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Abstract
Humor is pervasive in clinical talk and largely unexamined in clinical training. Studies of primary care encounters have long 
documented that humor occurs frequently and that clinicians and patients do not reliably agree about what has just happened 
[1]. Psychiatry inherited an early and forceful caution against therapist humor from Kubie, who argued that the clinician’s 
joke serves the clinician’s anxiety more often than the patient’s growth [2]; more recent process research has offered a partial 
counterweight, associating humor in individual psychotherapy with favorable alliance and outcome measures under specific 
conditions [3]. Between prohibition and enthusiasm lies the question that neither literature answers well: who is entitled to 
make the joke, and what changes when the joke crosses a line of social difference?This essay argues that the scholarship on ethnic 
humor—the accumulated study of how stigmatized and historically endangered communities have joked about themselves, 
their oppressors, and their God—is the most useful body of thought psychiatry has available for that question, and that it has 
been almost entirely absent from clinical training. Ethnic humor scholarship has spent a century on precisely the problems that 
arise at the bedside: the difference between insider self-mockery and outsider derogation; the difference between humor that 
consolidates a group’s dignity and humor that licenses contempt for it; the way a joke can carry a grievance that direct speech 
cannot survive; and the epistemically important fact that identical words change moral valence depending on the direction in 
which social power is running.Drawing on the sociology of Davies, the folkloristics of Oring, the psychoanalytic tradition from 
Freud through Reik, and the social psychology of disparagement humor, I examine four traditions of humor under duress. The 
Jewish material is treated at length and in four strands—Talmudic, Yiddish, Hasidic, and secular—because it is unusually well 
documented and because each strand isolates a distinct clinical mechanism: humor as licensed pedagogical opening, as the 
language of survivable protest, as therapeutic joining, and as a default register that can conceal as easily as it discloses. African 
American, Native American, and disability comic traditions are then examined for what they add. Five convergent principles 
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Abstract 

Humor is pervasive in clinical talk and largely unexamined in clinical training. 
Studies of primary care encounters have long documented that humor occurs 
frequently and that clinicians and patients do not reliably agree about what 
has just happened [1]. Psychiatry inherited an early and forceful caution 
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are derived and translated into psychiatric practice, with attention to ethnocultural transference and countertransference, 
cultural humility, the joke as data for the Cultural Formulation Interview, and the neuropsychiatric differential that must be 
held alongside every interpretive reading of a patient’s laughter. The clinical ethic I propose is one of reception rather than 
performance. The test is not whether the joke was funny, but whether, after the laughter, the patient is more visible, more 
sovereign, and less alone.
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1. Introduction: The Joke That Arrives in the Room 

A patient in his sixties, recently retired, three weeks out from a diagnosis that 
has rearranged his household, sits down and says: "So. My wife has been 
Googling. She now knows more neurology than you do, and she wants me to 
tell you that." He is smiling. The room laughs. Something has happened, and 
most clinical training offers no vocabulary for saying what. 

Humor of this kind is not rare. It is a routine feature of medical and psychiatric 
encounters. Observational work in primary care found humorous exchanges 
in a substantial proportion of consultations and, more instructively, found that 
patients and physicians frequently did not classify the same exchange the 
same way [1]. The clinician's recollection that "we had a laugh about it" is not 
evidence that the patient laughed. That asymmetry of perception is the 
beginning of the ethical problem, not a footnote to it. 

Psychiatry's inherited position is unusually cautious. Kubie's 1971 paper in the 
American Journal of Psychiatry remains the field's founding warning: humor 
introduced by the therapist, he argued, is far more likely to discharge the 
therapist's own tension, to foreclose painful material, and to install a 
compliance in which the patient learns to entertain the clinician than it is to 
advance the work [2]. The paper has aged well in one respect—its account of 
the clinician's motives is uncomfortably accurate—and poorly in another, in 
that it treats humor as a technique the clinician deploys rather than as a 

1. Introduction: The Joke That Arrives in the Room
A patient in his sixties, recently retired, three weeks out from a diagnosis that has rearranged his household, sits down and 
says: “So. My wife has been Googling. She now knows more neurology than you do, and she wants me to tell you that.” He is 
smiling. The room laughs. Something has happened, and most clinical training offers no vocabulary for saying what.
Humor of this kind is not rare. It is a routine feature of medical and psychiatric encounters. Observational work in primary 
care found humorous exchanges in a substantial proportion of consultations and, more instructively, found that patients and 
physicians frequently did not classify the same exchange the same way [1]. The clinician’s recollection that “we had a laugh 
about it” is not evidence that the patient laughed. That asymmetry of perception is the beginning of the ethical problem, not 
a footnote to it.

Psychiatry’s inherited position is unusually cautious. Kubie’s 1971 paper in the American Journal of Psychiatry remains the 
field’s founding warning: humor introduced by the therapist, he argued, is far more likely to discharge the therapist’s own 
tension, to foreclose painful material, and to install a compliance in which the patient learns to entertain the clinician than 
it is to advance the work [2]. The paper has aged well in one respect—its account of the clinician’s motives is uncomfortably 
accurate—and poorly in another, in that it treats humor as a technique the clinician deploys rather than as a communication 
the patient initiates. More recent work has complicated the prohibition. Panichelli and colleagues reported associations 
between humor within individual psychotherapy and positive process and outcome indices, with the important qualification 
that the humor studied was largely relational and co-constructed rather than performed [3]. The literature since has been 
generative but modest: humor helps, humor harms, and the variables that determine which are contextual rather than 
technical.

What the clinical literature does not supply is a theory of entitlement. It does not tell the resident why her joke about a 
patient’s accent and the patient’s own joke about his accent are not the same act. It does not explain why a team’s gallows 
humor about a “frequent flyer” is a different moral object from the same patient’s gallows humor about his own admissions. 
It does not account for the fact that a joke can be the safest available container for a grievance about the institution the 
clinician represents. I have argued elsewhere that the crisis of therapeutic language is not a failure of vocabulary but a failure 
to recognize that clinical speech is always situated within relations of power and interpretation [4]; humor is where that 
situatedness becomes most visible and most deniable at once.

There exists, however, a mature body of scholarship on exactly these problems. It was not written for clinicians. It was 
written about ethnic humor.
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2. What “Ethnic Humor” Names, and What It Has Learned
The term is unfortunate, because it suggests a genre of joke rather than a field of inquiry. What it designates is roughly a 
century of contested work on humor produced by, about, and at the expense of groups marked by ethnicity, religion, race, 
region, or minority status—and on what such humor does to the group that tells it and the group that hears it.

Freud gave the field its first psychological framework. In Jokes and Their Relation to the Unconscious he treated the joke 
as a technique for smuggling forbidden aggressive and libidinal content past the censor, and he observed—with an interest 
that has generated a century of argument—that the Jewish jokes he found most remarkable were those made by Jews about 
themselves [5]. Two decades later, in the short paper Humour, he distinguished the joke proper from humor as such: humor 
is not a mode of evasion but a rearrangement of the ego’s position toward what it cannot change, in which the superego, 
unexpectedly, speaks kindly [6]. That second paper is the more clinically useful of the two, and it is the one usually forgotten.

The psychoanalytic reading of ethnic self-mockery took a darker turn with Reik, who interpreted Jewish wit as masochistic 
identification with the aggressor—the internalization of the persecutor’s contempt, re-voiced as cleverness [7]. Grotjahn 
offered a related formulation, in which the Jewish joke represents aggression turned inward for safety’s sake [8]. These 
readings dominated mid-century thinking and have not survived scrutiny well. They share a defect that clinicians should 
recognize immediately: they interpret an entire community’s expressive tradition through the pathology of the interpreter’s 
chosen mechanism, and they do so without asking the community.

