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The purpose of the study is to provide a synthetic analysis of both the legal and psycho-social
dimensions of the refugee crisis, aiming to reveal systemic flaws in the protection of refugees' mental health.
Furthermore, the study seeks to identify and analyze key problems within this field, including the limited
availability of psychological services, the deficit of culturally sensitive approaches, chronic stress caused by
legal status uncertainty, and the social barriers encountered during the integration process. Research
methods: in the article, the research was conducted by using historical, comparative-legal, and normative
methods, dictated by the complex nature of the issue. The historical method was applied to identify the root
causes of forced displacement and to evaluate how international policy has transformed into legal norms
over time. The comparative-legal method was utilized to analyze the migration and asylum policies of
various countries, alongside their legal and institutional mechanisms for protecting refugee mental health,
thereby highlighting best practices and identifying legal and administrative barriers. The normative method
was used to focus on the normative content of the law, outlining refugee rights within the Georgian Law "On
International Protection,"” international conventions, and European legislation to assess how clearly mental
health guarantees and special procedural needs are defined at the normative level. Results: empirical
research indicates a significantly increased risk among refugees of developing mental health disorders,
including depression, anxiety disorders, and post-traumatic stress disorder (PTSD), as well as facing crises
of adaptation, identity, and belonging. The findings highlight that these psychological burdens are frequently
the direct result of traumatic experiences (such as violence, persecution, and the loss of family members),
forced displacement, legal uncertainty, and severe difficulties in integrating into host societies. Discussion:
considering the destructive trends in the modern world, including political instability, economic crises,
numerous localized wars and armed conflicts, climate change, and natural disasters, the issue of migration
and its associated challenges is becoming increasingly urgent. The refugee issue is inherently
interdisciplinary. On one hand, it encompasses a legal dimension involving migration procedures, legal
status determination, asylum mechanisms, and state obligations. On the other hand, it represents a complex
medical and psycho-social problem that directly impacts the physical and mental well-being of refugees,
falling squarely within the competence of social protection, healthcare, psychology, and psychiatry.
Reconciling these two dimensions is crucial for overcoming the administrative and social barriers that
hinder effective psychosocial support.

Keywords: migration; mental health; PTSD; interdisciplinary approach; asylum policy; international
protection.

1. LEGAL GUARANTEES FOR THE The Legal Status of Refugees in International
MENTAL WELL-BEING OF REFUGEES Law. The post-World War Il period proved to be a
turning point in the history of international humani-
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tarian and human rights law development, as the
deficit of a robust legal framework defining refugee
status became glaringly apparent. The fragmented
approaches applicable prior to this period failed to
ensure the comprehensive protection of the rights of
forcibly displaced persons, which necessitated the
adoption of an agreement that would establish a
general legal definition of the concept of a refugee.
To this end, the Convention Relating to the Status
of Refugees was adopted on July 28, 1951 (entered
into force on April 21, 1954), which formulated a
new standard for international protection mecha-
nisms and laid the foundation for the subjective le-
gal guarantees of refugee rights.

The 1951 Convention establishes a universal
definition of a refugee, predicated on objective and
subjective criteria of individual persecution. Pursu-
ant to Article 1(A)(2) of the Convention, a refugee
is a person who:

"as a result of events occurring before 1 January
1951 and owing to well-founded fear of being per-
secuted... is outside the country of his nationality
and is unable or, owing to such fear, is unwilling to
avail himself of the protection of that country™ [1].

It is noteworthy that the original redaction of the
Convention contained both a temporal limitation
(events occurring before 1951) and a geographical
reservation, reflecting the specific needs of post-
war Europe. However, the dynamics of internation-
al relations and the increasing scale of forced mi-
gration brought the issue of universalizing this def-
inition to the forefront of the agenda. This lacuna
was addressed by the 1967 Protocol, which abol-
ished the aforementioned restrictions and rendered
the protection mechanisms envisaged by the Con-
vention global in scope.

From the perspective of legal dogmatics, the
"well-founded fear of being persecuted" is decisive
for the granting of refugee status, which implies the
existence of a threat for reasons of race, religion,
nationality, membership of a particular social
group, or political opinion. It is precisely this ele-
ment that constitutes the principal line of demarca-
tion between refugees and other forms of migration.

