, the core part requested 
information regarding the implementation 
process (time and duration, location, 
methodology and activities, target groups) 
and any evaluation of the implementation.
Secondly, two semi-structured interview 
protocols were developed in order to 
collect information from caregivers and 
learning facilitators respectively who 
both would evaluate non-formal capacity 
building programs.  The interview protocols 
were nationally adjusted to the cultural 
specificities of each partner country as well 
as to the specificities of the different target 
groups of caregivers that were selected (see  
Appendices 1 and 2). 
Particularly, the common protocol for 
interviews with caregivers of children at risk 
included the following shared items:
- Demographic information of the caregiver 
(i.e. sex, age, nationality, ethnic group, 

educational level, marital status, number of 
children);
- Information regarding the children (any 
needs reported by the caregiver, sex, age 
relationship with the caregiver);
- Learning program: a) Identity (i.e. 
name, time of implementation, source 
of information/ reference, responsible 
organization); b) Evaluation of the personal 
learning experience/participation in (i.e. 
usefulness in terms parenting role and 
daily care of children, satisfaction from 
participation, strengths and weaknesses of 
the implemented activities/procedures); c) 
Suggestions for future learning caregiving 
programs (i.e. what issues caregivers 
evaluate as necessary to be included in 
future programs, which learning processes 
they consider as helpful for empowering 
themselves).
Moreover, the shared protocol for interviews 
with learning facilitators included the 
following common items:
- Demographic information of the learning 
facilitator/trainer (i.e. sex, age, specialty, 
job position, previous working experience 
in similar non-formal learning programs, 
any special training in facilitating such 
programs);
- Identity of Learning program (i.e. learning 
content);
- Evaluation of the learning program (i.e. 
success factors, barriers and strategies to 
overcome them, extent to which the initially 
set learning objectives were fulfilled);
- Suggestions of any good practices resulted 
from this program for planning similar 
future programs.
After obtaining an informed consent by 
participants (caregivers or facilitators), 
notes were taken in each interview (or were 
audio recorded) and analysed by the lead 
organisation for each country. 

PLANNING, TOOLS 
& REFLECTIONS
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The target population (caregivers) that was 
selected was adult immigrants and refugees 
which are caregivers of minor children 
(0-18 years old). Greece is one of the main 
gateways of migrants travelling to Europe. 
Migration is a complex process, involving 
a heterogeneity of causes, experiences, 
cultural adjustment and stages, that is likely 
to influence the mental health of migrants 
(Bhugra and Becker, 2005). The stresses of 
the migration process itself combined with a 
lack of social support, a discrepancy between 
achievement and expectations, economic 
hardships, racial discrimination and 
harassment, and a lack of access to proper 
housing, medical care, and religious practice 
can lead to poor self-esteem, an inability to 
adjust, and poor physical and mental health 
(Bhugra and Becker, 2005)1. There is growing 
evidence of the impact of post-migration 
factors on the mental health of refugees, 
and asylum seekers particularly (Carlswell, 
Blackburn, Barker, 2011)2. Thus, it might 
be inferred that in some cases caregiving/
parenting might be adversely influenced, 
with impact on psychosocial care and 
development of children.  
Data collection was implemented in 
two phases; during the first phase, 
336 governmental /NGO-Non Profit 
organizations/ municipal social services/ 
migrant associations/networks working 
with migrants and/or refugees located in 
Attica region were contacted via an email 
or telephone within the aim of recording 
any parenting or social inclusion or 
health education non-formal learning 
and capacity building program that has 
been implemented from 2002 until 2014. 
Four (4) large-scale national organizations 
responded giving information for 27 non-
formal learning programs, using the form 
in Appendix 3. Despite of the low response 

rate of the organizations/agencies a wide 
range of non-formal education areas were 
reported, such as parenting, public health, 
social integration, legal advice, addressing 
not exclusively to migrants and not 
exclusively to parents (i.e. projects 
promoting employment, learning Greek 
language etc). Six (6) interventions were 
excluded as non eligible (i.e. non-formal 
school for migrant children and not 
caregivers, a newsletter etc).  
During the second phase, a convenient 
sample of five (5) caregivers (who 
participated in the collected non-formal 
education programs) and of 10 learning 
facilitators were interviewed face to face 
by one interviewer (including skype) at a 
structured interview (see Appendix 2) within 
the scope of identifying good examples of 
non-formal learning and capacity building 
programs that support and empower social 
vulnerable caregivers at their parenting role. 
Ten female learning facilitators (3 social 
workers, 3 (developmental) psychologists, 1 
pediatrician, 1 teacher of Greek language, 1 
pensioner journalist-volunteer facilitator, 
1 pensioner secretary-volunteer facilitator) 
with mean age 48.5 years old, and 10 years 
(mean) of previous experience at facilitating 
non-formal education programs (of primary 
and secondary prevention) were interviewed. 
The same or different programs were 
evaluated by the migrant caregivers-
trainees. Four of them were female and 
one male, with a mean age of 35 years old. 
Only one of them was working at the time 
of the interview and the rest of them (4) 
were either unemployed or not at work. 
Three (3) caregivers had received vocational 
education, one university and one high 
school education. All were migrants with a 
Nigerian (2), Albanian (1), Polish (1), Greek 
(1) nationality living in Greece for 12.6 years 
(mean). All caregivers-interviewees had two 
children (mean) all girls, with a mean age of 
5.5 years old. Four of them were married and 
one was divorced.

PARTICIPANTS AND 
PROCEDURES 

1. GREECE
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The methodology used comprises two 
phases: in a first phase, the facilitators 
of women’s refuges were contacted by 
telephone, and they were informed of the 
project and its purpose. Nine (9) centres had 
responded positively  to this first phase of the 
project. Then it was decided to send them the 
questionnaire form by email (see Appendix 
3), designed to investigate the activities of 
non-formal education. 
In the second phase, were recruited for 
the study two categories of participants in 
order to be interviewed (see Appendix 1): 1) 
caregivers who are women/abused mothers 
who asked for an help in our supporting 
centre in the last two years and; 2) those 
working in the national network of call 
centres and in DIRE refuges and shelters 
(operators/facilitators). 
Ten (10) caregivers, all women, were 
contacted and eigth (8) of them, who 
attended a program of non-formal education 
activities at the refuge, have responded to the 
semi-structured interviews. The participants 
were aged between 30 and 50 years, all of 
different social standing and professional 
backgrounds. They are abused mothers, 
who are supposed to be caregivers for their 
children, attending a DIRE refuge for the 
coming out from the violence, received a 
range of support for themselves and their 
sons, such as: pycho-therapeutic advices, 
law advice, support groups, parental support, 
relational support to the couple mother/son 
in order to deal with fear and aggressiveness, 
to overcome them. In the 60 minutes 
interviews (on average), women were asked 
about the kind of activities and programs 
they attended and enjoyed during their stay 
at the centre. 
Of the nine (9) centers contacted in the 
first phase, five (5) centres and facilitators 
have agreed to participate in the second 
phase, giving an interview. The facilitators 
are all women aged between 30 and 40 
and are all psychologists, pedagogist and 
psychotherapists. Those call centre operators 

2. ITALY (the facilitators) are involved with 
answering calls from women abused 
who are diverted to the centre, calling the 
national number 1522.  Shelter operators 
directly support women escaping violence, 
through periodic meetings, helping them in 
dealing fears linked to the separation from 
abusing men, and supporting them in their 
parental and child care role, often altered by 
the domestic context. 

