
In 2026, I was approached by an academic publisher who wanted to know if I was interested in writing a book on mental health care for homeless people.  I went through the process of writing a full proposal.  This is my sample chapter, “Chapter 1”.  They approved of my proposal and offered me a publishing contract.  I figured out that they weren’t going to offer me any significant editing or writing assistance.  They didn’t seem to be interested in the quality of the book.  As far as I could tell they were going to price it so high no one could buy it. As far as I could tell, they really wanted a title about mental health treatment for homeless people for their university library packages and to sell content to train AI models.  I might still write this book someday, maybe, but in the meantime, I think this chapter is a good stand-alone introduction to mental health care on the streets, with lots of stories to bring the work to life, especially for people who have never worked or lived on the streets.  It’s good for both people considering working with homeless people and for community members, including journalists and politicians, who want a glimpse into what street work was like for me.
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Welcome to the streets.  Why are you here?
To get better at providing mental health care on the streets, it’s probably best to start by getting out there.  You can hang out with me. I’ll be your guide.
Fortified with Starbucks, our street medicine team tumbled out of the van at a large regional park.  That day our team included a doctor, nurse, social worker, case manager, substance abuse specialist, and me, a psychiatrist.  
We started unloading our supplies including water, Gatorade, snacks, hygiene kits, and today’s donations, mostly the always popular socks, to give away to people to lure them out to have a conversation while building some good will.  
Although it was a sunny day, the park was fairly quiet, a few kids playing in the sandbox, some joggers, and a woman doing yoga on the grass. But none of those people were who we were looking for.  Homeless people are usually behind the bushes or along the drainage canal, their tents and collected refuse hidden from view.  
As I set out, I hesitated. My body has stored memories of many years of my mother’s warnings when she dropped us off in the park as kids: “Don’t talk to any strangers,” “Don’t take candy if someone offers it to you,” “Don’t get in anyone’s car.”  Here I am walking towards precisely the people my mother warned me to avoid.  As a kid, I never had to deal with any of those situations, nor did anyone I know, but the gut reaction remains.
We warn new staff to wear shoes with thick soles in case they step on an infected needle and not to wear fancy jewelry or clothes, so they don’t attract theft.  Once again, I’ve never had to deal with those dangers, nor has anyone I know, but the pervasive warnings do make us all extra wary and defensive, nonetheless.  For me, it was one of the perks of the job that I got to wear jeans and walking shoes. But for some staff, not being able to dress up, or “look professional” is a serious downside, and can make them feel vulnerable or unpresentable.  
Like most people, I have contradictory feelings, compassionately wanting to help these people and wanting to avoid them.  Even the woman who spoke defiantly at our local City Council meeting, “My child shouldn’t have to see a drunk passed out in the parking lot at the mall.  I might run over him and then I’d get sued.” said she wasn’t being heartless.  She didn’t just want homeless people taken away. She also wanted someone to take care of them, somewhere else. All of us have some struggles being comfortable with people on the streets, and that’s not all bad.  We shouldn’t get so “accepting” that homelessness feels normal.
I headed out paired with our case manager.    We always do outreach in pairs to watch each other’s backs for support and safety.  Tony and I complement each other.  I’m a middle-aged white professional.  Tony’s a young Hispanic man with street-smarts.  He lived on the streets for several years before recovering, by living and working at a mission in Skid Row, and maybe most importantly, by playing league basketball most days, which he continues to do. 
Behind the baseball diamond’s outfield fence was a small encampment with several people living in ragged tents.  We introduced ourselves and handed out some goodies. 
I began to try to connect with a large man wearing several layers, “Are you from around here?”
“Yeah, I’m from Reseda.”
“I grew up here too.  I’m from Woodland Hills.”
As we talked, his defensiveness went down.  It even turned out that one of my dad’s friends was his high school Spanish teacher.  
“You really knew Mr. Nelson?”
“Yeah.  His son was my age and became a musician.”
“Me too.”
He went on to tell us that after high school, he’d been part of a successful band and even toured in Europe.  The story got vague along the way.  Too many drugs.  Problems with the police.  Being kicked out of the band.  Something about the CIA that sounded paranoid.  After he returned home, he’d been in and out of psychiatric hospitals and since his mother died, mostly homeless.