The sociological correction came principally from Davies, whose comparative work across dozens of societies dismantled 
the assumption that ethnic jokes are primarily vehicles of hostility [9,10]. Davies demonstrated that the great families of 
ethnic jokes—those about stupidity, canniness, cowardice, dirtiness—recur with remarkable structural consistency across 
unrelated cultures and attach not to the most hated groups but to peripheral, culturally proximate, economically ambiguous 
ones. The joke about the rustic cousin at the margin of the metropolis is told in dozens of languages with the same architecture 
and different names. Davies was similarly skeptical of what might be called the persecution thesis: the popular claim that 
oppression produces a superior comic tradition. He noted, correctly, that many severely persecuted groups produced no 
notable joke tradition at all, and that attributing a community’s humor to its suffering is a way of aestheticizing the suffering.

Oring’s folkloristic work pushed further, insisting that jokes are not straightforward expressions of attitude and that the 
analytic leap from joke content to teller’s belief is nearly always unwarranted [11]. Apte’s anthropological survey established 
that the conventions governing who may joke with whom—joking relationships, license, permitted targets—are among the 
most highly structured features of social life, and are learned early and enforced without being articulated [12]. Boskin and 
Dorinson’s synthesis framed minority humor as simultaneously subversive and survival-oriented: a means of contesting 
the dominant culture’s description of the group while making that description bearable in the interim [13]. Wisse’s later 
treatment of Jewish humor is valuable precisely because it declines the consolations of the genre, arguing that a comic 
tradition can become a habit of accommodation and that a people can joke itself into passivity [14].
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Four durable findings emerge from this literature, and each has a direct clinical analogue.

First, humor is structurally, not thematically, determined. The content of a joke tells us less than the relations it presupposes—
who may say it, to whom, in whose presence, with what consequences for the speaker.

Second, self-directed humor is not reliably self-hating. It may be; Reik was not describing nothing. But the same utterance can 
be capitulation or sovereignty depending on whether the speaker is quoting the oppressor or seizing the right to describe 
himself first.

Third, the analytic leap from joke to psyche is unsafe. This is the finding clinicians most need and most resist.

Fourth, the license to joke is a social fact with sharp edges, and it is not transferable by good intentions.
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3. Direction of Travel: Why the Same Joke Is Two Different 
Acts 

The most consequential contribution of the last thirty years comes from social 
psychology and concerns not what jokes express but what they do to the 
normative climate in which they are heard. 

Ford and Ferguson's prejudiced norm theory holds that disparagement humor 
operates through a mechanism unavailable to ordinary disparaging speech: 
the humorous frame signals that the message is not to be taken seriously, 
which suppresses the critical scrutiny that a serious statement would attract, 
and in doing so communicates an implicit local norm of tolerance for 
discrimination against the target [15]. Crucially, the effect is not uniform. It is 
concentrated among those already high in prejudice, for whom the joke 
functions as a release of self-regulatory constraint rather than as persuasion. 
Their subsequent review of the psychoanalytic, superiority, and social-identity 
accounts of disparagement humor confirmed the pattern across paradigms 
[16]. Related work on "cavalier humor beliefs"—the disposition to treat all 
jokes as merely jokes and to regard offense as a failure of the offended—found 
this stance associated with group dominance motives rather than with a 
lighthearted temperament [17]. 

Billig's social critique of humor makes the complementary historical argument: 
ridicule is not incidental to social order but one of its primary disciplinary 

3. Direction of Travel: Why the Same Joke Is Two Different Acts
The most consequential contribution of the last thirty years comes from social psychology and concerns not what jokes 
express but what they do to the normative climate in which they are heard.

Ford and Ferguson’s prejudiced norm theory holds that disparagement humor operates through a mechanism unavailable 
to ordinary disparaging speech: the humorous frame signals that the message is not to be taken seriously, which suppresses 
the critical scrutiny that a serious statement would attract, and in doing so communicates an implicit local norm of tolerance 
for discrimination against the target [15]. Crucially, the effect is not uniform. It is concentrated among those already high in 
prejudice, for whom the joke functions as a release of self-regulatory constraint rather than as persuasion. Their subsequent 
review of the psychoanalytic, superiority, and social-identity accounts of disparagement humor confirmed the pattern 
across paradigms [16]. Related work on “cavalier humor beliefs”—the disposition to treat all jokes as merely jokes and to 
regard offense as a failure of the offended—found this stance associated with group dominance motives rather than with a 
lighthearted temperament [17].

Billig’s social critique of humor makes the complementary historical argument: ridicule is not incidental to social order 
but one of its primary disciplinary instruments, the mechanism by which embarrassment enforces conformity [18]. Billig’s 
target is what he calls the ideology of positive humor—the contemporary assumption that laughter is intrinsically benign, 
therapeutic, and health-promoting, an assumption that has migrated into medicine with remarkably little resistance. 
Critchley, from a different tradition, distinguishes reactionary humor, which laughs downward and confirms the existing 
order, from a humor that estranges the familiar and exposes the contingency of arrangements presented as natural [19].

The clinical translation is exact. The physician’s joke and the patient’s joke travel in opposite directions through the same 
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asymmetry. The clinician possesses institutional authority, interpretive authority, control of the record, control of the 
duration of the encounter, and the freedom to leave the room. The patient may be undressed, frightened, in pain, cognitively 
compromised, financially precarious, dependent on the clinician’s signature, and—if the patient belongs to a group with 
historical reason to distrust medicine—reading the encounter through a memory that the clinician does not share. I have 
argued that race-based clinical typologies displace the relational and contextual attention that patients require, and that 
the remedy is not a better taxonomy but a different mode of attention [20]. Humor is a stress test of that mode. A clinician 
who jokes across a line of ethnic, racial, religious, or bodily difference is not merely being warm; he is testing whether the 
relationship can absorb a joke whose safety is guaranteed only by his own estimate of it.

The patient’s joke, traveling upward, is doing something else entirely.
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4. Traditions of Humor Under Duress 

What follows is comparative, not equative. The traditions surveyed here arose 
from radically different histories, and nothing in this essay should be read as 
flattening them into a single narrative of "minority humor." Davies' warning 
about the persecution thesis stands [9]. The purpose of the comparison is 
narrower: to identify the recurring structural features of humor produced by 
people who have been described by others, and to ask what those features 
imply for a clinical encounter in which the patient is, again, being described 
by someone else. 

The Jewish material receives extended treatment for three reasons. It is 
documented across two millennia and four distinct registers, which permits 

4. Traditions of Humor Under Duress
What follows is comparative, not equative. The traditions surveyed here arose from radically different histories, and nothing 
in this essay should be read as flattening them into a single narrative of “minority humor.” Davies’ warning about the 
persecution thesis stands [9]. The purpose of the comparison is narrower: to identify the recurring structural features of 
humor produced by people who have been described by others, and to ask what those features imply for a clinical encounter 
in which the patient is, again, being described by someone else.

The Jewish material receives extended treatment for three reasons. It is documented across two millennia and four distinct 
registers, which permits developmental rather than merely synchronic analysis. Its religious layer preserves the argument 
about humor alongside the humor itself, so that we can see a community reasoning about license, timing, and target rather 
than merely exercising them. And each of its four strands isolates a mechanism that recurs in the other traditions and in 
the clinic: humor as licensed opening, as survivable protest, as therapeutic joining, and as a default register that conceals as 
readily as it discloses.
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merely exercising them. And each of its four strands isolates a mechanism 
that recurs in the other traditions and in the clinic: humor as licensed opening, 
as survivable protest, as therapeutic joining, and as a default register that 
conceals as readily as it discloses. 

 

The Jewish Traditions 

The Talmudic Layer: Humor as Licensed Method 

Rabbinic literature does not merely contain humor; it legislates about it, and 
the legislation is contradictory in a way that repays clinical attention. 

The Jewish Traditions
The Talmudic Layer: Humor as Licensed Method
Rabbinic literature does not merely contain humor; it legislates about it, and the legislation is contradictory in a way that 
repays clinical attention.