3. PORTUGAL

In Portugal, according to APDES’s professional 
context, the caregivers who work in foster 
homes for children/youngsters are the ones 
included in this project; on the one hand, due 
to their importance in the development of 
at-risk children and youngsters and on the 
other hand due to fact that they usually don’t 
have any type of specific training or expertise 
for the work they develop. 
The foster homes for children/youngsters are 
social responses who aim to foster children/
youngsters at risk, in order to provide 
them life structures that are similar to the 
ones from the families, while promoting 
their healthy development. In Portugal, 
the reality of the institutional foster care 
comprehends two types of professionals: 
the technical staff (with an academic 
degree) and the educational staff. The latter 
– the participants of the present project – 
usually don’t have any type of degree or 
specialization and are responsible for the 
daily basic health care of the children. 
The educational team can be part of these 
institutions, either with rotating schedules 
or full-time positions (they have to remain 
in the institutions 6 consecutive days a week, 
with a single day off).   
In order to achieve the group described 
above and accomplish with the project’s 
goals, the study comprised two stages of 
data collection, as a result of the need 
to understand what type of training 
the caregivers are receiving. During the 
first stage there was a meeting with the 
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Portuguese Social Security Institution, the 
entity in charge of the auditing process of the 
foster care institutions in Portugal, which 
provided concrete data on the caregivers’ 
education. Also, ten (10) questionnaire forms 
(see Appendix 3) were sent to foster homes 
(8), as well as to training entities (2). Five of 
those forms were returned: 4 sent by foster 
homes and 1 by a training entity. 
At a second phase, ten (10) caregivers 
and three (3) learning facilitators were 
interviewed (see Appendix 1) and the 
interview contents were analysed. The 
caregivers’ group has included 1 man and 9 
women, who, in terms of age range, were 
distributed as following: one (1) participant 
included in the 22 to 30 range; three (3) in the 
31 to 40 range; two (2) in the 40 to 50 range; 
three (3) in the 51 to 60 range and one (1) was 
over 61 years old. On average, the caregivers 
have 12 years of work experience with 
children in foster homes, with some being 
new to the role and longest serving foster 
carer working for 29 years. At the time of the 
interviews they were responsible for taking 
care of three (3) to thirty (30) children each, 
with an average of 15 children aged between 
3 to 18 years. 
In addition, three (3) learning facilitators 
(1 women and 2 men) were interviewed, 
ranging from 31 to 40 years old, all of them 
with a Psychology-related higher academic 
degree.  The facilitators interviewed were 
mainly responsible for supervision activities 
within the non-formal education approach, 
developed with the educational team, 
although frequently whit articulation with 
the technical one.

In the UK, collaborating with staff from 
the Parent Support Service in the local 
government, a review was completed 
of the parenting programmes offered to 
caregivers. Support offered by Northorpe 
Hall Child & Family Trust was also reviewed 
to assess which were non-formal learning 

4. UK

opportunities, such as awareness raising 
sessions, telephone coaching and advice, 
work with families and groupwork with 
caregivers facing similar issues
In a second phase, 24 interviews were 
completed with parents or foster/adoptive 
carers whose children were at risk of 
reduced development or where there were 
safety concerns.  All were female and 75% 
were under 30 years old.  35% were minority 
ethnic women and 10% were disabled.  
Between them they cared for 48 children, 
mostly less than 8 years old.  Interviewers 
used the protocol in the Appendix 1, asking 
caregivers about their learning, what they 
hoped to achieve, what worked for them and 
intended future learning. Caregivers included 
carers of children living in poverty, those 
with learning or physical disabilities and/
or mental and emotional health conditions, 
and those in the care of local government or 
subject to court orders, those with experience 
of domestic abuse or exploitation and those 
from excluded or marginalised communities.  
80% of caregivers had accessed non-formal 
learning, mostly parenting programmes but 
also some personal development activities, 
skill training or self-help groups. 
A further six (6) interviews were with those 
who provided capacity building activities for 
caregivers. They were mostly women over 30 
years employed by governmental or not-for-
profit organisations. They all had relevant 
qualifications, usually at least degree level, 
and additional training. Most interviews 
were face to face with one interviewer 
completing the form.  Some were completed 
by telephone and a few were completed 
by the participant writing their answers 
without an interviewer present.  As the UK 
partner organisation works only in one or 
two towns, all participants came from the 
same local area. 
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Caregivers
All caregivers were asked to evaluate their 
learning experience of one specific non-
formal capacity building program. Four of 
them replied concerning parenting programs 
and one concerning a language learning 
program for adult migrants. All were parents 
of minors. 
The caregivers (n=5) who were interviewed 
during the second phase of this study 
reported that they were informed about the 
non-formal capacity building program from: 
i) their children’s nursery (n=2), ii) from the 
Social Services of the municipality (n=1), or 
iii) friends who knew the NGO who provided 
the parenting program. 
When asked about their motive to participate 
in a non-formal capacity building program, 
one reported that she had no particular 
reason and the rest (n=4) reported as the 
main reason of participation:  i) the need for 
empowerment concerning her parent role 
after getting a divorce, ii) the need to learn 
Greek in order to be able to find a job, and 
iii) the need to deal with the spouse’s mental 
health problems. 
Almost all interviewees (n=4) gave a rate of 7 
[1=not very much, 7= very much] when asked 
to evaluate their satisfaction from their 
participation in the program. 
The key issues that the caregivers liked the 
most were: i) the fact that this program was 
provided free of charge, ii) near to them 
within the district of their community, iii) 
the content included everyday practical 
issues related to their children’s development 
and parent’s proper and sensitive response 
to their needs, and iv) the availability of an 
expert professional.        
The program’s usefulness was rated in terms 
of: a) caring for children, b) empowerment 
of their parental/caregiving and c) the 
relationship with partner. The usefulness 

FINDINGS

1. GREECE of participation was rated by caregivers 
excellent both in terms of caring for their 
children and feeling more confident 
regarding their parenting role, whereas 
a mean rate of 4.25 (1=not very much, 7= 
very much)  was reported when asked how 
helpful was their participation for their 
relationship with their partner.  
When asked if the children they are raising 
had any special needs caregivers reported 
the following: health insurance, clothing, 
educational needs, legal status that 
impedes register the child in school, 
child’s language difficulties.  
Most caregivers reported that parenting 
programs which help parents dealing with 
the daily routine with their child including 
stressful situations with them would be 
useful for caregivers like them. One noted 
that any program that would find them a 
job and providing the caregivers with food or 
clothing would be very useful for a parent. 

Facilitators
Learning facilitators (n=10) participated at 
this study evaluated one non-formal capacity 
building that they were facilitated. Seven 
(7) of them applied a primary intervention 
learning program, two (2) primary and 
secondary intervention together and one 
of them facilitated a secondary 
intervention program. 
In particular, they reported that the 
achievement of program’s aims (mean 
rate 5.4,  1=not very much, 7= very much) 
depended heavily on the following factors: 
i) the participants’ nationality, ii) the cultural 
and religious background, iii) knowledge of 
Greek or English language. 
Facilitators evaluated learners participation 
as active in general terms, while other 
factors facilitators noted that might have 
influenced subject’s participation were: a) 
subject’s sex (women were more difficult to 
involve; also, many women had overcome 
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their husband’s negation or reluctance); b) 
nationality; c) level of education (if woman, 
husband’s level of education also important); 
d) level of subject’s participation in the 
preparation of activities (when subjects 
were involved in the decision-making, 
participation was more active); and e) 
subjects engaged more actively to activities 
with direct benefit. According to facilitators 
success factors of such non-formal learning 
programs were: a) the factors, which 
referred to the quality of the relationship 
between facilitators and target group were: 
cooperative stance, flexibility, acceptance 
of differences, trust; b) factors related to 
target group’s characteristics were: ethnicity, 
social status, educational level and previous 
educational experiences; and c) factors 
related to intervention methodologies: 
experiential, without criticisms, possibility 
for children’s participation, participation 
in defining the agenda of activities, 
free of charge.

2. ITALY

The research on the Italian territory has 
investigated specific categories of facilitators 
and caregivers as both, with different roles, 
are acting figures in a women’s refuge. 
Referring to facilitators, we found out that 
a great dedication to their work is not often 
balanced or adequately supported by a 
sufficient remuneration system. This may 
result in a partial disinvestment on target.
About caregivers, the main reason they get 
involved in this kind of programmes is that 
one of the removal from the situation of 
domestic violence they often live with their 
children and they have become aware.
The common conditions  for the success of 
non-formal education programme pointed by 
both groups of participants appear to be the 
presence of a symmetrical relationship based 
on mutual trust between caregivers and 
facilitators and the use of a common fluid 
and understandable language. Also, working 
in a group is preferred where the comparison 
with other similar persons, who have 

such as the same problems, can have an 
improving effect over the reworking of the 
violence’s experience and the development 
of appropriate coping strategies and 
problem solving.
The data suggests that the work of non-
formal education, conducted with caregivers, 
is important for its positive resonances on 
child victims of witnessing violence. The 
results suggest that working with caregivers 
will have effects on the enhancement of 
‘self-esteem, encouraging a reflection and 
a reworking of traumatic experienced 
events, exceeding the dramatic situation 
and considering a parental support for the 
acquisition of new educational styles that 
revaluate an inner sense of attachment to 
familiar affection disqualified until then.
This reinforces, where there were 
weaknesses, and repairs, where there were 
shortcomings, the ability of caregivers to 
be a good parent and the intergenerational 
transmission of relational methods not 
based on the cycle of violence, and allows 
minors to make clear about their confusion 
and feelings of sadness, fear and terror 
by developing a good attachment with the 
mother figure and a positive self-image.