“Have any meds ever helped you deal with all this?”
“Yeah, Risperidone helped, but I haven’t gotten around to getting any.”
“Did you have any side effects?”
“Not really.  Maybe a little sleepy at first.”
“If you tell me your full name and birthdate, I can call in a prescription for you.  Do you know what your dose is?”
“I don’t know.  Maybe three milligrams.”
“If you know what pharmacy you got it from last time, I can call them and find out the dosage.”
“I don’t really remember.  Somewhere down in Irvine, I think.  It was a couple years ago. It was a CVS, or maybe a Walgreens. I’m thinking about heading back down there since the police are tracking me up here.”  
I let that go.  There were so many police sweeps clearing out homeless people that his fear might be paranoid or it might be realistic.
Suddenly, seemingly out of nowhere, a man in a Laker jersey skidded his bicycle to a stop right in front of us, “Do any of you have any Narcan?”
“Yeah, I do.  Hold on a second.”  I dug through my pockets and found a nasal spray Narcan kit and handed it to him.  He sped off on his bicycle without saying thanks.  
A couple puffs of Narcan counteract potentially deadly opiate overdosages.  We all carried it with us, but the trick is that it must be administered while the person is actively overdosing and slipping away, so the vast majority of lifesaving dosages are given by other homeless people, not by us, so we have to distribute them widely and teach people when and how to use them.  At this point, almost all homeless people have seen someone die from a Fentanyl overdose. They’ve seen plenty of people either saved by Narcan or overdosed and been saved themselves. There are little memorials to their dead friends scattered around.  So, they almost all know how to use Narcan.
We turned back to the man we’d been helping.  “Do you know that guy?”
“Not really.  I’ve seen him around. I hope he gets that to whoever needs it fast enough.  I’ve seen too many people die recently.”
I nodded and looked around for the man on the bicycle, but I never saw him again.  Strangely enough, that was probably the closest I came to saving someone’s life on the streets.
I refocused and after several calls to pharmacies, I found out he’d been on Risperidone 2 mg twice a day 2 years ago.  It’s amazing that pharmacies will give out that information if you just say you’re Dr. Ragins.
“But the pharmacy won’t give it to me without an ID and I lost mine.”
“If we use the local CVS and I give you a written prescription and call it in, it should be waiting for you there.”  I showed him the location of the nearest pharmacy on my cell phone.
Tony, who had been patiently waiting and keeping an eye out said, “I have a form here that you can take to the DMV to get a replacement ID for free.” 
“Thanks, but if I go there the police will pick me up.” Once again, paranoia or reality?
“OK.  Anything else we can get you?  We’ve got some needles and pipes.” 
The substance abuse specialist had a supply of clean needles and crack and meth pipes, which are less clearly lifesaving than Narcan though they probably prevent some infections.  They make some of us uncomfortable because they can be seen as encouraging drug use.  But I do have to say that conversations that begin with, “Would you like some clean needles or a new pipe?” go much better than ones that begin with, “Do you use drugs?”.  
“That’s alright.  I don’t use the heavy stuff anymore, just pot.”
“Do you like the sativa or the indica better?”
“The indica.  Sativa makes me wound up and a little paranoid.” 
“Well, be careful combining it with the Risperidone, especially when you first restart it, so you don’t get too sleepy.”
“Yeah.  I should start with half a pill.”
“Here’s my card.  The number is the cell phone I’m carrying.  The team comes back here every week.  I come back about once a month.  You can call me when you need more pills.”
“Thanks, but I don’t know where I’m heading.”
“Call from wherever it is.  I wander all over the county.”
We shook hands.  “It must be fate that we met today.  It’s amazing that you know Mr. Nelson.”
Tony had been handing out more stuff while we’d been wrapping up.  As we walked further down the jogging path, a gangly man, walked rapidly by waving his arms wildly and talking to himself.
“Hi.  Want some water or snacks?”
He didn’t seem to hear us and kept walking.
