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PSYCHOLOGICAL ASSISTANCE TO MIGRANTS WITH POST-
TRAUMATIC STRESS DISORDER (BASED ON THE EXAMPLE
OF NORWAY)

Post-Traumatic Stress Disorder (PTSD) is a common mental health
disorder that occurs as a result of an individual’s inability to cope with trauma and
its consequences. One of the factors that can lead to the development of PTSD is
migration to another country, particularly when it is forced and caused by political
crises or military conflicts.

Given that forced migrants must not only overcome traumatic experiences
(such as loss of home, exposure to war, political persecution, etc.) but also adapt
to a new sociocultural environment, the organization of psychological assistance
for forced migrants with PTSD symptoms is extremely important. Researchers
emphasize that forced migrants «often experience multiple traumas, making them
prone to mental health problems in the future» [1].

The issue of PTSD among migrants is actively studied within clinical,
social, and cultural psychology. A clinical study conducted by D.-S. Teodorescu,
T. Heir, E. Hauff et al. aimed at exploring the experience of trauma among forced
migrants and/or refugees, showed that multi-traumatized refugees have very high
levels of PTSD and comorbid disorders. They are also more likely to be affected
by post-migration stressors (such as integration difficulties, unemployment, or
cultural discrepancies), which together negatively affect their mental health [1].

Another research group (D. Brea Larios, G. M. Sandal, E. Guribye et al.)
examined how forced migrants and refugees who found refuge in Norway explain
the causes of PTSD and depression. The study found significant differences in
explanatory models depending on gender and age [2]. For instance, women
emphasized the impact of domestic and gender issues, older men highlighted
difficulties in cultural adaptation, and younger men focused on traumatic
experiences before and during escape.

It should be noted that although there are empirical studies describing
certain elements of psychological assistance for forced migrants with unprocessed
traumatic experiences (diagnosis, interventions, and social integration), there is
currently no comprehensive model describing the full organization of such
psychological support.
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Municipal mental health services (Mental Helse Norge), which cooperate
with crisis centers and volunteer organizations, coordinate the provision of
psychological assistance to forced migrants. The system of psychological support
for forced migrants includes three interrelated levels:

1) psychoeducation and crisis support;

2) short-term psychotherapeutic interventions;

3) long-term psychotherapeutic and social rehabilitation.

Psychoeducation and crisis support aim to provide information about
stress reactions, trauma, and their short- and long-term consequences; to restore a
basic sense of safety; and to offer psychological and, if necessary, social support.

Short-term psychotherapeutic interventions are directed at stabilizing
the emotional state of forced migrants who have experienced trauma, using
techniques of Cognitive Behavioral Therapy (CBT), Eye Movement
Desensitization and Reprocessing (EMDR) therapy, and/or elements of body-
oriented therapy.

Long-term psychotherapeutic and social rehabilitation includes not
only individual or group psychotherapy (using techniques such as art therapy,
CBT, EMDR therapy, etc.), but also simultaneous language adaptation,
participation in specially created integration communities, and involvement in the
labor market. At this stage, support is provided to individuals and/or families of
forced migrants who have suffered trauma due to war or loss.

The analysis of the Norwegian experience in organizing psychological
assistance for forced migrants with PTSD allows us to propose a model of such
assistance, presented in Table.

Table
Model of Psychological Assistance for Forced Migrants with PTSD in Norway
Component Content / Mechanism of Implementation
1 2

Initial assessment Psychological diagnostics conducted at the early
(screening) stage of adaptation to determine the level of
traumatization, presence of PTSD symptoms,

depression, and post-migration stressors

(standardized methods: HTQ, HSCL-25, PCL-5)

Early psychological Providing psychological support in the first months
intervention after forced migration through psychoeducational
events and/or group sessions, short-term supportive
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Continuation of the table

1 2
therapy aimed at restoring a sense of safety, life
perspective, and identifying internal and external
resources
Specialized Long-term psychotherapy using evidence-based
psychotherapy methods for treating trauma and its consequences,

such as Cognitive Behavioral Therapy (CBT),
Narrative Exposure Therapy (NET), and EMDR
therapy. This involves not only a psychotherapist
helping to process trauma but also other professionals
— psychologists, social workers, and interpreters —
assisting in solving related issues