3. PORTUGAL

Caregivers
Concerning the Portuguese caregivers 
interviewed in the scope of this study (n=10) 
it was found that none of the participants 
received any type of specific training in order 
to develop this job. Therefore, the majority 
learn how to care through practice/daily 
experience (n= 5), observing/taking support 
from other colleagues (n=5), or personal 
experience with children (n=3). The three 
aspects highlighted as being the most 
challenging in the caregiving are dealing 
with children’s behaviours/managing 
daily life and unexpected situations (n=5); 
spend more quality time with the children 
(n=3); and be more able to manage stress/
frustration (n=2).
Concerning non-formal education, 
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the majority of the participants already 
participated in at least one activity of this 
kind (n=9), namely in training programs 
(n=8) delivered by the social security (n=7); 
supervision processes (n=5) arranged 
by the institution (n=3); and internship 
(n=2). The contents approached were very 
heterogeneous but the ones related with 
adoption (n=3); health (n=3) and children’s 
behaviours (n=3) are the most mentioned. 
Concerning those experiences, caregivers 
emphasized as important components of 
non-formal education the facilitators’ work 
experience, especially the one acquired 
in the field (n=2); the value of sharing 
experiences between caregivers (n=3) and 
learning with practical application to the 
everyday situations (n=3). These participants 
stated that learning was less useful when it 
had excessive emphasis on the theoretical 
approach of the contents (n=3); when the 
content was not relevant to the particular 
contexts of the institutions/caregivers needs 
(n=2); when there were issues around trust 
and confidentiality (n=2). They also identified 
problems with balancing the work demands 
and the training programme (n=2). 
Caregivers wanted facilitators to have 
field experience (n=5); but also theoretical 
knowledge (n=2); be practical/oriented for 
problem solving (n=7); be comprehensive 
and trustworthy (n=2); They preferred 
an action-oriented approach to learning 
(n=8); with contents adjusted to caregivers 
and institution needs (n=6).  They valued 
a training setting which was oriented 
to the share of experiences between the 
trainees (n=5); characterized by a safe, 
non-judgmental environment (n=5); and 
which was organised in a way which meant 
training was frequent (n=5); adjusted to 
the caregivers work demands (n=3) and 
innovative in terms of activities and place of 
implementation (e.g. leisure time; n=4).
Considering the contents approached in 
the non-formal education activities, the 
participants highlighted the ones associated 
with managing the daily challenges (n=3), 
as well as the caregivers’ emotional states 

(e.g. anger, frustration; n=3). Moreover, 
they consider that the training should be 
delivered in a more continuous way (n=4), 
by specialised (n=2) and external (n=3) 
technical staff, while the participants divide 
themselves about the place - outside (n=3) or 
inside the institutions (n=3). 
In short, although there is an identification 
of several current limitations associated 
with the implementation of non-formal 
learning activities, the majority of the 
interviewees (n= 9) expressed need, 
interest, and motivation to receive this 
kind of training. 

Facilitators
All of the facilitators interviewed (n=3) 
reported to privilege, in their training 
practice, the use of strategies based on 
case discussion, as well as in caregiver’s 
reflexion/share of professional experiences 
and emotional difficulties. They too 
recognised the importance of the right 
environment, location and style of 
facilitation as key to enabling learning to 
take place, and highlighted the need to 
sustain and develop facilitators. 
The use of group dynamics (n=1), theoretical 
components (n=1) and promotion of leisure 
moments (n=1) were strategies referred as 
usually integrating the training. Facilitators 
said that a successful training program 
included consideration of the trainee’s voice 
and needs (n=3), balancing the caregivers 
and institution needs (n=1); the facilitator’s 
flexibility for adapting him/herself to the 
group and institution. This specifically 
includes managing schedules (n=3); the 
construction of a comprehensive, supportive 
and trustful training setting (n=2); as well 
as the use of creative, and dynamic training 
activities (n=2). 
Training should be free to the caregivers 
(n=1) and based on autonomous, cooperative 
and horizontal facilitator-caregiver relations 
(n=3). It’s important to manage expectations 
and balance social/leisure moments and the 
use of practical approaches (n=1). Faciliators 
emphasized the need of having a major 
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involvement of the institution  direction 
boards, in order to effectively promote 
changes (n=2). 
Facilitators identified major obstacles to 
the provision of successful training, the 
caregiver’s constrained share of opinions/
experiences due to fear of breaking 
confidentiality (n= 3); training provision 
outside de institutions; the presence of 
conflicts and therefore lack of trust within 
the group (n=2); the lack of training’s 
impact, mainly due to the direction board 
disengagement (n=2); and a facilitator’s 
approach which is focused on “absolute 
certainties” and tenets (n=1). Concerning 
those obstacles, facilitators sometimes 
have some reservations about the training’s 
impact on both institutions and 
children (n=2).
When analysing the relevance of providing 
non-formal education to the caregivers, 
facilitators recognize the need of creating 
both a learning and support place for them, 
with benefits in terms of dealing with the 
children (n=2) and professional 
development (n=2). 

Caregivers
In the UK, participant caregivers were 
mostly birth parents but also foster 
carers and adoptive parents. Caregivers 
have their own development and health 
needs, including anxiety, self-confidence, 
experience of trauma, learning disabilities 
and relationship difficulties. Some had 
experience of domestic violence or were 
migrant families and many reported 
mental health difficulties such as 
depression and anxiety.
They report that they would like to be 
better able to manage children’s behaviour, 
keep them safe, meet their health needs, 
communicate well with children and support 
their learning and development. Caregivers 
said learned most of their caregiving skills 
informally, from family members and 
friends, and many said they just knew what 
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to do by instinct.  Many also said that they 
learned through caring for others children, 
voluntary work, seeing professionals 
working with their children, from studying 
social care, from books and leaflets and 
online and many referred to non-formal 
learning experiences such as ante-natal 
classes and parenting programmes. 20% had 
done no non-formal learning. 
Caregivers described a range of benefits 
from the learning, including increased 
confidence and meeting their person needs 
as well as learning about parenting. When 
asked about what they would like to learn 
about caregiving, many caregivers identified 
real, practical challenges, such as the 
need to understand tantrums or teenage 
development better, or to understand 
drivers of behaviour and deal with difficult/
demanding behaviours, as well as to 
manage their own stress. Some wanted 
to fully understand the medical condition 
that their child had been diagnosed with. 
Also, the style, organisation and delivery of 
the learning experience was important in 
enabling them to learn. Many caregivers 
emphasised the social and relationship 
benefits of participating in non-formal 
learning, saying that they enjoyed learning 
from the experiences of other parents/carers. 
The participative processes and atmosphere 
of non-formal learning encourages such 
relationships. They valued learning which 
was practical and helped solve problems and 
which helped them recognise and build upon 
what they were doing right. They found non-
participative, lecture style approaches less 
helpful, particularly if they felt criticised or 
undermined by the material or presentation 
style.  Many caregivers emphasised the 
importance of learning taking place at a 
time and venue which was accessible and 
where they felt safe.  Some valued telephone 
advice and self-help groups, preferring less 
structure and more equal relationships.

Facilitators
Facilitators had professional training and 
qualifications and were employed in public 
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or voluntary sector organisations.
They shared some of the views of caregivers, 
recognising the barriers to learning 
presented by difficult to access places or 
times.  They also valued participative, 
problem solving, safe, structured learning 
environments. Facilitators reported that 
the learners needed to be in the right frame 
of mind and be motivated for learning 
to be effective. They identified a number 
of challenges to successful non-formal 
learning, including the lack of time to plan 
and develop relationships, the pressure 
to deliver on time and acknowledged that 
some facilitators are better organised, more 
communicative and more enthusiastic than 
others.  It was suggested that there should be 
more investment in developing facilitators 
practice and ensuring adequate time and 
resources for developing, providing and 
sustaining quality learning opportunities
and learning from experience. Like 
caregivers, facilitators recognised the 
importance of an open and honest 
relationship between learners and 
facilitators.  A successful relationship seems 
to build the confidence and skills of both 
facilitators and learners.
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BARRIERS AND LIMITATIONS 
IN THE RESEARCH

GREECE ITALY PORTUGAL UK

Complex infrastructure 
of organizations working 
with migrants

Scarce knowledge about 
the concept of non-formal 
education

Few professionals 
dedicated to caregivers’ 
training 

Large number of 
programmes and informal 
learning opportunities

Lack of a central 
coordinating authority

Participants’ difficulties 
in understanding the 
interview questions

Scarce training programs 
to caregivers

Not a significant 
representative sample, 
due to large number of 
opportunities

Lack of records for the 
non-formal education 
programmes

Personal obstacles of the 
participants associated 
with their situation

Those who had a positive 
experience were more 
likely to participate

Professionals’ work load Professionals’ work load 
and schedules

The researchers were 
facilitators and trainers, 
so not neutral

Table 1: Summary of barriers & limitations of research, by country.

