
Living over the shop

T C O'Dowd

It is now technologically possible for a
general practitioner to live at a distance
from the practice area. For my first six

years in general practice I drove up in the
morning and left the patients behind in the
evening on their large housing estate with
only an umbilical telephone connection
between us. I returned to a socially congenial
environment where my occupation was
known to the neighbours but not to the
wider community. For nearly five years now
in another practice the patients all drive off in
the morning leaving me behind with the
small children, young mothers, the odd
granny, and the nannies in my English
village practice.

Trollope's Doctor Thorne had a rich and
varied lifeamong his patients with his practice
deeply intertwined with the goings on of
Greshamsbury. But then Thorne was a
bachelor who did not have to go shopping in
the local Sainsbury's, take his kids to school,
or attend the local hospital outpatient depart-
ment alongside his own patients. He didn't
have to worry that one of his kids might blab
about Mrs Amos, "always bothering Daddy."
He had to live among his patients in order to
be accessible and was always on call although
it may have taken him a day or two to respond
to a request for help.
The doctor's family, especially the spouse,

may feel that he or she is living in a goldfish
bowl and may feel privacy is invaded. My
wife, who is a city person, found it unnerving
initially that people she did not know seemed
to know all about us. In one home she found
it intrusive when patients knocked on the
door unannounced with their often minor
ailments. We have not found it easy to have a
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family policy for dealing with calls outside
duty from people who have offered us- friend-
ship and we now feel it goes with the job. One
of our teenage babysitters was so terrified by
a patient who rang up looking for me when
she found her husband dead that she ran
out of the house leaving small children
unattended.

Confidentiality takes on a practical meaning
when living among patients. Many doctors
drill their children not to mention matters
about patients outside the house. This cuts
across conventional child psychology where
such emphasis may only increase the likeli-

hood of the matter being discussed or
cussedness may lead to the rule being broken.
Taking telephone calls from patients is best
done in a room or study separate from the
family comings and goings. After all the
taxman takes the heating and lighting of such
a room into consideration.
Does having your telephone number ex-

directory help? By and large patients seem to
expect doctors to keep their telephone
number out of the public domain. This
emphasises, however, the separateness of the
doctor and often penalises the doctor's family,
all of whom have lives to lead, and people
who want to ring them. I have found that
patients are just as likely to button hole their
doctor in the local shop or in the street as on
the telephone. It is surprisingly difficult to
remember what a patient consults for without
the help of the file and it is indeed unwise to
use the traditional greeting "How are you?"
which can so easily be construed as a medical
rather than a social inquiry. It is also surprising
how patients can reveal large amounts of
information or areas of their anatomy in a
public place without embarrassment or
concern for their own confidentiality.

Conventional wisdom says "never make a
patient of a friend" but it seems to be all right
to make a friend of a patient as such friends
are assumed to have a knowledge of the
ground rules. There is a great danger that
friends' rashes get inspected in halfundressed
corners of rooms while their chestiness is
eased with "something out ofmy bag" that is
unrecorded and may make them sick or
allergic.

Intimate physical or psychological exam-
inations of patients you know in a social
setting require a particular sensitivity.
Patients will often take their gynaecological
problems to another colleague anyway.
Psychological examinations are the more
difficult of the two because the solutions may
involve both gradually increasing social and
professional support from the doctor with the
attendant problems of transference and
appearing to take sides, especially in marital
problems.
What if the doctor has a crisis? Doctors

like everyone else are likely to suffer
bereavements, marital, family, and financial
problems at some time in their lives. But
these crises often come to professional
attention later because of a tendency to cover
up to avoid embarrassment. Patients can be
supportive but some may feel a physician
with similar wounds has a greater under-
standing and the doctor is denied the
necessary space to deal with his or her
trauma. I have found that patients who need
a lot of support from me and whose lives

I know best are least well equipped to offer
support.
John Sassal, the singlehanded country

doctor in A Fortunate Man (London Writers
and Readers Co-operative Society Ltd, 1981),
suffered long periods of depression and was
periodically forced to "throw himself on the
mercy" of his patients who subsequently
reduced their demands to a minimum. This

... the barriers that remain must
be chosen carefully and

respected by both doctor and
patients.

may still happen in small or singlehanded
practices. There is none the less a loneliness
and isolation that afflicts many doctors and
their families in troubled times, which I have
found to be compounded by living among
patients. I have found it difficult to make
spontaneous friendly and social gestures to
patients who in another setting I know we
would have asked to dinner. A major reason
for this is a desire to maintain a barrier and
often making a clinical assessment introduces
an objectivity that is distancing anyway.
What is it like for women? I have written

from my own and other male colleagues'
experiences. While there are bound to be
many similarities between male and female
aspects of living among patients there are
important differences. Women doctors
with non-medical spouses have additional
pressures. The non-medical spouse is un-
likely to see himself in a supportive role and
generations of socialisation may make him
wince when the queue in the local butchers is
told to "let Dr So and So's husband squeeze
past."

"Landscapes," says Berger (in a Fortunate
Man), "can be deceptive. Sometimes a land-
scape seems to be less a setting for the life of
its inhabitants than a curtain behind which
their struggles, achievements and accidents
take place." Living among patients, the
doctor is part of the landscape and the
curtains are pulled open. This means wit-
nessing the heroism of ordinary people in the
Co-op, the charm of the wife beater in the
local pub, the big ego of Mrs You Know
Who, and the way Mrs Yardley embarrasses
her kids. Living among patients breaks down
many barriers but it does mean that the
barriers that remain must be chosen carefully
and respected by both doctor and patient.-
T C O'DOWD is a senior lecturer in general practice in
Nottingham
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