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Abstract

Aim and research question:

The aim of this study was to explore pre-registration students’ experiences of the use

of humour in the clinical settings in the United Kingdom.

Method:

The chosen methodological approach was interpretative phenomenological analysis
(IPA). IPA enabled investigation into the students’ experience of humour with
patients and mentors and to understand their idiography of their experiences due to

different professional journeys.

Ten semi-structured interviews were conducted with nursing students. Each
interview was analysed, descriptively, conceptually and linguistically, which is
consistent with the IPA approach. Then a cross group analysis elicited common or

shared themes within the group.

Findings:

Students acknowledged the individuality of humour and how it reflects their
personality and how they can be embroiled in a tug-of-war with the people around
them on the use of humour within the clinical setting. Three superordinate themes
were identified: 1) the professional journey, 2) the humanity of humour, and 3)
humour influences and characteristics which led to the formation of a humour
awareness compass for nurses. This study offers a novel insight into pre-registration

students’ experiences of humour in the clinical setting, within the United Kingdom.
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Prologue: Humour and me — my lived experiences

The aim of this prologue is to assist the reader to understand me (the author), how
humour has featured in both my personal and professional life, and the external
influences experienced which have affected my use of it. These influences, whether
from a religious, cultural or political stance, inform how | see the world, which in turn

inform this thesis.

People see me as being reliable, responsible and organised. For me, these traits can
make me seem somewhat cold, superficial, and as having no sense of humour, and
yet | profess myself to be a kind, jolly soul, enjoying the joys of the world in the
company of family, friends and my dogs. Join me on this journey as to how my

binary thinking developed and how humour featured throughout my life.

As an adult, 1 do not recall any episodes of me laughing heartily or being a joker, yet
my parents laugh constantly when together and my Mum’s witch’s cackle can crack
a smile on anybody’s face. Growing up in Paisley (Scotland) in the 1970s as a
Catholic meant | attended a Catholic school and was taught by Catholic teachers.
The influence of this environment reflects strongly on the development of my
subsequent thought processes. | learnt from a young age to recite the Catechism, of

which | can only remember the first few questions and answers:
e Who made me? God made me
e What else did God make? God made all things
e Where is God? He is everywhere.

These questions have greatly influenced my personal belief system. As God made
me and everything else, and he is everywhere, this means to me that God’s
creativity and presence extends to the world’s living environment. The underlying
Catholic doctrine that remains with me is: there are only two categories in life — right
and wrong. This trend of binary thinking has remained omnipresent throughout my
nursing career; the patient is either alive or dead, which leaves little room for

humour.
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Early childhood traumas robbed me of many joys as | began to cocoon myself into a
shell so that no one could hurt me as much ever again. This influenced my natural
jolliness and thinking for the next 20 years. The combination of trauma and catholic

upbringing made me solemn in nature, leading me to take solace in my faith.

Often, | would hear | had no sense of humour. However, for me, it was not that | had
no sense of humour, but that my ability to create and appreciate humour was shaped
and moderated by my experiences of childhood trauma and the rigid doctrine of the
Catholic Church.

In 1982, as a family we emigrated to South Africa (SA). Although my school in
Scotland was more regulated than other schools due to the Church’s influence, in SA
it was more like going back in time. Humour memories from this time are of me often
‘not getting it when classmates said or did something funny. This inability to
appreciate humour may make me sound like a bore, especially as it endured into

early adulthood, but | am quite a chatty person in trusted company.

Choosing nursing as a career just happened; | realised | could get an education and
be paid for it at the same time. It seemed only logical for me to seize the opportunity,
especially as | was already volunteering at a retired nurses’ care home. My nurse
training began in 1986, when | enrolled onto the four-year Diploma in Nursing
(General, Psychiatry and Community Health) and Midwifery in SA. My clinical
placements were predominantly in white-only hospitals or areas as | trained under

the Apartheid policies followed by the South African government in the 1980s.

Due to outstanding essential requirements for completion of the midwifery
component of my nurse training, namely being short of four deliveries, the principal
of my nursing college arranged for a group of us, under escort, to do a set of night
duties in a medium-sized government-funded hospital on the eastern side of
Johannesburg, situated in a black township. The Group Areas Acts designated
residential areas for different racial groups (for example, Johannesburg for white
classified groups and Soweto for everyone else). Therefore, being in a black
township, delivering black babies under black midwives’ supervision, during a riot,

presented a unique opportunity.

xiii



The year was 1988; political unrest was the norm in SA. | only saw violence on the
TV, whether it be in an American action series or on the news. | was a 19-year-old,
white, Scots immigrant, in her third year of nurse training, an apolitical being who just
wanted to finish midwifery. My parents moved to SA to give us a better life than
1980s Britain could offer. 1 found myself unquestioning of the system in which |
would become an adult, protected from the implications of the Apartheid system,
having expanding life opportunities, and feeling the excitement of my future ahead.
Taking very much to heart the teachings of the professional code (namely, to be
emotionally detached from the patients), | proceeded to become more solemn,
curtailing any remaining natural jolliness. This attitude embodies my professional
journey where role models taught us to have a ‘stiff upper lip’ and how it was
unprofessional to show our emotions. Yet, opposite me, on this short placement
were black registered midwives whom | have in memory as being welcoming, willing

to teach us, and laugh with us at ‘nurse’ jokes.

The environment in which | found myself was very different to that with which | was
familiar. In the white hospital labour ward, staff and equipment were at hand, patients
had a named midwife (or student) assisting them and assessing them with a
cardiotocography machine every four hours, and there was a ready supply of
analgesics. In contrast, in the black hospital labour ward, the early-stage labour
women were put onto beds and had to get on with it. This is only one example of
service disparities between white and black healthcare provision under an Apartheid

government.

Thinking back now after gaining chronological maturity, and perhaps life experience,
my experience in a black labour ward highlights several factors influencing my
current worldview. To begin, placing white students within a black hospital to achieve
their educational outcomes is unethical, as the women in labour were being used;
they were not given the choice if they wanted a white student to deliver their baby.
No meaningful verbal rapport was built up with these women, due to language or
cultural differences; therefore, no informed consent was gained. This contradicts the
principles of nursing as espoused within the Florence Nightingale pledge (American
Nursing Association 2015), which all South African registered nurses were required
to take. Under this oath, | am required not to do anything harmful or detrimental,
however, | was training under a system (Apartheid) which separated human beings
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according to colour. Consequentially, this caused a segregation of healthcare

provision and disparity in the availability of services to various racial groups.

The underpinning governmental philosophy of Apartheid — meaning ‘state of being
apart’ — driven by a minority group’s fear and need for survival, established by the
National Party in 1948, led to a segregated society. For the black majority racial
groups, Apartheid meant: oppression, exposure to violence, lack of opportunity,
social inequality, economic inequality, illnesses associated with deprivation, and
political turmoil. For the white minority racial groups, it offered education, work and
freedom of movement. Apartheid must be seen within a historical context as many
antecedents of the National Party elite escaped persecution in various European

countries or at the hands of British colonial powers.

This system placed me, a white person, ‘above’ the midwives who were both
chronologically and professionally senior to me, and the power of Apartheid society
afforded me opportunities and personal freedoms, which far exceeded those
afforded to the black registered midwives.

My career trajectory took me towards mainland Europe, where | worked in Germany
and Switzerland for a decade. During this time, | have fond memories of dancing
people with Parkinson Disease to the shower, joking with the older patients about life
in general, and the team camaraderie. My experiences as a nurse in Germany
allowed me to find the humanity and humour in the delivery of my care without fear
of being reprimanded for being unprofessional because | was laughing with the

patients.

My own values base was shaped by having lived in two countries with histories of
oppressive regimes based on purist ideologies, South Africa and Germany, one
beginning the struggle with its past and one never permitted to forget its past. This
strengthened my belief in fairness. Furthermore, the example placed within the
context of SA’s history, and my living through the political turmoil and reconciliation
of the 1990s, taught me to appreciate the need for completeness of the story. Only
by listening to the stories above, could an outsider begin to understand what living in
SA was like.
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Due to personal and professional reasons, | returned to the UK only to find a similar
nursing ethos to that of SA. | had to restrain ‘me’ within my professional role and felt

that if | laughed with the patients | would be ‘over-stepping’ the boundary.

Going forwards, we are now in the post-Francis nurse education context in which the
nursing profession is currently waiting to consult on the Nursing and Midwifery
Council’'s response to the Shape of Caring review (2015), which changes how
nursing programmes are delivered. Certain things, however, never change.
Throughout my career as a registered nurse in several countries, | feel humour has
allowed me to connect with patients, colleagues, relatives, students and has become
integral to who | am today. This realisation completes my journey: | recognise that
using humour makes one approachable and can be used in a professional context.
People want the best technical care when they are ill. However, they also want to be
treated as a human by a fellow human being, as do student nurses by their role
models, whether they be teachers or clinically based registrants. | have found that

using humour is a conduit to achieving this.

Throughout this professional doctorate journey and the writing of this prologue, |
have been able to look beyond my own set boundaries to think about how | see the
world and what is important within it. It also explains why humour is important to me:

it is integral to being a human being and it connects people across boundaries.

XVi



Chapter 1: Introduction

This thesis explores pre-registration student nurses’ experience of humour use within
the clinical settings in the United Kingdom. This chapter’s intention is to frame the

research question within the current professional and public contexts of nursing.

1.1 Setting the scene

Within the last decade and a half, | have worked either as a registered nurse (RN)
directly employed by the National Health Service (NHS), or as a nurse educator
within pre-registration healthcare programmes funded by the NHS. During this time,
there have been numerous scandals specifically focused on the behaviour of nurses.
Localised incidents reflected in the Ombudsman Report (Abrahams 2011) signalled
a lack of warmth, caring, and nurses’ humanness; displayed in their non-empathetic
behaviour. These images are reminiscent of bygone days when nurses disconnected
from their patients through emotional distancing or became desensitised to their

suffering (Melia 1987); this was considered ‘professional’.

It is not only these incidents which are disheartening but also the current government
austerity measures aimed at the NHS. These often result in situations in which RNs
work in extremely stressful conditions due to them being unable to deliver the quality
care they want to. Influences include staff shortages, resource shortage and
expectations from both the public and the profession. The weight of expectation may
impair the RNs’ ability to find or use humour in their daily lives at work. However, the
focus of this thesis is not on the RNs themselves but on the pre-registration student

nurses who are the next generation to come.

Taylor (2016) succinctly noted the contradictory expectations of the public, who see
nursing as essentially vocational, and the profession, which has a statutory duty to
educate to degree level and above. My experience of public expectation was
illustrated in numerous conversations in my daily life when | told people | am a nurse;
many seemed to think a certain ‘type’ of person (caring and kind) is best suited to
nursing, reinforcing the vocational model. From my professional perspective, |

believe that nurses do need to be educated to a higher standard than me because



modern healthcare is more complex, and there is an ever-increasing responsibility
placed on nurses via extended roles. However, my belief in the need for nurses to be
taught to degree level does not detract from the notion that a nurse should have the
ability to show humanity to those in their care. The following sections map the past

and current drivers from public and professional expectations.

1.2 The professional context

Contemporary policy drivers, both professional and governmental, aim to increase
public confidence in the NHS and nursing by enhancing the patient experience
through the delivery of compassionate care (Nursing and Midwifery Council [NMC]
2008a, 2015, 2017b; Department of Health [DH] 2012a). See, for example:
Compassion in Care (DH 2012b); the Willis Commission (Willis 2012); Delivering
High Quality Care (DH 2013); the Francis Report (Francis 2010, 2013); the Keogh
Review (Keogh 2013); the Cavendish Review (Cavendish 2013) and Shape of
Caring (Willis 2015).