During the implementation of the research 
component, each partner experienced a 
range of barriers and limitations.  Among 
the common methodological limitations, 
were identified the following: 
• The participants comprised different groups 
of caregivers (including migrants, abused 
women, adoptive and foster homes carers, 
as well as parents). The different contexts, 
languages, experiences, organisational 
arrangements and roles of participants 
provides a challenge in collating responses.
• Information was collected by phone, face 
to face interview and email, using local 
languages and by interviewers with a range 
of research and recording skills.  
• Samples are small, not representative of 

local populations and responses are not 
adjusted statistically.  
• Information is as presented by participants, 
with no cross checking or validation process. 
In Greece, mapping all the organizations 
and agencies at Attica region (Greece) who 
work with migrants or asylum seekers or 
refugees indicated the complexity of the 
infrastructure of organizations working 
with this population as well as the absence 
of a central public coordinating authority 
that could connect and facilitate the existing 
available services. Moreover, due to several 
mergings or closures or changes at the staff 
at several departments or agencies during 
the socio-economic crisis in the country, 
no record of the implemented non-formal 
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education programs was found. In addition 
the high work load of professionals was 
another barrier that contributed to the 
low response rate at the first phase of this 
research.  The Greek partner organisation 
therefore took the opportunity to attempt 
to collect further information, amending 
the survey.  
In Italy, it was challenging to prepare 
a proper translation and exhaustive 
explanation for the concept of non-formal 
learning, which is not well known in Italy. 
In addition, it was not easy to find the 
large target group we identified at the very 
beginning of the project (all mothers victims 
of violence attending a shelter and here a 
specific parental program) because of the 
difficult personal situation of those who 
are victims of violence. 
Also when a mother was involved in the 
project, it was difficult for her to understand 
the questions, so that she had problems in 
finding the appropriate answers, and for that 
reason the interviews phase took more time 
and gave diverse results. The facilitators 
(workers providing telephone support to 
women) who participated in the study, had 
limited time to spend to this research, due to 
timing and their workloads.
In Portugal, throughout the project, the 
main obstacles found were associated with 
the fact that the training programs aimed 
at the caregivers is still very insufficient 
in Portugal. In other words, the training 
programs that exist seem to be isolated 
and unstructured, thus leading to a small 
number of professional or institutions that 
dedicated themselves to this question. 
In the UK, there are very many different 
sorts of programmes and informal learning 
opportunities for caregivers, in addition 
to formal and informal learning.  There 
are evidence based parenting programmes 
delivered by local government and by non-
profit organisations, and learning and 
support for parents, foster carers, workers in 
residential care settings and others caring 
for at-risk children.  As a small, local project, 
Northorpe Hall Child & Family Trust was 

unable to ensure a large or representative 
sample of this experience.   Also, the workers 
who did the research were also those who 
deliver support including non-formal 
learning to caregivers.  It may be that those 
who had a positive experience were more 
likely to participate in the research, giving it 
a positive bias.
Recognising these limitations, the 
report offers some useful indications of 
good practices in non-formal learning. 
The research didn’t had the purpose of 
establishing a comparision between 
countries, but rather intended to identify 
good examples of non-formal learning.
The methodology allows collation of the 
presented stories and views of caregivers and 
those facilitating capacity building activity, 
gathering qualitative data and opinioin about 
their experiences of non-formal learning.
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RECOMMENDATIONS & GOOD PRACTICES

Below there are some suggestions for good practice, 
developed through this project, explored through 
workshops and ongoing discussions and derived from 
the information gathered from caregivers and trainers/
facilitators.  We hope they will be helpful for facilitators, 
managers and anyone working to increase the capacity 
of caregivers of children at risk.
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1 
BUILD LEARNING 
ON EXPERIENCE, 
NEEDS, 
EXPECTATIONS 
AND REALITIES 
OF CAREGIVERS

Caregiving is a dynamic and interactive 
process.  While caregiving means ensuring 
food and water, shelter and safety, it is also 
about developing skills and competencies 
and also about meeting emotional needs, a 
sense of belonging and the development of 
social skills and relationships.
There are many books and manuals written 
about caregiving and ‘parenting’ children and 
there are packages designed to improve the 
ability of parents to care for their children.  
Many packages have a recognised evidence 
base demonstrating improved outcomes 
and reduced risks following their use.  
However, each child and caregiver, and their 
relationship is unique.
Caregivers and facilitators of learning for 
caregivers in this project have emphasised the 
importance of understanding the priorities, 
experiences, needs and expectations of the 
individual caregivers involved.  

“[The best bit] was 
sharing knowledge and 
experiences... and real life 
examples and anecdotes” 
- Caregiver, UK

“It was a chance to talk 
about my own experience.” 
- Caregiver, UK

“I would like a self-
help group... sharing 
experiences, reflecting.” 
- Caregiver, UK

“[I’d like sessions] in a local 
children’s centre... not a 
classroom... good childcare 
– it’s important to settle a 
child in a crèche.”  
- Caregiver, UK

For example, the choice of venue, day 
and time can make a difference whether 
caregivers feel welcome, safe and able 
to attend sessions.  The recognition of 
cultural or religious requirements, childcare 
needs, work or caring commitments in 
arrangements are important.
Caregivers will have ‘needs’, but they will 
also have ‘strengths’ or capabilities that they 
bring to any learning programme.  Valuing 
their experience, knowledge, views and 
perspective can help facilitators develop 
the best way of working and improve the 
programmes they offer to other caregivers.  
Caregivers valued being listened to:
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“[I’d like] a family worker 
demonstrating at home 
– coaching me... practical 
help at home for me and 
child to learn together.” 
- Caregiver, UK

Facilitators in Italy identified the importance 
of building a “symmetrical, reciprocal, 
meaningful and empathetic” relationship 
between facilitators and caregivers. 
Some caregivers said that they did not 
feel listened to by professionals delivering 
learning sessions.  Some facilitators 
report using the same programme, tools, 
exercises and techniques with every group 
of caregivers without taking the specific 
needs of each group into account.  They 
may not know much about participants or 
their priorities, needs, culture or experiences 
and may have been encouraged by their 
managers to deliver the same programme to 
everyone, in exactly the same way.  
While this ‘one size fits all’ model may work 
for some, our research suggests that starting 
from caregivers experience means that they 
are more likely to engage and understand and 
that learning is more likely to lead to real, 
practical change and increased capacity:

“I wasn’t able to access the 
sessions as they were in 
the wrong time and wrong 
place for me.” 
- Caregiver, UK

“Caregivers want to be 
heard, since they have 
things to say” 
- Caregiver, Portugal

“It is necessary to take into 
account the experience that 
we have in our day-by-
day. Some facilitators don’t 
have this experience 
[don’t have field experience] 
and thus the training is 
only theoretical” 
- Caregiver, Portugal

“I wish those who are in 
charge were more open to 
the suggestions by those 
who spend every day with 
them. We should be more 
taken into account. They 
should listen to those who 
are with them” 
- Caregiver, Portugal

“[The facilitator] didn’t 
value carers own solutions 
– they had the ‘right’ 
answer in the book”. 
- Caregiver, UK

In Greece, a needs assessment before 
the implementation of any learning 
and capacity building program was 
mentioned by facilitators as a key 
success factor of learning. 
The ideal is for facilitators to ensure their 
learning programme adapts to the particular 
group of caregivers, drawing on their 
experience and responding to their needs:
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“It is necessary to adapt 
theory to practice. 
The facilitator should 
understand the caregivers’ 
difficulties in the field, 
should listen to him/
her, and then adapt the 
training” 
- Caregiver, Portugal

“I think one good method 
is to use the examples 
brought by the people (...) 
We should be flexible in 
order to follow the people’s 
input to the training, 
taking full advantage of 
the daily life examples” 
- Facilitator, Portugal

“What I liked most in 
this program was that 
it was free of charge and 
very close to my house, 
otherwise with my kids 
and work it would not 
be possible for me 
to participate”
- Caregiver, Greece

“I really liked that it helped 
me with the daily problems 
I had with my children. We 
learned how to set limits to 
them without violence” 
- Caregiver, Greece 

“It helped me to control 
myself and my anger when 
it came to my children” 
- Caregiver, Greece

“The program was very 
useful to me because 
it helped me to help 
my children with their 
homework” 
- Caregiver, Greece
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2 
AIM FOR REAL, 
PRACTICAL 
CHANGE FOR 
CAREGIVERS

We know that caregivers of children at 
risk often have practical challenges and 
problems to solve.  Facilitators can be flexible 
in how they organise learning and keep 
their broader aim in mind: “...for parents to 
provide the best support to children that they 
can.” (Facilitator, UK)
In Greece, in response to the question “What 
kind of educational programs do you think 
would be useful for an adult, like you, who 
raise children?” caregivers replied that 
they are interested in any capacity building 
programs that might help them to deal with 
their relationship with their partner, that 
would result in finding them a job, that 
would help them support their school age 
children focusing at their developmental 
needs or that would provide them basic 
needs material (i.e. food, shelter). 
According to learning facilitators one of the 
factors that contributed to the success of the 
program was the fact that the subject was 
related to participants’ personal motives, 
such as learning the Greek language would 
help with children’s school and with job 
hunting, their parental role functioned as a 

motive itself for some other participants. It 
was noted that the programs should be based 
on the caregivers’ own agenda and respond 
to their own needs.  

