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Abstract

Despite the pain and suffering that often accompany serious illness, humor can play a rich and meaningful role as
part of multifaceted patient–clinician interactions. Patients often use humor to communicate about their values,
to bring psychological release through levity, or to encode topics that they may find uncomfortable discussing
directly. While patients should be allowed broad leeway to use humor in their communication with providers,
clinicians attempting to embrace humor—particularly in the context of serious illness—do so with significant
inherent risks involved. This article explores the impact of humor in clinical interactions, discusses historical
categorizations of humor, and proposes a practical framework for guiding clinicians who engage with humor at
the bedside with a goal of helping them cultivate insight and self-awareness as they navigate this fraught and joy-
ful aspect of serious illness communication.
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Background

Explaining humor is a lot like dissecting a frog; you learn a
lot in the process, but in the end you kill it.

Quote commonly attributed to Mark Twain or E.B. White

The practice of medicine, and particularly palliative medi-
cine, is often infused with sobering conversations surrounding
pain, suffering, and mortality. Despite the gravity of the work,
moments of humor, initiated by both patients and clinicians,
remain pervasive, and for some patients, maintaining a sense
of humor as they face illness is a chief priority.1–3While a vari-
ety of humor interventions have been attempted in palliative
care, such as structured laughter therapy and clown interven-
tions, little evidence guides such application of humor or can
clearly describe outcomes.4 Additionally, structured humor
interventions in a research setting vary distinctly from the
more spontaneous and less rigorous application of humor that
may occur between a patient and clinician on any given day.

Despite the common adage that “laughter is the best medi-
cine,” the truly subjective nature of humor means there will
likely continue to be uncertainty regarding the best routes,
dose, and setting in which to administer this drug. In addition,
the individual nature of humor means that this intervention is
not without risk for toxicity, including the potential to poison
the clinician–patient relationship if used carelessly. In this
article, we discuss the use of humor in clinical settings and
prior theories and classifications of humor before proposing a

practical “Source and Object” framework with a list of guide-
lines to help clinicians evaluate humor at the bedside.

Patient and Clinician Uses of Humor

Both patients and clinicians may turn to humor for support
in the difficult situations created by serious illness care. Due to
burdensome symptoms, side effects from treatments, environ-
mental disruption related to hospitalization, or physical
impairments, patients dealing with serious illness often cannot
access the coping strategies they previously used in daily life.
Humor can serve as an accessible means of adapting to chal-
lenging aspects of their illness or treatment or reasserting a
sense of identity as their health status evolves. While humor
has been less studied than other aspects of communication and
coping in palliative care, the research that does exist suggests
that humor is an important part of the illness experience for
many and has significant impacts on patients’ ability to cope,
likely with a positive effect on overall quality of life.5–8

In addition to serving an important role in patients’ coping,
some patients use humor to improve their ability to interface
with their medical team. During health care experiences that
often leave patients in a vulnerable position and potentially
feeling powerless, humor can be used to build, improve, or
maintain relationships with providers and attempt to rebalance
the power dynamic.5,6,9 While the communication methods
used by patients during interactions with clinicians about seri-
ous illness have been extensively studied, research focusing
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specifically on patients’ use of humor in clinical settings
remains more limited. Available studies indicate that patients
frequently use humor to help connect to and build a therapeutic
relationship with the health care team providing treatments.10–13

Beyond building rapport with clinicians, patients may also
use humor when expressing fears, concerns, or anxieties about
their illness or health care. Humor can be a more comfortable
way to “encode” topics that feel embarrassing or taboo.14 A
patient once shared during his palliative care visit that a
recently prescribed antidepressant had “helped with his mood,
but had killed THEmood,”which for himwas a more comfort-
able way to introduce a discussion of sexual side effects from
his antidepressant than explicitly bringing up new-onset erec-
tile dysfunction. Another patient shared her exhaustion with
treatment and her growing ambivalence toward additional
chemotherapy with the statement, “I’m a tough cookie . . . but
this cookie is crumbling.”