The NHS Constitution espouses a commitment to care through valuing each person
as an individual and responding to his/her needs with kindness and humanity (DH
2012c). However, a commonality amongst these above-mentioned reports is the
existence of a non-caring culture within healthcare settings, illustrated by the poor
attitude of staff and reflected in patients’ fear of nurses’ reactions when asking for
assistance (Francis 2010) or lack of common courtesy leading to negative patient
outcomes (Francis 2010; Keogh 2013). By establishing a link between an
unprofessional attitude and poor care delivery, the Francis Report (2010) set out
recommendations to ensure potential candidates are screened for professional
values such as compassion, integrity and commitment. In April 2015, values-based
recruitment (VBR) commenced in the United Kingdom, meaning potential students
were to be selected based on their ability to demonstrate the relevant values
required by their prospective role (DH 2013). The basis of VBR is the recruitment of
students on their individual values and behaviours, aligned to the NHS constitution,
in addition to academic ability and skills being considered at the point of selection
(Miller and Bird 2014; DH 2015; Power and Clews 2015). Waugh et al. (2014)
attempted to establish a values-based person specification of prerequisite attributes

for student nurses and midwives, which included cheerfulness incorporating a good



sense of humour. Being able to discern when to use humour appropriately lies within
the student’s own values base and is in accord with Health Education England’s
(HEE) (2014) general principles of appropriate behaviour for self and others.
Groothuzien et al. (2018) recommended higher education institutions (HEI) do not
adopt and follow the VBR requirements blindly. Corner (in Dean 2014) reminded us
of organisations’ responsibility to engender a culture of caring, therefore allowing

students to achieve, maintain and develop their understanding of care.

Current drivers aim to promote individualised humanistic compassionate care
through the recruitment of a certain type of nursing student, based on their intrinsic
values. Once recruited, nursing students require role models. The NMC’s
professional code of conduct (2008a, 2015) expressly stated that all registrants must
act as professional role models to future generations by sharing their knowledge,
developing students’ psychomotor skills and embracing professional values such as
warmth, sensitivity and compassion. This is to ensure the safe and professional
delivery of care. However, a disparity remains between the expected professional
behaviours (NMC 2008a, 2015) and nurses’ attitudes and behaviours as voiced by
patients’ narratives in the reports mentioned above. This led to a discussion in the

section below on the historical and contemporary public expectations of nurses.

1.3 The public context

Whether depicted as the Dickensian character Sarah Gamp (a ‘drunk’) or an ‘angel’,
the public image of a nurse is influenced by the media and cultural stereotypes.
Bridges (1990) highlighted media images of the nurse as a ministering angel, often
seen at the patient’s bedside. Such an image is in accord with images of Florence
Nightingale during the Crimean war. Contrasting images include the ‘battle axe’
matron as portrayed by Hattie Jacques in the Carry On films, the ‘naughty nurse’ as
represented by various fancy-dress costumes and, finally, the doctor’'s handmaiden
(Abel-Smith 1960). Conflicting images create inconsistency within the public image
of nursing and a lack of consensus about the underpinning principles of nursing and
its associated behaviours, values, and relationships (Maben and Griffiths 2008), as

well as the knowledge and skills required to be an RN (ten Hoeve et al. 2013).



The stereotype of the nurse as an angel impacts on public confidence, and stems
from a time when caring was an informal task, delivered by mothers, women in the
community, members of religious orders or those in the workhouse who were able to
assist the weaker residents (Abel-Smith 1960; Morris-Thompson et al. 2011). The
angel image epitomises the personality traits required to be a nurse: willing,
compliant, selfless, caring and dedicated (Bridges 1990). These traits reflect
religious orders’ altruism, which fuelled their arduous travail (Gordon and Nelson
2005), and remain prominent in nursing today. Secular nursing grew under the
auspices of Florence Nightingale and Mrs Bedford-Fenwick, and did so within a
changing job-market due to the industrial revolution (Gordon and Nelson 2005).
Nursing needed to attract potential candidates whose qualities gained them access
to a respectable job outside of the home (Gordon and Nelson 2005). For this, nurse
recruiters appealed to Victorian values such as charity, piety and respectability.

Arguably, these ideals continue today.

Morris-Thompson et al. (2011) identified how the image of nursing held by the public
may be in variance with that held by nurses: the public prize nurses for their virtues
rather than their knowledge (ten Hoeve et al. 2013). Recognised professional
leaders Maben and Griffiths (2008, p. 4) called for “a reinvigorated sense of service”
which would allow public confidence in nursing to be restored by delivering what the
public want: “empathy; compassion; keeping them informed; doing the right thing at
the right time and being with and available to the public’. Therefore, if recognised
professional leaders reinforce the angel stereotype, and associated traits based on
the vocational historical roots, then it will remain a benchmark against which nurses
will be measured by the public whose understanding of nurses’ professionalism is
that it is espoused in their behaviour, communication and appearance (Maben and
Griffiths 2008).

Reports such as the Ombudsman Report (Abrahams 2011); the Mid-Staffordshire
scandal (Francis 2010); Winterbourne (British Broadcasting Corporation [BBC]
2011); Orchid View (Milmo 2013; Georgiou 2014) and Glan Clwyd Hospital (Walters
2014) continue to shake public confidence, highlighting nurses’ failure to deliver
essential care in a manner expected of them. In order to respond to these concerns,
various organisations, such as HEE acting on the Francis Report recommendations,
aim to recruit candidates who demonstrate the values identified above.



1.4 Humour

Humour, as a phenomenon, has interested philosophers through the ages and been
researched in many disciplines. Friend (2002) described how humour is difficult to
explain, and that it is considered to be a human activity. Acknowledging the
sociability of humans, Provine (2000) discovered people were more likely to laugh
when together than when pursing lone activities and categorised laughter as a social
vocalisation that binds people together. Martin (1998) contended all humour
elements (cognitive, emotional and expressive) have a social dimension and form an
important part in interpersonal relationships. Whether humour is the ability to play on
words, a reliance on imagination, an intellectual activity, manifested as laughter,
being funny, watching comedy or being witty (Martin 2001; Carrell 2008), it remains a
universal phenomenon bearing on all human life aspects, for example relationships

and interactions (Carrell 2008).

1.5 The research problem

Policy and public drivers focus on recruiting a certain type of person displaying
relevant values to enter any pre-registration healthcare programme. Pre-registration
nursing students, like many others, claim to have a sense of humour, yet Astedt-
Kurki and Liukkonen (1994) highlighted one student nurse’s perception that she was
not allowed to have a personality, let alone a sense of humour. Therefore, the
guestion arises as to what happens to a student and their pre-existing humour

capacity as they progress through a professional programme.

Humour research has been primarily conducted in psychology laboratories with
healthy psychology students (McCreaddie 2008b), and within healthcare it
predominantly focuses either on the patient’s perspective (Robinson 1977; Pasquali
1995; Winter 2006) or the RN’s perspective (Sumners 1990). Therefore, the focus of
this study is on humour within the pre-registration student nurse population, and to

address the paucity of humour research from students’ perspective.

As nurse training within the UK context is equally divided between the university and
clinical placements (NMC 2010), the focus of this thesis is on the clinical setting
since this is the students’ future workplace and, anecdotally, they place more value



on this setting. It is within this setting that they learn to interact with others in a

professional manner from role models they encounter.

1.6 The research question

The overarching research question of this study is: how do pre-registration nursing
students experience the use of humour in the clinical setting within the United
Kingdom?

This question concerns the students’ experiences of humour within the clinical
setting, yet it is crucial to acknowledge that each one’s educational journey is
different due to the nature of their placements. For example, it is only Adult field
students who are currently required to meet the European directives (NMC 2010).
Understanding how their humour is utilised when interacting with others on their
educational journey will allow the students to make sense of their relational

experiences with others, within the clinical setting.

Initially, | intended to utilise a mixed methods approach. That is, the first part of the
study was to involve employing a questionnaire to plot the participants’ humour style
and, because of the vast array of literature emphasising the influence of
demographics (such as gender, age, and ethnicity) on the use of humour in daily
interactions, to ascertain whether these influences were quantifiable. The second
part was to make use of an interpretative approach, exploring participants’
experience of humour use within the clinical setting by utilising a phenomenological
approach aimed at uncovering the meanings of the lived experience of humour for
the individual. However, only the qualitative phase (aimed at investigating and
understanding participants’ experiences of humour use in UK clinical settings)
produced rich enough data to be explored and, therefore, only it remained the focus
of this thesis.

1.7 Phenomenological considerations

Phenomenologists offer variation in their interpretation of phenomenology since it
can be a research methodology or a philosophical approach (Moran 2000). The
underpinning principles connecting all phenomenological interpretations are the twin

desires to understand human experience and to investigate such experiences



(Langdridge 2007). Willig (2001) complemented this by adding that phenomenology

is how humans gain knowledge of the world around them.

The phenomenological approach that this study adopts is interpretative
phenomenological analysis (IPA). IPA concerns itself with people as interpreters of
the world around them. Smith and Eatough (2012, p. 441) explained that the aim of
IPA is to explore “the meanings particular experiences, states, events and objects

have for people”.

In order to achieve this, IPA combines descriptive and interpretive strands of
phenomenology (Smith et al. 2009), which are illustrated in chapter four. This study
is interested in capturing pre-registration students’ lived experiences of humour in

the clinical setting as this is their future workplace.

This thesis is divided into eight chapters. The first four chapters detail the
background of the thesis, with a particular focus on humour and its development.
The remaining chapters are dedicated to the execution of the research design,

findings and conclusion.



Chapter 2: Capturing the essence of humour

Much of this chapter creates a backdrop for capturing the essence of humour and
how this contributes to the definition of humour adopted for this study. This chapter’s
aim is not to provide a detailed overview of the humour field but to offer the reader
an understanding of the field and its influences pertinent to this study’s research
guestion. Additionally, it outlines the relevance of humour to and for student nurses.

A comprehensive narrative literature review is offered in chapter three.

This thesis is concerned with student nurses’ experience of humour use within the
UK clinical setting and it is here that they engage in social interactions with service
users, members of the public and their professional peers. The first section of the
current chapter summarises the theories of humour, providing an overview of the
historical development of humour and laughter. The discussion continues with the
conversational spontaneity of humour. Then the focus moves to rehearsed humour,
with an extended emphasis on the clinical setting. Subsequently, humour and its
function in social interactions are explored in relation to both group relationships and
the individual lenses affecting one’s use of humour and one’s identity. Developing an
understanding of this interaction of humour in social settings, and the variety of
individuals’ experience and use of humour, is extremely pertinent to the maturing of
a student nurse. The final sections summarise the types and additional functions of

humour to aid further discussions within forthcoming chapters.

2.1 Humour: meaning and the theories

Various philosophers have endeavoured to portray a universal theory of humour but
several theories remain. Firstly, the word ‘humour’, influenced by the historical and
social contexts, developed from originally meaning bodily fluids to becoming an
umbrella term. Alongside the ever-changing meaning of ‘humour’, the development
of the three main humour theories occurred: superiority, incongruity and release.
These three are discussed alongside linguistic theories of humour, which are

considered a sub-section of the incongruity theory as both rely on cognitive abilities.

Figure 2.1 charts the meaning given to laughter and humour across the centuries

and plots concurrent theory developments.
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Figure 2.1: Humour and laughter development across the ages (blue is humour, red is
laughter) (Lippitt 1995b, Ruch 1998, Flaskerud 2012, Morreall 2012, Nilsen and Nilsen 2016)



Table 2.1 presents an overview of the predominately featured theories within the
literature. Each theory is presented with its component parts: proponent, key
elements, function and form. A brief critique of each theory and an example now

follows.

Table 2.1: An overview of humour theories

Theory Proponent Key elements Function Form
Superiority Socrates (“pain of the Feel superior Mockery Ridicule
(Social) soul’) gimgﬁsg grt Oétenrser Derision

Plato seIFf)) young Social

Aristotle corrective

Hobbes (“vainglory”)

Bergson

Gruner
Release/relief Spencer (physical) Release of built up Defence or Gallows humour
(Emotional) tension ;Oep(lrr]lgnism Slapstick humour

Freud (psychic) Taboo subjects
Cognitive Kant Sudden or Mockery Jab line /
(Understanding) Schopenhauer unexpected bringing  pefence or Punchline

i together of two coping

H_""Z“tt disparate ideas or mechanism

Kierkegaard events or situations,

Suls thus producing an Adult form of

absurdity play

Linguistic Graham Humour being Social probing ~ Witticism

Norrick communicated Joke definition

through language
Attardo
Raskin

(Keith-Spiegel 1972; Suls 1977; Morreall 1983; Norrick 1984; Berger 1987; Monro 1988; Lippitt 1994,
1995a, 1995b; Gruner 1997; Martin 1998; Ewin 2001; Bardon 2005; Lippitt 2005; McCreaddie and
Wiggins 2008; Smuts 2010; Earleywine 2011; Warburton 2011; McDonald 2012; Perks 2012)

The superiority theory dominated until the eighteenth century (see Figure 2.1). To
this point, the focus was on laughter; as Morreall (1989) indicated, the earlier
versions of this theory do not distinguish humour, laughter or comedy from each
other. Within writings supporting the notion of humour as superiority, it is commonly
acknowledged that the person laughing feels the superiority, as seen in ethnic-based
jokes (Critchley 2002) or incidences of Schadenfreude (Cohen 2001). Cohen (2001)
contentiously posited that both oppressor and oppressed can benefit from feelings of

superiority. For example, concentration camp inmates joked about their Nazi captors
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(Frankl 1992). A modern-day example would be Donald Trump’s mimicry of a
disabled reporter (Cable News Network [CNN] 2015).