“Hi.  We’re from the street medicine team.  I notice you have some blood running down your forehead.  Can we check it out?”
He slowed down, “No.  I did that with a pocketknife.  I’ve been trying for a couple years to open up my third eye.”
“I get it.  Is the crystal you’re wearing to open your heart chakra too?”
Now he stopped for a minute and looked at me.
“I think you’re wearing it a little high.  It should be down a couple inches.”  I pointed to his chest.”
“You know, I’ve been thinking that too.  I’ve got to get a longer cord for it.”
Now he was more focused and really looking at me.  I’d broken into his world at least for the moment. 
Tony was uncomfortable.  He’s much braver than I am and more at home on the streets.  I rely on him to let me know if there’s something wrong, but he’s not comfortable with people who are out of touch with reality, and he gets restless when I spend time talking “psychotic nonsense” with them.  
“Do you want some socks?  It’s getting time for us to go.”  Tony thrust the socks into his hand.
I tried to get his attention back again.  “Hold on a minute.  I want to tell you something else.  You can’t open your third eye with a knife like that.  It only opens by looking at indirect light, like the moon or a reflection.  Try meditating with a bowl of water or with a puddle.”  
The man nodded at me.  We were reconnected again.
“If you cut it like that, you’ll just scar it and it’ll never open.  It’s really fragile.  You have to be careful with it.”
“Do you want our doctor to check it out?”  I pointed to where the doctor was wrapping up another man’s leg with an ace bandage.
He shook his head and walked on.  Later on, we found the socks by the side of the jogging path.
We tried unsuccessfully to talk to a few more people and circled back to where the doctor was finishing up.  
“How’s it going, sir?  We’re part of the team.”
“Good.  The doctor here says it’s not broken, just sprained, so she wrapped it up.”
Tony asked Dr. Wilson if she needed him to help get this man a clinic appointment.
“I go to the Sepulveda VA.  I’ve got a card here.  But can you help me with housing?”
“Do you have an honorable discharge?”
“Yeah.  I did two tours in Iraq.  I even have a medal here.”  He pulled it carefully out of his pocket and showed it to us.  We carefully admired it.
“You might be eligible for some VA housing.  Let me make some calls back at the office.  I think we have some crutches in the van.  Would you like them?”
“Sure.”
Tony walked back to the van, and I went to the bathroom.  A worker was emptying the garbage there and cleaning up.  
“You guys going to be albe to take these people away?  They make such a mess for me and they don’t belong here.”
“No.  We don’t really take people away.  We just try to help them out until they get their lives together.”
“I was watching the nurse take care of that guy.  She’s real gentle”
Our medical director thinks that an important side effect of our work is that when people pass by and see us respectfully taking care of homeless people, they’re more likely to feel more caring for them too.
“It turns out he’s a Veteran, two tours in Iraq. He even showed us a medal.”
That’s when something almost magical happened.  The worker looked back at the man trying on the crutches and he saw him not as unwanted trash, but as a person in need.
“Really? I wonder what happened to him.”
“I don’t know.  Maybe you could talk with him sometime and find out.”
I returned to the man on crutches, “Looks like Tony found some crutches for you.  How are they working?”
“Not bad.  I’ve had some before, but it’s hard to carry my stuff with them.  That Tony is really nice.  He gave me his cell phone number to call about housing.”
“Did you know he used to be homeless too, for several years.  He got clean and got his life together and now he’s got a job and a family.”
That’s when something else almost magical happened.  He looked over at Tony and saw himself recovered in the future.  He saw a glimmer of hope.
---x---x---x---x---x---
Does that sound like how you’d like to spend your morning?  Will those challenges and rewards keep you motivated and passionate?  If so, you’re probably “abnormal in a certain special way” so that your heart goes out to people that anyone “normal” would be repulsed by and walk to the other side of the street to avoid.  The same factors that lead to people being stuck on the streets, rejected by their communities, also frequently lead them to being accused of “abusing services” and rejected by the professionals who are supposed to be helping them.  That’s not to say that you’ll be able to connect to everyone on the streets, but there’s something that draws you to them and counteracts your “normal” repulsion and avoidance.  