The permissive pole is explicit. The Talmud records that Rabbah, before beginning to teach, would open with a milta de-
bedichuta—a light or humorous remark—at which the assembled sages would be cheered, and only then would he sit down 
in awe and begin the lesson [21]. Two features of this report matter more than its charm. The first is the sequence: levity 
precedes gravity and does not replace it; the awe arrives afterward and is not diminished by what came before. The second is 
the purpose: the remark is described as opening the students, not as displaying the teacher. This is, so far as I am aware, the 
earliest formalization in any literature of what clinicians call rapport, and it locates humor exactly where the present essay 
will locate it—at the threshold of serious work, in the service of the other’s capacity to enter it.
The restrictive pole is equally explicit. Rabbi Akiva warns in Avot that laughter and levity accustom a person to lewdness [22], 
and the Talmud elsewhere cautions against filling the mouth entirely with laughter in a world not yet redeemed [23]. The 
tradition never resolved this tension into a rule, and its refusal is instructive. What it produced instead was a jurisprudence 
of occasion: the same act is meritorious before a lesson and corrosive as a habit, appropriate at a wedding and obscene at a 
graveside. Humor is treated as a question of timing and standing rather than of content—which is precisely the finding that 
ethnic humor scholarship would arrive at independently nineteen centuries later.

The rabbinic method is itself comic in structure. The characteristic Talmudic move is the reductio through absurd 
hypothetical: a principle is pressed until it produces a scenario no one has encountered, and the scenario’s absurdity is the 
instrument of clarification rather than a failure of seriousness. When Plimo asks Rebbi where a two-headed man should 
place his phylacteries and receives the reply that he should either go into exile or accept excommunication, we are watching 
a scholar being told that his question was a joke and that the joke was noticed [24]. Clinicians will recognize the form. 
The patient who asks a preposterous question with a straight face—what happens if I just stop everything and move to 
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Portugal? —is frequently doing what Plimo did: testing a principle at its limit, half in earnest, and watching to see whether 
the physician can tell the difference.

The most theologically remarkable comic moment in the corpus is the conclusion of the oven of Akhnai. Rabbi Eliezer, having 
failed to persuade his colleagues, summons miracles and finally a heavenly voice; the majority refuses all of it on the grounds 
that the Torah is no longer in heaven, and God is subsequently reported laughing and saying that His children have defeated 
Him [25]. Laughter here is the sound of authority conceding to a party it could crush. It is, I would suggest, the single most 
useful image in this essay for a profession organized around expertise. The physician who can laugh when the patient wins 
the argument has performed the same act, and it is not a small one.

Most directly relevant of all is the passage in which Elijah, asked in a marketplace to identify who among the crowd is destined 
for the world to come, points to two jesters, explaining that they cheer the depressed and make peace between people who 
are quarreling [26]. This is the tradition’s most explicit endorsement of humor as a vocation rather than a decoration, and 
it is worth noticing exactly what these badchanim are credited with: treating despondency and mediating conflict. That is 
not a description of entertainment. It is a job description, and it is substantially the job description of a consultation-liaison 
psychiatrist.

Protest: Covenantal Irreverence
Alongside the pedagogical strand runs a second, harsher one. Jewish religious literature is unusual in the degree to which it 
preserves accusation against God rather than editing it out. In its account of the Roman destruction of Jerusalem, the Talmud 
transmits a bitter reading attributed to the school of Rabbi Ishmael, in which the liturgical praise of God among the mighty 
is re-pointed to read “among the mute”—the One who watched the desecration and said nothing [27]. The passage was 
canonized rather than suppressed. The complaint became Torah.

The tale of Honi the Circle Drawer proceeds as broad comedy: Honi prays for rain and receives a drizzle, objects and receives 
a deluge, objects again and finally receive rain of the ordinary useful kind [28]. The humor depends entirely on intimacy; Honi 
negotiates as a member of the household, and one does not negotiate that way with a stranger. The narrative of Rabbi Akiva 
laughing at the fox emerging from the ruined Holy of Holies while his colleagues weep is stranger and more instructive still, 
because Akiva does not deny the ruins, does not correct his colleagues’ grief, and does not offer consolation—he introduces 
a second temporal horizon into a catastrophe that has claimed the only one [29]. Ecclesiastes fixes the governing principle: 
the wisdom lies not in choosing weeping or laughing but in recognizing which season has entered the room [30].

I use the phrase covenantal irreverence for this structure: a refusal to surrender either the relationship or the right to 
protest its apparent betrayal. One does not ordinarily argue with someone who has ceased to matter. The protest preserves 
the second person. Clinically, the patient who complains bitterly about her treatment to the physician who prescribed it is 
frequently doing something closer to Honi than to rejection, and the physician who hears only the complaint will miss that 
he has been kept, rather than dismissed.

The Yiddish Register: Irony as Native Grammar
With Ashkenazi Europe, humor migrates from the study house into the vernacular and becomes something closer to a 
linguistic default than a genre. Zborowski and Herzog’s classic ethnography of shtetl culture documented irony, deflection, 
and comic self-description as ordinary conversational equipment rather than special occasions [31]—though the volume 
idealizes its subject and should be read with that discount applied.

The type-figures are the most exportable element. The schlemiel, the schlimazel, the schnorrer, the nudnik, the luftmensch, 
the tummler, the badchan: a taxonomy of social positions defined by their relation to failure. Wisse’s study of the schlemiel 
as modern hero makes the essential argument—the schlemiel is not simply a fool but a figure whose incompetence at the 
world’s game constitutes an implicit judgment on the game [32]. The loser’s losing indicts the terms of winning. Miron’s 
analysis of the ironic narrator-masks adopted by the founders of modern Yiddish fiction shows the same structure operating 
at the level of literary voice: the author speaks through a persona whose naivety permits observations the author could not 
make in his own name [33].

The Chelm cycle deserves clinical notice. An entire corpus of folly is quarantined in a fictional town of fools, allowing a 
community to examine its own absurdities without accusing any actual person of them [35]. This is displacement functioning 
as a communal analgesic, and its clinical cousin appears constantly: the patient who introduces his own predicament as 
something happening to “a guy in my group,” or the family member who describes the relative’s fear as a general observation 
about how people are. The material is being brought into the room in a container the speaker can put down.

The idiom itself is structurally ironic: the question answered with a question, the curse constructed grammatically as a 
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blessing, the compliment engineered to collapse. One Yiddish expression deserves quotation in a medical journal above 
all others—the idiom holding that a proposed remedy will help about as much as cupping glasses help a corpse. It names 
therapeutic futility with a precision that no clinical vocabulary has matched, and patients still produce versions of it in 
every oncology clinic in the country. When a patient says something of this shape, he is not being flippant. He is delivering a 
prognosis, and he is watching to see whether the clinician will meet it or deflect it.

Sholem Aleichem’s Tevye is the fullest realization of the register [34]. Tevye argues with God continuously, in scriptural 
verses he cites incorrectly and translates worse, and the mistranslations are the argument—the sacred text bent, in the 
mouth of a poor dairyman, toward the complaint it will not otherwise make. The phrase conventionally attached to this 
mode, laughter through tears, is accurate but too comfortable. What Tevye’s humor accomplishes is not consolation. His 
losses are not softened and are not explained. What the humor preserves is his continued address: he is still speaking to the 
God who permits all of it, and the speech has not degraded into either silence or blasphemy. That is precisely the clinical 
function of a patient’s dark humor in a disease that will not be cured. It does not repair anything. It keeps the person in 
conversation with a situation that has given him every reason to stop talking.

The counter-thesis must be stated with equal force. Gilman’s study of Jewish self-hatred argues that the comic self-description 
of a minority may be the majority’s description internalized and ventriloquized, and that the fluency is itself evidence of 
how deeply the hostile account has been absorbed [37]. This is Reik’s argument relocated from the individual psyche to the 
culture, and it is not refutable in the abstract—it can only be adjudicated case by case, by asking whose voice the speaker 
is using. The clinician faces exactly this adjudication whenever a patient makes a self-deprecating joke about his body, his 
diagnosis, his family, or his failure to comply. Is he describing himself first, before someone else can? Or is he reciting what 
he has already been told? The two sound identical and require opposite responses. The only reliable way to tell them apart 
is to ask.
The anthologies through which this material reached English-speaking audiences—Ausubel’s mid-century treasury, and the 
Novak and Waldoks collection that shaped a generation’s sense of the genre—are themselves an object lesson in transmission, 
since both curate toward warmth and away from the tradition’s harder edges [35,36].
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Hasidic Irony: Humor as Joining 

Hasidism contributes something the other strands do not: humor as an explicit 
therapeutic technique, described as such, with a theory attached. 