An underpinning assumption of this theory is that humour and laughter involve the
loss of self-control or the breaking of social rules (Morreall 2009), thereby placing
humour in a negative light. Arguably, however, these feelings of superiority can
alleviate stress and allow people to maintain self-esteem and sanity in times of
adversity (Martin 2009). The overarching themes remain aggression and malice-
provoking emotive responses (Carrell 2008), as depicted in Morreall’'s (1983)

example of Victorians’ amusement at the taunting of asylum residents.

Critics of the superiority theory highlight the narrowness of its focus: not all
humorous situations evoke feelings of superiority, nor is humour found in all

situations where superiority feelings arise (Cohen 2001).

Moving onto the relief/release theory, Martin (1998) detailed Freud’s three types of
mirthful experiences: jokes, the comic and humour. Freud posited that superfluous

psychic energy from each experience will be released as laughter (Morreall 1983).

Many authors (Monro 1988; Martin 1998; Smuts 2009; McDonald 2012) emphasised
Freud’s joke element, since this allows people to laugh at subjects deemed taboo by
psychological or societal restraints (Cohen 2001; Freud 2001). There are two types
of joke: innocent and tendentious (Lippitt 1995b; Freud 2001). Tendentious jokes
allow the expression of unconscious impulses, whether sexual or hostile (Kline 1977,
Martin 1998; Ferguson and Ford 2008), whilst concealing its purpose. Freud’s
second type, the comic, presents predominantly non-verbal or slapstick humour, so
when expectations are not met, cerebral energy is released and laughter ensues
(Martin 1998; Smuts 2009). Finally, according to Freud (1928), the adoption of a
humorous attitude protects against possible suffering. This allows one to avoid the
negative emotions of a stressful situation due to amusement arising from
incongruities within the situation (Martin 1998). An example here is health
professionals laughing at inappropriate times, such as the death of a patient. Billig

(2005) explained that this off-setting of suffering can be linked to cognitive reframing.

Critics have highlighted the improbabilities of Freud’s relief theory: he did not

differentiate his psychic energy from other body energy sources (Morreall 1983;

11



Lippitt 1995a), nor account for the storage of the psychic energy (Smuts 2009).
Additionally, humorous laughter is generally indistinguishable from non-humorous
(Cohen 2001; Smuts 2009). The critique has also focused on Freud'’s ignoring of the
individuality of sense of humour (Lippitt 1995b).

Moving onto incongruity theory — this is considered to be the cognitive theory of
humour, or the theory of understanding (Banas et al. 2011). Specifically, the basis of
the incongruity lies within the cognitive rather than in the social or emotional aspects
of humour (Martin 1998, 2007; Krikmann 2006). This relies on the sudden or
unexpected bringing together of two disparate ideas, events or situations, thus
producing an absurdity that results in laughter (Robinson 1977; Berger 1987; Martin
1998). Alternatively, Shaw (2010, p. 115) claimed “humour involves delighting in a
departure from some regularity or norm”. Martin (2007) explained that different brain
regions are involved in the cognitive processing of humour types, for example
Broca’s area for resolution of the incongruity. Examples include a joke and its
punchline (Ritchie 2004) or the anthropomorphic image of talking animals dressed

like humans (as in Gary Larson’s ‘Far Side’ cartoons).

Martin (1998, 2007) highlighted that many authors reject the idea of the incongruity
being funny, instead seeing the resolution offered as producing the amusement
(Rothbart and Pien 1976; Jones 2006; Zhan 2012). This means providing further
information allows the incongruity to be resolved (Ritchie 2004), which relies on
another part of the brain to solve. Examples include ‘knock-knock’ jokes and

captioned cartoons.

Critics of this theory have claimed that the concept of ‘incongruity’ is too broad in
scope to be a central feature applicable to all humour (Monro 1988; Smuts 2009),
especially seen in examples of incongruous situations which are unfunny, such as
laughing in victory, in sympathy, or at snow in summer (Clark 1987; Cohen 2001,
Bardon 2005).

Within cognitive theory, linguistic theories have emerged, defined as humour
communicated through language (Martin 2007). Of the several categories within
linguistic theory, the main areas of importance are pragmatics (rules for the
interpretation of language in context and appropriate social use) and semantics (the
meaning of words) (Martin 2007). This theory relies on the recipients’ cognitive ability
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to either process verbal content, leading to its appreciation, or react to verbal stimuli.
Criticism of this theory lies within the narrowness of its scope since it applies only to

verbal humour and lacks attention to the other aspects of the given context.

Lynch (2002) maintained that all of the above theories were developed in the
historical times of their creators and the linguistics of the time, and relate primarily to
the individual’s motivation and interpretation of humour. Morreall (2009) reminded us
that humour is a complex phenomenon and each theory is insufficient on its own;
therefore, no one theory can be subscribed to. In conclusion, exclusivity and
subjectivity for the most part render giving a single definition to humour impossible in
spite of the myriad of theories offered from the Ancient Greek to the contemporary

philosopher.

Placing humour development within its historical context begins to build a basis of
understanding which helps answer this study’s research question about student
nurses’ experiences of humour use within the clinical setting. This represents the
ever evolving definition of humour based on changing societal influences. As the
variety of humour theories have demonstrated, humour cannot be reduced to one
entity. Being identified as a complex phenomenon, there is a need to examine other
contributions to the humour field. This represents the multi-dimensionality of humour
which in turn can impact on the students’ experiences at an individual, organisational
or societal level. Because of the limited confines of this thesis, these are presented
below in diagrammatic format (Figure 2.2). The concepts within this diagram are
discussed in later chapters in order to explore the student nurses’ understanding of

humour and how it potentially impacts on their work.
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Dimensionality of humour:
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Figure 2.2: The multi-dimensionality of humour (Martin 2007, Ruch 2007, Melton 2016, Scheel
2017)

The preceding sections have demonstrated the multi-faceted nature of humour and
offered an understanding of humour in the wider context; however, this thesis is
concerned with student nurses and humour use within in the clinical setting.
Therefore, the focus is on aspects of humour within the healthcare literature. The
following section concentrates on humour as a conversation; humour as
performance; the social lubricity and abrasiveness of humour, and finally humour as

identity.

2.2 Humour as conversation

The ambiguity of spontaneous conversational humour is detailed here and its
application to individual and healthcare contexts is illustrated. Further points for

consideration are laughter and its complexities, and self-deprecating humour (SDH).
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Many authors have recognised spontaneous humorous occurrences in the majority
of everyday interactions and within various social contexts (Martin 2007; Graham
2010). Wyer and Collins (1992, p. 663) noted:

it is a rare conversation in which at least one participant does not respond
with amusement to something said or done. Jokes, witticisms and other
humorous verbal and nonverbal behaviours are commonplace in social
interactions and can have a major impact on the quality of interactions.
Martin (2007) divided the spontaneity of humour into three areas: 1) rehearsed jokes
and cartoons, 2) intentional humour (verbal or non-verbal) created within a naturally

occurring conversation and 3) unintentional humour (physical or linguistic).

In naturally occurring interactions, normally two or more people are involved. Within
this context, Hay (2001) explained, the audience has to recognise the humorous
attempt, understand it, appreciate it and then decide if they agree with the conveyed
message. In Ritchie and Negrea-Busuioc’s (2014) study of informal conversations
about public safety and police-community relations with regards to metaphor and
story-telling, the authors concluded initial conversational intentions can change
through conversational dynamics and the spontaneity of humour occurring in the

moment.

There is often a focus on the linguistic aspects of humour, yet Heath and Blonder’'s
study (2005) noted that, for stroke survivors, it is important to be able to recognise
facial expressions and vocal patterns used to stress or intone patterns of language in
order to decipher whether humour is appropriate or not. Additionally, Flamson et al.
(2011) highlighted the importance of vocal signals in recognising humorous
occurrences. Whilst from their own ethnographic study of a Brazilian collective farm
they could not prove how a speaker signals humour production for audience
understanding, they did note how certain segments, namely set-up and punch line,
were louder than usual speech. Arguably, the above suggests it is not only the words
used but also the use of one’s body in humour delivery which is important in

spontaneous humour.

Across Hay’'s work (1995; 2001; 2002) concerning 16 friends’ spontaneous
conversations, based on literature and her findings, she developed a framework to
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illustrate how humour function contributes in different ways to an interaction. See
Table 2.2 below.

Table 2.2: Hay’s humour functions

Solidarity Power Psychological
Share Foster conflict Defend/protect oneself (identify
Highlight/capitalise on shared | Control Zlgveezlgngs before someone
Speriense Boundary Power Cope (putting self-down/
Boundary Solidarity Tease Power maFl)dngpIightgof serious
Tease Solidarity situation)
Other General

Situational

Hay (1995; 2000)

Interactions with people are a core element of any health practitioner's day, with
spontaneous humorous interchanges a frequent occurrence and often being lauded
for their positivity. McCreaddie and Payne (2011) called attention to the challenges
of researching spontaneous humour in this area, especially due to the dearth of
focus on nurse—patient interactions. In Beck's (1997) study of 21 postgraduate
nurses, the participants’ narratives demonstrated their use of humour as being both
unexpected/spontaneous and planned/routine. Spontaneous humour was mostly
employed, which supports Astedt-Kurki and Liukkonen’s (1994) conclusion that
nurses use humour intuitively. Yet Robinson (1977) considered that for humour to
become a spontaneous communication pattern, it must be consciously and
deliberately exercised, often over-exaggerated and over-practised. McCreaddie
(2010) discussed an example of deliberate yet spontaneous use of humour with a
service user. She termed a phrase “harsh humour” (p. 633), which from an outsider
perspective may be classed as being offensive or unprofessional, however,
McCreaddie elaborated that this type of humour “used areas of potential discord for
humour creation and maintenance” (p. 633). Within the mentioned example, a
disenfranchised service user (with a history of clinic non-attendance) was drawn in
by the clinical nurse specialist's (CNS) deliberate use of harsh humour. This was
contrary to McCreaddie’s (2008b) earlier main findings. McCreaddie and Payne
(2011) noted that CNSs are less likely to use humour deliberately due to their lack of
risk-taking. This suggests that nurses need to recognise the spontaneity of humour
in interactions with colleagues and patients. Nurses are not the only occupational
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group that use humour deliberately or spontaneously in the workplace with clients or
colleagues, either in institutional or non-institutional workplaces (Taylor and Bain
2003). This is discussed further in section 2.5.4.

Often there is an assumption that laughter will be present when something is
amusing; however, Hay (2001) maintained that limiting studies of laughter to its close
association with humour is to deny its complexity. The complexity of laughter has
been evidenced in various disciplines researching its different aspects; for example,
Martin  (2007) described the biological processes (psychobiology including
phonology) of laughter and its association with humour; Scott (2015) detailed the
neuroscientific functions of laughter; and Hay maintained it is one of many support

strategies of humour within interactions.

Scott (2015) described how laughter can be divided into two forms: involuntary and
voluntary. She explained that the involuntary form of laughter stems from mammals
(humans, primates and rats) and is an indicator of playfulness and tickling. Her
attention to voluntary laughter dealt with the meaningfulness of why people laugh
within interactions, which is linked to the social aspects of laughter. For Glenn (2003)
and Hay (2001), the social and communicative aspects of laughter were of interest,

especially those occurring in natural conversations.

