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1. Introduction: why “geographies of trauma” 

The seminar titled “Geographies of Trauma: Gender-Based Violence, Women, and Cultures in 

Dialogue” took place on Saturday, June 13, 2026, in the “Michelangelo” Meeting Room of the Infermi 

Hospital in Rimini, with an option for online participation. The event was CME-accredited for in-person 

attendance and organized by Cittadinanza in collaboration with AUSL Romagna and the Centro 

Adriatico di Psicoanalisi. It was part of the regional project ROOTS (Resilience through Outreach, 

Opportunity, Treatment, and Support), which focuses on mental health, the rehabilitation of children 

with disabilities, nutrition, and women's rights in Ethiopia. 

The title of the seminar reflects its central thesis: trauma has a geography. It occurs in specific 

locations—such as a road home from school in the South-West Shewa zone, a hospital room, or a 

house in Romagna—and can also be received, listened to, and transformed in various settings. While 

these places may differ, the underlying structures of gender-based violence exhibit similarities, which 

the seminar aimed to address directly—without resorting to the comfortable distance of viewing these 

issues as exotic or believing that “things are different here”. 

The discussion was grounded in the definition provided by the UN Declaration on the Elimination of 

Violence against Women (1993), which states that any act of gender-based violence resulting, or likely 

to result, in physical, sexual, or psychological harm or suffering—including threats, coercion, and 

arbitrary deprivation of liberty—occurs in both public and private life. According to World Health 

Organization estimates (2021), nearly one in three women worldwide has experienced physical or 

sexual violence in her lifetime, predominantly at the hands of a partner. This reality underscores that 

gender-based violence is not merely a phenomenon found in “other places”, but rather a global issue 

that manifests differently across various cultural, economic, and political contexts. 

The moderators proposed a methodological approach based on transcultural clinical work, 

referencing Georges Devereux’s ideas about the complementarity of cultural and psychological 

understandings, Arthur Kleinman’s "explanatory models" that illustrate how every patient and 

community interprets suffering, and Marie Rose Moro’s work, alongside Virginia De Micco’s 

contributions in Italy. This clinical practice seeks to go beyond a strictly medical perspective and 

engages in listening. Listening to cultures in dialogue does not mean justifying violence—no culture 

condones it—but rather understanding the contexts to improve treatment and prevention efforts 

both locally and globally. 



The seminar was structured in three stages: first, an introduction to the project and the field, 

presented by individuals who have visited Wolisso; second, insights from psychologist Besha Mechal, 

who works daily with survivors in Wolisso; and finally, a psychoanalytic perspective that helped 

identify the same underlying dynamics observed in Wolisso, manifesting in subtler forms in our own 

context. 

2. Opening of the proceedings and institutional greetings 

The day began with institutional greetings from Dr Francesco Sartini3, Dr Riccardo Sabatelli4, and Dr 

Pietro Nucera5, who emphasized the project's significance and reaffirmed AUSL's commitment to this 

area. The event also included a contribution from Dr. Eleonora Montebugnoli6, a representative of the 

Emilia-Romagna Region, who highlighted the Region's dedication to international cooperation and 

gender equality. 

3. The collaboration project between Cittadinanza and AUSL Romagna 
(Dr Alessandro Latini) 

Dr. Alessandro Latini, the director of Cittadinanza, presented the overarching framework of the 

collaboration with AUSL Romagna to promote mental health in Ethiopia. This initiative is anchored in 

the broader context of global mental health. In low-income countries, the majority of individuals with 

mental disorders do not receive any treatment—a phenomenon known as the treatment gap. 

Programs such as the WHO's mhGAP and the Lancet Commission on Global Mental Health (Patel et 

al., 2018) aim to address this by task-sharing, distributing responsibilities and skills among non-

specialist workers, communities, and peers. This approach is reflected in the work being done in 

Wolisso. 