“Not just theory”

“How to get better medical 
support from health 
professionals”

“Improve child’s speech 
and language skills”

“Learn how to not put 
my son in danger while 
meeting my own needs” 
- Caregivers, UK

Caregivers and facilitators seem both 
to agree with the Kolb’s statement that 
“learning is the process whereby knowledge 
is created through the transformation 
of experience” (1984, p.38). Caregivers 
tend to prefer and value an experiential 
learning approach, characterized by being 
participatory, active, empowering, two-
way, and learner-centred. Caregivers expect 
a training that contributes to respond to 
their everyday challenges, thus based on 
their real needs, and able to make their 
work/caregiving more effective. The use of 
participatory training techniques, rooted 
in the participants’ own knowledge and 
experience, seem to be preferred. In the 
context of foster homes, is stated that “...it is 
when the challenge appears that we need to 
know how to proceed” (Caregiver, Portugal).
Roethlisberger (1977) argues that knowledge 
change is not the same as behavior change. 
The learning process can establish a link 
between the theoretical knowledge and a 
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problem-solving approach. Therefore, it 
is important to prioritise meaningful and 
practical learning, and avoid too much 
theory or inaccessible language.  
Theorising might be helpful in exploring 
options and explanations, but it can also 
inhibit positive, natural caregiving behaviour 
too.  For example, theorizing that a particular 
behaviour is “attention seeking” does not 
help the caregiver decide how to respond?  
Should they give more attention or less, 
and how?  
Caregivers often described their learning 
needs in terms of the available programmes, 
identifying that they needed to do a “Child’s 
journey parenting class2 ” or “STEPS3 ”.  It can 
be useful for facilitators to explore what 
real, practical change caregivers are looking 
for in such programmes to understand 
expectations and ensure they are realistic.

“I’d like to be more 
expertised on adolescent 
stages, read books, take 
courses to understand 
better my son.” 
- Caregiver, IT

Caregivers tend to value the facilitators with 
practical understanding and experience, as 
this enables facilitators to engage in open, 
exploring, sharing conversations about 
practical ways of responding.
Increasing knowledge and understanding 
can be important – for example learning 
about  child development, health care, 
behaviour management techniques, positive 
thinking and techniques for managing stress 
and anger can be empowering and helpful. 
However, these things are best learned 
and most valued when they are helpful in 
dealing with a real-life problem.
It is also important to recognize that real, 
sustained change may come from emotional 
or personal development or improved 
confidence and self-esteem. Caregiving 

is a ‘whole self’ activity concerned with 
relationships and while technical skill and 
knowledge is useful, a caregiver’s ability to 
be able to respond to children’s needs while 
balancing their own emotional needs and 
states of mind.  Sharing experiences and 
building relationships with other caregivers 
can impact positively on emotional and 
personal development.
We believe good practice is for learning to 
start from caregivers experience and aims 
for real, practical change.  The next step 
is to make it happen by creating a space 
for learning.

“Good learning happens 
if there is an actual 
interruption of the 
violence, the safety of the 
mother and child and a 
job network” 
- Facilitator, IT

2 Child’s Journey is a resource to help parents understand their 

child’s early development and provide advice and ideas about how 

they can support their child’s development.
3 STEPS is a programme developed by the Pacific Institute to de-

velop effective goal setting behaviour and self management.
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3 
CREATE A GREAT 
SPACE FOR REAL 
LEARNING

When caregivers have been listened to and 
understood and their experiences and needs 
have shaped the programme of learning to 
ensure it is focused on real change, then 
caregivers are motivated and interested.  
Creating a great space for real learning is the 
next step.
Creating a space for learning to take place 
effectively is not simply about choosing 
a room in a convenient location.  A great 
‘space’ for learning is a space where 
caregivers feel safe and are able to 
concentrate.  This is different for different 
people, but is often a familiar, local place.
Caregivers say that the best things about 
their non-formal learning experiences were:

“It’s not in a classroom... 
it’s in a local children’s 
centre or similar space”

“Meeting people in the 
same situation... reducing 
isolation”

 “Sharing experiences, 
reflecting – like 
supervision”

“Good childcare – it’s 
important for child to 
settle in to the crèche.”

“Skilled, experienced tutor”

“Reduced negative thoughts 
and this changed how I 
parent my children” 
- Caregivers, UK

“An enjoyable learning setting is a cultural 
and interpersonal context that provides 
interactions, considerable levels of individual 
personal support, and creates learning 
opportunities” - Ewell, 1997, p.10. A great 
space for learning allows parents to be 
open about their difficulties and open to 
new ideas and solutions from wherever 
they might come – from other parents 
or from facilitators or resources.  It is an 
environment where caregivers achievements 
and knowledge is recognised and valued and 
where the unique situation and experience of 
each individual is acknowledged.
For example, facilitators in Italy, provided 
sessions in a light and airy apartment 
with facilitators using stories, drawing and 
puppets to engage children and caregivers 
together. These were intended to be 
therapeutic for children as well as educative 
for caregivers.  In this safe space, facilitators 
use role play and games to enable caregivers 
to explore different ways of being with  
their child.
What constitutes a ‘safe space’ may be 
different for women who have experienced 
domestic violence; for refugees and asylum 
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seekers; for parents of children with learning 
disabilities; for victims of crime or for young 
male caregivers.
Caregiving is a challenging activity and 
caregivers will not always get things right.  
If they feel threatened and judged, they are 
less likely to learn from these experiences, 
whether they are parents or foster carers: 

“Work as a caregiver in 
a foster home is very 
exhausting, and very risky. 
Thus, as expected, they 
commit mistakes and 
need to be protected” 
- Facilitator, Portugal

For paid caregivers, being open about 
problems or things they want help with 
may leave them worried about losing their 
job. For those caregivers and all the others, 
confidentiality and safety is essential to 
ensure learning and development can 
take place.
A great space for real learning might be 
physically in a children’s centre or a school, 
depending on the caregivers and their 
particular concerns or issues. We can also 
think of the ‘space’ in time – perhaps after 
the children have gone to school, but before 
lunch, or one evening a week – or after a 
particularly difficult period in their life 
which they are now ready to reflect upon.  
The ‘space’ can also be created by a sense of 
safety and belonging to a group – a space 
where you feel understood.  

“It works less well when 
you spend 3 full days out 
of your workplace and 
when you arrive here after 
those three days you see 

that much of what you did 
expect to have happen, did 
not. And you realize that 
those three days were very 
different in their (children) 
daily routine because who 
remained here was not me”
- Caregiver, Portugal

Facilitators identified the importance of 
caregivers feeling that it was the right time 
for them to learn by being 

“in a welcoming, nurturing 
environment... in a group 
where everyone feels safe 
and included... open and 
honest... where they want 
to be there... sharing a 
sense of ownership... 
[and have reached] the 
‘contemplative stage’ 
of the cycle of change.” 
- Facilitator, UK

In the training context, the caregivers 
frequently find themselves in vulnerable 
situations, once this is a place permeable 
to the sharing of emotional issues, but it 
also involves risk (e.g. caregivers working in 
foster homes having fear of losing the job; 
caregivers being in situation of violence). 
Thus, being aware and sensible to the 
influences of the context in the building 
of a trusty relationship is fundamental. 
It is necessary to cultivate confidence 
that the caregivers’ best interests will be 
promoted and protected. Cooperative and 
horizontal relationships are pointed as the 
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most effective in order to achieve trusting 
relationships.  
Some caregivers said that they would like to 
learn through self-study: 

“I like to learn through 
reading, or looking things 
up on the internet – using 
forums for discussions – or 
through programs on TV” 
- Caregiver, UK  

and others said that telephone advice and 
feedback from professionals helped them 
develop their skills and knowledge.  For 
them, a virtual great space for learning is 
the right space, though some identified that 
this could be an isolating, overwhelming 
or confusing space.  For most caregivers, 
though, meeting with other caregivers was 
identified as the best way to learn.
Some caregivers in Greece reported the 
meaning of “the psychological space” that 
this learning experience had for them. 
In particular, they emphasized on the 
security and the sense of understanding 
and sympathy during the parenting group 
by the other parents and the facilitators 
that helped them feel that they belonged in 
“community”, while living alone and isolated 
in a foreign country. According to learning 
facilitators non-formal education programs 
should give attention to the development of a 
relationship between the facilitator and the 
target group based on trust, sense of security, 
support, respect, acceptance and patience. 
Moreover, it was reported that projects which 
create “meeting spaces” for both adults and 
their children help learning.  