Professor Guy S. Goodwin-Gill posits that refu-
gees covered by the Convention can be identified
according to four characteristics: (1) they are out-
side their country of origin; (2) they are unable or

unwilling to claim or avail themselves of the pro-
tection of that country, or to return there; (3) such
inability or unwillingness is attributable to a well-
founded fear of being persecuted; and (4) the fear
of persecution is based on reasons of race, religion,
nationality, membership of a particular social
group, or political opinion [2]. Crucially, the fear of
persecution must be real and substantiated, rather
than a mere subjective perception.

Refugees vs IDPs. Regrettably, a majority of
the global population faces difficulties in differenti-
ating between a refugee and related terms, largely
due to the conflation of the concepts of "refugee”
and "internally displaced person™ (IDP). It is all the
more unfortunate that this terminological confusion
is prevalent in Georgia as well. Internally displaced
persons from Abkhazia are still frequently referred
to as "refugees,"” which is fundamentally absurd.

In general, there are two forms of forced migra-
tion: (1) Internal Displacement, which, as the name
implies, entails remaining within state borders and
changing administrative territories entirely within
the same state; and (2) International Migration,
which occurs when an individual crosses the border
of one state and enters the sovereign territory of an-
other.

Accordingly, internally displaced persons (IDPs)
from Abkhazia fall under the first category of
forced migration internal displacement, whereas
refugees fall under international migration. Based
on this premise, we can conclude that: 1. All refu-
gees are migrants, but not all migrants are refugees;
and 2. The moment we label an internally displaced
person from Abkhazia a "refugee,” we implicitly
recognize the independence of Abkhazia.

2. MENTAL HEALTH AS A
FUNDAMENTAL RIGHT.

Types of Mental Disorders. Conceptualizing
mental well-being as a rights-based standard neces-
sitates establishing its substantive nexus with men-
tal disorders. Given the complexity of the issue, it is
imperative to delineate the criteria that render a
mental disorder an independent, yet intrinsically
linked, component of mental health.

According to the 11th Revision of the Interna-
tional Classification of Diseases (ICD-11), a mental
disorder is defined as a clinically significant syn-
drome characterized by a disturbance in an individ-
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ual's cognition, emotional regulation, or behavior
[3]. Such dysfunction reflects deficiencies in the
psychological, biological, or developmental pro-
cesses that underlie normal human functioning.
From a legal perspective, it is essential to consider
that such disturbances typically induce profound
distress and impede personal realization across per-
sonal, social, educational, or occupational fields,
thereby serving as a basis for the activation of ap-
propriate protective mechanisms by the state.

According to World Health Organization
(WHO) data for 2024-2025, over 1 billion individ-
uals are living with mental health conditions. Alt-
hough numerous nations have fortified their mental
health policies and programs, significantly greater
global investment and concerted action are required
to scale up services aimed at the protection and
promotion of human mental health [4].

Among refugee populations, taking into account
pre- and post-migration factors, the most promi-
nently identified conditions are Post-Traumatic
Stress Disorder (PTSD), Major Depressive Disor-
der (MDD), and Generalized Anxiety Disorder
(GAD).

Post-Traumatic Stress Disorder (PTSD): A
disorder that may develop when an individual expe-
riences or witnesses an event which, in their per-
ception, poses a threat to life or physical integrity
and safety, thereby inducing fear, horror, or help-
lessness. Its symptomatology is characterized by:
(a) re-experiencing the trauma in the form of dis-
tressing memories, flashbacks, or recurrent dreams
and nightmares; (b) avoidance of activities or plac-
es that serve as reminders of the traumatic event,
accompanied by diminished responsiveness (emo-
tional anesthesia or numbing), a lack of interest in
significant activities, and feelings of detachment
and alienation from others; and (c) chronic physio-
logical hyperarousal, leading to symptoms such as
an exaggerated startle response, sleep disturbances,
difficulties in concentration or memory, and survi-
vor's guilt for having survived the trauma when
others did not [5].

Major Depressive Disorder (MDD): A mood
disorder characterized by persistent sadness and
other symptoms of a major depressive episode, but
devoid of concurrent episodes of manic or hypo-

manic symptoms, or mixed episodes of depressive
and manic/hypomanic symptoms [6].

Generalized Anxiety Disorder (GAD): Entails
excessive anxiety and worry concerning various
matters, accompanied by symptoms such as rest-
lessness, fatigue, impaired concentration, irritabil-
ity, muscle tension, and sleep disturbances [7].