Buber's collections make plain that comic reversal is a standard structural 
feature of the Hasidic tale rather than an occasional ornament—the disciple 
who travels to a distant master to learn how he ties his shoes, the rebbe who 
answers a metaphysical question with a domestic one [38]. The form's 
characteristic move is bathos deployed against pretension, which makes it a 
species of anti-idolatry. 

Nachman of Bratslav made joy an obligation, teaching that it is a great matter 
to be in a state of joy always, and that a person must therefore force himself 
into it [39]. The psychological realism of that formulation is often missed. 
Nachman does not claim that joy is natural, available, or a sign of faith; he 
treats it as something that must be manufactured against resistance by a 
person who has none, which is closer to behavioral activation than to any 
positive-thinking ideology, and considerably closer to clinical reality. 

Hasidic Irony: Humor as Joining
Hasidism contributes something the other strands do not: humor as an explicit therapeutic technique, described as such, 
with a theory attached.

Buber’s collections make plain that comic reversal is a standard structural feature of the Hasidic tale rather than an occasional 
ornament—the disciple who travels to a distant master to learn how he ties his shoes, the rebbe who answers a metaphysical 
question with a domestic one [38]. The form’s characteristic move is bathos deployed against pretension, which makes it a 
species of anti-idolatry.

Nachman of Bratslav made joy an obligation, teaching that it is a great matter to be in a state of joy always, and that a person 
must therefore force himself into it [39]. The psychological realism of that formulation is often missed. Nachman does not 
claim that joy is natural, available, or a sign of faith; he treats it as something that must be manufactured against resistance 
by a person who has none, which is closer to behavioral activation than to any positive-thinking ideology, and considerably 
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closer to clinical reality.

His tale of the turkey prince is, in my judgment, the most useful psychiatric parable in the Jewish corpus [40]. A prince 
becomes convinced that he is a turkey, removes his clothes, and takes up residence under the table eating scraps. The 
physicians fail. A sage arrives, undresses, and sits under the table with him, declaring that he too is a turkey. Only after the 
prince accepts his company does the sage begin—slowly, and always in turkey terms—to introduce a shirt, then food from 
the table, arguing at each step that a turkey may perfectly well wear a shirt and remain a turkey. The prince is restored 
without ever having been contradicted.

Every element of this parable is clinically operative. The physicians fail because they argue with the content. The sage succeeds 
because he accepts the frame and negotiates within it, and because he never requires the patient to concede the premise as 
the price of the relationship. The method is joining, not correcting, and its instrument is a sustained comic absurdity that the 
sage undertakes at cost to his own dignity. That last detail is the one clinician most often omit. The sage undresses. He does 
not observe the prince’s delusion from a chair.

The tradition also produced comic protest of extraordinary boldness. Levi Yitzhak of Berditchev’s famous lawsuit against God 
takes the form of a legal proceeding: a Jew summons the Almighty to court, states his claim on behalf of a suffering people, 
and—this is the crucial formal detail—concludes with sanctification rather than repudiation [38,41]. The setup is comic; 
a man serving process on God is a joke’s premise. The content is an indictment. And the resolution keeps the relationship 
intact. Wiesel’s portraits of the Hasidic masters trace this mode across a dozen figures [41], while Heschel’s study of Kotzk 
documents its most ferocious variant: the Kotzker’s aphorisms function as irony aimed squarely at religious self-satisfaction, 
and their savagery is a form of care [42].

The endpoint of the strand is a Hasidic rebbe in Auschwitz who told his followers that the Master of the Universe might be 
a liar, since He looks down at what is being done and says that He is not responsible—and that this is untrue, because He 
gave man the freedom that is being used [43]. Notice the form. It is a joke’s architecture: a shocking premise, an audience’s 
protest, and a punch line that lands as an accusation. Plain speech could not have carried that thought in that place, and the 
comic structure is what made it sayable.
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The final strand is the movement of these structures out of religious life and 
into modern secular entertainment, where they became, in the American case, 
disproportionately influential. Oring's study of Freud's own jokes traces the 
process at its hinge, showing how a thoroughly assimilated Viennese 
physician's joke collection encoded an unresolved relation to Jewish identity 
[44]. Epstein's history of American Jewish comedians and Dauber's broader 
survey document the subsequent century [45,46]. 

Two features of this strand carry clinical weight. The first is the figure of the 
tummler—the Catskills resort employee whose function was to keep the room 
animated, to prevent silence, to ensure that guests were never left alone with 
themselves. The tummler is the clearest ancestor of the performing clinician, 
and he is a warning rather than a model, because his laughter served the 
establishment's interest in a satisfied guest rather than the guest's interest in 
anything at all. A clinician who has become a tummler will be well reviewed 
and will learn nothing. 

The second is diagnostic. A patient formed by this culture may present humor 
as the default register for every serious statement, including the most serious. 
The register is not evasion, but it is not transparency either, or the clinician 
who accepts it uncritically will conduct an entire consultation in a mode where 
nothing can be said plainly. The corrective is not to refuse the humor. It is to 
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tummler is the clearest ancestor of the performing clinician, and he is a warning rather than a model, because his laughter 
served the establishment’s interest in a satisfied guest rather than the guest’s interest in anything at all. A clinician who has 
become a tummler will be well reviewed and will learn nothing.

The second is diagnostic. A patient formed by this culture may present humor as the default register for every serious 
statement, including the most serious. The register is not evasion, but it is not transparency either, or the clinician who 
accepts it uncritically will conduct an entire consultation in a mode where nothing can be said plainly. The corrective is not to 
refuse the humor. It is to receive it and then, once, deliberately, to answer in a different register and see whether the patient 
follows.

Davies’ caution applies here with full force: the overrepresentation of Jewish performers in American comedy has 
occupational, migratory, and structural explanations at least as strong as the theological ones, and the romantic account—
suffering produces wit—should not be adopted merely because it flatters everyone involved [9,10]. Wisse’s warning is the 
necessary companion: a comic tradition can decay into a habit of accommodation, in which the joke substitutes for the 
response the situation required [14].

The Limit Case
Under the conditions of the Shoah, this entire apparatus was tested at its limit. Frankl described humor from within the camp 
universe as one of the soul’s instruments of self-preservation, capable of creating for seconds a distance from circumstances 
that permitted no distance at all [47]. Ostrower’s oral-history research with survivors documented parody, wordplay, and 
gallows humor as coping phenomena that altered not the horror but the prisoner’s momentary relation to it [48]. The 
collected scholarship in Laughter After situates such humor within its aftermath, including the humor of displaced persons 
negotiating survival itself [49]. The essential distinction—the one that governs everything else in this essay—is that the 
victim’s gallows humor and the perpetrator’s mocking laughter are not two instances of a category. They are moral opposites 
that happen to share a physiology.

I have argued elsewhere against theological systems that rescue divine coherence by explaining catastrophe efficiently, and 
for a post-Holocaust stance in which absence is inhabited rather than repaired [50,51]. Humor belongs naturally within 
that anti-theodical space, because a joke does not have to answer suffering. Theodicy says: here is why the world makes 
sense. The joke says: have you looked at this world? The first subordinates experience to explanation; the second ratifies 
the sufferer’s perception that something is wrong. That is also, incidentally, a fair description of what a good psychiatric 
interview does and what a hurried one fails to do.

What the Four Strands Yield
Taken together, the Jewish strands isolate four mechanisms, each independently useful.

From the Talmudic layer: humor as a licensed opening that precedes serious work without displacing it, governed by occasion 
and standing rather than content, and including the capacity of authority to laugh when it has been outargued.
From the Yiddish register: humor as a survivable form of address, which preserves a relationship to an intolerable situation 
without resolving it, and which carries the permanent ambiguity of whether the speaker is describing himself or reciting 
someone else’s description.