“[It works when there 
is] a group that forms 
spontaneously and which 
has good interactions 
inside; a group driven by 
an experienced person; 
stuff suitable for the 
environment and the target 
(easy availability and 
immediacy of use).” 
- Facilatator, IT

Facilitators manage this great space for 
learning, ensuring everyone can participate 
and that their learning needs are met.  This 
requires great skill and sensitive judgement, 
to identify when things are not working 
and what to do about it.  
So, we need great facilitators...
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4 
DEVELOP GREAT 
FACILITATORS

A great facilitator has the knowledge, skill 
and the support and resources to be able 
to do the work well.  Their knowledge 
can come from education, training and 
from experience – as a caregiver and as a 
facilitator.  We’ve seen that caregivers value 
practical experience in facilitators as much 
as theoretical knowledge and understanding.  
This knowledge and understanding allows 
them effectively assess risks and identify 
crises and assist caregivers to access the 
support or services they need.
Skills include communication and 
presentation skills, listening skills, 
groupwork skills and the ability to assess 
and respond appropriately.  Great facilitators 
will have regular opportunities to reflect 
on their practice, update their knowledge 
and skills, try new approaches and receive 
feedback.  They will have a passion, not 
just for helping caregivers learn but also 
for learning and developing themselves as 
practitioners. Great facilitators use a range 
of learning techniques:

• Presentations to groups
• One to one sessions and conversations
• Shared reading material
• Self study, online or with books
• Video and photographs to stimulate 

discussion
• Role play
• Coaching in real-life situations
• Participative activities and games
• Sharing experiences, achievements, 
difficulties
• Social, informal, unstructured time to build 
relationships and understanding
• Buddying & peer support – caregivers 
mentoring or supporting each other

They also have a positive, ‘can do’ attitude, 
recognising successes and set backs as part 
of the journey of learning and development, 
and enjoy the process.  “Facilitators should 
enjoy facilitating.” (Facilitator, UK). Great 
facilitators understand the emotional and 
psychological experience of learning about 
caregiving and are able to manage and 
support caregivers on this journey.
The most knowledgeable and skilled 
facilitator requires time, space and materials 
to work with, and time to develop their 
practice.  Some facilitators felt that they 
were not given the time, space and support 
they needed to ensure high quality learning 
for caregivers. 
Some facilitators felt under pressure to 
deliver programmes quickly, to as many 
parents or caregivers as possible, in order to 
deliver to organisational targets or funding 
requirements. They may also feel they have 
to deliver in a particular way and have 
little time to engage and understand the 
caregivers they are supporting. 

“I need to take time to keep 
up with current issues, find 
recent research, keep up to 
date with resources.”  
- Facilitator, UK



39 Capacity Building of Caregivers of Children at Risk

“We need a bank of 
resources we can use” 
- Facilitator, UK

“Practice development 
groups for facilitators 
useful.” 
- Facilitator, UK

Increasing the capacity of caregivers of 
children at risk is a good investment for 
organisations, reducing risks and 
improving outcomes for vulnerable children.  
Ensuring facilitators have the time and 
resources to provide a great space for real 
learning is a priority.
Creative and responsive approaches to 
learning can require more facilitator time, 
for example to support caregivers learning 
on their own, or to provide coaching:

“Learning online on your 
own is hard emotionally 
and there are a lot of 
negative experiences 
and views online.” 
- Caregiver, UK

“We need to help families 
actually use the learning 
at home.” 
- Facilitator, UK

The best facilitators are keen to learn 
from each experience and to try these new 
approaches.  Evaluation and feedback from 
caregivers and from other facilitators is an 
important source of learning and if done well, 

allows facilitators to learn from each other.
We have recommended starting from 
caregivers experience and focusing on real 
practical change.  This can help facilitators to 
devise evaluation processes with caregivers.  
These can include simple scaling surveys 
throughout.  For example: on a scale of one 
to ten (1 = not at all and 10 = very much), for 
this session, please answer the following 
questions: “Did you feel listened to?  Do you 
feel you are learning?  Will the learning make 
any difference to your caring?  Is this session 
a good use of your time?”.  This feedback can 
help a facilitator understand the experience 
of caregivers.
Identifying the real, practical changes that 
caregivers have made as a result of the 
learning is very valuable, as is hearing from 
caregivers their own explanations about 
why they believe they were able to make 
the change.
Facilitators reflections and views are also 
valuable and may provide alternative 
explanations of the process, drawing on 
their theoretical learning or experience.
Learning facilitators in Greece identified 
the use of experiential techniques and 
communication tools (i.e. video guidance, 
live demonstration) as good practice, in 
contrast to the typical counselling approach 
when working with migrant caregivers.  
Migrants might not always speak and/
or understand well enough the national 
language and these experiential techniques 
were seen to improve engagement. 
Facilitators also identified the importance 
of facilitators using personal skills and being 
flexible about which tools were used and how 
learning goals were identified.
Facilitators also identified the benefits of 
interdisciplinary groups of professionals; 
stable funding; considerable duration (ie not 
too short); good coordination and evaluation; 
and sessions taking place close to target 
group’s community.
For many caregivers, it is the relationships 
they develop with other caregivers and 
with facilitators which is the most 
important factor.
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5 
BUILD 
RELATIONSHIPS 

The relationship between learners and 
between the learners and the facilitators is 
key to the success of a learning experience.  

“It does not work when 
you [are] put in a very 
unbalanced position 
(teacher - student) that 
may make you feel too 
incompetent and implicitly 
does not allow you to 
create the emotional 
space where non-formal 
learning is effective in 
acquiring skills.” 
- Facilitator, IT

Good facilitators made a real effort to 
understand the needs of caregivers before 
the learning started and to focus learning 
on the areas that caregivers wanted to 
learn about.  They also provided a safe, 
confidential, enabling space for parents to 

learn from each other and this was highly 
valued by some caregivers:

“[It was a]chance to talk 
about my own experience... 
talk about problems”
“[I liked] learning from 
other parents... who have 
been through it” 
- Caregivers, UK

These relationships are important as 
caregiving is an activity which is about 
relationships.  Our understanding of 
ourselves and our relationships with others 
can shape how we provide care.  Many 
caregivers of children at risk have had their 
own challenging and traumatic experiences, 
which will have shaped their sense of 
themselves and of relationships.  Modelling 
positive, enabling, supportive relationships 
in the learning environment is an important 
part of the learning experience.
Facilitators in Greece noted that programs 
should focus on the establishment of a 
relationship between the facilitator and 
the target group in terms of trust, sense 
of security, support, respect, acceptance 
and patience. That would be another key 
success factor of any learning intervention 
to migrant caregivers.  In Italy, they noted 
the importance of positive group processes 
and dynamics to increasing self-esteem and 
reducing isolation, as key to learning:
  

“I finally feel understood 
by another woman.” 
- Caregiver, IT
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6 
CELEBRATE 
AND SUSTAIN 
CAREGIVERS

Our final recommendation is that managers, 
funders and commissioners of services 
should consider how the contribution 
of caregivers of children at risk can be 
celebrated and how we can continue to 
sustain and develop their role.
Caregivers are enabling children to develop 
fully, achieving their potential.  For children 
at risk, it is vital that the caregiver has the 
skills, abilities, resilience and support to be 
able to do this as well as possible. It can be 
an isolating and challenging task which is 
undervalued in many European societies. 
Providing high quality learning and support 
programs for caregivers is one way of 
valuing and recognising the contribution 
of caregivers.
Any successful non-formal learning 
parenting program without sustainability 
should not be accounted as a good example, 
according to learning facilitators from 
Greece. Stable funding is required in order for 
a successful non-formal education program 
to be continued, maintaining stable teams of 
learning facilitators and good coordination 
of programs. 