The collaboration is part of a multi-year program, which includes the following projects: the WAWE 2 

project (2023), focusing on access to care for children with disabilities, as well as for patients with 

epilepsy and psychiatric conditions; the AIM project (2024), aimed at providing inclusive, 

multidimensional healthcare in South-West Shewa and Guraghe; the CORE project (2025), which 

addresses nurturing care, nutrition, women's economic empowerment, and mental health; and the 

 

3 Dr Francesco Sartini, Director of the Department of Mental Health and Pathological Addictions of Rimini and 
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5 Dr Pietro Nucera, Director of the Complex Operational Unit (UOC) of the Mental Health Centre (CSM) of Forlì 
and Cesena (AUSL Romagna). 
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ongoing ROOTS project (2026), which adopts an integrated approach to mental health, rehabilitation 

for children with disabilities, nutrition, and women's rights. 

Throughout this journey, Cittadinanza has greatly benefited from AUSL Romagna's expertise. The 

deepening of these themes is largely attributable to AUSL's responsiveness to emerging needs in the 

field and its readiness to support the development of new initiatives. Special thanks are also owed to 

the Emilia-Romagna Region, which has ensured the continuity of the project, facilitated the 

consolidation of existing actions, explored new areas of intervention, and provided a more adequate 

response to the needs of the communities involved. 

 

4. Experiences from the field: a survey on gender-based violence in 

Wolisso (Dr Simona Di Marco7, Dr Monica Pacetti8) 

Dr. Simona Di Marco and Dr. Monica Pacetti, psychiatrists at the Mental Health Centers of Rimini and 

Forlì, conducted a field survey between 2025 and 2026 focusing on services for the care of women 

and girls who have survived gender-based violence. 

They specifically visited the government One Stop Centers in Adama, Addis Ababa (located at the 

Gandhi Memorial Hospital), and Tulu Bolo. Additionally, they conducted an in-depth examination of 

the services offered at St. Luke Hospital in Wolisso by meeting with responsible colleagues, engaging 

with local actors, and conducting interviews. 

4.1 The context and the national response 

Wolisso is located about 120 km southwest of Addis Ababa, in the Southwest Shewa Zone of the 

Oromia regional state. The district (woreda) has an estimated population of approximately 430,000. 

The national approach to addressing Gender-Based Violence (GBV) involves a joint initiative between 

the Ethiopian Government, specifically the Ministry of Women and Social Affairs, and various 

international organizations, including UNICEF, UNFPA, AMREF, and several NGOs, with support from 

donors such as USAID and the Canadian Government. 

Emergencies like severe humanitarian crises, internal conflicts (such as in Tigray), drought, and the 

pandemic have heightened the vulnerability of women and children, resulting in a significant increase 
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in risks related to sexual violence, early marriage, and physical abuse. In 2022, national GBV guidelines 

were published, and One Stop Centers (OSCs) were established. 

One Stop Centers are multifunctional facilities designed to provide a comprehensive, person-centered 

approach to support survivors of gender-based violence. They offer a single point of access for these 

individuals, with reception services available 24 hours a day, 7 days a week. The centers are staffed by 

nurses, police officers, doctors, social workers acting as case managers, and counseling psychologists. 

Together, they provide medical care, psychosocial support (including counseling, therapy, and peer 

groups), and legal assistance. This model aligns closely with the pathways established in Italy by the 

2017 national guidelines for health authorities regarding the rescue and assistance of women victims 

of violence. 

Data from visits in 2025 revealed some insights: the Adama OSC reported 741 victims of violence in 

2018 (724 female and 17 male), with most victims aged between 7 and 11 years, indicating a 

prevalence of intra-family violence. The Addis Ababa OSC recorded an average of 87 admissions per 

month. Services at these centers include free HIV and HBV prophylaxis and emergency contraception 

provided within 72 hours. 