Maybe your parents took you every Thanksgiving to serve dinner at the local shelter.  Maybe in school you always stood up for the kid being teased or bullied or you went to sit next to them at lunch.  Maybe you were that kid.  Maybe you or someone in your family or your whole family has struggles with mental health or drugs or homelessness.  Maybe you’re the Home Alone kid who was saved by the bird lady in Central Park.  There’s a lot of possible experiences that can create a passion for this work.  Mine is that I never really fit in as a kid, always in my head thinking things that other kids and even the teachers thought were weird and I was told to keep quiet and do what everyone else is doing. I’m attracted to people in their own thoughts, especially people with psychotic experiences, who are being pushed aside and live on the edge. Other psychiatrists have followed these people to jails and prisons, or to hospitals and institutions.  I followed them to the streets.
If you don’t have a reason to be passionate about the work, you probably won’t last.  This isn’t “just another job”.  If you do have passion for this work, you’re going to need perspectives and skills to channel it in sustainable, effective ways, to use it without burning out, to build relationships, healing, and recovery, and to join with other passionate people in teams and programs to support each other.  
----x----x----x----x----x----
Let’s move on.  There are two common flavors of passion:  Wanting to help take care of people and wanting to help fight for them.  This difference is important. For one thing, it can lead to conflicts with teammates, like when one person thinks someone needs support because they have Bipolar disorder, while another one thinks they need to get a job and pay rent so they learn to be responsible.  This kind of conflict can become built into our treatment strategies (for example “tough love”, avoiding enabling, and even criminalizing drug abuse in our War on Drugs, vs. being “trauma informed”, avoiding blaming them for their substance dependence, and practicing “housing first” and “harm reduction”). 
Traditionally caregiving has been considered more feminine and fighting more masculine, but those gender roles have become much more flexible.  I think there also has been a generational shift.  When I went to medical school, most of my colleagues, including me, were becoming doctors to “help people” by taking care of them when they’re sick.  Fighting was against illnesses, like cancer, not against social circumstances, like hunger or child abuse.  In contrast, younger generations seem more often aware of the massive impacts of social and economic contexts and sometimes even describe themselves as “social justice warriors”, aggressively advocating for people who have limited voice and power of their own.
Where do you fit in? 
Our approach can change depending on how stressful the situation is.  For example, many people were bullied as children, even pushed into the survival modes of “flight, fright, or freeze”.  To defend themselves, some of them learned to ally with stronger kids and join them in bullying weaker kids and some of them learned that they gained strength when they were caring for and protecting weaker kids.  Caring for others can be a great source of passion in homeless work, but like all sources of compassion, it has its vulnerabilities too (for example, the staff might feel more rewarded when they’re needed, caretaking, and protective, but less rewarded when they’re empowering people, helping them be more independent, or working through their suffering to make important changes in their lives).  Also, if the staff is exposed to overwhelming bullying while helping, (say from the homeless encampment “boss”, or an aggressive neighbor, policeman, or politician) they can shift back into the victim role themselves and be pushed into self-protectionism or even survival mode, losing the hard-earned trust of the person they’re helping in the process.
Dr. K excelled at both caregiving and fighting.  I don’t really know the sources of his passion, though I suspect that it might be related to his family having immigrated to the United States after being part of a persecuted religious minority in their home country.
Each morning, he would stop and fill a thermos with hot coffee and buy some breakfast pastries and fruit with his own money before we headed out.  When we parked our van near an encampment, he began by setting up a small table and serving homeless people coffee, inquiring if each one wanted cream or sugar.  He took his time, literally serving each one of them personally.   That set the mood.  We’re here to serve you, however we can, even if everyone else is driving by wishing you’d disappear.  
He'd also endlessly pursue their medical treatments, digging up old records, getting them labs and specialty appointments, fighting for coverage of expensive medications and treatments, never giving up. He didn’t cut corners because they were poor and homeless and self-destructive and didn’t expect much.  He gave them first class medical treatment, whatever that required of him.  
I remember approaching him at the end of a busy day at our large mobile clinic truck that we’d parked in front of a church that was providing meals, clothes, and case management to homeless people.  Everyone else was packing up and most of the team had already left.  He was still scurrying around.