“Projects should run in 
community settings and 
should be characterized 
by continuity” 
- Facilitator, Greece

Further, in terms of sustainability, at some 
target groups like migrants who are usually 
“on the move” a stable trustworthy focal 
point such as an organization or agency 
or learning facilitator is likely to empower 
them as caregivers too. 
As we evaluated and learn from learning 
experiences, learning can be lost in very 
short term and under-ressourced programs. 
Evidence-based learning programs, namely 
the ones evaluated before and after the 
intervention, are more likely to sustain good 
results if this learning is retained and used 
to inform and develop future programmes 
and facilitators. Some learning facilitators 
highlighted the role of law and public 
administrative regulations and their positive 
or negative effect on support for caregivers of 
children at risk.   
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CONCLUSIONS AND LOOKING AHEAD 

The CARE project provided an excellent 
opportunity to better understand the role 
of non-formal education in the learning 
process throughout the life of caregivers 
of children at risk. It allowed to share 
a diversity of experiences concerning 
non-formal education and originating 
from European countries with different 
geographical location (South and North), 
cultural/political backgrounds and 
languages, which permitted to identify 
different practices (e.g. methodologies) and 
highlight the best ones, according to the 
main stakeholders point of view (caregivers 
and facilitators). Also, as the project was 
conceived and implemented by a consortium 
working on the field and engaged in non-
formal education initiatives for caregivers 
holding different profiles, it allowed to 
capture the communalities and contrasts of 
learning expectations, needs and responses 
among those caregivers. Much of the 
richness of the project come exactly from 
this heterogeneity: common points emerging 
from such diverse experiences can be 
good indicators of issues to consider when 
talking about non-formal learning, 
in different contexts. 
Another factor contributing to project’s value, 
and specifically to the recommendations 
delivered here as a product, concerns the 
fact that they arise from the caregivers’ 
statements. The claim is that better that 
anyone, caregivers know what is the most 
suitable for them in terms of non-formal 
education, and they must be not just 
listened, not just involved, but capacitated. 
The research here conducted – using a 
mixed method, having interviews and 
questionnaires as techniques – had a 
fundamental role in the design of evidence-
based (despite the non-representativeness) 
recommendations. 
Moreover, this provided some clues about 

research topics and intervention priorities 
which would be important to address in 
the near future. One of the good examples 
came from the project’s mapping activities4: 
as a result of the need to understand 
the national non-formal learning offer 
to caregivers, the consortium attempted 
to map the programmes available for 
the target caregivers (migrants, abused 
women, adoptive and foster homes carers, 
parents). Even though this activity ended 
providing interesting clues about the non-
formal education scenario for caregivers, 
such as the remarkable lack of training 
to foster carers in Portugal, the large 
number of programmes in UK, or the 
complex infrastructure of organizations 
working with migrants in Greece, it is 
noteworthy the relatively low response rate 
to the questionnaires in all countries (Cf. 
Research section). This could be explained 
by structural factors such as the absence of 
a central coordinating authority in Greece 
(as a possible entry point to organizations 
providing non-formal learning), by the 
professionals’ workload, and by the few 
professionals/institutions working on the 
field in Portugal. Although, we believe that 
the allocation of proper resources to this 
mapping activity (time, funding, human), 
resources that the consortium didn’t had 
in the scope of this project, would allow to 
overcome some of those constraints. Thus, 
considering the lack of clear data on this 
issue, it would be relevant to step forward 
with a further data collection in a future 
European research project completely 
dedicated to that.
A more preliminary topic should also 

4  This activity was agreed during the project’s course, arising from 

the needs identified during its implementation. 

Thus, this was not proposed to be developed in such structured, 

systematic manner, in the project’s application.
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deserve some additional investments: the 
conceptualization of caregivers. During the 
discussion on caregiver’s definition, it was 
clear that, there is no widespread common 
definition on this, and there is no agreement 
on the most accurate and appropriate term 
for characterizing the people involved in 
regular child care. This should be another 
topic of interest for the future, in order to 
stablish a common language between those 
interested on the field. 

The contributions offered by the research 
component of the project are far from being 
only theoretical. This manual is a good 
practice tool for those wishing to deliver 
non-formal education to caregivers of 
children at risk. Although the manual does 
not provide an answer to all questions, 
neither intent to, the recommendations 
and good practices rest on the concrete 
experiences of four European organisations 
with several years of working experience 
with caregivers, in a variety of contexts. The 
information/narratives provided by those 
caregivers and facilitators pointed the path, 
and despite the existence of contrasting 
baseline features (e.g. Portugal with a scarce 
offer of learning for caregivers vs. large 
offer in UK) and caregivers profile among 
countries, several common perspectives 
on non-formal learning were brought. In 
general, the caregivers in all countries value 
non-formal education, recognizing the social 
and relation benefits of it. They state to 
enjoy learning from the experiences of other 
carers, assenting that non-formal learning 
encourages those kind of experiences. 
The majority agree that a participative, 
practical, problem solving oriented approach 
in learning is the most attractive and 
effective in comparison with theoretical 
presentations. Moreover, both caregivers 
and facilitators are in the same page when 
they feel that the establishment of a trusty, 
safe relationship is the key for a successful, 
capacitating learning experience. 
Regardless the country, a common threat 
for caregivers is a sensation of not being 

listened to, and a common will is their 
major involvement in the needs assessment 
in order to brake with the ‘one-size fits all’ 
approaches. Common logistical threats/
barriers include also the time and place 
for learning, as well as the professional’s 
workload and schedules. It is also interesting 
to see that despite the professional or non-
professional character of the care delivered 
by the caregivers, the concerns in terms 
of learning contents are similar (e.g. Both 
Portuguese and UK caregivers would like to 
manage better the children behaviours as 
well as their own stress and frustration).
Considering the barriers and threats 
pointed by facilitators and caregivers there 
is plenty of room for improvements in the 
non-formal learning and capacity building 
work delivered in Europe, as well as for 
extend non-formal learning opportunities in 
European countries where they are scarce, 
as happens in Portugal with the professional 
foster carers. We feel confident that the 
recommendations and examples of good 
practice provided will be of practical use 
and relevance to organisations interested 
in delivering learning opportunities to 
caregivers of children at risk. Moreover, we 
are certain that for us this project already 
created its effects on the field, near the 
people for whom we work, the people with 
whom we work. 

And according with the spirit of cooperation 
transpired by the Grundvig programme we 
encourage the reader to contact any project 
partner that you feel might have particular 
insights or relevance to your particular work 
or vice-versa. This project gives a contribution 
to the EU goal of supporting awareness 
raising and exchange of good practices, and 
the project partners are interested in further 
disseminate the outcomes of the project to a 
broader audience within and outside the EU 
Lifelong Learning Programme.
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CONTACT 
INFORMATION 

To find out more about the project or the work of 
partner organisations, please contact them:

Agência Piaget para o Desenvolvimento (APDES)
Alameda Jean Piaget nº 100, Apartado 1523, 4411-801 
Arcozelo - V. N. Gaia, Portugal
Tel: +351 227 531 106/7
Email: info@apdes.pt
Website: http://www.apdes.pt
Contact person: 
Joana Antão, Psychologist, PhD

Institute of Child Health, Department of Mental 
Health and Social Welfare, Center for the Study 
and Prevention of Child Abuse and Neglect  
7 Fokidos str., 115 26 Athens, Greece                                                                                             
Tel: (0030) 210.77.15.791, (0030) 210.77.93.648                                                                                              
Fax: (0030) 210.77.93.648  
Email: ich_dos@otenet.gr 
Website: www.ich-mhsw.gr 
Contact person: 
Korina Hatzinikolaou, 
Developmental Psychologist, PhD 

Northorpe Hall Child & Family Trust 
Northorpe Hall, Northorpe Lane, Mirfield, West 
Yorkshire. UK, WF14 0QL
Tel: (0044) 1924 492183
Email: info@northorpehall.co.uk
Web: www.northorpehall.co.uk
Contact person: 
Tom Taylor, Director

Associazione Thamaia Onlus
via Macherione 14, 95127
Tel. and Fax: (+39) 0957223990
Mail: centroantiviolenza@thamaia.org
Web: http://www.thamaia.org/
Contact person: 
Plinio Alessio Pasquali, Psychologist
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APPENDICES

In this section, it is possible 
to find the interview guide - 
used in each country, to collect 
information from caregivers 
and facilitators. Italy, Portugal 
and UK used translated versions 
(using the countries’ native 
language) of the same interview 
guide (Cf. Appendix 1), while 
Greece introduced some minor 
modifications to that guide, in 
order to make it more suitable to 
their participants’ particularities 
and institutional research 
interests (Cf. Appendix 2). Each 
partner tailored the introduction 
and notes to interviewers 
according to their target groups 
and specific features. Appendix 3 
includes the questionnaire used in 
the first stage of data collection, 
common to all the partner 
countries, in analogous 
translated versions.



APPENDIX 1
CAREGIVERS AND FACILITATORS INTERVIEW GUIDE – ITALY, PORTUGAL, UK

A) Careguivers interview guide

Are you:

 � Parent of a child 
 � Other family member/guardian of a child 
 � Paid carer of children (eg foster carer)
 � Other (specify)
If not a parent, give role title 

About you:

 � Under 21 
 � 22-30  
 � 31-40  
 � 41-50  
 � 51-60  
 � 61+

Tell us a little about the children you care for

How many children?
Ages?
Migrant?
Other information about their needs or circumstances:

What, if anything, would you like to be able to do better in caring for children?  
What do you think you find most difficult or challenging?