The Adama OSC is particularly notable for its staff training initiatives, which focus on preventing 

burnout and vicarious trauma. It offers specialized treatments, including group psychotherapy for 

victims and caregivers based on Targeted Family Programs (TFP) and Cognitive Behavioral Therapy 

(CBT) models, as well as Play Therapy for children. Additionally, the center engages in psychoeducation 

and community awareness-raising interventions. 

4.2 The phenomenon: characteristics, risk factors, community response 

In the area, gender-based violence (GBV) most frequently affects victims aged between 12 and 18. It 

takes three primary forms: physical, sexual, and emotional abuse. Sexual abuse includes abduction, 

rape, and forced marriage, while genital mutilation, though illegal, is rare. The settings for these 

abuses include the family, neighborhood, and workplace, particularly for domestic workers. Incest by 

fathers and violence from first-degree relatives are often reported. Risk situations tend to arise during 

festivities and collective celebrations, especially when larger gatherings involving alcohol and khat 

take place, as well as during school breaks and in open places such as markets and forests. 

Several risk factors contribute to this issue, including political instability (such as civil wars and ethnic 

conflicts), parental divorce that leads to children ending up on the streets, polygamous marriages with 



numerous children, extreme poverty, child labor, a lack of child protection, and an imbalance of power 

and rights between men and women, resulting in women’s subordination and economic dependence. 

Community responses to GBV include reporting incidents to the police, but informal mechanisms of 

social control also exist. Community elders, known as Traditional Leaders, mediate disputes. They may 

offer monetary compensation or suggest reparatory marriages between the abuser and the victim, 

which further victimizes the abused individual. If a family declines the financial offer, they may face 

expulsion from the community. Meanwhile, the victimized girl often loses her social standing, her 

chances of marrying are diminished, and she may be expelled from her family due to shame. Pressure 

is also placed on the mother to keep the incident hidden, as it is perceived as a source of stigma. 

4.3 The GBV pathway at St. Luke Hospital 

At St. Luke Catholic Hospital in Wolisso, the pathway for handling cases is organized on three levels. 

The first level is the Voluntary Counseling and Testing for HIV (VCT) and Gender-Based Violence (GBV) 

clinic, run by Sister Yeserash Wolde, a nurse with a degree in social sciences. This clinic operates five 

days a week for eight hours each day. Outside of these hours, cases are managed by the Emergency 

Department, which notifies the Mental Health Unit team as needed. 

The clinic serves both victims of violence and individuals seeking an HIV test. Sister Yeserash interviews 

each victim, records detailed data, gathers information about the incident, and, with the victim's 

consent, photographs their injuries. These photographs can serve as evidence in legal proceedings. 

Additionally, Sister Yeserash provides first aid and assistance, including offering food and 

refreshments to victims, which helps build trust and enhances their sense of safety. 

Following this initial consultation, victims are referred to various wards for assessments, including 

laboratory tests, gynecological exams, radiology, and orthopedics for age estimation, which is often 

challenging. Counseling is activated with psychologist Besha Mechal, and the Mental Health Unit is 

involved only in cases with suspected psychiatric issues. Social services are unavailable in the area; 

however, the hospital collaborates closely with local police to report incidents.  

During the first semester of 2025, around 29 cases were recorded, all involving women, with instances 

of violence occurring both within and outside the family. Among the cases of intrafamilial abuse 

observed, those most frequently reported involved male parental figures perpetrating abuse against 

their daughters, with no significant differences in frequency based on socio-economic status. 

Prophylaxis for infectious diseases is provided regularly and at no cost, yet emergency contraception 



is not administered due to the principles upheld by the Catholic hospital. Patients are instead referred 

to a private pharmacy or a government hospital at their own expense. 

In 2025 and 2026, treatments included peer group sessions (with 15 patients and one family member), 

individual and family counseling, and awareness-raising meetings at Health Posts. During these 

sessions, Besha, alongside the Mental Health Unit nurse, Fenet Shiferaw, conducts psychoeducational 

interventions aimed at raising awareness about the prejudices that lead to victim blaming and 

expulsion, strengthening families’ abilities to protect their children, and educating on child nutrition 

as well as the recognition and treatment of epilepsy. 