The aforementioned observations demonstrate
that the identification of post-traumatic and other
mental disorders among refugees is directly corre-
lated with their capacity for a dignified existence
and social integration. Consequently, the imple-
mentation of international standards (including the
ICD-11) into national legislation is crucial for the
establishment of adequate legal protective mecha-
nisms. Ultimately, the recognition of mental well-
being as a rights-based standard serves as a guaran-
tee that the rehabilitation of vulnerable groups and
their full integration into society will be under-
pinned by a tangible legal foundation.

Mental health and human rights. An individ-
ual's mental state is not a static condition; it is fun-
damentally shaped by the continuous interaction
between personal characteristics and the socio-
environmental structures in which they live. Mental
health disorders frequently arise from a disruption
in the equilibrium between an individual's internal
resilience and external stressors. For displaced pop-
ulations, chronic stressors, such as war, forced mi-
gration, social vulnerability, and legal precarity,
play a decisive role in undermining mental equilib-
rium. Consequently, the State's role in protecting
the right to health must extend beyond mere medi-
cal intervention. States hold a positive obligation to
cultivate environments that mitigate stress and fos-
ter psychological resilience.

This is supported by the World Health Organiza-
tion (WHO), which highlights that socially margin-
alized groups, including refugees, exhibit signifi-
cantly higher rates of mental disorders compared to
the general population [8, 9].

Conceptualizing mental well-being as the foun-
dation of personal functioning provides the neces-
sary ground for defining its legal status. Mental
health is no longer viewed exclusively as a medical
condition but is recognized as an inalienable and
fundamental component of the universal right to
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health. This normative foundation is consolidated in
key international instruments:

The International Covenant on Economic,
Social and Cultural Rights (ICESCR): Article 12
explicitly recognizes "the right of everyone to the
enjoyment of the highest attainable standard of
physical and mental health" [10].

CESCR General Comment No. 14: The rele-
vant Committee emphasizes that the right to health
transcends medical care to include the underlying
determinants that impact mental well-being. It im-
poses a binding obligation on States to ensure equi-
table access to health services and protective mech-
anisms for the most vulnerable cohorts, specifically
including asylum seekers, internally displaced per-
sons (IDPs), and detained individuals [11].

The Universal Declaration of Human Rights
(UDHR): The Declaration inextricably links the
right to an adequate standard of living (encompass-
ing housing, nutrition, and medical care) to individ-
ual health and well-being, affirming mental health
as a universal right [12].

In international human rights jurisprudence, the
European Court of Human Rights (ECtHR) has es-
tablished critical precedents regarding mental well-
being. In cases such as Bensaid v. the United King-
dom, the Court underscores that mental health is an
essential facet of private life and human identity.
Crucially, the Court's interpretation dictates that se-
vere mental suffering can equate to physical suffer-
ing, thereby falling under the absolute protection of
Acrticle 3 of the European Convention on Human
Rights (the prohibition of torture and inhuman or
degrading treatment) [13].

As the UN Secretary-General has articulated,
"There is no health without mental health” [14].
Nevertheless, millions of forcibly displaced persons
are denied necessary psychosocial support due to
structural barriers, stigma, and discrimination in
host countries.

In legal doctrine, the elements constituting the
right to health are bifurcated into two categories: 1.
Healthcare provision (preventative and curative
medical services) and 2. Underlying conditions of
health (safe drinking water, adequate sanitation,
proper nutrition, and healthy occupational condi-
tions) [15].

In contemporary legal frameworks, mental
health is a fundamental human right inextricably
linked to an adequate standard of living and per-
sonal identity. International standards and ECtHR
jurisprudence confirm that mental well-being relies
not only on clinical services but on the foundational
socio-economic conditions that guarantee a digni-
fied existence. Therefore, it is the strict legal obli-
gation of the State to eradicate the structural and
social barriers that could subject an individual to
severe mental anguish and the subsequent degrada-
tion of their rights and legal status.

Refugee Mental Trauma as Legal Damage. In
legal doctrine, the concept of "harm", “damage” or
"injury” is frequently associated with physical vio-
lation or material loss. However, within the frame-
work of contemporary legal standards, non-material
harm, specifically psychological harm, holds equal
priority. The mental trauma sustained by a refugee
during forced migration is not merely a clinical di-
agnosis, it constitutes a legally significant injury
that demands appropriate legal responses and the
activation of effective protective mechanisms by
the State.