“So, what inappropriate, caring thing are we going to be doing now?”
He smiled at me and pointed to an old woman, sitting in her own feces in a wheelchair surrounded by a couple of bags of belongings.  She was one of the “repulsive” ones that I’d prefer to avoid.
 “She won’t take an ambulance because they’ll leave her stuff behind and they’ll likely find some excuse not to take her anyway, but she’s deteriorating and has nowhere to go.  I think her kidneys are failing.”
“And?”
“And I’m going to cover our van seats with plastic, put her bags and wheelchair in the back, and drive her to the hospital myself. I called the ER to make sure they’ll see her.”
I don’t know how many rules that plan broke.  That time, inspired by his example, my compassion won out.  “OK. Let’s do it.  I’ll help.”
Keeping up with his level of passion wasn’t easy.  Some staff loved working with him and some complained about the long hours, missing lunches, walking too far, and more generally “trying to do too much for the patients.” 
How would you feel about working with Dr. K?
----x----x----x----x----x----
There are two things we need to do for our passion and our compassion to be sustainable and resilient:  1) We have to find a team, or better yet a program, to work with as our “trench buddies”, and 2) We have to focus our passions into a shared purpose that is both “sustainable” and “winnable” to avoid burnout.
Providing mental health services to homeless people must be a “team sport”.  It can’t be done alone, even by someone as passionate as Dr. K. No one can do everything on our own, relate to all kinds of patients, or even be safe on our own.  We need to be able to function as a team and collaborate with other community agencies to be effective.  None of us are Mother Theresa, who can serve everyone we meet, but together maybe we can be one Mother Theresa.  Sainthood is not required, but diversity is.
It’s important to form a team whose passions build on each other and who can work together.  We need not just a multidisciplinary team, but also a multi-experiential team.  If we hire mostly people who look and think like we do, we’re likely to be comfortable with each other.  We’ll have more unspoken understandings and easier communication. We’ll likely have shared values and practices, but we’ll also have shared “blind spots”.  Without realizing there are other perspectives or possibilities, we may agree to give up on some people.  The more diversity we have (and I don’t just mean demographic diversity like race, gender, professions, age, family status, I mean diversity of lived experience and passions), the more people we’re going to be able to connect to, understand, and help, and the more flexible and adaptable we’ll be, but also the more conflicts we’re likely to have with each other.  When someone new is added to a team, we should assess if they are strengthening our core and our unity, or pushing us to diversify and expand, and welcome them accordingly.
Our team is also the main resistance we have to burnout, if we work together.  One technique to create a shared purpose is to look at what we’re trying to “heal”.  Although every person has their own unique needs, each group of clients bring us their own “collective trauma” if we look for it.  For example, homeless people usually feel rejected and unwanted, battered women feel unworthy of being treated better, people with mental illnesses feel useless, and teens on the street are untrusting, rule breakers, and look out for themselves.  In response healing homeless drop-in centers make people feel wanted and at home there, battered women’s shelters help women find and sustain internal valuation, clubhouses help people with mental illnesses find purpose based on their skills, and teen programs work on building shared trust and responsibilities.
 As part of our array of recovery-based services, Mental Health America of Los Angeles (MHALA) ran an intensive team for people who had mental illnesses, substance abuse, and medical illnesses, and were at risk of dying on the streets as a result.  Although the staff was dedicated and well led, they were gradually getting burned out as the people they were serving kept dying, even though rationally they knew that was inevitable, given who their clients were. The director asked my advice. 
I responded by asking, “What do you think is the shared trauma your clients bring you?” 
She thought a minute and said, “I think they’re fatalistic.  They believe that no matter what they do it won’t make a difference.  They’ll die soon anyway.”
“That sounds about right to me.  So, what’s your team’s healing response?”
She answered rapidly and forcefully, “We never give up on anyone.  We keep working to save them, doing whatever it takes.”
“That’s admirable, but it’s neither winnable nor sustainable.  If your staff keep working harder than the clients, dragging them into everything, while the clients believe it’s hopeless anyway, your staff will wear out.  And many of these people will die even if you do everything for them, and every time they do, it will be proof they were right in being hopeless and your staff were wrong in trying to save them.  That’s a set up for burnout.”