From the Hasidic material: humor as joining—the willingness to enter the patient’s frame at cost to the clinician’s dignity, 
and to negotiate from inside it rather than argue with it from a chair.

From the secular migration: humor as a default register that can conceal precisely because it is fluent, and the corresponding 
clinical obligation to test the register rather than simply enjoy it.
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The Mask and the Signal: African American Comic Traditions
Levine’s foundational cultural history documented humor within enslaved and post-emancipation Black communities as 
a repertoire of double-voiced speech: trickster narratives in which the physically weaker figure prevails through wit, and 
forms of indirection in which a statement carried one meaning for the in-group audience and another, safer meaning for 
the overhearing power [52]. The apparatus of concealment was not metaphorical; it was survival infrastructure. Watkins’ 
history of Black American comedy traces the long negotiation between humor produced within the community and humor 
produced for white consumption and demonstrates how thoroughly the minstrel inheritance shaped the terms on which 
Black comic performers could be heard at all [53]. Carpio’s literary analysis examines how contemporary Black humor about 
slavery works by seizing and detonating stereotypes rather than avoiding them—a strategy that is unavailable to anyone 
outside the tradition, because the same material in another mouth is simply the stereotype [54].

Two features transfer directly to the clinic. The first is double voicing: the possibility that a patient’s humorous remark is 
fully legible to one audience and deliberately opaque to another, and that the clinician may be the audience it is designed 
to pass. The second is reclamation asymmetry: material that is generative when handled from inside a tradition is inert or 
injurious when handled from outside it, and the difference is not a matter of the speaker’s warmth.

Humor as Communal Discipline: Native American Traditions
Deloria’s chapter on Indian humor in Custer Died for Your Sins remains the most cited corrective to the settler stereotype of 
the stoic Indian, and it makes an argument beyond mere correction: humor within Native communities’ functions as political 
analysis, as a technology for managing relations with a bureaucratic state, and as a means of enduring policies that direct 
protest could not survive [55]. Lincoln’s study extends this into a full account of bicultural comic play [56].

Most useful for clinicians is the counseling literature. Garrett and colleagues describe Native humor as a spiritual and 
communal tradition rather than an individual trait, note that teasing operates as a recognized method of instruction and 
social correction, and draw the clinical implication that a counselor who fails to recognize teasing as relational work may 
misread it as deflection or resistance—while a counselor who initiates teasing without standing may cause serious harm 
[57]. This is the clearest statement in the clinical literature of the principle that humor is a relationship-bound rather than 
technique-bound phenomenon, and it comes, unsurprisingly, from a cross-cultural counseling tradition rather than from 
psychiatry.

Disabling Humor and Insider Humor: The Disability Case
Disability humor supplies the sharpest available demonstration of the direction-of-travel principle, because both forms are 
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abundant and the boundary between them is patrolled explicitly. Reid, Stoughton, and Smith’s analysis of American stand-up 
comedy distinguishes disabling humor—comedy that circulates and entrenches stereotypes about disabled people—from 
the insider comedy of disabled performers, who use the audience’s discomfort as material and thereby force a renegotiation 
of the terms on which disability is looked at [58]. Shakespeare’s earlier contribution to the disability-and-humor debate 
framed the question in terms clinicians will recognize whether the joke invites the audience to laugh at the impaired body or 
at the social arrangements that make the impaired body a problem [59].

This tradition matters for psychiatry disproportionately because the psychiatric patient occupies an analogous position: a 
person whose experience is widely available as a punchline in the general culture, who is likely to have encountered “crazy” 
as an insult before encountering it as a description, and who may test the clinician with a joke precisely to discover which 
kind of listener has been assigned to them today.

I might add a personal note. My own earliest published essay concerned the yarmulke—the visible ethnic marker, the daily 
negotiation between a sign one wears and a room that reads it [60]. Forty years of clinical work later, the question in that 
essay is the question in this one: what happens to a person who must decide, on entering a room, whether to name the 
difference first or wait to be named by it. Many patients make that decision with a joke.

5. Five Convergences
Across traditions with nothing else in common, five findings recur, and each is directly operational at the bedside.
The humor belongs to the sufferer. In every tradition surveyed, the community’s own comic material is understood as 
owned, and its use by outsiders is regarded as expropriation rather than participation. Clinically: the patient’s illness, body, 
diagnosis, and history are the patient’s comic property before they are anyone else’s.
License is relational and earned, never categorical. Membership in a category does not confer license—many insiders 
lack standing to tease others—and warmth does not confer it either. The rabbinic jurisprudence of occasion [21-23] and the 
Native teasing conventions [57] make the same point from opposite ends of the world. Clinically: the license to joke with a 
patient accrues over the history of a relationship and can be revoked without notice.
Self-mockery is not diagnostic of self-hatred. The Reik and Gilman readings survive as possibilities among several, not as 
defaults [7,37]. Clinically: a patient’s self-deprecating joke is a datum requiring inquiry, not an interpretation waiting to be 
delivered.
Direction of power converts the identical utterance into a different act. This is the single most transferable finding, and 
it is empirically grounded, not merely a matter of etiquette [15-18]. Clinically: what the clinician may safely laugh at is nearly 
nothing; what the clinician may laugh with depends on who opened the door.
Humor is encoded speech carrying what direct speech could not survive. The joke makes an unbearable proposition 
portable. Clinically: the correct internal question on hearing a patient’s joke is not is this funny but what is this joke carrying. 
A joke about aging may carry terror of dependence; about chemotherapy, disfigurement; about memory, dementia; about 
medication costs, financial desperation; about doctors, a specific and remembered humiliation. This is the interpretive stance 
I have described as reading the patient as a text whose meaning is not exhausted by its surface [61,62], and it converges with 
Kleinman’s insistence that the patient’s explanatory model must be elicited rather than assumed [63].
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6. The Psychiatric Encounter 

Ethnocultural transference and the joke as probe 

Comas-Díaz and Jacobsen's account of ethnocultural transference and 
countertransference in the therapeutic dyad remains the indispensable clinical 
text here, describing patterns including overcompliance and mistrust in 
interethnic dyads, and the clinician's reciprocal positions of denial of 
difference, guilt, pity, and aggression [64]. A patient's joke about ethnic or 
religious difference early in treatment frequently functions as a probe: it tests 
whether the clinician will flinch, over-affirm, retaliate with a matching joke, or 
receive it. All four responses are informative to the patient, and only one of 
them is useful. 

Tervalon and Murray-García's distinction between cultural competence and 
cultural humility is the appropriate frame [65]. Competence implies a body of 
knowledge that can be acquired and then possessed—which, applied to humor, 
produces the catastrophic clinician who has learned that a given community 
"uses humor" and proceeds accordingly. Humility implies an ongoing, self-
critical, power-attentive stance in which the clinician remains a learner in each 
encounter. Only the second is compatible with what the ethnic humor literature 
shows. 
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retaliate with a matching joke, or receive it. All four responses are informative to the patient, and only one of them is useful.

Tervalon and Murray-García’s distinction between cultural competence and cultural humility is the appropriate frame [65]. 
Competence implies a body of knowledge that can be acquired and then possessed—which, applied to humor, produces the 
catastrophic clinician who has learned that a given community “uses humor” and proceeds accordingly. Humility implies an 
ongoing, self-critical, power-attentive stance in which the clinician remains a learner in each encounter. Only the second is 
compatible with what the ethnic humor literature shows.

Two further bodies of work bear on the risk. The microaggression literature documents the cumulative burden of brief, 
often well-intended verbal indignities communicating derogatory messages, of which humorous framing is among the most 
common vehicles and the most difficult to name in the moment [66]. The minority stress framework accounts for why the 
burden accumulates rather than dissipating [67]. A joke that the clinician experiences as a single warm moment may be, for 
the patient, the fourth such moment that week.