To comprehend the substance of such harm, it is
essential to consider psychiatric standards, most no-
tably the Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-V) published by the American
Psychiatric Association (APA). The DSM-V de-
fines trauma as any disturbing experience that in-
duces intense fear, helplessness, dissociation, or
other overwhelming emotions of sufficient intensity
to exert long-lasting negative effects on a person's
attitudes, behavior, and various aspects of function-
ing [16].

From a legal standpoint, the prolonged negative
impact on an individual's functioning, as empha-
sized by the DSM-V, is decisive. When mental
trauma impedes a refugee's capacity to fully realize
their rights, it transforms into an object of legal pro-
tection, imposing a positive obligation on the State
to ensure the individual's psychosocial rehabilita-
tion.

The high prevalence of anxiety and depression
symptoms across diverse refugee groups is directly
correlated with the traumatic experiences inherent
to forced displacement. For instance, research by
Ao et al. on Bhutanese refugees revealed an alarm-
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ing mental health landscape: a 21% prevalence of
depression, 19% for anxiety symptoms, and a 4.5%
rate of Post-Traumatic Stress Disorder (PTSD)
[17].

The scale of this issue is further underscored by
a large-scale study by Henkelmann et al., encom-
passing populations from Asia, Europe, and Africa.
Their data indicates that one in three refugees may
currently meet the diagnostic criteria for depression
or PTSD, while anxiety disorders are present in one
to two out of every ten refugees [18]. These figures
demonstrate that the rate of mental health disorders
among forcibly displaced persons significantly ex-
ceeds the statistical average, indicating an urgent
need to re-evaluate legal and social protection
mechanisms.

Refugees frequently encounter barriers to ac-
cessing healthcare due to unfamiliarity with exist-
ing systems, language barriers, or a lack of trust in
public institutions. Such difficulties directly impact
mental health by hindering timely diagnosis and
treatment, often leading to the exacerbation or
chronicity of the condition [19].

Furthermore, acculturative stress plays a signifi-
cant role in refugee mental health. This encom-
passes the difficulties of navigating a new country
(e.g., learning a new language, adapting to cultural
expectations) as well as intra-familial stress arising
when parents and children adapt at different rates.
These factors contribute to high levels of accultura-
tive stress, fostering crises of identity and belong-
ing [20].

Beyond pre-migration trauma, legal uncertainty
serves as a critical stressor, as it is intrinsically
linked to a refugee's sense of security and the pre-
dictability of their future. Uncertain status, pro-
tracted administrative procedures, and the instabil-
ity of the asylum process amplify anxiety, feelings
of vulnerability, and the perception of a loss of con-
trol.

This is starkly illustrated by the asylum proce-
dures in Hungary. While the granting of refugee
status is formally regulated by the Act LXXX of
2007 on Asylum [21]. recent years have seen the
procedure become significantly more complex. Fol-
lowing 2020, migrants and asylum seekers can only
submit an application with so-called "declaration of

intent”, at Hungarian embassies located outside
Hungarian borders (e.g., in Belgrade or Kyiv) [22].

The right to seek asylum is guaranteed by inter-
national law, founded upon the 1951 Convention,
and should be accessible upon entry into any coun-
try, even without legal documentation. The "decla-
ration of intent” restricts this right by imposing an
administrative barrier. For individuals fleeing war
and immediate persecution, such bureaucratic laby-
rinths and delays in securing safety act as a direct
catalyst for the relapse or exacerbation of PTSD.

The psychological trauma experienced by refu-
gees transcends a narrow medical diagnosis; it is
classified as a substantive legal injury because it
directly obstructs the individual from fully exercis-
ing their fundamental rights. The prolonged im-
pairment of functioning, as defined by DSM-V
standards, renders such trauma an object of legal
protection, triggering the State's positive obligation
to provide social and psychological rehabilitation.

Furthermore, legal uncertainty and artificial ad-
ministrative barriers such as the practices observed
in Hungary act as aggravating circumstances of
harm, constituting "institutional trauma" that further
deteriorates the refugee's condition. When bureau-
cratic processes delay the attainment of safety, the
State apparatus, instead of providing protection, be-
comes an additional stressor. Consequently, the in-
fringement of mental health must be treated as a vi-
olation of a protected legal interest, necessitating
the transformation of existing administrative prac-
tices into trauma-informed approaches.