“So, what would you suggest?”
“I’d probably try something closer to what hospice does - helping people live and die with dignity.  Something like, ‘You probably are going to die.  There is a lot going on.  But that just makes any time you have left more valuable, and it makes it more important not to put off doing things that would make what’s left of your life, or even your death, better.’  With something like that purpose, your staff could value time they spend with their clients even if they die and they could celebrate wins like connecting someone with their daughter, or stop being a slave to heroin, or have a home, or return to the reservation to die.  A purpose like that could unite your staff’s passions and be sustainable and winnable.”
At that time, I was working on our Village Welcoming Team.  We got referrals of people who were homeless, repeatedly incarcerated and/or hospitalized who weren’t connected to community services.  We’d come out to wherever they were, repeatedly, to engage them and welcome them.  We’d help them with practicalities to get out of crisis mode with food, housing, income, psychiatric medications, substance abuse support, and medical care.  We’d listen to their dreams and build hope together.  After 6 months we’d help them move on to further recovery services.
Our staff was a social worker, nurse, two other personal service coordinators, and me.  We were a very diverse group, both demographically and experientially.  At a retreat, we put together this statement of our shared principles and practices:
We welcome people who have become outcasts and who feel misunderstood, devalued, rejected, and isolated.
We believe that:
1. Each unique outcast person has overlooked special gifts and value if the effort is made to welcome them to share their lives with us.  We believe this because each of us have been outcasts and our value has been overlooked too
2. The more challenging someone is to connect with the more rewarding that connection is likely to be when it is made for both of us – especially if it is the first time they’ve connected with someone.
3. Successful approaches to building relationships with people include:
a. Listening, above all
b. Trusting our own feelings and instincts while exploring other people’s worlds and sharing our worlds with them
c. Approaching people with warmth, kindness, and caring - including hugs
d. Being nonjudgmental, accepting, and tolerant 
e. Searching for truth and meaning in their unique perspectives rather than imposing our own
4. Healthy, healing relationships include:
a. Relentless hope
b. Mutual trust
c. Reciprocity
d. Multiple shared roles, activities, and interests
e. Helping people reconnect to their families and their past to more solidly know who they are
f. Becoming sources of safety and security, sometimes even becoming surrogate families
5. Small precious moments of connection, shared joy, mutual admiration and gratitude lead to treasuring the time spent together and each other.
6. These connections and relationships lead to increased self awareness and valuation, achieving personal goals, and rebuilding lives.

Notice how these principles and practices are rooted in our collective passions, and wounds, how they are sustainable and winnable, and how they integrate our diversity.  Beyond that, they’re a roadmap to promoting recovery.  I didn’t create that statement and then get everyone to agree with it and follow it.  I listened carefully and recorded the truths that emerged from everyone in our team.

----x----x----x----x----x----

You may wonder why I’ve spent so much time discussing understanding and focusing our passions.  After all, most mental health books and articles mention in the introduction that to help someone you need to form a good, trusting working relationship with them and then seem to assume you already want to and know how to do that, or that it can’t be taught or learned, and go on and describe whatever specific strategies they’re recommending.  What they don’t mention is that the specific strategy or even the medications you use are responsible for very little of the outcome.  Most healing is dependent on the relationship factors they rushed by.  Without the relationship, the “treatments” don’t work.  With relationships, treatments can be individualized to meet their needs and to be more effective.  Many times, our relationships themselves are the most healing things we have to offer.
 
Forming a “good trusting, working relationships” with homeless people is often quite difficult.  The same factors that got them excluded from society and keep them stuck on the outside looking in, usually make it hard for us to connect to them too.  It’s important to “meet them where they are” to flexibly engage them, whether it’s through nostalgia for a more normal time in high school Spanish class or navigating a world of chakras and voices or admiring combat medals.  
All of us have some people we relate to well and help significantly and some we don’t.  