Not only do patients use humor themselves but many value
humor from their clinicians and find it appropriate in clinical
settings.15 Johnson’s study, focusing on the effects of humor
on coping and spirituality among breast cancer survivors, high-
lighted the importance of humor in patients’ ability to form
deeper, more trusting connections with their nurses.16 In the
study by Samant and colleagues of patients with cancer under-
going radiotherapy, respondents felt strongly that it was impor-
tant for health care providers to use appropriate humor in their
interactions with them to help them navigate treatments, and
humorwas rated as a valued trait of their providers.6

While bedside humor is often spontaneous, a variety of regi-
mented “laughter-inducing” interventions have been proposed
for their potential to benefit coping skills, mental health, and
well-being.17 These interventions are structured and often pro-
vided on a recurring schedule. Such activities can include exer-
cises such as laughter yoga, stand-up comedy, viewing
humorous materials, and simulated laughing exercises. Two
studies examined laughter therapy among participants diag-
nosed with cancer and noted beneficial impacts on mood dis-
turbances and pain, positively impacting overall quality of
life.7,18 While clowns may not have universal appeal as a
source of humor, elder-clowns (professional performers that
use song, musical, and dance interventions) have been trialed
as a way to positively support coping in serious illness.19,20

Kontos and colleagues found that a 12-week intervention fea-
turing elder-clowns for persons living with dementia resulted
in reduced behavioral and psychological symptoms of the dis-
ease, increased engagement, and improved overall quality of
life.21,22

In contrast to such structured interventions, clinicians use
more spontaneous humor for a variety of purposes—coping
with stress, developing rapport with patients and colleagues,
and communicating with patients.12,23 At times, clinicians
use humor that can drift into darker or more cynical forms,
such as “gallows humor,”which, although it may be a source
of camaraderie, processing, and release in stressful times, can
exacerbate power dynamics or demean the patient experi-
ence.24–26 Those who care for patients with serious illness
should weigh decisions about whether to employ humor at the
bedside carefully, and further research is needed to more fully
understand the day-to-day utility and implementation of
humor in interactions with patients navigating serious or life-
limiting illness.

Traditional Humor Classification Schemes

Despite the inherent nuance and subjectivity of humor, phi-
losophers, sociologists, and psychologists have attempted for
centuries to identify a unifying theory to explain humor.While
there are many philosophical models proposed, all acknowl-
edge the important role that humor can play in relationships
and culture.27 One framework for humor, championed by phi-
losophers Thomas Hobbes and Rene Descartes, suggested that
the primary function of humor was in asserting a sense of supe-
riority over someone or something and that this sense of supe-
riority could reinforce connection among those sharing the
humor.28 An alternative framework, called “relief theory,”
argued that the primary function of humor is to serve as a
release valve for contained tension or emotion.27 Overlap with
the framework of relief theory can be found in many of the
structured “humor interventions” described for patients above.
An additional theory of humor, advocated early on byAristotle
and again centuries later by both Immanuel Kant and Søren
Kierkegaard, argues that humor arises primarily from the sur-
prise of incongruity—a mismatch between what is expected
andwhat occurs or is said.29

In addition to humor theories, classification schemes have
been created to attempt to group humor into recognizable
forms. One scheme, described by Psychologist Willibald
Ruch, defines “lighter” styles, such as fun (promoting good
mood and companionship), benevolent (promoting sympathy
for life’s incongruities), nonsense (highlighting the ridiculous),
and wit (remarks with a surprising punchline). Ruch contrasts
these with “darker” styles, such as irony (saying the opposite
of what is intended), satire (using ridicule to improve the
world), sarcasm (using humor to hurt others), and cynicism
(denigrating common values through negative comments).30

While these frameworks and theories, as well as many
others proposed but not described here, have contributed to a
broader understanding of humor in general, humor in medi-
cine may serve multiple overlapping roles. The cathartic
effects of laughter may provide relief for patients and clini-
cians experiencing suffering. The interplay of power dynam-
ics that can underpin dark humor or “gallows humor” in
medicine is well-described and may reinforce feelings of
shared superiority. The disconnect between expectations and
reality that can be found in the experience of serious illness
often generates incongruity that may spark laughter and tears
for many patients or clinicians.