3. STATE OBLIGATIONS IN THE
PROTECTION OF REFUGEE MENTAL
HEALTH

The highest attainable standard of health as a
state obligation. In contemporary legal frame-
works, the protection of displaced persons extends
beyond the provision of physical security and asy-
lum to encompass mental well-being. Refugees rep-
resent an exceptionally vulnerable cohort, accord-
ing to the World Health Organization (WHO), one
in five individuals fleeing conflict zones exhibits
mental health conditions such as Post-Traumatic
Stress Disorder (PTSD), depression, or anxiety
[23].

While early human rights law relied on "nega-
tive obligations" that restricted State interference,

46 IOpuouunui éicnux 1 (78) 2026 / ISSN 2307-9061



Samakashvili Ana

the modern legal framework heavily emphasizes
"positive obligations" that require active State par-
ticipation to protect individuals. Health has transi-
tioned from a secondary socio-economic considera-
tion to human rights priority. While a State cannot
guarantee "absolute health" for every individual, it
is legally bound to purposefully invest resources to
create a systemic environment where the right to
health is protected and equitably accessible.

The right to the highest attainable standard of
physical and mental health is codified in imperative
international treaties and recognized in at least 115
national constitutions [24]. Crucially, Article 23 of
the 1951 Geneva Convention on the Status of Ref-
ugees mandates that member states accord refugees
the same medical care as their own nationals [25].
Although the Convention's text does not explicitly
isolate "mental health,” the United Nations High
Commissioner for Refugees (UNHCR) guidelines
establish that the right to healthcare is indivisible
and fully encompasses psychological and psychiat-
ric support [26].

To fulfill these codified obligations, host states
must ensure that mental healthcare systems adhere
to the AAAQ framework: Availability, Accessibil-
ity, Acceptability, and Quality. For refugees suffer-
ing from severe trauma, a State's failure to provide
these services is not merely an administrative short-
coming; it may equate to inhuman or degrading
treatment.

Judicial precedent plays a critical role in solidi-
fying these positive obligations:

The European Court of Human Rights (EC-
tHR): Articles 3 (prohibition of torture and inhu-
man or degrading treatment) and 8 (right to respect
for private and family life) of the ECHR create
powerful leverage for refugee protection. In the
landmark case M.S.S. v. Belgium and Greece, the
Strasbourg Court emphasized that asylum seekers
constitute a "particularly vulnerable group™ requir-
ing special protection. The Court ruled that severe
living conditions coupled with the absence of medi-
cal and psychological support in Greece constituted
a violation of Article 3 [27].

The German Federal Constitutional Court
(Bundesverfassungsgericht): German constitution-
al doctrine intimately links mental health to human
dignity (Menschenwiirde). The State bears a posi-

tive protective duty (Schutzpflicht) to safeguard
physical and mental integrity, which necessitates
guaranteeing a "minimum of dignified existence"
(Existenzminimum) [28]. In the context of forced
migration, this standard dictates that the State must
provide culturally and linguistically adapted psy-
chotherapeutic assistance.

The State's obligation to protect refugee mental
health is no longer a matter of humanitarian good-
will; it is a strictly regulated legal imperative. How-
ever, implementing this right requires addressing
the practical reality of resource scarcity. As noted
in Georgian academic discourse (e.g., Zurab Chia-
berashvili), the "highest attainable standard" of
mental health relies on the doctrine of progressive
realization [29]. States must align their actionable
steps with available resources, making the full real-
ization of physical and mental health a structurally
supported, long-term objective, while simultane-
ously fulfilling their immediate positive obligations
to modify national legal frameworks, such as over-
coming language barriers and integrating trauma-
focused programs into primary healthcare.

Germany stands as a significant role model in
the European context by establishing a robust legal
framework that balances national economic inter-
ests with profound humanitarian obligations. Cen-
tral to this approach is the Residence Act (Aufen-
thaltsgesetz) of 2005, which serves as the founda-
tional legal instrument for managing the entry, em-
ployment, and integration of foreign nationals. A
primary example of Germany’s commitment to its
state obligations is the implementation of Aufen-
thaltserlaubnis §24 AufenthG for Ukrainian refu-
gees. This provision ensures immediate access to
temporary protection, residency, and essential so-
cial services, thereby streamlining the path to both
physical healthcare and labor market participation
during times of crisis.