4.4 Vicarious trauma, outcomes, critical issues and prospects 

The speakers discussed the issue of vicarious trauma with local workers and emphasized the need for 

a safe space for group sharing. Given their daily exposure to traumatic experiences and the 

accompanying feelings of helplessness. It was reported that the mothers of survivors frequently 

experience severe sleep disturbances, often reaching out by phone during the night in search of 

support. 

Outcomes of the work include involvement from Traditional Leaders in the legal process, which helps 

interrupt actions that cover up violence; increased continuation of schooling for girls; a greater 

willingness among victims to report incidents; and a reduction in the stigma and isolation experienced 

by victims. 

Critical issues identified include a small clinic room lacking privacy and insufficient equipment (such as 

thermometers, scales, sphygmomanometers, sanitary pads, clothing, and cameras). However, many 

of these shortages were addressed in 2026. The absence of emergency contraception, the location of 

the counselor’s room away from the GBV clinic, and the lack of social services and shelters in the area 

are additional challenges. The absence of shelters forces survivors of intra-family abuse to either 

return home or stay in police station rooms, both of which put them at risk of further physical and 

psychological harm. In response, a survey of community resources (including associations, churches, 

and mosques) as possible refuge locations has been launched, and the establishment of temporary 

beds at St. Luke Hospital is under consideration. 

Improvements since 2025 include a stronger network with the Mental Health Unit, where a 

psychiatrist-trained nurse collaborates with the counselor to filter cases with subthreshold symptoms 

better. Additional improvements include enhanced equipment for the GBV clinic and psychoeducation 



and counseling groups for victims and their family members. Plans include creating a dedicated shelter 

within St. Luke, providing support and supervision for the GBV group, and delivering targeted GBV 

training to the hospital team. 

The speakers concluded with a thought from Amartya Sen: “Development lies in the relationship 

between people and people, between people and institutions, and between institutions and 

institutions.” 

5. The voice from the field: the interview with the psychologist Besha 

Mechal 

The interview screening, recorded during the April mission to Wolisso, featured Besha Mechal, a 

psychologist and counselor at St. Luke Hospital. Besha has been leading the gender-based violence 

(GBV) program for over a year and has approximately seven years of experience in educational and 

psychosocial services in her region, which include working in the gender office, school counseling, 

community-level psychosocial support, and providing counseling for children and mothers suffering 

from malnutrition. The moderators encouraged the audience to engage in a "clinical" listening 

experience, focusing not only on the content but also on how Besha approaches and addresses issues 

of gender-based violence. 

5.1 The phenomenon seen from within 

According to Besha, GBV in Ethiopia is particularly prevalent in rural areas and most commonly affects 

individuals aged 12 to 18. However, cases can arise as young as 2 years old and extend into adulthood. 

Perpetrators are often family members or close acquaintances, including husbands, uncles, fathers, 

and stepfathers, as well as individuals from the same community. Besha identifies several root causes 

of GBV, including political instability—where occurrences of rape increase sharply during times of war 

and conflict—divorce and family disputes that leave children vulnerable, polygamy, poverty, and a 

lack of family planning. These factors often push minors into domestic work or the labor market, 

heightening their vulnerability, especially for girls. 

Incidents tend to rise during holidays and school breaks. Typical scenarios include a girl being forcibly 

taken while returning from the market or school, particularly in rural areas where wooded paths are 

common, and in urban areas, sometimes using Bajajis—small three-wheeled vehicles. 