A Practical Perspective for Evaluating Humor:

Source and Object

Despite the extensive study that has gone into describing
and clarifying the role of humor or into designing studies of
humor interventions, these efforts leave little practical guid-
ance for clinicians attempting to navigate humor alongside
their patients. Rather than attempt to articulate a foundational
theory of humor for patient–clinician interactions or to elabo-
rate a new classification scheme for styles of humor, this arti-
cle proposes a commonsense schema to evaluate forms of
humor in clinical settings and to broadly identify humor con-
tent that may be safe and constructive versus forms of humor
that have greater potential to damage the relationship between
clinician, patient, and caregiver(s). In light of the inherent
nuance and subjectivity of humor, this framework is not
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intended to be all-encompassing or absolute, but rather a start-
ing place for reflection and evaluation.

Others have suggested ways to introduce humor more fre-
quently inmedicine, but little concrete guidance exists to evalu-
ate the content and appropriateness of that humor.31,32 While
humor scholars have identified many core features of humor,
including attitude, object, method, ideal audience, and others,33

we chose, for simplicity, to focus on a two-component evalua-
tion system of “Source and Object.” In this approach (demon-
strated in Fig. 1), the appropriateness of a certain joke or
observation is defined not necessarily by the style or delivery
but by the originator or “source” and the target (“object”) of
that humor. In such a guidance system, patients—who are often
placed in a position of vulnerability by illness or power mis-
match with medical providers—are allowed a much wider
degree of freedom in the humor that may be considered safe,
while the targets allowed by clinicians are more heavily con-
strained. Sources for humor include clinicians and staff,
patients, and family members or caregivers. The objects of
humor are even more diverse, including clinicians, the patient,
the hospital experience, illness, medical culture, and norms of
professionalism.

Red zone: High-risk humor or humor to be avoided

Considering the vulnerability of patients in the medical sys-
tem, humor originating from the clinician targeted toward the
patient, their illness, their body, culture, gender identity, or val-
ues is high-risk humor, with the potential to reinforce negative
power dynamics, generate hostility or insult, and damage
the clinician–patient relationship. In an example of well-
intended humor which might be misconstrued, the author
submits Figure 2a, in which a patient’s request for “natural”
death is medically incompatible with the invasive measures
also requested. While the intent was hyperbolic incongruity,
the source (clinician) and object (patient health literacy or
values) mean that such a humor intervention could be inter-
preted as mocking or condescending.34

Many patients in palliative care contexts will be facing the
real prospect of their mortality, and some will choose to cope
with this through humor or mockery as a way to reassert con-
trol. Patients are allowed broad leeway to joke about death in a
way that is helpful to them. Conversely, clinicians (who are
generally NOT facing the imminent reality of their own death)
attempting to make jokes about mortality may risk alienating
the patient whomay already feel isolated by their limited prog-
nosis. In her narrative article, palliative care physician and psy-
chiatrist Dr. Danielle Chammas tells the story of a patient who
began their first visit by telling the joke, “What’s the difference
between my dad and cancer?” answering, “at least my dad
didn’t beat me.”35 This is an excellent example of a joke
directed from the patient toward illness that is dark yet gener-
ally acceptable given the patient’s license to approach mortal-
ity with humor. However, if the same joke had originated from
the clinician directed at the patient’s illness, it would be
unthinkable. Some patients may appear to invite their clinician
into shared jokes about a sensitive topic such as mortality, and
this may be acceptable or even comforting to them. However,
this should also be approached with caution. Consider the par-
allel of a person who makes a joke about their own family or
culture but feels hurt or angered when an outsider directs a
joke at their family or culture.

While patients are given broad leeway in targets for their
humor and may choose to joke about their medical team
(discussed in the section “Yellow Zone: Humor to Be
Approached With Caution”), it is important to state this
does not mean that patients have license to make their pro-
viders’ race, ethnicity, language, body features, or gender
identity targets for humor. Medical professionals, too, have
a right to safety and boundaries from humor that demeans or
discriminates.