How did you learn how to care for children?  Did anyone or anything help you learn? 

 � Male 
 � Female

 � Disabled
 � Not disabled

Ethnic origin 
(specify):



Non-formal learning

We’re interested in parent/carers experience of learning about caregiving.  
We are particularly interested in learning which does not result in formal qualifications, 
but is structured and organised ‘non-formal’ learning.
Examples include workshops or parenting courses, information or training sessions, online 
learning or books or packs that you work through.

(Interviewer to identify ‘non-formal’ learning in the interviewees experience and ask about 
it below)

Non-formal learning done? 

 � YES
 � NO

If NO, go to ‘Future Learning’

If YES, Please tell us more about the non-formal learning experience: 
what you did, who with and when?

What was most helpful or enjoyable about the ‘non-formal’ learning you’ve done? 
Why? Did it change how you care for children?

What was least helpful or enjoyable about the ‘non-formal’ learning you’ve done? Why?

Future Learning

What would you like to learn about caring for, supporting and developing children?  
What do you want to know or be able to do?

How would you like to learn this, do you think? 
When, where, how? Who might help you learn?  

What other support do caregivers need, so that they can learn and 
develop their caring skills?

Anything else you want to say?



B) Non-formal learning deliverers/facilitators interview guide

Do you deliver non-formal learning as someone:
 � Employed by government or local government
 � Employed by a NGO or Third Sector organisation
 � Employed by a business or private sector organisation, including self employed
 � Not employed to do this work
 � Other (specify) 

About you:

 � Under 21 
 � 22-30  
 � 31-40  
 � 41-50  
 � 51-60  
 � 61+

Tell us a little about the caregivers or families whose learning you support?  
Targeted carers?

What non-formal learning activities have you delivered?

When does the learning work best?  Where, when, techniques or methods used, 
groups, materials etc. What good practice would you like to share with others?

When does the learning not work well?  Where, when, techniques or methods used, 
groups, materials etc. What mistakes have you learned from or seen others make?

How did you learn how to deliver non-formal learning to caregivers?
Qualification/training?

What difference do you think non-formal learning can make to caregivers?
Can it improve outcomes for children?

Anything else you want to say? Any other ideas or suggestions for good practice in 
delivering non-formal learning?

 � Male 
 � Female

 � Disabled
 � Not disabled

Ethnic origin 
(specify):



APPENDIX 2
CAREGIVERS AND FACILITATORS INTERVIEW GUIDE – GREECE

A) Careguivers interview guide

Date of Interview:        /      /     

Code:        /          /           (  Country Organization Number )

A. Demographics

A.1. How old are you?                  years old

A.2. Are you working?

 � No
 � Yes (Occupation:                                             )
 � Unemployed (For how long?                                     )
 � Retired (For how long?                                          )

A.3. Have you attended school, and if yes how many years? 

 � I have not attended school at all
 � Elementary school 
 � Middle school 
 � High school 
 � Technical school
 � University
 � Post-graduatestudies

[If you dropped out school, please write until which grade:  ]

A.4. What is your nationality?

A.5. Would you say that you belong to a particular religious community/group?

 � No
 � Yes. Specify: 

A.6. How well do you understand the Greek language?

 � Very well
 � Well enough 
 � Intermediate level (so and so)
 � Not so well
 � Badly
 � Not at all 



A.7. How well can you read the Greek language?

 � Very well
 � Well enough
 � Intermediate level (so and so)
 � Not so well
 � Badly
 � Not at all

A.8. How many years do you live (permanently) in Greece?  years
If less than a year please write in month(s) 

A.9. How many children do you have/care for? 

A.10. What is your marital status?

 � Married
 � Separated
 � Divorced
 � Living together
 � Widow/er
 � Single mother/father
 � Other: 

A.11. How old are they and what is their gender? 
(inshort: M 14, about 14 years oldorF12 respectively)

Is he/her the father/mother 
of your child/children?

 � Yes
 � Yes, but only for the  

child/children
 � No

 � Was he/her the 
father/mother of 
your child/children?

A.12.[Completed by the interviewer] What is your relationship with the child/children 
you care for?

 � Father       
 � Mother
 � Step-father (mother’shusband)    
 � Step-Mother (father’s husband)
 � Foster parent     
 � Foster mother
 � Mother’s partner    
 � Father’s partner
 � Grandfather     
 � Grandmother
 � Brother(s) please write his/their age:      
 � Sister(s) please write her/their age:  
 � Other relative(s). Specify: 
 � Other(s) not relative(s).Specify: 



B. Participation in non-formal educational program

B.1. In which program of the Municipality/Organization have you participated?

Title:  
Responsible Agency (Completed by the interviewer):

B.2.When did you participate? (month,year) 

B.3. How did you find out about this program?

B.4. Was there any specific reason that led you to search for educational programs that you 
could participate?

 � No
 � Yes. Specify: 

B.5. How satisfied (or happy) would you say you are from your participation?

 1    2    3    4   5    6    7    [1=not very much, 7= very much]

B.6. What did you enjoy most in program’s activities?

B.7. How useful would you say was the training: [1=not very useful, 7= very useful]

a. in the daily care of your child/children        1    2    3    4   5    6    7
Specify:

b. for yourself as a parent, to feel more confident as a parent 1     2     3    4    5    6     7
Specify:

c. to your relationship with your partner    1     2     3    4    5    6     7
Specify:

d.Other (specify): 

B.8. Would you say that the children you care for, have any special needs? (i.e. educational 
needs, psychosocial support, medication, etc.). If the answer is yes, what kind of needs?

 � No
 � Yes. Specify: 

B.9. What kind of educational programs do you think would be useful for an adult, like you, 
who raise children?



B.10. Would you suggest to other parents/caregivers participating in such projects?

 � No.Justify:

 � Yes.Justify:

       

Thank you for your participation!

B) Non-formal learning deliverers/facilitators interview guide

Date of Interview:  /  /      
Code:   /  /
( Country / Organization / Number )

Name of Agency:

Agency ID:

Contact Details (phone number(s), email, contact person):

i. For which program/intervention the following questions are completed for (please note 
the title of the program/ intervention)?

A. General Info
Please complete the following questions

A.1. Gender: 
 � Male 
 � Female

A.2. How old are you?  years old 
A.3. What is the specialty of your studies? 
A.4. What is your current job position at the organization you work?
A.5. What is your job position in the program/intervention? 
A.6. How long have you been working as a coordinator of non-formal education programs/
interventions*?  years  *If the interval is less than a year, please write in months

 
A.6. Have you received any special training for implementing interventions of non-formal 
adult education?

 � No
 � Yes. Specify: 



B. Evaluation of Program/Intervention

B.1 Type of Intervention
 Primary prevention      Secondary prevention       Tertiary prevention/treatment
 Legal support        Other:  

B.2. How satisfied are you with your participation in this program/intervention 
as a coordinator?  
1   2    3    4   5    6    7  [1=not much, 7= very much] 

Please briefly justify your answer:

B.3. To what extent in your opinion did the program/intervention achieved its objectives?
1    2    3    4   5    6    7    [1= not much, 7= very much]

Please briefly justify your answer:

B.4. How would you describe the participation of trainees during the intervention (i.e.active, 
indifferent, passive)?

B.5. What in your opinion were the success factors of the program/intervention?

B.6. What barriers did you encounter as a coordinator during the implementation of the 
program/intervention and how did you handle them?

B.7. What would you like to share as good examples/practices on designing respective future 
programs of non-formal education?

B.8 Comments: 

End of Interview 
Thank you very much!



APPENDIX 3
SELF-COMPLETED FORM - COLLECTING INFORMATION ABOUT THE CHARACTERISTICS OF 
IMPLEMENTED NON-FORMAL EDUCATION PROGRAMS

A) General information about the organization

Name

Services provided

Target group

Specialties of 
professionals 

working in the 
organization

Postal Address

Telephone Email

Website 

The form is 
completed by

(Full name/
specialty)



B) Characteristics of the intervention

Title of intervention

Available at

(References and/or link) 

IMPLEMENTATION

Location (e.g. regions)

Year/s  of implementation 

Duration of intervention 

(total hours, no of meetings etc.) 

Target group/s

Total number of participants

Activities

(Describe briefly the content and modules  included) 

 Methodology

(e.g. counseling, psycho-education) 

 EVALUATION

Methodology

Results

USEFUL MATERIAL (e.g. brochures, guidelines, material providing relevant information)

Available  � Yes
 � No Attached  � Yes

 � No

Are you aware of any other organizations that 
have been provided any such interventions?

 � Yes
 � No

i)If yes, please note some of 
them by name:

Feedback/Any comments?