Glenn (2003) asserted that laughter has a chameleonic nature influenced by internal
and external factors and has a duality in its uses. Just as Martin (2007) associated
laughter with positivity, Glenn pointed out laughter can be connected with
aggression, dominance and hostility. Both Scott (2015) and Glenn explained that
laughter and its execution is affected by the presence of others, their laughing status,
and the relationship one has with them; it can show love, like or hostility. They also
asserted that laughter can demonstrate one’s position within a group since it can
simultaneously display disaffiliative and affiliative properties. Therefore, one can
laugh at and with people at the same time. Glenn and Holt (2015) maintained that
laughter is instrumental in the creation, development and maintenance of one’s role
(Glenn 2010), identity (Rees and Monrouxe 2010) and relationships. Furthermore, in
Rees and Monrouxe’s (2010) study of laughter and learning at the patient’s bedside,
focusing on disaffiliative laughter, they evidenced the duality of laughter through both

the maintenance and challenging of power imbalances.
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From the audience’s perspective, laughter and other strategies for humour support
are areas Hay (2001) investigated, based on spontaneous humour within an informal
group. She noted the overwhelming assumption that an audience’s laughter is the
usual and most suitable way to react to any attempt at humour. However, she
presented other strategies for humour support, including contributing more humour,
playing along with the gag, using echo or overlap, offering sympathy and the

audience’s non-agreement with one’s use of SDH.

Within the literature, SDH has commanded much attention in both negative and
positive frames; therefore, this type of humour needs to be explored in greater detail.
SDH as a type of humour lies within the disparagement/superiority humour field.
Ferguson and Ford (2008, p. 283) described disparagement humour as referring “to
remarks that (are intended to) elicit amusement, through the denigration, derogation
or belittlement of a given target (individuals, social groups, political ideologies,
material possessions)”. An example of this type of humour is ridicule targeted at
certain group members or groups (Janes and Olson 2010). Additionally McCreaddie
and Wiggins (2009) highlighted that certain problematics lie within the use of
disparagement/superiority humour. Martin (1998) explained that self-disparagement
comes from the feelings of superiority experienced over one’s past foolishness or
‘gaffes’. Janes and Olson (2010) indicated that the lines between self-enhancement
and self-disparagement are blurred. Craik and Ware (1998) described a continuum
of disparagement between being reflective and being boorish that is “a knack for
discerning the spontaneous humor found in the doings of oneself and other persons
and in everyday occurrences, at the positive pole, and an uninsightful, insensitive
and competitive use of humor, at the negative pole” (p. 75), respectively. In their
study, these styles of humour conduct were determined when using the Humorous
Behavior Q-sort Deck (HBQD), and the intention of the HBQD was to offer a
complete picture of everyday humorous conduct. Martin (2007) highlighted the
limitations of using the HBQD.

Within the disparagement humour literature, there is a need to clarify terminology
based on the level of deprecation and the harm intended (Janes and Olson 2015).
Lee et al. (2015, p. 1186) outlined self-deprecating humour as “comments used in
an affiliate manner which invite the audience to share in the laughter at their self-
targeted foibles”. Whereas Martin (2007, p. 211) stated that self-defeating humour
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involves the excessive use of self-disparaging humour attempting to amuse

others by doing or saying funny things at one’s own expense and laughing

along with others when being ridiculed or disparaged. It involves use of

humour as a form of defensive denial or avoid dealing constructively with

problems.
It seems that the intensity of the self-deprecation can be placed along a continuum
which in turn determines the term used to describe it. For the purpose of this section,

the term ‘self-deprecating humour’ (SDH) is used.

Gkorezis and Bellou (2015) explained that, by using SDH, an individual either signals
a willingness not to take oneself seriously or highlights his/her own weakness before
someone else does. Furthermore, they suggested that this stance allows one to
appear carefree or to give an impression of humility by making oneself vulnerable.
Leaders are known to adopt this type of humour as a means of diminishing the
power differential; it achieves their goals (Janes and Olson 2015) and may lead to
others perceiving them as being more effective (Gkorezis and Bellou 2015). Janes
and Olson (2010) maintained that using SDH has a non-inhibitive effect, thereby
growing one’s potential for creativity and openness to newer and bolder ideas. The
risk of using SDH is that others may not take one seriously or the intent behind its

usage is clouded.

Across the humour literature, there seems to be consensus that women use SDH to
promote intimacy since sharing one’s own foibles enables one to encourage
laughing with, rather than at (Kotthoff 2006). However, Hay’'s (2002) findings
suggested that it is problematic to attempt to categorise SDH as being predominantly
a function of women’s humour because men’s use of this humour increases in

mixed-sex company.

It can be suggested that the problem of using SDH is not limited to gender. Within a
nursing context, McCreaddie (2008b; McCreaddie and Payne 2010) highlighted the
potential for SDH to be problematic depending on the intent behind its use and that
the recognition of the intent is pivotal to addressing patients’ needs. McCreaddie and
Wiggins (2009) continued that within care interactions, patients seek to balance
these interactions by adopting a “good patient persona” (p. 1084), characterised by
compliance and “sycophancy” (over gratitude) (p. 1085); therefore, through their use

of SDH, they can either challenge/criticise their care or voice concerns. A problem
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with patients using SDH is that a healthcare professional may not recognise this type
of humour and/or the intention underpinning its use, or may accept it superficially,
leading to a decision that no action is necessary (Du Pre and Beck 1997; Berger et
al. 2004). McCreaddie and Wiggins illustrated that SDH may be recognised as
problematic if used by a patient excessively within a shortened timeframe, in

isolation from the topic or coupled with gallows humour.

Using SDH is not limited to the individual. Lee et al. (2015) discussed the effectivity
of a health promotion campaign on binge drinking by comparing the use of self- and
others-deprecating humour and non-humorous interventions in health promotion
messages. In their study, it was thought that using SDH would reduce the binge-
drinking behaviour as the disparager belonged to the targeted group and did not
directly criticise the behaviour. This was supported by Ellithorpe et al.’'s (2014)
suggestion that the perception of humorousness is measured differently by an
audience when the source of the humour (initiator) is a member of the targeted
group (butt). However, Lee et al. concluded that others-deprecating humour appears
to have had the greater effect on reducing the binge-drinking behaviour.
Furthermore, they also concluded it was the personal investment which one has in
the behaviour that ultimately influences the lasting health effect, rather than the type

of humour used within the health promotion message.

2.3 Humour as ‘performance’

The following discussion concentrates on rehearsed humour interventions within
healthcare settings, namely paediatric and older people’s services. It examines the
role of elder clowns in the older person’s experiences and the effectiveness of a

clowning workshop for student nurses.

The prevalence and dominance of quantitative studies designed around humour as a
positive phenomenon has been well-documented (Martin 2007, McCreaddie 2008b).
Such studies rely on using rehearsed humour interventions such as jokes or
cartoons with young healthy adults, often in a context-free environment (McCreaddie
and Payne 2011). For McCreaddie (2008b), this highlighted the limitations of

correlational studies as they represent the viewpoint that humour, to a certain extent,
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is a stable trait of personality, yet people experience humour differently (Foot and
McCreaddie 2006; McCreaddie and Wiggins 2009).

Studies using rehearsed humour interventions (applied humour) within nursing
practice focused on humour as a therapeutic intervention, which has a positive
outcome (Wooten 1996a, Shields 2014). This has been termed therapeutic humour.

The Association for Applied and Therapeutic Humor’'s (AATH) academy membership

crosses many disciplines and presented a definition of therapeutic humour as being

any intervention that promotes health and wellness by stimulating a

playful discovery, expression or appreciation of the absurdity or incongruity

of life’s situations. This intervention may enhance health or be used as a

complementary treatment of illness to facilitate healing or coping, whether

physical, emotional, cognitive, social or spiritual (AATH 2000).
In order to achieve this, Wooten (1996a) advocated humour rooms, comedy carts,
humour baskets and caring clowns, such as Nurse Kindheart. It can be said nurse
clowns are an extension of medical clowns, as depicted by Patch Adams. This type
of clowning is known by many names: humour therapy, therapeutic clowns, clown-
doctor, medical clown, hospital clown, or elder clown — this is dependent on whether
the clown is healthcare personnel or a professional performer (Warren and Spitzer
2011). One’s original profession would dictate the type of clown training required; for
example, healthcare staff can undertake a humour course in institutions such as the
Big Apple Circus in the USA (Duffin 2009) or become a “laughter boss” in Australia
(The Humor Foundation 2017). Whereas professional artists, especially those
working in Older People’s services, recruited for their personal attributes, receive

additional training in conditions such as dementia (Warren and Spitzer 2011).

Ramgard et al. (2016) clarified the significance of a clown’s ability to use their body,
emotion and cultural awareness within interactions. Duffin (2009) drew a parallel
between clowns and nurses: being able to know or understand your audience results
in a less mechanical performance. For Linge (2011), this created an atmosphere of
ease and cheerfulness. Duffin explained that a clown monitors the climate of the
audience and alters their behaviour to engage it as needed; for example, they offer
an audience member the chance to participate in the show. This suggested that

nurses could potentially learn to read the emotional climate of their surroundings and
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have a heightened sense of the people within it, a dynamic which Linge highlighted

could increase staff competence.

Clowns within Paediatrics services are well documented. Finlay et al. (2016)
reviewed the main effects that clowning has within this setting: it enables the children
to deal with various practical procedures or medical conditions, it gives them control
over their interactions and it assists the children’s interpretation of, and adaption into,

this strange environment.

Throughout Linge’s work (2011; 2012; 2013) within the Swedish paediatric setting
over a seven-year period, she interviewed clowns, healthcare staff, children and
parents. In her 2013 meta-analysis of 51 interviews, she presented results based on
the quality of care. She noted the clown focuses on the healthy part of the child with
the intention for the child to express their wishes. She felt this presented a “magical
safe area” where external demands and adjustments were laid to one side;

therefore, there was “joy without demands” (Linge 2011, p. 1).

A reflection of this “joy without demands” within a “magical safe area” in the adult
care setting is the separately developed elder clowns programme. Warren and
Spitzer (2011) described elder clowns as being professional artists who work with
older people living in various formal community healthcare settings (residential or
nursing care homes), using such strategies as story-telling or jokes, music therapy or
singing, and improvisation from the material background.

Symons’ (2012) multinational study of elder clowns concluded that this role is
important for people suffering from dementia, both psychologically and socially, as it
supported their interactions. He concluded that a well-trained clown did not infantilise
the residents, rather affirmed, delighted and empowered them. This conclusion has
been supported by current studies such as Kontos et al. (2015) and Ramgard et al.
(2016).

Kontos et al.’s (2015) Canadian ethnographic study of a twelve-week elder clown
programme involved 23 residents with varying degrees of dementia, living within a
care facility. The elder clowns received additional dementia training before the
residents were exposed twice weekly to ten-minute visits from a clown duet. As each

resident’s information was shared with the clowns, they were free to use any artistic
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strategy such as dance or music best suited to the resident’'s current mood,
communication style or condition. Kontos et al. concluded “relational presence” (p.
46) demonstrated the residents’ intentional ability to respond in a playful and funny
manner, and that their use of imagination was often overlooked by care staff.

Another ethnographic study, from Sweden by Ramgard et al. (2016), focused on the
cultural aspects of elder clown-resident interactions, choosing two homes: one in an
urban setting with predominantly foreign-born residents and the other in a rural
setting with mainly Swedish-born residents. Over ten weeks, the residents, with
varying degrees of mobility, received clown sessions lasting three to four hours
across both individual and communal spaces. Nursing staff did not engage in the
clown sessions. Unlike Warren and Spitzer's suggestion (2011) that elder clowns
performing in formal healthcare settings (now people’s homes) should use a softer
approach by not adopting the typical clown costume (garish make-up, floppy shoes
and over-sized clothes), these elder clowns, who were professional artists, wore
typical clown costumes and, similar to Kontos et al. (2015), received additional

training on dementia and demographic information of the residents.

Ramgard et al. (2016) concluded that the clowns supported social interaction by
being attentive in a culturally appropriate way; they used sensory triggers to
encourage and affirm the residents’ sense of identity, for example using a scarf and
belly-dancing moves for a resident who originated from the Middle East. Such
interventions may be deemed culturally inappropriate within a British care setting
(discussed in section 7.3.2). However, within the communal areas, a sense of
togetherness was established.