 



5.2 The community response and the “second violence” 

When a GBV incident occurs, families may reach out to the police; however, community mechanisms 

often take precedence. In every kebele, Traditional Leaders establish their own protocols and wield 

significant influence. Besha observes that this approach is insufficient for addressing GBV, as 

traditional leaders tend to focus on the perpetrator and often neglect the needs of the victim. In some 

cases, they may try to silence the family financially. However, money alone does not provide the girl 

with the psychological support, care, and long-term assistance she requires, as the trauma can impact 

her for a lifetime. Besha describes this process as potentially leading to "second violence" against the 

girl, known in clinical practice as secondary victimization. 

Even after receiving care, the community frequently fails to welcome her back. A girl who has been 

"married," even under coercion, is often considered to be already married. If she leaves that marriage 

and returns to her family, they may feel ashamed. Girls who have been raped often face exclusion and 

neglect from peers, family, and friends, disregarding the girl's interests, age, and wishes. 

5.3 The pathway at St. Luke: Room 13, counselling, the peer group 

When a survivor arrives, the pathway begins in Room 13, which is dedicated to cases of gender-based 

violence (GBV). Here, the focal person, Sister Yeserash, initiates the care process. Survivors are treated 

according to special protocols that emphasize confidentiality, and all care is free of charge. After being 

brought to safety, survivors undergo laboratory tests, gynecological examinations, and physical check-

ups, along with treatment for injuries. Clean clothing is provided when necessary. Once these steps 

are completed, the survivor enters the counseling room. 

In the counseling room, Besha strives to create a calm and safe environment. Many survivors arrive 

feeling disoriented and confused, so she reassures them, explains that they will work together not just 

during this visit but also in the future, and emphasizes confidentiality and care. Follow-ups are tailored 

to each individual's situation—either weekly or monthly—while keeping in mind that many survivors 

travel from afar and have very limited financial resources. 

As the survivor becomes more stable, she may be invited to join a peer group, which Besha describes 

as one of the program's most successful and impactful activities. Participants, who come from various 

backgrounds in terms of experience, age, and education—from first grade to university—share their 

experiences and discuss school, life, and future aspirations during monthly and quarterly meetings. 

Counseling also extends to families, as culturally, families often feel shame about the situation. 



Working closely with family members to help them understand how to support and care for the 

survivor is crucial for her long-term recovery. 

5.4 Prevention in the community 

Besha considers community awareness-raising one of the most powerful ways to prevent GBV. She 

states, "If through our awareness-raising efforts we manage to protect even one child or one family 

before something happens, that is extremely important for me and for the hospital." In the kebele, 

the effort goes beyond simply discussing GBV in general; it includes explaining the various types of 

cases that can occur, how they happen, and how to prevent them. Many people may be familiar with 

terms like rape, forced marriage, and abduction, but are unaware of how these situations manifest in 

reality. In areas where awareness-raising activities have been conducted, the incidence of GBV 

appears to be more contained. However, in areas that have not yet received these interventions, cases 

may continue to rise. 

5.5 Caring for those who care 

When asked how she manages stress, helplessness, and pain, Besha acknowledges that work on 

gender-based violence is inherently challenging. Certain cases, such as the rape of very young children 

and those involving families living in extreme poverty, are particularly distressing and have a profound 

emotional impact on her. She employs her own stress management techniques and can seek support 

from the Mental Health Unit. Sharing her experiences with Sister Yeserash and Fenet is helpful, as is 

knowing that the police have apprehended the perpetrator. However, she makes a clear request for 

specific training in GBV trauma therapy and stress management, as the current counseling skills 

available are difficult to apply in such challenging situations. This request underscores the importance 

of caring for those who provide care; it is not a luxury but a prerequisite for clinical safety. The plans 

presented by her colleagues include supervising the GBV group and providing targeted training for the 

St. Luke team to address this critical need. 