The DSM-5 Cultural Formulation Interview provides a practical instrument for the constructive version of this work, eliciting 
the patient’s own naming of the problem, its perceived causes, the role of background and identity, and the stressors and 
supports that surround it [68]. A patient’s humor is unusually rich material for exactly these domains. The joke frequently 
contains the patient’s explanatory model in compressed form, and it can be opened with an ordinary question: That’s a good 
one—say more about what’s behind it.

The evidence base, honestly stated
The clinical literature on humor supports a nuanced rather than an evangelical position. McCreaddie and Payne characterized 
humor in healthcare interactions as a relational risk worth taking while emphasizing systematic divergences between 
professional and patient perspectives [69]. In palliative care, a systematic review found meaningful roles for humor 
conditioned on relationship and context [70], and Ridley and colleagues documented substantial acceptability of humor 
among palliative patients and their clinicians—death does not abolish humor [71]. Penson and colleagues explored laughter 
in oncology as a vehicle for communication and connection without proposing it as treatment [72]. Vaillant’s longitudinal 
work classified humor among the mature defenses, alongside sublimation, altruism, anticipation, and suppression [73]—
a classification that clinicians should read carefully, since the useful question is never whether a defense is present but 
whether it increases or replaces contact with reality. A meta-analysis of interventional studies reported reductions in 
cortisol associated with spontaneous laughter [74]; the finding is real and its clinical significance is modest, and it should 
not be recruited into the ideology of positive humor that Billig criticizes [18].

The neuropsychiatric differential
Everything argued above concerns humor as meaningful communication. Psychiatry has a specific obligation the humanities 
do not: before a patient’s laughter is interpreted, it must be characterized. Several conditions produce laughter or joking that 
is not communicative in the ordinary sense.

Witzelsucht and moria—inappropriate, compulsive, and often flat punning and joking, classically associated with 
orbitofrontal and right frontal pathology—present as an excess of joke production with impaired appreciation of others’ 
humor; the differential and localization have been reviewed in the neuropsychiatric literature [75]. Pseudobulbar affect 
produces stereotyped, involuntary laughing episodes dissociated from mood, common in amyotrophic lateral sclerosis, 
multiple sclerosis, stroke, and traumatic brain injury, and it is frequently misread by families and clinicians as inappropriate 
levity or as denial [76]. Behavioral-variant frontotemporal dementia may present with altered humor preference and social 
disinhibition years before other deficits, and the family’s report that “his sense of humor changed” is a symptom, not an 
aside. Mania produces infectious, pressured, expansive humor that recruits the examiner—a diagnostic sign when the 
clinician notices that the room has become entertaining. Schizophrenia is associated with impaired humor appreciation on 
formal testing. And the depressed patient’s mordant wit may be intact precisely while risk is rising.

Two further cautions belong here. Gelotophobia—the pathological fear of being laughed at, characterized in the work of 
Ruch, Proyer, and Titze—is a specific contraindication to clinician humor of any kind [77,78]. The gelotophobic patient does 
not distinguish laughter with from laughter at; for that patient, the clinician’s warmth is indistinguishable from the ridicule 
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of a lifetime, and the therapeutic task is to be the first reliably non-laughing adult in the room.

Finally, and without qualification: when a joke carries content about death by suicide, self-harm, or not being present for a 
future event, it is asked about directly and never laughed at. The humorous frame is precisely what allows such content into 
the room, and the clinician’s job is to accept the content while declining the frame. You said that lightly, and I want to take it 
seriously for a moment. Tell me what you meant. Nothing in the argument of this essay qualifies that rule.
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7. The Clinician's Own Humor 

Gallows humor among professionals 

Clinicians joke about their work, and the practice is neither eliminable nor 
uniformly corrupt. Piemonte's analysis of gallows humor in medical education 
makes the necessary distinction: such humor may permit a trainee to 
metabolize repeated exposure to death and helplessness, and it may also 
function as an initiation into a professional culture in which the patient 
becomes absurd [79]. Schweikart has outlined the ethical and legal exposure 
created by humor that humiliates or is overheard [80]. 

The useful formulation is this: good gallows humor protects the clinician from 
being destroyed by proximity to suffering; bad gallows humor protects the 
clinician from recognizing the humanity of the person suffering. The practical 
test—would this joke change character if the patient appeared in the 
doorway—is crude and reliable. When the answer is yes, the reason deserves 
examination rather than dismissal, because the ward's vocabulary trains its 
perception. Habitual reference to "frequent flyers," "train wrecks," and "drug 
seekers" is not a release valve. It is a curriculum. I have argued that the 
unconscious biases operating in clinical settings are embodied and 
interoceptive before they are propositional, which is precisely why they are 
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Clinicians joke about their work, and the practice is neither eliminable nor uniformly corrupt. Piemonte’s analysis of gallows 
humor in medical education makes the necessary distinction: such humor may permit a trainee to metabolize repeated 
exposure to death and helplessness, and it may also function as an initiation into a professional culture in which the 
patient becomes absurd [79]. Schweikart has outlined the ethical and legal exposure created by humor that humiliates or is 
overheard [80].

The useful formulation is this: good gallows humor protects the clinician from being destroyed by proximity to suffering; 
bad gallows humor protects the clinician from recognizing the humanity of the person suffering. The practical test—would 
this joke change character if the patient appeared in the doorway—is crude and reliable. When the answer is yes, the reason 
deserves examination rather than dismissal, because the ward’s vocabulary trains its perception. Habitual reference to 
“frequent flyers,” “train wrecks,” and “drug seekers” is not a release valve. It is a curriculum. I have argued that the unconscious 
biases operating in clinical settings are embodied and interoceptive before they are propositional, which is precisely why 
they are not corrected by policy statements [81], and that the language of clinical judgment participates in constructing the 
objects it claims merely to describe [82].

Cross-difference humor and the “just a joke” defense
Cavalier humor beliefs supply the standard clinician defense when a joke lands badly: it was only a joke, and the patient is 
oversensitive [17]. The defense should be recognized as what the evidence indicates it is—a marker of dominance orientation 
rather than of good humor.

The repair, when a joke fails, is simple and must be brief. I’m sorry. That landed badly; I didn’t mean to make light of what 
you’re carrying. Then stop. Do not explain the joke, do not defend the intention, do not require the patient to reassure the 
clinician. Explanation transfers the cost of the clinician’s misjudgment onto the patient, and the patient will pay it, because 
patients almost always do. I have described elsewhere how shame operates in medical settings and how rarely the apology 
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that would dissolve it is offered [83]; the failed joke is one of the few clinical moments where a complete repair is available 
at almost no cost.

8. Reception Rather Than Performance
The clinical recommendation that follows from all of this is unglamorous: the therapeutic use of humor consists almost 
entirely in receiving a joke rather than telling one.

I have developed, across a series of papers, a clinical transposition of the Lurianic image of tzimtzum—divine self-contraction 
making room for another—as an ethical rather than metaphysical model: the clinician’s disciplined withdrawal of presence 
so that the patient’s experience can appear [84]. Applied to humor, therapeutic tzimtzum means that the clinician need not 
fill the silence, correct the metaphysics, supply the reassurance, or tell the joke. It means allowing the patient’s humor to 
remain the patient’s before appropriating it, which requires tolerating the small social pressure to reciprocate that every 
joke generates.

This posture depends on the clinician’s capacity to remain in not-knowing without experiencing it as professional annihilation 
[85]. The clinician who does not need the room to become lighter can afford to laugh; the clinician who badly needs the 
temperature to drop will impose laughter on a patient who has not asked for it. The distinction is subtle and decisive, and it 
is usually visible in the timing.

Two further elements of my own framework belong here. The first is that humor participates in what I have called the economy 
of delight—the tradition’s account of sha’ashu’im, divine play, as a category irreducible to utility, and its clinical corollary that 
not everything therapeutic is a procedure [86]. A moment in which two people laugh accomplishes no documented objective, 
checks no box, and generates no code, and this is not a defect of the moment. The second is improvisation: the nitgalgel 
principle of making do with what has arrived rather than what was planned, which is the operative skill in every humorous 
exchange, since a joke that is prepared is a joke that is performed [87].