From both Kontos et al. (2015) and Ramgard et al. (2016) the recommendation for
healthcare teams is the need to reconsider the relationship with residents and
embrace new ways of improving communication in a non-demanding way. This has
been supported by the findings of a multi-site evaluation in Sydney of professional
elder clowns and laughter bosses (Humour Foundation 2017), commissioned by the
Humour Foundation in Australia: this concluded staff morale improved and the
facility’s positive atmosphere increased due to the use of these roles. In addition, the
staff felt less stressed and attitudes towards care became more positive as empathy

and relationships improved.
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Across the clown programmes there is a consensus that clowning supports
interaction within the various client groups (across a variety of settings) by offering
them control and the ability to enjoy the clown without any demands being placed on
them. Clowning focuses on the individual and not the illness/condition. It also gives
the possibility to improve relationships between caregiver and patient as it enhances
the emotional climate of the facilities, and potentially enables the staff to understand
their clientele better, which in turn may increase their work-satisfaction levels.
However, scepticism about the benefits of such programmes remains, based on a
dearth of research and individuals’ differing perspective on/definition of

professionalism (Duffin 2009).

More recently, from an educational perspective, Leef and Hallas’ (2013) study on the
long-term effectiveness of a Sensitivity Training Clown Workshop was aimed at 131
baccalaureate nursing students’ understanding of emotions, learning of peripheral
awareness and their patient engagement (within a paediatric setting). Using a
longitudinal design, 18 months after the workshop they concluded from a follow-up
guestionnaire (n=40) that 80 per cent of the respondents applied the principles of
engagement, which were awareness and interpretation of body language and how to
measure the emotional climate within the patient’s room. Another conclusion was 92
per cent of the respondents felt that they nursed with “an open heart and open mind”
(p. 263), which for the authors signalled their willingness to give of themselves when
caring for their patients. These findings supported Patch Adams’ (2002) ethos of
clowning being a love strategy, combining love and humour. For him, humour is a
combination of fun and laughter, whereas love is the practice of compassion and
generosity, as detailed by Auerbach et al. (2016). Adams felt clowning should not be
considered a specialism as it may exclude the people who are present in the care
setting (patients, staff, family members and so on) from its undertaking, thus

discouraging their participation in co-creating the humour context.

2.4 Humour: social lubricity and abrasiveness

McCreaddie (2008b) recognised humour as a social phenomenon, occurring
between two or more people, and that it plays a role in human interactions; as
Snowden (2014) suggested, the sharing of humour builds relational foundations.

This assumption has been supported by Caudill and Woodzicka (2017): their study
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on humour, social support and well-being posited those who used positive humour
as a communication tool were perceived to have more social support. Throughout
nursing literature, the promotion of the principles of effective communication is
widespread in an attempt to prevent further failings in patient care due to
miscommunication (DH 2010; NMC 2015). McCreaddie and Payne (2011)
highlighted the use of humour and potential risk when using it within a nurse—patient
interaction and how it can be linked with miscommunication. Therefore, since this
study is concerned with student nurses experiences of humour, this necessitates
further exploration of humour in the social interactions in which student nurses are

involved, whether with mentors or patients.

Martineau (1972) formulated that humour can be used as an abrasive or lubricating
tool. For him, social interactions constitute the everydayness of social routine and
order, so using humour as a social lubricant can initiate these social interactions and
keep them flowing. This, Martin (2007) argued, maintains harmony and stability.
Conversely, the abrasiveness of humour can act as a block to social interactions.
Martineau concluded that humour within social interactions can promote cohesion,
provoke conflict and provide control. Janes and Olson (2015) detailed the need for
social groups to maintain a positive identity, which they (2010) maintained can
encourage groups to use disparaging humour in order to establish and maintain their

superiority.

Martineau’s (1972) three summarised functions of humour are: to increase group
solidarity, the control of group behaviour, and to cause disintegration of the group.
Table 2.3 demonstrates the abrasive or lubricating effects of humour on groups.

Table 2.3: Abrasive or lubricating effects of humour on groups

Lubricant Abrasive

Solidify in-group Foster disintegration of intergroup relationships
Improve morale Create a hostile disposition to out-groups
Foster consensus Control the behaviour of the in-group

Increase social integration

(Ferguson and Ford 2008; Janes and Olson 2015)
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The simultaneous abrasive/lubricating effect of humour could be illustrated in the
feelings of the groups: one group (in) feels united whereas the other group (out) feels

disparaged.

Others have considered the function of humour within a social interaction to include:
searching for and giving of information; being able to critique without causing
offence; allowing your counterpart to save face by saving them embarrassment or
deflecting conflict; promoting group cohesion or reaffirming insider/outsider status;
and giving information as in advertisements which gain attention (Kane et al. 1977;
Robinson 1977; Foot and McCreaddie 2006; Romero and Cruthirds 2006; Martin
2007).

Earlier humour studies, such as Kane et al. (1977), maintained that humans probe
the social surroundings to determine others within it. One probes for others’ values
and their attitudes towards certain topics such as disability or racism, their
knowledge, emotional states and intentions (Martin 2007). Coser (1959, 1960, 1962)
noted that humour is used in group hierarchies to maintain the status quo by
controlling others’ behaviour. Conversely, humour can function as a group cohesive
agent through the use of insider jokes, which can arguably create a barrier to people

outside of the group (Fine 1977).

2.5 Humour as identity

This section considers humour as a part of a person’s identity, whether it be social or
personal. Social identity, as noted above, arises from the groups one belongs to, for
example one’s sex, religion, ethnicity, and personal identity comprise personal
tastes, bodily attributes and so forth (Hay 1995). Several authors have recognised
individual influences, such as gender, age or culture, on one’s humour creation,
recognition, understanding, appreciation, and usage. This aspect of humour is
important for student nurses since they will be expected to have and develop the
knowledge, skill and attitude to effectively communicate with all members of the
general public, who may become service users (NMC 2015). Therefore, in using
humour a nurse must recognise his/her own humour individuality and the

individuality of the patient with whom he/she is interacting, as well as recognising the
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context in which the humour occurs. This discussion focuses on the following

aspects of ‘identity’: gender, age, culture and ethnicity, the workplace and education.

2.5.1 Humour and gender

Several authors alluded to early research studies on the differences between the
humour use of males and females (Kotthoff 2006; Martin 2007). Kotthoff (2006)
maintained that no humorous activity is gendered but it can emphasise gender. She
explained that traditionally held views involved actively joking men and a passive
audience of women. Crawford and Greesley (1991) described how women were
considered to have no sense of humour. These gender stereotypes perpetuated the
long-held viewpoint that males are funnier and more likely to use aggressive or
sexual humour than women (Sheppard 1977; Crawford and Greesley 1991,
Cernerud and Olsson 2004; Dyck and Holtzman 2013).

Across the literature, much attention has been given to gender in comparison to
humour activity and function. Table 2.4 below offers a synopsis of the ascribed

humour activity and function per gender.

Table 2.4: Humour activity and function per gender

Male Female
Humour activity Function Humour activity Function
Sarcasm Supportive Anecdotal Supportive
Hostile teasing Create positive self- Reminiscences Create intimacy and
Ridicule image Friendly teasing cohesion
Sexual humour Impress others Self-deprecation Solidarity
Appear funny
Solidarity
Being competitive

(Tannen 1990; Lampert and Ervin-Tripp 1998; Hay 2000; Romero and Cruthirds 2006; Dyck and
Holtzman 2013)

Hay (2000) identified that, in addition to the speaker’'s gender, group composition
and the degree of publicness also influence the use of humour. Using data from
single-sex and mixed-sex informal conversations, she asserted similar types of
humour were used within single-sex groups but different uses occurred in mixed-sex
company. She established that men tend to use humour to cope within the current

conversational context whereas women use it to cope with non-contextual problems.
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By utilising humour, a speaker gained the group’s attention and controls the
encounter (Hay 2000). Men, Hay (2002) noted, tended to achieve this more through
performance-orientated humour. She explained men used fantasy humour especially
in mixed-sex company, or word play (showing a competitive side through puns,
disrupting the conversation and casting the limelight momentarily on themselves).
Hay (2000) discovered men used humour more in public because being witty is
central to a positive identity (one impresses which in turn elevates one’s status within
the group). Overall, the act of drawing attention to oneself highlights the ‘power’

dynamic of humour, an aspect of Hay’s framework (see Table 2.2).

In Hay’s (2000) findings, teasing usage decreased within the mixed-sex group,
although, interestingly, she noted that the teasing that did occur was generally aimed
at the opposite sex. She rationalised that in the presence of the opposite sex
behaviour is affected by politeness or gender stereotypes (for example ‘swearing is
unladylike’ or ‘women are present’). This explanation extended to the use of insults
and vulgarities, which were higher within same-sex groups but were markedly lower
in the mixed-sex group (Hay 2002). Using teasing as a function to build single-sex
group bonds was more likely to occur in the male group of friends. Marra and
Holmes (2002) explained that humour can set boundaries between the sexes.
Teasing, for Kotthoff (2006), has the function of cooperation and attack; Boxer and
Cortes-Conde (1997) described it as having the ability to bond or bite. Both of these
further supported Hay’s (2000) conclusions regarding the dichotomy of teasing.

The women tended to share through anecdotes, preferably in private, but did not
have the monopoly on this usage in mixed-sex company: in this context, the men’s
use of anecdotes increased. A more likely occurrence within the male group was to

reminisce or highlight similarities to build their group bond (Hay 2000).

Martin (2007) explained that, when self-reporting questionnaires are used for
studies, spontaneously occurring conversational humour is often discounted. He
further pointed out that within such studies there was a gender bias (they were more
male-humour orientated) in the selection of humour stimuli. Crawford and Greesley
(1991) offered another limitation: it is the participants’ responses to humour rather

than their creation of it that was considered.
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Within healthcare empirical studies, Dean and Gregory (2005) concluded gender and
ethnicity both play a role in the use of humour. In their study, the participants alluded
to humour being a way for men to be open with each other or to cover up their felt
discomfort, a dynamic also seen in Otliffe et al. (2009). This echoed Astedt-Kurki and
Isola’s (2001) study in which men avoided or postponed a difficult emotional situation
by using humour as a defence mechanism. In Chapple and Ziebland’s (2004) and
Otliffe et al.’s (2009) studies of male cancer sufferers, the authors suggested that
humour use afforded group cohesion and built solidarity whilst enabling emotional
management of anxiety, tension and embarrassment. In Clark’'s (2017) grounded
theory study of female breast cancer sufferers’ emotional turmoil (as related to
physical disfigurement), she revealed they used sexualised joking about their bodies,
especially their breasts, to bring to the fore their discomfort without having to tackle
underlying issues. This face-saving mechanism allowed them to appear strong.
Moreover, Clark concluded the women used humour as a coping strategy by
targeting the changed areas of their bodies. These conclusions supported Rose et
al.’s (2013) phenomenological study findings, based on recurrent ovarian cancer
sufferers’ use of humour. This earlier study revealed that their participants used
humour to cope by using their diagnosis as a basis for their humorous comments,

making them feel less anxious.

Crawford (2003) cautioned against an over-simplistic representation of gender as
Hay (2000) demonstrated both genders use humour to create feelings of solidarity
(as well as use it creatively), maintain the real-life context and caring (Crawford and
Greesley 1991) and maintain or achieve status within the workplace (Holmes and
Marra 2002b; Holmes 2006). Therefore, no simple humour classification between
genders can be drawn regarding creation, appreciation, type or purpose of humour.
Kotthoff (2006) illuminated it is not only gender which influences humour but also
age, specifically in the freedom it gives. The discussion moves now to focus on

humour and age.

2.5.2 Humour and age

Many authors have highlighted the influence that age exerts on one’s use of humour,
whether looking at its cognitive function or its social purpose. Tennant (1990)

proposed one of life’s most valuable assets is the ability to see humour in ourselves
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and situations. The role of humour within different stages of life varies according to
cognitive development, the ability to communicate and the biological influences of

ageing, as well as serving different functions within one’s lifetime (Martin et al. 2003).

Epstein’s commentary (2012, p. 42) reminded us that old age occurs in everyone
and declared it to be the “most democratic institution going — nearly everyone gets to

enjoy it”. He recounted life as “a ride from goo-goo to ga-ga” (p. 45).

Several authors have compared older adults with younger adult counterparts in
areas of humour production and appreciation. Ruch et al. (1990) suggested older
adults appreciate incongruity-resolution humour (it is not the incongruity of the
humour used which is humorous, rather the resolution of the incongruity, Ritchie
2011) more than their younger counterparts, finding it funnier than nonsensical
humour. However, as time progresses, problems with understanding the incongruity
can occur, leading to a decreased enjoyment in either humour form for the older
adult (Greengross 2013). Both Herth (1993) and Buckwalter et al. (1995) detailed
older-adult humour as incorporating more than joke-telling; rather it can be a gentle

recounting of every day amusing tales of children or pet antics.