 



6. Wounded lands, narrating bodies: psychoanalytic perspectives on 

gender-based violence (Dr Gabriella Vandi9, Dr Laura Ravaioli10) 

The presentation by Dr. Gabriella Vandi and Dr. Laura Ravaioli from the Centro Adriatico di Psicoanalisi 

began with an evocative image: the photographic project "Women's Bodies as Battlefields" by Cinzia 

Canneri. Canneri, a psychologist with two decades of experience in mental health services and a 

renowned photographer who won the World Press Photo award, documents the journeys of Eritrean 

women fleeing their country. This work was borne out of the empathy and trust she cultivated with 

these women. The speakers advocated for a similar approach through the concept of intercultural 

clinical practice, distinguishing it from conventional medical practices by emphasizing a clinical 

practice centered on listening (Virginia De Micco). 

6.1 Naming collective trauma: Italy’s colonial past 

The speakers chose to openly acknowledge a collective trauma that needs addressing to prevent it 

from becoming a hidden influence in the dialogue: Italy's colonial past in Ethiopia, which lasted from 

1936 to 1941. This history is explored in various ways, including through the fiction "I giorni di vetro" 

by Nicoletta Verna, set in Romagna, and the podcast "Giornaliste," particularly the episode focused 

on Elvira Banotti. Banotti is known for her interview in which she confronted Indro Montanelli about 

his relationship with a twelve-year-old girl, to which he responded by invoking a questionable cultural 

difference. Recognizing this historical guilt is essential for taking responsibility to ensure that such 

events never occur again anywhere in the world and for engaging in open dialogue with Ethiopian 

colleagues, free from lingering, unspoken issues. 

6.2 The collective dimension of violence 

In their discussion, the speakers explored how the field of psychoanalysis has expanded its focus to 

include the community. This shift is exemplified by groups such as the Psicoanalisti Europei per i 

Rifugiati (PER) of the Italian Psychoanalytical Society and the International Psychoanalytical 

Association's committee for the United Nations. They referenced Franco Fornari's work, "Psicoanalisi 

della guerra" (1966), which links male initiation rites to the external displacement of aggression, 

 

9 Dr Gabriella Vandi, psychoanalyst, full member with training functions of the Italian Psychoanalytical Society 
(SPI) and of the International Psychoanalytical Association (IPA). She is also President of the Centro Adriatico di 
Psicoanalisi “Angelo Battistini”. 
10 Dr Laura Ravaioli, psychologist and psychoanalyst, full member of the Italian Psychoanalytical Society (SPI) and 
of the International Psychoanalytical Association (IPA). She is a consultant to the IPA committee for the United 
Nations and editorial coordinator of the journal Psiche. 



viewing war as a paranoid response to mourning. This perspective connects wartime violence to the 

exploitation of women's bodies. In contemporary society, rape is utilized as a weapon of war, with 

estimates stating that between 20,000 and 50,000 women were raped during the Bosnian War, and 

between 250,000 and 500,000 women and girls were targeted during the Rwandan genocide in 1994. 

The discussion then shifted to current conditions, highlighting Afghan women supported through the 

IPA-UN committee. Shegofa Shahbaza shared her testimony about the denial of education, 

employment, and basic rights under the Taliban regime. Nasim Ghaffari reported on the situation in 

Iran, particularly regarding the repression of protests, the criminalization of clinicians, and the 

dismantling of support networks. Other forms of structural violence were also mentioned. These 

included the repercussions of the 2022 US Supreme Court ruling on access to abortion; the forced 

sterilization of individuals with disabilities, which is prohibited by international treaties and the 

Istanbul Convention but still occurs in several European countries, primarily affecting women and 

often without their consent; and revenge porn, which exposes intimate details publicly and 

undermines individuals' ability to trust and their relationship with their own bodies. 

The speakers cautioned against conflating the maternal and feminine paradigms, as such a conflation 

would constitute discrimination. 