Beyond basic residency, the German state pro-
vides comprehensive support systems to facilitate
long-term integration. The total number of official-
ly registered Ukrainian refugees in Germany from
March 2022 to December 2025 is 1, 329, 742 [30].
Ukrainian refugees are eligible for free integration
and language courses, which are essential for navi-
gating a new society. Furthermore, the state active-
ly promotes professional retraining and vocational
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development, with specialized government agencies
assisting individuals in finding suitable employ-
ment that matches their skills. To foster social co-
hesion, the framework also includes organized
meetings and workshops where participants can
share cultural characteristics and traditions. These
platforms serve as a bridge between the host society
and the refugee community, helping to demystify
local norms and build mutual understanding.

Legal and Cultural Implications of the
AAAQ Framework. As we already mention, the
efficacy of the legal provision for refugee mental
health is intrinsically linked to the AAAQ frame-
work (Availability, Accessibility, Acceptability,
Quality) established in international law. This
standard is derived from Article 12 of the Interna-
tional Covenant on Economic, Social and Cultural
Rights (ICESCR), which recognizes the right of
everyone to "the enjoyment of the highest attaina-
ble standard of physical and mental health” [31].
The interpretation of this article is provided by the
Committee on Economic, Social and Cultural
Rights in its General Comment No. 14, which clari-
fies that the right to health is not merely the right to
be healthy, but encompasses a set of freedoms and
entitlements, including equal access to healthcare
services [32].

Availability. First and foremost, Availability re-
fers to the State's obligation to ensure a sufficient
guantity of mental health services, psycho-social
rehabilitation centers, and qualified personnel. In
the context of refugees, this entails not only general
psychiatric care but also specialized programs di-
rected at the management of Post-Traumatic Stress
Disorder (PTSD) and the specific challenges of dis-
placement. The State is obligated to ensure these
services function for all individuals within its juris-
diction, regardless of their legal status [33]. Re-
search indicates that the prevalence of PTSD, de-
pression, and anxiety among refugee and migrant
populations is significantly higher compared to host
country populations. For instance, while the PTSD
rate in the general population is approximately 1-
3%, among refugees, this figure frequently exceeds
30% [34].

Accessibility However, the mere existence of
services does not equate to Accessibility. From a
legal perspective, the principle of non-

discrimination is paramount: refugees must have
physical and economic access to treatment on a par
with the citizens of the host country. Informational
accessibility constitutes another critical link in this
chain; a legal mechanism cannot function effective-
ly if the beneficiary is not provided with infor-
mation regarding their rights and available assis-
tance in a language they comprehend.

Acceptability. A further crucial element is the
criterion of Acceptability, where legal provision di-
rectly intersects with cultural integration. Accord-
ing to General Comment No. 14, all medical facili-
ties and services must be "culturally appropriate"
[35]. The perception of mental health is stigmatized
in many cultures; therefore, it is the State's obliga-
tion to structure services in a manner that precludes
the marginalization of the refugee's cultural identi-
ty. Cultural sensitivity in this context is not an act
of goodwill but a mandatory legal standard: treat-
ment methodologies must account for the individu-
al's religious, ethnic, and social background. It is at
this juncture that healthcare becomes an instrument
of integration, mitigating alienation and fostering
trust in the institutions of the host country.

The practical significance of the Acceptability
criterion is well illustrated by the experience of
Germany. Following the 2015 migration crisis, the
German healthcare system discovered that despite
the physical availability of services, many refugees
(particularly from the Middle East and Africa) did
not utilize clinics. The root cause was cultural dis-
sonance: in these cultures, mental health problems
are frequently somatized (the patient complains of
physical pain rather than sadness) or heavily stig-
matized [36]. In response to this legal and clinical
shortcoming, the "Cultural Formulation Interview"
(CFI) was introduced, which serves as a direct ex-
ample of the cultural adaptation (Acceptability) of
services in accordance with the AAAQ framework.

Quality. Finally, all the aforementioned ele-
ments are unified by the Quality component. Legal
provision is rendered a fiction if the service is not
scientifically sound and professionally qualified. In
the case of refugees, quality necessitates the con-
tinuous training of personnel in trauma-informed
approaches and intercultural communication [37].