Post-migration socio-
psychological support

Assistance to forced migrants in employment,
housing, language learning, and establishing social
networks and connections in the new environment,
implemented through municipal crisis centers
(krisesentre)

Long-term monitoring
and follow-up

Regular reassessment of the mental state of forced
migrants who have experienced PTSD, aimed at
timely diagnosis of symptoms and detection of
relapses, with referral for additional psychotherapy if
necessary. This monitoring is also carried out through
municipal crisis centers

Thus, the Norwegian experience demonstrates that effective psychological

assistance for migrants with Post-Traumatic Stress Disorder is possible only
through a comprehensive approach. A distinctive feature of the Norwegian model
1s institutional cooperation: psychologists work together with psychotherapists,
psychiatrists, social workers, teachers, physicians, police representatives, and
members of public and religious organizations.
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TEXHO®OBIA I IITYYHUH IHTEJIEKT:
HOLISII AMBEKA ABIMOBA

TexHodoO1s sIK couianbHe SBHILE BHEPIIE HAOYJIO BEIMKOTO MOLIMPEHHS
I1]T 4ac MPOMMCIIOBOI peBOIIOIIII. [3 TOro yacy BoHa Habupae oOepTiB apajieabHO
3 HAyKOBO-TE€XHIYHUMHU JOCATHEHHSIMHU JIFOJCTBA: B1J] OSBU MEPIINX TEKCTUIIBHUX
MaluH 710 KoMIr'torepiB 1 mry4yHoro iHtenekty (LHI). Came octanHiii €
HANMOLIMPEHIIIOI TEMOIO B CyYaCHHUX JAUCKYCISX.

VY 11bOMy KOHTEKCTI JOLLIBHO 3BEPHYTHCS IO TBOPUOCTI Aifzeka A3iMoBa —
OJHOTO 3 TEPIIMX aBTOPIB, XTO CHCTEMHO OCMHCIIOBAB y CBOiX HAyKOBO-
¢danTacTnyHuX TBOpax mnpobiemaruky LI me 3amoBro mo Toro, ik 1€ CTajio
TEMOIO CyCHUIBHUX 0OTOBOPEHb.

Tak, y #oro TBOopax TeMa TexHO(}oOli 300pakeHa Ha MNPUKIAIL
aHTUMAIIMHHOTO PyXy, sSIKUi € peakuicro Ha po3Butok 1. [ei anTumammuamii
pYX MOXHa MEBHOK MIPOI MOPIBHATU 3 ICTOPUYHUM PyXOM JyAauTiB. Tak,
NOMIOHICTh TOJNSATAaE y 3MiHI COINAaJbHO-€KOHOMIYHMX YMOB JJisi TIEBHOTO
IPOLIAPKY HACEJIEHHS, a caMe 3HELIHEHHS poOo4oi cuiu abo BTpara poOOYOro
MICIIS Yepe3 BUKOPUCTAHHS O1IbIT €()eKTUBHUX 1 EKOHOMIYHO BHT1THUX MAITUH.
S HacIAOK, JIOABMH PyXajio BIAUYTTSI HECHPABEIJIUBOCTI, 1 BOHU BUCTYIIAJIH 32
3a00pOHY BHKOPUCTaHHS pOOOTIB, TIOCWJIAIOUYMCh Ha HEJO0OPOCOBICHY
KOHKYPEHLIII0 Ha pUHKY mpaui [1, c. 34].

Pa3om i3 TMM came B I[bOMY MOJSTA€E 1 TOJIOBHA BIIMIHHICTH MIXK PYyXOM
JYAJUTIB 1 BUragaHuM pyxoM «CycminbCTBO uisl Jtoaei». OCHOBHUM pyIIiEM
TynauTiB Oyno Oa)kaHHS BIAHOBUTH /i ceOe CIpaBeIMBI YMOBH Tpaili: BOHH
Ooponucs 3 HHU3bKOIO OIUIATOI0 TMpall Ta MparHyld COJIJapHOCTI MIXK
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