Herth’s study (1993) described influences on an older person’s receptivity to humour;
these include age (as detailed above), place of residence (as older people in care
homes rely on busy staff for the social interactions) and level of health (as levels of
frailty influence the type and function of humour). Nonetheless, Vaillant (2004)
suggested predictors of successful ageing include the use of mature defence
mechanisms, one of which is humour, therefore aiding/achieving the goal of positive

ageing: “to add more life to years than years to life” (p. 561).

2.5.3 Humour, culture and ethnicity

The universality of humour is well documented in humour literature (Campinha-
Bacote 1995); no society or culture is without it (Alford and Alford 1981; Wooten
1997). Common themes relating to culture, such as having a disability or sexual
orientation, and ethnicity, such as racial differentiation, can be categorised into an
intra/intergroup (Apte 1987). It is recognised that people can be part of many groups;
a man might, for example, identify as black, disabled and gay. However, there may

be times when an individual feels part of an ‘out’ group due to humorous
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occurrences as one group identity can be made the butt of the joke. Then they may

no longer feel part of the original group.

Goldstein (1977) highlights the trend in humour literature to assume cultural
universalism, whereby humour is generalised from western to eastern cultures. Even
assumptions such as Western cultures being homogenous are made; however, this
generalisation of humour is opposed in studies such as Martin and Sullivan (2013).
In their comparative study of British (n=42), Australian (n=50) and American (n=50)
participants. They conclude British respondents held significantly more negative
views towards humorous people than Australian counterparts, whilst the American
respondents used humour more readily in social situations than the British
participants. Therefore it can be suggested national differences of humour, in certain

areas, exist even within considered homogenous groups, such as Westerners.

Further comparison between Western and Eastern cultures’ use of humour posits
Chinese cultures have a more implicit negative view of using humour, and rely less
on humour as a coping strategy than Western counterparts (Chen and Martin 2007,
Jiang et al. 2011). In Jiang et al. (2011) the Chinese students rated humour
appreciation similarly to their American counterparts, yet Chen and Martin (2007)
note, in their study, they behaved less humorously than the Canadian participants.
Furthermore Chen and Martin highlight the Canadian participants assigned more
importance to having a sense of humour (desirable personality trait), demonstrated
in using more types of humour than their Chinese counterparts. Jiang and Yue
(2011) suggest the Chinese participants’ reported view of humour is influenced by
Confucian teachings; they argue that Confucius, a prominent philosopher,
considered laughter to be a symbol of illiteracy and the use of humour to symbolise

one as being uncultivated.

Chiang-Hanisko et al. (2009) offer another point of consideration on the cultural
perception of humour. They use the example of how Western cultures’ expression of
humour gives value to individualism, reflected in the prioritisation of an individual’s
needs over the group (evident in individuality, competitiveness and independence)
as noted by Kazarian and Martin (2006). Conversely, Eastern Cultures’ humour

expression reflects collectivism, namely the interdependence of people and the
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prioritisation of a group’s needs (reflected in the emphasis placed on harmony and

seniority) (Kazarian and Martin 2006; Chiang-Hanisko et al. 2009).

In Chiang-Hanisko et al.’s (2009) cross-cultural study of the teaching of therapeutic
humour by American and Taiwanese nursing educators, they conclude Taiwanese
colleagues concentrated more on the theoretical teaching of therapeutic humour due
to the cultural norms ascribed to the gravity of illness and the kinship system of the
family and patient being “one entity” (Chiang-Hanisko et al. 2008, p. 57). For the
American colleagues, more humour was experienced within the clinical setting (and
with spontaneity); therefore, it became more person-centred, as seen in

individualistically orientated societies.

Thus far the discussion has been on national differences in humour appreciation, yet
Robinson (1977) suggests popular humour is used as a cultural tool to express
conflicts, concerns and aspirations as supported by Campinha-Bacote (1995). In his
discussion paper titled “Ethnic humour”, Mintz (1977) claims ethnic humour serves
two functions: hostility (mask, defuse or a sanctioned means) and group identity
(reinforce own group or prejudice against other). Apte (1987) debates the
juxtaposition of two key cultural values: sense of humour (a key positive attitude
when one is prepared to laugh with or be laughed at), and ethnic humour (defined as
making fun of an individual or group based on their sociocultural identity) or ‘put-
down’ humour as described by Campinha-Bacote. As many ethnic groups seek to
maintain characteristics of their heritage whilst functioning within the main society
(Holmes and Hay 1997), Apte (1987) notes ethnic groups’ increased ability to
challenge ethnically derogatory humour about them within the public domain.
Therefore, the inward (insider) use of humour within an ethnic group differs to the
outward (outsider) use of humour; hence it is the audience which makes the
difference (Apte 1987). Campinha-Bacote (1995) notes the role and type of humour
within an ethnic group cannot be duplicated by an outsider as it can be deemed to be
disparagement, which suggests reinforcement of stereotypes and bias, and

maintains the dominant group’s control.

The issue as to whether disparaging humour reinforces stereotypes (Foot and
McCreaddie 2006) or solidifies group cohesion can depend on whether one is the

target or not. Zillman and Cantor’s (1976) dispositional theory of humour and mirth
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proposes that the amount one laughs at disparaging humour indicates the amount of
dislike or contempt one holds for the target group. Ford et al. (2015), in their review
of empirical studies on disparagement humour, conclude that exposure to
disparagement humour does not influence the existing viewpoint held of the target
group. However, based on their prejudiced norm theory, they propose that the
disparagement humour can offer release of prejudice without fear of social reprisal.
Therefore, in any particular context one can be probed about societal norms whether
this type of humour is acceptable or not, ready to say ‘I was only joking’ if the use of
disparagement humour backfires. Historically disparaged groups criticise the use of
this type of humour as both its usage and the derogatory opinions within the humour

may become the accepted norm.

Davies (1982) details how ethnic jokes, especially ones about stupidity, are
widespread across the globe. In his book, The Mirth of nations (2002), he compares
several groups (Jews, Scots, Poles, Newfoundlanders, and Americans) in which he
explains jokes measure, rather than set, societal opinions. He maintains self-
mocking jokes are enjoyed by the ‘mocked’ group and can be self-affirming and
promotive. Further considerations on ethnic disparagement were dealt within a
collection of essays by a group prominent humour scholars (Davies et al. 2008), in
light of the adverse consequences (physical violence) following the publication of the
Prophet Muhammad cartoons by a small Danish publisher (with anti-immigrant
views). In Davies’s own essay (Davies et al. 2008), he reinforced his notion that a
joke is not the cause of aggression, rather it is the recipient’s response to the offense
taken (and how this can be amplified and can be used as a political weapon) which
produces such consequences, for example rioting. In his play, The Blasphemer,
Curzon (2017, p. 61) detailed how “one man’s blasphemy is another man’s good
time”. Furthermore, Davies highlighted the win—win of the above cartoon controversy
for both groups in this case (publisher and Muslims) but Davies considered it a loss
for both parties as it reinforced tough governmental laws on immigration and
revealed the current sentiments of many within the Muslim community to the wider
Danish and global community. Foot and McCreaddie (2006) maintain the power of

disparaging humour based within cultural myths is potentially underestimated.
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2.5.4 Humour and the workplace

Establishing one’s social identity potentially includes occupational group
membership; for student nurses in particular, therefore, this connects with the
students’ future workplace, the clinical setting. This is often considered a serious
place due to the daily tragedies, suffering and joys experienced. It is also here that
the students will forge relationships with peers, staff and patients, and building
relationships, as Holmes (2006) explained, is one of the primary functions of humour
use in the workplace. This section sets out to elicit commonalities of humour use
across various workplaces. Two aspects within the workplace that influence the use
of humour are the serious nature of the workplace and the inter-relational dynamics
between people in peer-to-peer interactions and group dynamics (Martin 2007;
Holmes 2007). In these, the positive/negative duality of humour can be observed as
Cooper (2008) illustrated: humour has the capacity to create and maintain, or hinder

and end, relationships.

Humour is big business, as shown in the previous sections; in contemporary
workplaces its usage is often planned, with research detailing its potential as a work
tool (Duncan and Feisal 1982). However, as Martin (2007) pointed out, there tends
to be an over-emphasis on the positivity of humour and its associated benefits (in
relationships, critical thinking, performance and creativity) as being open to new
ideas may influence one’s risk taking capacity, job satisfaction and stress
management. These planned humour interventions focus on play because it is
thought that, by unleashing creativity, problem solving increases which enhances
work performance. Duncan and Feisal (1982) proposed that a false dichotomy exists
between the seriousness and playfulness of the workplace, as the participants in
their study were able to recognise the significance of humour in the workplace, and

they suggested that work can and should be fun.

This importance has been recognised in various studies investigating the
occurrences of humour within business meetings (Consalvo 1989; Vinton 1989;
Holmes and Marra 2002a; 2002b). Holmes and Marra (2002a) compared the
frequency of humour in various workplaces. This revealed that factory and private
settings used humour more frequently than the governmental and semi-private

organisations (although laughter occurrence between colleagues was every two to
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five minutes in the various workplaces). Holmes and Marra (2002a) rationalised the
seriousness of the governmental and semi-private organisations could be due to the
particular responsibilities and accountabilities that these two institutions carry. Martin
(2007) concluded such occurrences give an insight into the organisational culture,
that is, into the group’s norms, values and behaviours, which Duncan and Feisal
(1982) proposed is an antecedent to using humour. Holmes and Marra (2002a)
explained that it is into this organisational culture that new employees will be
socialised, therein developing a social identity and learning its associated behaviours
which can manifest into a sense of belonging or exclusion when dealing with humour
within group situations (Vinton 1989; Sanders 2004). This is applicable to both

institutional and non-institutional settings.

As a new employee or member of a friendship set, his/her status within a group can
determine how humour is used by others (for or against). Numerous studies
highlighted the use of humour to establish group identity as a means of showing
solidarity which either strengthens the group bond or disparages outsiders (Holmes
2000; Sanders 2004; Martin 2007). Within the vertical power relationships, there is a
general acceptance that those in lower-ranking positions tend not to use humour with
superiors (Coser 1959; Pogrebin and Poole 1988), although Duncan and Feisal
(1982) proposed it is not hierarchical status which determines one’s involvement in
jocularities but rather one’s group status based on trust and respect. However,
Holmes and Marra (2002b) established that the use of subversive humour by
subordinates to legitimately challenge or to project their disagreements with
authoritative figures can be socially acceptable; as Holmes (2000) indicated, this can
save face for both participants. In Taylor and Bain’s (2003) study of two call centres,
extreme use of subversive humour in one call centre diminished legitimate authority,
revealing a dissonance between the organisational goals and the workforce’s
intention of creating a trade union presence. This supports Holmes and Marra’s
(2002b) conclusion that, in the humour comparison of workplace and friendship
groups on an individual, organisational and societal level, subversive humour (a type
of humour which confronts power relationships) is present at all levels. Additionally,
subversive humour occurs more frequently in meetings, and aids in distancing

relationships within the workplace hierarchy.
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In contrast, supportive humour is highlighted in Holmes and Marra’s study (2002a),
focusing on nine New Zealand organisations. They suggested the majority of the
workplaces (governmental, semi-public and factory) used up to three times more
supportive humour than contestive humour (that which “challenges/disagrees with or
undermines earlier conversational content”, p. 1687). It was only in the private
organisations that more contestive rather than supportive humour was used, which
were also characterised by single rather than extended sequences of humour. In
other words, it tended to be more individualistic than collaborative in nature, which

Holmes and Marra suggested correlates to the competitiveness of the workplace.