Yellow zone: Humor to be approached with caution

In the “yellow zone” are sources and objects that may be
safe with caution or in small quantities. A patient may choose

FIG. 1. Framework designating humor as “Off-Limits or High Risk,” “Use With Caution,” or “Generally Acceptable”
based on source and object.
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to point humor toward clinicians broadly or toward a specific
encounter with a clinician. One patient in the hospital chose to
assign insider nicknames that they used to refer to the doctors
passing through the room, christening one particularly hand-
some resident (not an author for this article) “McDreamy.”
Certainly, this type of patient humor directed at a clinician
could level the playing field or promote ease but might gener-
ate ill will or discomfort if it distracts from a clinician’s ability
to provide care. Like patients, clinicians also have a right not
to have their body features, gender identity, ethnicity, or val-
ues become the target for humor. Such humor generated by
patients has the potential to be particularly unsettling to clini-
cians from minoritized backgrounds who may already face

difficulty receiving the usual professional respect during their
everyday practice.

There are many “yellow zone” areas for the clinician. For
example, a doctor (the source) may attempt to humorously
stretch the norms of professionalism that ordinarily distance
physicians from their patients. This type of boundary-
disrupting comedic care has been famously celebrated by the
physician and clown Dr. “Patch” Adams, along with other
humanistic approaches to health care he championed.36

While slapstick maneuvers might reduce power mismatch
between clinician and patient and can be especially disarming in
some spaces (such as pediatrics), toomuch of this behavior could
risk compromising trust if used in the wrong context. It alsomust

FIG. 2. Graphic examples demonstrate the application of “Source and Object” framework for evaluating medical
humor. (Image source: Article Author N.A.G. Reprinted with permission).
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be recognized that historically dominant groups in medicine,
such as white men, may be unequally afforded broader license to
engage in such humor without compromising perceptions of
their competence. In another “yellow zone” example (Fig. 2b), a
clinician pokes fun at the difficulties that some clinicians might
have in being present for pain or suffering (clinician source, tar-
geting clinicians). In small doses, this can highlight challenges
with medical culture, although frequent use of this target could
ultimately worsenmistrust for other professionals.

Green zone: Humor generally accepted when
timed appropriately

A clinician (the source) may choose to produce humor tar-
geting the hospital experience (the food, parking, wait times)
in a way that aligns the patient and clinician with common
frustrations and builds rapport. Similarly, a clinician may
point out incongruities in the way medicine approaches prob-
lems globally (without directly criticizing another clinician)
and insert a sense of humility, which makes medicine more
accessible. In Figure 2c, the extreme frustration of beeping IV
pumps—a source of pain for both patient and clinician—is
highlighted. Alternatively, patients may choose to laugh
about the ways their own body has changed or failed them. In
Figure 2d, a patient jokes about the peripheral edema, which
has ended his “modeling career.”

Even for “green zone” humor, timing is crucial. In the
hyper-condensed clinical encounters that define modern
health care, even appropriate attempts at humor can distract
from the care of the patient and take time away from the
patient’s opportunities to discuss their own needs, worries, or
fears. While this framework can be very helpful in reviewing
humor practically or in educating trainees for why their
humor may be productive/counterproductive, it is by no
means exhaustive, and applying humor at the bedside still
requires sensitivity, self-awareness, and constant reevaluation
to judge the response and effects on relationships.

In Table 1, the authors have compiled a list of 10 additional
suggestions to guide the use of humor at the bedside.

Conclusions

Humor is a common facet of care and communication
between patients and clinicians, even in the context of pallia-
tive care and serious illness. Careful attention to the origin and
object of that humor can provide meaningful insight into
whether humor is helpful, risky, or off-limits. While the highly
spontaneous and idiosyncratic nature of what a person defines
as humorous will likely continue to defy precise definitions or
structure, encouraging clinicians to develop self-awareness
and skills for real-world evaluation of humor can help them
navigate both the fraught and joyful aspects of laughter, relief,
incongruity, and irony at the bedside.
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