6.3 The consulting room: the perverse relationship and the colonisation of the mind 

The third section transitions into the consulting room by presenting the clinical story of Nadia, taken 

from "Relazioni perverse. La violenza psicologica nella coppia" by Sandra Filippini (2005). Nadia is a 

woman who cannot disclose her partner's behavior to anyone, becoming increasingly isolated and 

deprived of a shared reality. She becomes convinced that she is always at fault. From a psychoanalytic 

perspective, domestic violence is not merely an event but a process that profoundly impacts the 

development of the individual's identity. The body serves as a primary site where traumatic 

experiences are recorded, especially when they cannot be adequately symbolized (De Micco, 2024). 

The violent reactions of the abuser reflect a failure in the construction of their identity. This 

inadequacy leads to an attempt to differentiate from the others through aggression, aiming to 

dominate or destroy them. The abusive partner typically exhibits narcissistic traits, possessing an 

overwhelming need for their partner while simultaneously failing to recognize their autonomy and 

individuality. In addition to physical abuse, psychological abuse—equally severe—aims at exerting 

control through denigration, devaluation, and systematic reproach, ultimately jeopardizing the 

woman's mental stability. 



The theoretical foundation lies in the concept of narcissistic perversion, described by Racamier (1986, 

1987, 1992). Severe narcissistic fragility drives the individual to treat the other person as an extension 

of themselves, functioning as a "utensil object" through the continuous subversion of reality. Filippini 

illustrates how the perpetrator—almost always male—engages in dynamics of domination, control, 

and subjugation, treating the partner as an object rather than as a person. A distorted version of truth 

is imposed on the victim, leading to manipulation and confusion, making it difficult for her to recognize 

the colonization of her own mind. Messages such as "It is not I who needs you; you cannot live without 

me" or "You cannot do anything right" gradually erode her self-esteem, confidence, and sense of self-

worth. 

The speakers emphasized an essential ethical consideration: it is crucial to differentiate between 

sadomasochistic situations, where both partners actively engage in the dynamics, and scenarios in 

which the woman is a victim of non-consensual abuse. Profiling the victim as having predispositions 

would unjustly place blame on her. Instead, it is the partner who manipulates the relationship, 

impeding the victim's capacity for independent thought, and it is this abusive situation that ensnares 

her. Psychoanalysis can provide therapeutic assistance in navigating the challenging journey out of the 

fog, toward the recognition of truth and the reclaiming of personal freedom. 

6.4 There and here: analogous structures 

The comparison between the two contexts brings the discussion full circle. In Ethiopia, gender-based 

violence often manifests in overt forms, deeply rooted in a patriarchal system that legitimizes male 

control over women's bodies, as highlighted in the interview with Besha Mechal. Similarly, in the 

European context, these dynamics exist but are often hidden beneath seemingly ordinary social 

interactions. While the forms of expression differ, the underlying structures are analogous. We cannot 

dismiss the Ethiopian community response either. For instance, in Italy, the practice of reparatory 

marriage (Article 544 of the Criminal Code) allowed the crime of sexual violence to be nullified if the 

aggressor married the victim; this practice was only abolished in 1981. Until 1996, sexual violence was 

even considered a crime against morality rather than against the person. 

A final point of discussion revolves around language. The media continue to treat femicides and sexual 

crimes differently from other types of crime (Murgia, 2023). They often give credence to the 

murderer's narrative or create a dangerous connection between love and death, suggesting that 

paranoid jealousy can stem from "too much love." Language not only reflects culture but also 

reinforces its harmful cycles. This ties closely to the field of psychoanalysis, which works and heals 

through words. 



The closing image is that of a broken vase, which may not be beautifully restored through the Japanese 

art of Kintsugi. Certain wounds persist, and with some vulnerabilities, one must learn to live and 

protect oneself. However, wounded bodies can transform into narrating bodies if they find someone 

willing to listen. 