In this regard, the "Healthy Migrant Effect" is of
particular interest. Statistics demonstrate that refu-
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gees frequently arrive in the destination country
with better mental resources than they possess 2-3
years later. The subsequent deterioration in their
condition is often triggered by post-migration
stressors, such as isolation and substandard social
support [38]. This indicates that legal provision
should not be confined to acute crisis management
but must be oriented towards long-term, high-
quality integrative therapy.

Consequently, the AAAQ framework establishes
a cohesive system wherein the protection of mental
health transcends a purely clinical issue, evolving
into a fundamental legal prerequisite for the digni-
fied reception of refugees and their full integration
into society.

Conclusion. In the contemporary international
legal framework, the analysis of the legal status of
refugees and internally displaced persons (IDPs)
necessitates not merely a formalistic legal ap-
proach, but a profound interdisciplinary inquiry sit-
uated at the nexus of law, medicine, and psycholo-
gy. The psychic trauma endured by refugees, pre-
cipitated by persecution and forced displacement,
transcends the boundaries of a medical diagnosis
and is qualified as substantial legal harm, which di-
rectly impedes the individual’s full enjoyment of
fundamental rights. Consequently, when psychic
trauma exerts a prolonged negative impact on an
individual’s functioning, it is rendered an object of
legal protection, thereby imposing a positive obli-
gation upon the State to ensure the individual’s
psychosocial rehabilitation.

It is the obligation of the State to protect the
highest attainable standard of physical and mental
health, a peremptory requirement enshrined in in-
ternational law. The realization of this right is unat-
tainable without the full implementation of the
AAAQ framework (Availability, Accessibility, Ac-
ceptability, and Quality), wherein particular empha-
sis is placed on the cultural acceptability of ser-
vices. Cultural sensitivity constitutes a rigorous le-
gal standard, within the scope of which treatment
modalities must account for an individual’s reli-
gious, ethnic, and social background to prevent the
marginalization of a refugee’s cultural identity and
to foster trust toward host institutions.

In this context, comparative legal analysis has
demonstrated that the mental well-being of refugees

is directly contingent upon the legal stability within
the host State. For instance, the German experience
illustrates the implementation of culturally adapted
approaches, such as the Cultural Formulation Inter-
view (CFI), to effectively mitigate linguistic disso-
nance and stigmatization. Furthermore, the auto-
matic extension of residency rights for Ukrainian
refugees functions as a fundamental psychological
protective mechanism, whereas for refugees from
other nations, protracted bureaucratic procedures
and precarious legal status significantly exacerbate
their mental condition.