Humor also serves a function I have described in relation to memory and the clinical encounter: the re-membering of a 
person whom medicine has dismembered into organs, values, and problem lists [88]. Serious illness exerts a gravitational 
force on identity; the patient becomes the glioblastoma in room 12, the treatment-resistant depression, the personality 
disorder in the note. A perfectly timed remark interrupts that reduction, and the clinician’s laughter can carry a message no 
chart entry can: I know who you are, and it is not this.

A bedside heuristic: four questions
Because humor is context-dependent, it cannot be algorithmized. Four questions, asked internally, cover most of the ground.

Whose joke is this? If the patient did not open the door, it is closed. Patient-initiated humor is the safe default; clinician-
initiated humor requires an established relationship and something close to prior evidence. Rabbah’s remark before the 
lesson is the permitted case, and note that he was addressing his own students, in his own house of study, at a threshold he 
controlled [21].

Which direction is it travelling? Upward from vulnerability, or downward from authority? Across a line of ethnic, religious, 
racial, or bodily difference? If the answer to the last question is yes and the clinician is on the majority side of that line, the 
joke is not available.

What is it carrying? Fear, shame, rage, a concealed question about prognosis, a coded complaint about the institution, a 
test of the alliance, or nothing at all. Ask before interpreting; the interpretation delivered too quickly (“you’re joking because 
you’re anxious”) closes what the joke opened.

Where are we afterward? Did the smile hold or vanish? Did the family stiffen? Did the patient change the subject? Do 
not trust intention over observed response. Then return: That was funny—and I also heard how frightening this has been. 
Humor should function as a door through which seriousness can re-enter, not as an exit through which the clinician escapes.

9. Limitations
This essay is a conceptual and interpretive contribution, not an empirical one. The Jewish material is treated at greater 
length than the others, which reflects both its documentary richness and the author’s location within it; a reader should 
discount accordingly, and the asymmetry should not be mistaken for a claim of priority among traditions. The essay does not 
survey Irish, Roma, South Asian, Latin American, Arab, or East Asian comic traditions, each of which would complicate and 
enrich the argument. The comparison across traditions is structural and carries the constant risk of flattening histories that 
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are not commensurable; Davies’ objection to the persecution thesis applies to this essay as much as to its predecessors [9]. 
The empirical literature on humor in clinical encounters remains heterogeneous, largely observational, and underpowered 
for the questions clinicians most need answered. The bedside heuristic offered above is a practical ethical instrument, not 
a validated instrument, and should not be represented as one. Finally, the author writes from within one of the traditions 
surveyed, which is a source of both access and distortion [60].

10. Conclusion
Ethnic humor scholarship has spent a century establishing something psychiatry has not yet fully absorbed: that a joke is 
not primarily a statement about its content but an event within a structure of power, permission, and belonging. The same 
words, said by a different mouth in a different direction, are a different act.

The Jewish strands examined here supply four mechanisms that recur wherever humor is produced under pressure. Rabbah’s 
light remark before the lesson gives us humor as a licensed opening that serves the listener rather than the speaker [21]. 
Elijah’s two jesters give us humor as a vocation defined by its effects—cheering the despondent, reconciling the estranged 
[26]. Tevye gives us humor as continued address to a situation that has earned silence [34]. The turkey prince gives us humor 
as joining, undertaken at cost to the clinician’s own dignity, in which the patient is never required to concede the premise 
as the price of the relationship [40]. And God laughing at Akhnai gives us the hardest one for a profession organized around 
expertise: the sound authority makes when it has been outargued and decides to stay [25].
Applied to the therapeutic space, all of this is clarifying rather than restrictive. It does not require a humorless psychiatry. It 
requires a psychiatry that recognizes the patient as the owner of the comic material, the clinician as an invited rather than 
an entitled participant, and the joke as clinical communication meriting the same interpretive care as any other utterance—
alongside the neuropsychiatric characterization that must precede interpretation and the absolute rule about jokes that 
carry death in them.

What the traditions surveyed here share is not a style but a refusal. Under conditions designed to make a community’s 
self-description the property of someone else, the joke asserts the right to describe oneself first. That refusal is the deep 
structure connecting the rabbinic accusation preserved as scripture, the shtetl idiom that names a useless remedy exactly, 
the trickster tale told past an overhearing power, the teasing that instructs without shaming, and the disabled comedian 
who makes the audience’s discomfort the subject rather than the premise. Illness and psychiatric disorder do something 
structurally like a person: they arrive with a description already attached, and they attempt to become the sole author of the 
person’s account of himself.

The patient who jokes is contesting the authorship.
The clinician’s task is not to be funny. It is to notice what is being contested, and to make sure that the room is one in which 
the contest can be won. The measure is not the laughter. After the laughter, is the patient more visible? More sovereign? Less 
alone?

If so, the humor has not trivialized the encounter. For a moment, it may have sanctified it.

References
1. Granek-Catarivas M, Goldstein-Ferber S, Azuri Y, Vinker S, Kahan E. Use of humour in primary care: different perceptions 
among patients and physicians. Postgrad Med J.
2005;81:126-130.
2. Kubie LS. The destructive potential of humor in psychotherapy. Am J Psychiatry.
1971;127:861-866.
3. Panichelli C, Albert A, Donneau AF, Amore S, Triffaux JM, Ansseau M. Humor associated with positive outcomes in individual 
psychotherapy. Am J Psychother. 2018;71:95-103.
4. Ungar-Sargon J. The crisis of language in therapeutic practice: integrating Wittgenstein,
Heidegger, Lacan, and mystical approaches. J Behav Health. 2025;14:1-6.
5. Freud S. Jokes and their relation to the unconscious. In: Strachey J, ed. and trans. The
Standard Edition of the Complete Psychological Works of Sigmund Freud. Vol 8. London:
Hogarth Press; 1960.
6. Freud S. Humour. In: Strachey J, ed. and trans. The Standard Edition of the Complete
Psychological Works of Sigmund Freud. Vol 21. London: Hogarth Press; 1961:159-166.
7. Reik T. Jewish Wit. New York: Gamut Press; 1962.
8. Grotjahn M. Beyond Laughter. New York: McGraw-Hill; 1957.
9. Davies C. Ethnic Humor Around the World: A Comparative Analysis. Bloomington: Indiana
University Press; 1990.