 

7. Open discussion 

The discussion session, lasting one hour, was designed as a truly collective experience, with questions 

addressed to all the speakers, both in the room and online. The moderators prepared some guiding 

questions to facilitate reflection throughout the day: 

• Transferability: Which elements of the Wolisso model—such as the survivors’ peer group and 

family involvement, as well as awareness-raising activities in the kebele—could inspire our 

services? For example, how could we implement talking groups or multifamily groups in 

Mental Health Centers and anti-violence centers? 

• Transcultural clinical practice in Italy: How can we integrate cultural dimensions into the 

assessment and care of migrant women who have survived violence, trafficking, or genital 

mutilation? This includes considerations such as linguistic and cultural mediation and the use 

of the DSM-5 Cultural Formulation Interview. 

• Secondary victimization: In what ways might our healthcare and judicial systems 

inadvertently replicate the “second violence” described by Besha, and what measures can we 

take to reduce this risk? 

• Caring for caregivers: What structures—such as supervision, intervision, and Balint-style 

groups—can genuinely protect workers from vicarious trauma, similar to practices in Wolisso? 

• Community and prevention: Who are our “traditional leaders,” such as general practitioners, 

teachers, coaches, and reference figures in migrant communities? How can we involve them 

to ensure that the community plays a protective role rather than a dismissive one? 

• Protection and organizational issues: What are the Italian equivalents of the “system gaps” 

that emerged in Wolisso, including places in shelters and the continuity of care between 



hospital and community services? How should we address the ethical and organizational 

complexities in care pathways, such as accessibility to emergency contraception? 

• Language: What responsibility do we have, as clinicians and institutions, in how we speak and 

write about violence? 

8. Concluding synthesis: the threads of the day 

The day began in a specific location – Wolisso, South-West Shewa – and traced the familiar roads 

home from school, leading us to Room 13 at St. Luke’s. Through this journey, we uncovered that our 

geography is deeply interconnected with issues such as male control over women’s bodies and 

finances, the traps of dependency, the shame that isolates individuals, and the community that 

demands silence while blaming victims. Three key themes emerged from all the presentations. 

The first theme is care pathways. From the national One Stop Centers to the three-level model 

implemented at St. Luke’s – which includes protected healthcare reception, psychological support, 

and connections to mental health services – it became evident that an effective care pathway relies 

not just on available resources, but also on the clarity of its steps, the absence of fees, the protection 

of confidentiality, and the presence of recognizable reference figures. This reflects principles similar 

to those found in the Italian pathways for women experiencing violence. This comparison raises 

questions about accessibility, particularly for women who do not speak Italian or who fear risking their 

residence permits, as well as the integration of these pathways with social and legal services. 

The second theme is transcultural clinical practice as a method. By combining listening to Besha, field 

observations, and psychoanalytic theory, we exemplify the process of cultural decentering: 

temporarily suspending our own categories to understand those of others, without abandoning a 

universal framework of rights. 

The third theme is the necessity of caregivers also receiving care. From the late-night phone calls 

received by Sister Yeserash to Besha’s request for training, and including our own working groups, it 

is clear that daily exposure to the trauma of others leaves lasting effects. The solution lies not in 

individual heroism but in establishing stable structures for supervision and sharing. This approach is 

vital for preventing poor clinical practices and burnout. Recognizing the dignity and social value of 

caregiving is integral to this perspective. 



The day concluded with two powerful images. The first, presented by Dr. Vandi and Dr. Ravaioli, 

illustrated that some wounds cannot be mended with the gold of Kintsugi; they remain. However, 

wounded bodies can transform into narrating bodies if they find someone willing to listen. The second 

was a quote from Amartya Sen, which Dr. Di Marco and Dr. Pacetti used to conclude: development is 

rooted in the relationships between individuals, between individuals and institutions, and among 

institutions themselves. This is precisely what Besha, Sister Yeserash, and Fenet accomplish daily in 

Wolisso, and it exemplifies the ongoing commitment of the alliance between Cittadinanza, AUSL 

Romagna, and the Centro Adriatico di Psicoanalisi to provide support. 
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