Thus, the paper shows that the effectiveness of
legal guarantees for mental health protection is de-
termined not only by the availability of medical
services, but also by the state's willingness to adapt
its legal instruments to the individual cultural and
psychological needs of internally displaced persons.
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Memoto 00CriodNCeHHsT € CUHMEeMUYHUL aHANI3 AK NPAGO8UX, MAK | NCUXOCOYIATbHUX ACNeKmie Kpu3su
OIdiCeHYi8, CNPAMOBAHUL HA BUABIEHHS CUCTMEMHUX HeOONIKI8 V 3aXucmi NCUXIYHO20 300po8's OidceHyis.
Kpim moeo, docnidoicenns cnpsimosane Ha GUAGNEHHs MA AHANI3 KTIOYOBUX NPpOOAeM Y Yitl 2any3i, BKIOUaA0UU
0OMedCceHy 00CMYNHICMb NCUXOAOSTYHUX NOCAYe, 0eiyum KyIbmypHO YYMAUSUX NiOX00i6, XPOHIUHUL cmpec,
CNpUYUHEHUT HeBUSHAYEHICIIO NPABO6O20 CMAMYCY, Ma COYianbhi 6ap'epu, wo sUHUKaAIOMb nio yac npoyecy
inmezpayii. Memoou 00cnioHceHHA: y cmammi O0CTIONCEHHA NPOBOOULOCA 3 BUKOPUCMAHHAM ICTMOPUYHUX,
NOPIGHANILHO-NPABOBUX MA HOPMAMUSHUX MEMOOi8, Wo NPOOUKMOBAHO CKIAOHUM XAPAKMEPOM NUMAHHA.
Icmopuunuii memoo 0yn0 3acmoco8ano 015 BUAGNEHHS KOPIHHUX NPUYUH BUMYWIEHO20 NepeMilyeHHs ma
OYIHKU MO20, AK MIJDCHAPOOHA NONIMUKA 3 4ACOM mpanchopmyeanacs 6 npagogi nopmu. llopiensnvro-
npagosuti Memood Oy10 UKOPUCINAHO O AHANIZY MiepayiliHoi ma NPUmyaKo8oi NoIiMuKY pi3HUX Kpaix, a
MAKodC IXHIX NPAOGUX MA IHCIMUMYYIUHUX MEXAHIZMIE 3aXUcmy NCUXiuHo20 300p08's Oidcenyis, mum
camum BUCBIMIIOIOUU Nepedosull 00C8Ii0 MaA BUSHAYAIOYWU NPABOGI mMa aOMIHicmpamusHi 6ap'epu.
Hopmamuenuti memod 0y10 8UKOpUCmano OJisl 30CepeodCceHts Yeasu HA HOPMAMUGHOM)Y 3MICMI 3aKOHY,
oKpecmiooyu npasa Oidcenyie y epy3uncokomy 3axoui «IIpo MidCHAPOOHULI 3aXUCT», MINCHAPOOHUX
KOHBEHYISIX Ma €8PONEUCLKOMY 3AKOHOO0ABCMEI, wob OYiHUMU, HACKIIbKU YIMKO 2apanmii NCuxiuHo2o
300po8's ma cneyianvhi npoyedypHi nNompeou U3HAUEHI HA HOPMAMUBHOMY pigHI. Pesyiomamu: emnipuune
00CHIOJCEHHSI 8KA3YE HA 3HAYHO NIOSUWEHUN PUBUK PO3BUMK)Y cepeld OidceHyié po3nadié NCUXiuHo2o
300p08's, GKIIOUAIOYU 0enpeciio, MPUBOIICHI Po31adu ma nocmmpasmamuyHui cmpecogutl posiao (IITCP),
a makodc Kpus aoanmayii, idenmuuynocmi ma npuuanexcHocmi. Pesynomamu  docnioxncenus
RIOKpectoomy, wo yi NCUXOI02IUHI MA2APi YACO € NPAMUM HACTIOKOM MPAGMAMUYHO20 00C8IdY (MaKo2o
AK HACUNLCMBO, NEPeclioyeanHs ma empama uiaeHie cim'i), BUMYUIEH020 NepeMilyeHHs, HNPasosoi
HeBU3HAYeHOCmI ma Ceplo3sHUX mpyoHowie 6 inmezpayii 6 nputimvarnoui cycnitbcmea. 002080penns:
8paxo8yuU  0eCMpYKMUSHI MeHOeHYii Cy4acHo2o Cc6imy, GKIYAYU NOMIMUYHY HeCmAabiibHICmD,
E€KOHOMIYHI Kpu3su, YUCNeHHi JOKAAbHI GIliHU ma 30pouHi KOHGIIKmMuU, 3MIHY KAiMamy ma CMUuXiuHi 1uxa,
numanms miepayii ma nog'szami 3 Her npobiremu cmaioms dedani akmyanviuwumu. Ilumanns 6ixcenyis 3a
CBOEI0 CYMMIO € MINCOUCYUNTITHAPHUM. 3 00H020 6OOKY, BOHO OXONNIOE NPABOBUL GUMID, WO BKIIOUAC
Miepayiiini npoyedypu, 6U3HAYEHHS NPABO6020 CMAMYCY, MEXAHI3MU HAOAHHS NPUMYIKY MA OepHCABHI
30008'13anHs. 3 IHWO20 OOKY, BOHO AGNAE COOOIN CKAAOHY MeOUYHYy MaA NCUXOCOYIANbHY Npobiemy, s[Ka
be3nocepednvbo @nausac ma Qizuune ma ncuxiume OAA2ONOAYUYA OIdHCEHYIB, WO NOGHICTNIO HANENHCUMb 00
KoMnemenyii coyianbHo20 3axXucmy, OXOpOoHU 300p08's, ncuxonoeii ma ncuxiampii. Y3eo0ocenns yux 080x
BUMIPIB MaA€E GupiwiaibHe 3HAYEHHs 015 NOOOJNAHHA AOMIHICMPAMUSHUX MA coyianvHux oOap'epis, AKi
NepeuKo0Ncaoms ehexmusHi NCUXoCoyianbHii NIOMpuMyi.
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