It’s also important to go beyond the welcomings I described in my opening story, to understand “what happened to them” and how it impacted them.  Relationships must evolve as people recover.  I’ll talk about all of this along the way in this book, leaving the specific strategies related to housing, medications, substance abuse, trauma healing, employment, and peer support until after I’ve built the personal, emotional relationship contexts needed for those strategies to be used effectively.  I don’t think we should skip over that part even though so many staff, supervisors, and teachers do.
Some day we may need every bit of passion and connection we have to keep going:
Over about three decades between 1979 and 2011 California’s prison population grew from slightly overcrowded to massively overcrowded and neglected.  In response we passed Proposition 109 which sent about 50,000 “nonviolent” prisoners from prison to county jail or parole in the community (nonviolent means that their most recent conviction, often plea-bargained, wasn’t for a violent crime, not that they’d never been violent).  LA county jail was already overcrowded, so ultimately thousands of inmates were released, at best to modest programs into our community. Many of them became homeless and changed the characteristics of the homeless population.  
Many of our homeless drop-in center staff resented, and feared, these newcomers as they “preyed” on their old clients and escalated the aggression and stealing in the center.  Welcoming them didn’t come naturally to us. We had to hire some new staff whose lived experience, often of incarceration, would help us engage these new people.  We also had to strengthen our safety measures.
One of the controversial newcomers was Steve.  His default behavior was yelling and swearing, demanding and threatening.  He came in late one afternoon, insisting on doing his laundry, even though there wasn’t enough time left to finish before closing, pushing past the staff.  When it came time to close up, he reacted even worse than they’d expected.  He started slamming his fists on the machines, throwing chairs, and threatening staff.  They followed procedures, alerting each other and the police with the alarm system while clearing the room of both staff and clients, some outside and some behind a locked office door.  Steve continued yelling and smashing things while finishing his laundry.  
When the police came, he escalated further, refusing to follow any of their demands.  Ultimately, they physically tackled, restrained, and cuffed him, breaking his arm in the process.  Surprisingly, the staff watching, and listening, to all this through the office door window, thought the police had acted with reasonable restraint, even though they broke his arm.
After all the damage was cleaned up, the assistant director and I convened a team meeting to help process what happened.  Most of the staff looked shell-shocked, barely talking with a faraway look in their eyes. Stacey and I took it slowly, giving them each time to build up to telling their story of what had happened, listening to each of them as together the story of the afternoon of violence emerged.  Even though they felt overwhelmed, it turned out that they’d followed procedures well and when all was said and done, no one except Steve had been hurt. They’d successfully taken care of each other and their clients and appropriately called police for help. 
Both Stacey and I felt that somehow, we hadn’t done enough (maybe we picked up that feeling from them).  How could we bring them back together and back to themselves?  Stacey took the lead asking the group to get up and stand in a circle in the middle of the drop-in center holding hands.  That helped, but something was still missing.  
That’s when I got a flash of inspiration, “I want to go around the group with everyone telling us why this job is so important to you that you’ll come back tomorrow, even knowing you’re risking getting hurt here.”
The stories started coming out, hesitantly at first, and gradually with more force.  One person’s siter had been homeless and died on the streets and he wanted to give others the chance she didn’t have.  One had been working in a bank and it all felt lifeless and meaningless.  One had spent years as a heroin addict and dealer and wanted to spend his time in recovery giving back to others.  One had gotten pregnant as a teenager and her high school shamed and rejected her, but she eventually went on to college with a small child and became a social worker, especially drawn to women who’d been unable to keep their children.  
As they listened to each other’s stories, and especially as they told their own stories and were listened to, they re-grounded themselves and each other in their truths and their passions were re-energized.  They came back to life.  It had been a terrible day, the worst in a long time, but they’d made it through safely and were resilient enough to return with open hearts.
We never know what crisis we’ll have to face, so we can’t prepare and defend ourselves against every possibility.  But we can be resilient if we can re-ground ourselves.  
Our stories have to be passionate enough to keep us motivated, “abnormal” enough to keep us compassionate overcoming our “normal” avoidance, combined with enough skills to keep us effective and able to appreciate our successes, while grounding enough to keep us persisting through hard times.
Why are you here? 