Volume 1 | Issue 2| 17Int J Psy Res & Rev, 2026

10. Davies C. Jokes and Targets. Bloomington: Indiana University Press; 2011.
11. Oring E. Engaging Humor. Urbana: University of Illinois Press; 2003.
12. Apte ML. Humor and Laughter: An Anthropological Approach. Ithaca: Cornell University Press. 1985.
13. Boskin J, Dorinson J. Ethnic humor: subversion and survival. Am Q. 1985;37:81-97.
14. Wisse RR. No Joke: Making Jewish Humor. Princeton: Princeton University Press; 2013.
15. Ford TE, Ferguson MA. Social consequences of disparagement humor: a prejudiced norm
theory. Pers Soc Psychol Rev. 2004;8:79-94.
16. Ferguson MA, Ford TE. Disparagement humor: a theoretical and empirical review of
psychoanalytic, superiority, and social identity theories. Humor. 2008;21:283-312.
17. Hodson G, Rush J, MacInnis CC. A joke is just a joke (except when it isnt: cavalier humor
beliefs facilitate the expression of group dominance motives. J Pers Soc Psychol.
2010;99:660-682.
18. Billig M. Laughter and Ridicule: Towards a Social Critique of Humour. London: Sage; 2005.32
19. Critchley S. On Humour. London: Routledge; 2002.
20. Ungar-Sargon J. Beyond race: toward an ethically integrated model of healthcare justice. Int J Psychiatry. 2025;10:1-6.
21. Babylonian Talmud. Shabbat 30b.
22. Mishnah. Avot 3:13.
23. Babylonian Talmud. Berakhot 31a.
24. Babylonian Talmud. Menachot 37a.
25. Babylonian Talmud. Bava Metzia 59b.
26. Babylonian Talmud. Ta39;anit 22a.
27. Babylonian Talmud. Gittin 56b.
28. Babylonian Talmud. Ta39;anit 23a.
29. Babylonian Talmud. Makkot 24b.
30. Hebrew Bible. Ecclesiastes 3:4.
31. Zborowski M, Herzog E. Life Is with People: The Culture of the Shtetl. New York: Schocken; 1952.
32. Wisse RR. The Schlemiel as Modern Hero. Chicago: University of Chicago Press; 1971.
33. Miron D. A Traveler Disguised: The Rise of Modern Yiddish Fiction in the Nineteenth Century. New York: Schocken; 1973.
34. Sholem Aleichem. Tevye the Dairyman and The Railroad Stories. Halkin H, trans. New York: Schocken; 1987.
35. Ausubel N. A Treasury of Jewish Folklore. New York: Crown; 1948.
36. Novak W, Waldoks M, eds. The Big Book of Jewish Humor. New York: Harper &amp; Row; 1981.
37. Gilman SL. Jewish Self-Hatred: Anti-Semitism and the Hidden Language of the Jews.
Baltimore: Johns Hopkins University Press; 1986.
38. Buber M. Tales of the Hasidim. Marx O, trans. New York: Schocken; 1947.
39. Nachman of Bratslav. Likutei Moharan II:24.
40. Nachman of Bratslav. The Turkey Prince. In: Band AJ, trans. Nahman of Bratslav: The Tales.
New York: Paulist Press; 1978.
41. Wiesel E. Souls on Fire: Portraits and Legends of Hasidic Masters. New York: Random House; 1972.
42. Heschel AJ. A Passion for Truth. New York: Farrar, Straus and Giroux; 1973.
43. Telushkin J. Jewish Humor: What the Best Jewish Jokes Say About the Jews. New York:
William Morrow; 1992.
44. Oring E. The Jokes of Sigmund Freud: A Study in Humor and Jewish Identity. Philadelphia:
University of Pennsylvania Press; 1984. 33
45. Epstein LJ. The Haunted Smile: The Story of Jewish Comedians in America. New York:
PublicAffairs; 2001.
46. Dauber J. Jewish Comedy: A Serious History. New York: W.W. Norton; 2017.
47. Frankl VE. Man39; Search for Meaning. Boston: Beacon Press; 2006.
48. Ostrower C. It Kept Us Alive: Humor in the Holocaust. Bloom S, trans. Jerusalem: Yad
Vashem; 2014.
49. Slucki D, Finder GN, Patt A, eds. Laughter After: Humor and the Holocaust. Detroit: Wayne State University Press; 2020.
50. Ungar-Sargon J. The wound as altar: an anti-theodicy of the Shoah. J Relig Theol.
2026;8:6-28.
51. Ungar-Sargon J. Revelation in concealment: toward an embodied post-Holocaust spirituality. J Relig Theol. 2025;7:1-23.
52. Levine LW. Black Culture and Black Consciousness: Afro-American Folk Thought from Slavery to Freedom. New York: 
Oxford University Press; 1977.
53. Watkins M. On the Real Side: Laughing, Lying, and Signifying — The Underground Tradition of African American Humor. 
New York: Simon &amp; Schuster; 1994.
54. Carpio GR. Laughing Fit to Kill: Black Humor in the Fictions of Slavery. New York: Oxford



Volume 1 | Issue 2| 18Int J Psy Res & Rev, 2026

Copyright:
©2026 Julian Ungar-Sargon. This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 
International license.

University Press; 2008.
55. Deloria V Jr. Custer Died for Your Sins: An Indian Manifesto. New York: Macmillan; 1969.
56. Lincoln K. Indi39; Humor: Bicultural Play in Native America. New York: Oxford University Press; 1993.
57. Garrett MT, Garrett JT, Torres-Rivera E, Wilbur M, Roberts-Wilbur J. Laughing it up: Native
American humor as spiritual tradition. J Multicult Couns Devel. 2005;33:194-204.
58. Reid DK, Stoughton EH, Smith RM. The humorous construction of disability: &#39;stand-up39; comedians in the United 
States. Disabil Soc. 2006;21:629-643.
59. Shakespeare T. Joking a part. Body Soc. 1999;5:47-52.
60. Ungar J. The agony of the yarmulke. Judaism. 1985.
61. Ungar-Sargon J. The parabolic world: integrating kabbalistic wisdom with clinical hermeneutics in contemporary medical 
practice. J Psychiatry Res Rep. 2025;2:1-9.
62. Ungar-Sargon J. Hermeneutic approaches to medicine: from objective evidence to patient as sacred text. EC Neurol. 
2025;17:1-10.
63. Kleinman A. Patients and Healers in the Context of Culture. Berkeley: University of California Press; 1980.
64. Comas-Díaz L, Jacobsen FM. Ethnocultural transference and countertransference in the
therapeutic dyad. Am J Orthopsychiatry. 1991;61:392-402.
65. Tervalon M, Murray-García J. Cultural humility versus cultural competence: a critical distinction in defining physician 
training outcomes in multicultural education. J Health Care Poor Underserved. 1998;9:117-125. 34
66. Sue DW, Capodilupo CM, Torino GC, et al. Racial microaggressions in everyday life:
implications for clinical practice. Am Psychol. 2007;62:271-286.
67. Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: conceptual issues and 
research evidence. Psychol Bull. 2003;129:674-697.
68. Lewis-Fernández R, Aggarwal NK, Hinton L, Hinton DE, Kirmayer LJ, eds. DSM-5 Handbook on the Cultural Formulation 
Interview. Arlington, VA: American Psychiatric Publishing; 2016.
69. McCreaddie M, Payne S. Humour in health-care interactions: a risk worth taking. Health
Expect. 2014;17:332-344.
70. Pinna MAC, Mahtani-Chugani V, Sánchez Correas MA, Sanz Rubiales A. The use of humor in palliative care: a systematic 
literature review. Am J Hosp Palliat Care. 2018;35:1342- 1354.
71. Ridley J, Dance D, Paré D. The acceptability of humor between palliative care patients and health care providers. J Palliat 
Med. 2014;17:472-474.
72. Penson RT, Partridge RA, Rudd P, et al. Laughter: the best medicine? Oncologist.
2005;10:651-660.
73. Vaillant GE. Adaptation to Life. Boston: Little, Brown; 1977.
74. Kramer CK, Leitão CB. Laughter as medicine: a systematic review and meta-analysis of
interventional studies evaluating the impact of spontaneous laughter on cortisol levels. PLoS
One. 2023;18: e0286260.
75. Granadillo ED, Mendez MF. Pathological joking or Witzelsucht revisited. J Neuropsychiatry Clin Neurosci. 2016;28:162-
167.
76. Ahmed A, Simmons Z. Pseudobulbar affect: prevalence and management. Ther Clin Risk
Manag. 2013; 9:483-489.
77. Ruch W, Proyer RT. Who is gelotophobic? Assessment criteria for the fear of being laughed at. Swiss J Psychol. 2008;67:19-
27.
78. Titze M. Gelotophobia: the fear of being laughed at. Humor. 2009;22(1-2):27-48.
79. Piemonte NM. Last laughs: gallows humor and medical education. J Med Humanit.
2015;36:375-390.
80. Schweikart SJ. Could humor in health care become malpractice? AMA J Ethics. 2020;22: E596-E601.
81. Ungar-Sargon J. The science of interoception and unconscious bias in healthcare: a call for embodied clinical practice. 
Neurol Neurosci. 2025;6:026.
82. Ungar-Sargon J. The epistemology of clinical judgment: language, power, and the social
construction of medical knowledge. Jpn J Med Res. 2025;3:1-14.
83. Ungar-Sargon J. From medical shame to sacred healing: integrating recovery principles and theological medicine in 
healing spaces. Addict Res. 2025;9:1-12.
84. Ungar-Sargon J. Epistemology versus ontology in therapeutic practice: the tzimtzum model and doctor-patient 
relationships. Adv Med Clin Res. 2025;6:94-101.