To this point, it is the formal workplace which has been this section’s focus; however,
in Sanders’ (2004) study the role of humour within the sex industry was discussed.
Sander’s ethnographic study, conducted over a ten-month period, concentrated on
females within the sex industry, both on the street and in establishments. She
determined that a variety of humour strategies were used: private jokes (intended to
mock the clientele), coded jokes (in the presence of the clientele), the sharing of
anecdotes based on one’s work life (this protected the women’s family lives), humour
as a resistance strategy (against harassment and aggression from outsiders), a
‘currency’ (professional banter between sex worker and various professionals, see
below) and using it to manage conflict and group cohesion. Furthermore, she
explained her participants used their “toolkit of detachment mechanism” (p. 283),
which contained aggressive mockery and joking in relationships. Using elements of
superiority humour to distance oneself is explained by Lefcourt et al. (1974) in terms
of the internal/external locus of control. Ford et al. (2016) maintained people with an
internal locus of control carry a belief that they have control over the outcome of
events, in most situations, whereas people with an external locus of control rely on
fate, luck or chance and often blame others for outcomes (for example, their
teachers if they experience poor exams results). Returning to Lefcourt et al., they
established people with internal control were more likely to use distancing humour to
remove themselves from the immediate experience in order to decrease the level of
vulnerability which could arise from the situation. Ford et al. (2016) continued that
people with a strong internal locus of control are more likely to be happier and have

higher self-esteem.
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Sanders’ findings are similar to Holmes and Marra (2002b) in that her participants
learnt and consciously used humour as a distancing strategy, determining ‘in’ groups
(such as with other sex workers) and ‘out’ groups (such as with clients). She also
concluded the sex workers used humour as a means of coping, especially with the
emotional aspects of their work, which she compared to healthcare workers’

adoption of a facade to protect their private self.

Sanders (2004) observed that drugs workers and healthcare professionals were
some of the professional groups her participants encountered. Humour was used
with them, in the form of banter and anecdotes, to transmit personal information that
might highlight their vulnerability to danger and difficulty. She called humour a
“‘currency” (p. 280) through which support, advice and advocacy can be given.
Humour as a currency has been previously noted in McCreaddie (2010), who
illustrates the atypical professional viewpoint: she recounted how one participant
used spontaneous harsh humour with a vulnerable at-risk client (drug user) and

successfully conducted an ante-natal examination.

Working with at-risk groups can be stressful and reliance on colleagues is
paramount. McCreaddie (2016) illustrated that peer support through harsh humour in
such settings can seem cold and harsh to the outsider. She suggests that this type of
humour can be recreational (building solidarity amongst colleagues to face the
challenges) or be releasing (helping emotional management and resilience) to the
individuals involved. She concluded that being confident in one’s own
communication style and professional awareness of the risk in using such humour is

paramount.

To this point, there is an underlying assumption that all workers have the same
expectations of their workplaces, yet Romero and Cruthirds (2006) detailed how
generational groups of workers have different aims and ambitions across their
careers. According to Rigoni and Adkins (2016), millennials place more significance
on organisations that help them grow and advance rather than offering an informal,
creative or fun atmosphere. Future nursing students are from Generation Z, born
from 1995 to 2012 (the technologically savvy group), who value diversity and

practical applications and have a limited attention span, a pragmatic approach to life
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and perhaps lower work expectations (Hampton and Keys 2017). Their perception of

humour in the workplace needs further investigation.

2.5.5 Humour and nurse education

Banas et al.’s (2011) review of four decades of humour within general educational
settings concluded there is a dearth of contemporary studies. Furthermore, the
authors identified that the majority of studies, in addition to them being outdated, are
located in the USA,; therefore, according to Scheel (2017), cultural differences make

transferability of findings to other countries difficult.

Current assumptions are that the use of positive and appropriate humour makes the
classroom (learning environment) more relaxed, and makes the students happier,
more able to retain information and generally more motivated (Martin 2007; Scheel
2017; Gonulal 2018). Banas et al. (2011) recommended only using the humour that
one is most comfortable with and which best fits one’s own humour orientation and

culture.

According to Martin (2007), Banas et al. (2011) and Scheel (2017), the problematic
types of humour are degrading remarks, offensive humour (sexual, racial, cynical)
and using humour excessively. These authors shared a consensus that teachers
should not use aggressive (sarcasm, teasing, ‘put-down’ humour and ridicule) or
tendentious humour as a corrective measure, even for short-time use, due to the
student-based consequences on a cognitive, social and emotional level (Scheel
2017). Table 2.5 demonstrates the functions of classroom humour based on social,

cognitive and emotional elements.
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Table 2.5: Functions of classroom humour based on social, cognitive and emotional elements

Social

Cognitive

Emotional

Positive

Positive

Positive

Fosters learning if linked to
course content

Creates positive attitudes to
learning

Makes learning enjoyable

Makes the classroom less
threatening for the students

Promotes creativity and critical
thinking skills

Stimulates interest and
attention to educational
message

Increases cognitive skills

Enhances student—teacher
relationships

Immediacy — decreases social
distance

Ability to indirectly influence
people

Increases morale

Builds trust

Deceases fear/tension
Approachability of teacher
Status maintenance

Norm enforcement

Increases teacher’s likeability

Ability to cope
Increases motivation

Empathy — makes the teacher
seem more caring

Promotes a sense of
community

Reduces negative feelings

Negative

Negative

Negative

Information is unrecalled if not
linked to course content

May not increase performance
or effectivity of learning

Ridicule — fosters an, inhibited,
conformist fearful and
anxious emotional climate
where students are less
likely to take risks

Decreases teacher’s
creditability

Increases social distance
Increases negative feelings

Negative influence on student’s
self-image, esteem, and
motivation

(Banas et al. 2011; Martin 2007; Scheel 2017)

Drawing from a small selection of frequently cited nursing education studies, nurse
educators have recognised the functions and consequences of humour in learning.
The learning relationship between the nurse teacher and student nurse, influenced
by the learning environment, is paramount when optimising student learning
opportunities (Ulloth 2002a; 2003a, 2003b; Chiarello 2010). Chiarello (2010)
commented that the teachers’ sharing of their clinical anecdotes allowed the novices
to learn both from their own mistakes and those of their tutors. This was considered

to empower the students.

The focus of Ulloth’s study (2002a; 2003a) was on the intentional humour of three
pre-selected nurse teachers who used it as a tool. Her conclusion was that humour
relieved stress, focused attention, made learning fun, assisted learning and
strengthened social relationships. These teachers pre-planned lectures to include
humour, which made the classroom both fun and focused on the course content,

which was presented clearly. Chauvet and Hofmeyer (2007) highlighted inter-
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generational communication differences as a potential factor influencing the
teacher’s felt immediacy. Watson (1988) maintained that if humour is included within
the lesson plan, then a caring atmosphere exists, therefore allowing the bi-
directionality of communication. Ulloth (2003b) suggested that a teacher should
encourage students to contribute to the humour climate because active participation
creates an informal, stress-reduced learning environment. Chauvet and Hofmeyer
suggested using humour within a problem-based learning environment enables
students to transfer positive coping strategies to the everydayness of nursing. Kuhrik
et al. (1997) highlighted how student humour use can signal problems, for example
using humour excessively can indicate problems; using cynical humour or satire can
mean unhappiness or decreased self-image whereas an absence of humour can

mean stress within the group.

Banas et al.’s (2011) review on humour in education demonstrated the recurring
theme of the teacher's perception of humour use and its threat to their
professionalism and creditability if they are considered unserious because of their
humour use, or if they use inappropriate humour. The theme of creditability and
professionalism being linked to one’s use of humour is in keeping with Jones and
Tanay’s (2016) review in which nurses’ general perception is that it is unprofessional

to use humour since it brings their competence into question.

Banas et al. (2011) suggested the possibility that other differences between teachers
might affect their use of humour, namely the sex of the teacher and their experience

(more experienced teachers are more likely to use humour).

2.6 Humour: the complexity

To this point, this chapter has identified the complexity of humour. However, there is
a need to present a humorous occurrence within the context of social interaction.
The diagram below (Figure 2.3) represents the combination of factors which may be
at play within the student’s experience of humour, which is a non-linear process. This
diagram shows the individuality of humour, which in turn influences the setting up of
the occurrence, the audience’s response and how humour support strategies are

engaged within this one interaction.
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Figure 2.3: Humorous occurrence within a social interaction

Figure 2.4 represents what is termed ‘the practicalities’ of humour (presented
separately from Figure 2.3 for readability). These include the functions of humour

and a variety of its types.
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Figure 2.4: The practicalities of humour: Types and function of humour (Martineau 1972;
Duncan and Feisal 1982; Feigelson 1989; Morreall 1991; Hay 2001; Holmes and Marra 2002a,
2002b; Romero and Cruthirds 2006; Martin 2007; Bolton and Houlihan 2009; Dynel 2009)

The preceding sections demonstrated the extent of humour across individuals,
organisations and society, and its influence on an emotional, cognitive and social
level. Commonalities of humour type and function, the influence of an individual’s
demographics and often the simultaneous duality (negative/positive potential)
influencing social interaction were identified. These were underpinned by the ever-
changing meaning of the word ‘humour’ and the evolution of humour theories within

the historico-political context.

2.7 Relevance of this chapter to student nurses and this thesis

This chapter has explored key understandings of humour that draw attention to the

effects humour can have, the way humour is utilised and the various influences on
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the individual's perceptions, experience and use of humour. It has also shown that a
greater understanding of humour and the ability to recognise humour can potentially
improve the care a nurse is able to provide. Another contribution would be the
contextual understanding of humour in regards to where, when and with whom
humour occurs, which would add to the student nurses’ understanding of humour

and the risks involved in humour use in certain situations.

There is a scarcity of humour studies based solely on student nurses’ experiences of
humour use in the clinical setting within the UK. This thesis seeks to address this
dearth by beginning to understand these experiences and the influences humour has
on the relationships/interactions the student nurses have with people in their daily

practice (patients/RNSs).

2.8 Definition of humour for this study

The multidimensionality of humour makes it difficult to define, and the definition
adopted for any study depends on how humour is viewed (Scheel 2017). From the
perspective of this study (student nurses’ experience of humour use within clinical
settings), it is the relational aspect of humour which warrants investigation, as the
students will be in constant contact with their mentors, other staff or patients. As
individuals, holistic beings shaped by life experiences, the students may not know
the theories of humour but still claim to possess a sense of humour. Snowden (2014)
explained that influences on humour interpretation are its context and the personal
interpretation, based on age, gender, ethnicity and so forth. Laughing at others,
ourselves, situations or funny incidents and solving incongruities within verbal
humour highlight claims that human beings are the only species to have the ability to
develop a sense of humour (Gordon 2010).

Robinson (1995) explained humour within nursing is a missing element because of
the socialisation of nurses to exhibit a professional demeanour, which includes not
laughing or using non-sanctioned health-based humour (such as gallows humour).
Additionally, inappropriate use of humour could potentially be experienced by service
users as abuse. Yet Robinson maintained humour is a form of communication which
“facilitates all social relationships and manages all the delicate situations which can

occur” (p. 15).
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Common elements in past definitions of humour include it being a goal-orientated
communication strategy, containing verbal and non-verbal elements with intra- and
interpersonal functions, being used intentionally or spontaneously (with an affective
outcome — positive or negative) and exerting social influence (to produce distance or
intimacy) (Booth-Butterfield and Booth-Butterfield 1991; Scheel 2017). Hay (1996)
debated the issue of humour definition, shedding light on two features: intention (of
the speaker) and interpretation (of the audience). Scheel (2017) criticised any
definition focused only on the interpretation of the audience; therefore, any definition

must include both the initiator and the audience.

As discussed within the prologue and this chapter, humour has the potential to harm
or heal, yet this thesis maintains that within such potential the positivity of humour
outweighs its negativity. This study’s definition of humour adapts Romero and
Cruthirds’ (2006, p. 59) definition of organisational humour (itself based on Martineau
1972, and Crawford 1994). Therefore, for the following discussion, humour consists
of amusing communications intended to produce positive emotions and cognitions in

an individual or group.

2.9 Conclusion

This chapter created a backdrop for understanding the complexities and enormity of
the humour field, underpinned by three main theories. Within the nursing field, the
focus of humour research has been predominantly on the RN, yet each RN
undertakes a period of education to achieve this. Therefore, the relevance of this
thesis is in examining the nursing students’ experience of humour within this
educational phase and beginning to understand the meaning their use of humour
has and whether it is affected by these experiences within professional practice.
Alongside this, the topic of humour and student nurses within the United Kingdom is

in its infancy; therefore, this thesis establishes a starting point.

The next chapter offers a review of the literature centred on humour, nursing

students and the clinical setting.
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Chapter 3: Capturing the essence of humour in
healthcare — a literature review

The aim of this chapter is to capture the essence of humour within healthcare whilst
placing this study into context with what is already known, by providing a
comprehensive narrative review. Beginning with the search strategy used, the focus
of the chapter then moves to the exploration of the identified themes, which results in

identifying any gaps within the humour literature.

The purpose of a narrative review is to identify and review past literature on a certain
topic (Ferrari 2015). However, a common critique of such a review has been the
subjective bias of the literature searched (Hodgkinson and Ford 2014); therefore,
Ferrari (2015) recommended adopting the systematic methodologies used in
systemic literature reviews to improve the quality and reduce the bias of a narrative
review. Holly (2012) detailed the steps for conducting a systematic literature search;
these steps, interwoven with Hamdy et al.’s (2006) search strategy, are applied in

the forthcoming sections of this chapter.

3.1 Planning of the search strategy

Both Methley et al. (2014) and Beecroft et al. (2015) stated that a review of the
literature targets relevant papers to capture current literature sources that aid in
establishing what is known about the research phenomenon. Methley et al. (2014)
suggested adopting an organising framework, or a search methodology, which can
assist in formulating the final research question (Holly 2012).

Search methodologies are often presented in mnemonic format, such as PICO,
PI1Co, SPICE, or SPIDER (Joanna Briggs Institute [JBI] 2011; Holly 2012; Methley et
al. 2014). Table 3.1 highlights what each mnemonic stands for.

Table 3.1: Meaning of search methodology mnemonics

Mnemonic

PICO Population  Intervention Comparison Outcome

PICo Population  phenomena of Interest Context

SPICE Setting Perspective Intervention Comparison Evaluation
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PICO is an established search methodology for quantitative reviews and is usually
used with clinically based questions (JBI 2011; Holly 2012; Methley et al. 2014),
whereas PICo is a search methodology for qualitative reviews which Holly (2012)
explained is used for studies interested in meaning. This study is focused on the
experiences of students regarding humour within their clinical placements. This
interest is derived by my philosophical underpinnings, which are discussed in

chapter four. So, PICo is the methodology of choice.

3.1.1 Aim and objectives of this study

The aim of this literature review was to establish what is known about this study’s
research question: ‘How do pre-registration nursing students experience the use of

humour in the clinical setting, within the United Kingdom?’

3.1.2 Inclusion and exclusion criteria

The inclusion criteria identified for this study’s literature review were as follows.
Types of participants

These were pre-registration nursing students participating in research studies
focusing on humour. The students had to be currently enrolled on a pre-registration

health-related programme.

Phenomenon of interest

The phenomenon of interest for this study was humour.
Context

International studies were considered due to the dearth of humour studies within UK
healthcare literature. The setting of these studies was within the clinical setting, be it

in a hospital or community setting.
Types of studies

Types of study considered for this literature review include quantitative only,

gualitative only and mixed methods regardless of design.
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Exclusion criteria for this literature review were studies focused on:
e Professions other than healthcare

e Certain types of humour; formulaic jokes involving sexism, racism, political or

aggression
e Rehearsed humour, such as nurse—clown workshops
e Physiological effects of humour

e Disease-focus that is focused on the humour—health hypothesis (McCreaddie
and Wiggins 2008)

e Children
e Classroom teaching.

As established in chapter two, humour has been the focus of many philosophers
across the ages; however, a time limit had to be set, so for this literature review
publications prior to 1919 were excluded, since this is when the Nurse Registration
Act was enshrined into UK law. Only studies in the English language were

considered.

3.2 Search strategy

A three-step approach was used to identify extant literature on pre-registration
students’ humour use within the clinical setting. The three steps were: broad
scoping; full electronic and non-electronic scoping; and a screening stage (Hamdy et
al. 2006). In order to eliminate potential researcher bias, this search was conducted

once the analysis of the interviews was completed (Holly 2012).

The broad-scoping search undertaken identified a few relevant articles; however,
none were found when restricted to the United Kingdom. Discovering a paucity of
literature on nursing students, the review was expanded to include pre-registration

students from all healthcare disciplines.
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3.2.1 Identification of search terms

The broad-scoping search began with the generation of preliminary key words from
the research question. Articles obtained through this search were used to identify
wider keywords and synonyms. MeSH headings were established with the help of an

academic librarian.

3.2.2 Search strategy for full electronic scoping

Using the ProQuest and EBSCO research platforms to choose relevant databases, |
began with a specific healthcare one: Medline. Table 3.2 outlines the search

undertaken.

Table 3.2: Identification of search terms using MeSH headings and subject headings within
electronic databases

Population. Phenomena of Interest  Context

Pre-reg students Humour Clinical setting / on the job
education / nursing practice

Undergraduate Humo* Nursing practice (MeSH)

Baccalaureate Laugh* Student placement (MeSH)

Degree Cheer* Education, clinical (MeSH)

Pre-registration Light hearted* Student experiences (MeSH)

Diploma Fun*

Students Wit and humor (MeSH)

Graduate nursing program

Education, nursing, graduate (MeSH)

Education, nursing, baccalaureate
(MeSH)

Education, nursing, diploma programs
(MeSH)

Professional education (MeSH)

The yield from Medline was 418 when limited to English language and scholarly
journals. Application of this same strategy repeated in Academic Search Elite and
the British Nursing Index resulted in considerable higher yields (2,178 and 2,567,
respectively); therefore, | decided to simplify the terms being used. Table 3.3
represents the new search terms applied and Table 3.4 represents the refined

search terms.
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Table 3.3: Identified search terms as used on Medline, following PICo

Research question term Search term used from Table Boolean phrase
3.2
Students Undergraduate; baccalaureate; OR

Degree; Pre-registration;
Diploma; Students; Graduate
nursing program; Education,
nursing, graduate (MeSH);
Education, nursing,
baccalaureate (MeSH);
Education, nursing, diploma
programs (MeSH); Professional
education (MeSH)

Humour Humo*; laugh*; cheer?*; fun*; OR
light hearted*; “wit and humour”

Clinical setting Nursing practice (MeSH); OR
Student placement (MeSH);
Education, clinical (MeSH);
Student experiences (MeSH)

When the full three parts of the research question were strung together it resulted in no
yield, therefore only the first two parts were ran together

(laugh* OR cheer* OR light hearted* OR MM “Wit and Humor as Topic”) AND (Pre-
registration OR undergraduate OR baccalaureate OR degree OR (MH “Education, Nursing,
Graduate”) OR diploma OR students OR (MH “Education, Nursing, Baccalaureate”) OR (MH
“Education, Nursing, Diploma Programs”) OR (MH “Education, Professional”)

Table 3.4: Refined search terms

Research question term Search term used Boolean phrase
Humour Humour; humor OR

Student Student; undergraduate OR

(Humour OR humor) AND (Student OR undergraduate)

When needed, these search terms were further refined by limiting the search to the

clinical placement.
The following electronic research databases were searched:
e Academic Search Elite
e ASSIA (Applied Social Science Index and Abstracts)
e BNI (British Nursing Index)
e CINAHL (Cumulative Index to Nursing and Allied Health Literature)

e Medline
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e Psycho ART

e PubMed
e PyscINFO
e Scolndex.

3.2.3 Search strategy for non-electronic scoping

There is an abundance of editorials, commentaries and opinion papers within the
nursing literature regarding humour; however, my focus remained on primary
research studies. The focus of the non-electronic search was on known experts
within the nursing literature (for example, McCreaddie 2008b), along with hand
searching relevant journals (since some databases restrict access to the more recent
publications) and known articles’ reference lists. This included the grey literature
databases, SIGLE and OPEN Grey, for dissertations and/or conference

presentations.

Another information source was the International Society for Humor Studies’
reference website, available to members only, which provides recommended reading
on numerous issues associated with humour. From the section titled ‘Health,
Humour and Medicine’, 47 potential articles were identified. Following this, |
conducted an individual search of the two humour specific magazines: HUMOR and
the European Journal of Humour Studies (EJHR). The search of HUMOR, for the
years 2001-2014 accessible via my own university’s website, identified eight articles.
The search of the EJHR resulted in no appropriate articles based on nursing,

medicine, or clinical keywords.

3.2.4 Screening process

The on-going screening stage, with its emphasis on relevant articles and their
abstracts, allowed for elimination and appropriate procurement. Reading the
obtained articles fully allowed for further scrutiny with regards to the inclusion and
exclusion criteria. Many selected articles concentrate on the nurse educator in the
classroom. As this was not the context of the research question, this led to an

additional exclusion criterion being added.

50



This was followed by undertaking a methodological analysis of each article, using the
JBI (2011) checklist for each research design. This critical analysis ensured the
papers used were robust. Subsequent to this was a search of the chosen articles’
citations, completed via Scopus and Google Scholar; this added no new primary

research articles. Table 3.5 highlights the chosen articles.
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Table 3.5: Results overview of database search (Adapted from Bennett 2016)

Database Limiters applied Initial Papers selected for abstract Papers included in
yield screen minus duplicates review
Academic Search English Language, Peer 794 15 Parsons et al. 2001
Elite reviewed, 1919-2016
ASSIA English Language, Peer 86 10 Nil
reviewed, 1919-2016
British Nursing English Language, Peer 1723 40 Williams 2013
Index reviewed, 1919-2016
CINAHL English Language, Peer 206 34 Hayden-Miles 2002
reviewed, 1919-2016 Stein and Reeder 2009
Medline English language 116 15 Nahas 1998
Wear et al. 2006
PsycARTICLES Peer reviewed, 1919- 96 0 Nil
2016
PsycINFO English Language, Peer 1120 13 Nil
reviewed, 1919-2016
Scolndex English Language, Peer 153 4 Kaye and Fortune 2002
reviewed, 1919-2016
International English Language, Peer 21 21 Rosenberg 1991
Society of Humor reviewed, 1919-2016
Studies (ISHS)
Nurse Education English Language, Peer 126 5 Nil
Today reviewed, 1919-2016
Nurse Education English Language, Peer 40 1 Nil
in Practice reviewed, 1919-2016
British Journal of English Language, Peer 8 5 Nil
Nursing reviewed, 1919-2016
European Journal  Health, Medicine, 24 0 Nil
of Humor Studies  Undergraduate, student
PhD/Professional Humour, student 4 2 Fontaine 2011

doctorate/Masters

Total after duplicates removal 9
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3.3 Literature review

The basis of this literature review arose from the eight articles and one PhD chosen,

based on the inclusion and exclusion criteria set out.

From the articles obtained, following the critical analysis, five main themes arose:

pre-existing capacity for humour, being human, coping, identity building and learning.

3.3.1 Students and their pre-existing capacity for humour

Identifying the student’s pre-existing capacity for humour prior to commencement of
a healthcare-based programme was illustrated by two of the articles: Rosenberg
(1991) and Stein and Reeder (2009).

Rosenberg’s study (1991), involving ten American trainee paramedics within a larger
study, was designed to explore and contrast this paramedic group’s humour use.
Utilising a longitudinal design, this group’s use of humour was captured through
interviews at the beginning and on completion (at nine months) of their paramedic
training. One participant did not complete their training. Humour uses within this

group were compared and analysed for changes.

Rosenberg (1991) utilised a cross-sectional design, comparing the first group’s
experience of humour use with that of experienced (1 year and above) paramedics.
Rosenberg sought to establish whether the differences were part of adapting or

coping methods in response to stress experienced within emergency care.

Rosenberg’s sample arose from one location and was representative of the group
when reported demographics within the service were considered. Data was elicited
via interviews and a content analysis of the interview scripts established similarities

and differences between and within the groups.

The study identified the type of humour preferred by the trainee paramedics at the
entry to their course as either sexual or ethnic-based in nature. However, this
declined towards completion of their training and the prevalence of sick humour,

defined in this study as being ‘morbid’, increased.

Eight participants at the end of their training recognised this change in their pre-

existing capacity for humour, not in frequency but in content. Rosenberg attributed
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the indoctrination of the trainee paramedic into this type of humour use to be part of
the informal socialisation process when working with experienced paramedics. Once
their training was completed, only five participants were aware of the changing
humour content; however, the “rate of entry”, as coined by Rosenberg (p. 220), in
adopting its use was dependent on individual factors. These factors included:
previous experience in the emergency service; previous use of humour as a coping
strategy; clinical exposure during training; humour environment and current
placement role models; and the participant’s own receptivity to acknowledge and

participate in the use of this type of humour.

Prior to entry into the paramedic training, eight participants were ready to share their
occupational humour with their friends and family whereas the remaining two, who
had previous emergency care experience, felt that people would not understand the
context of this occupational humour. Experienced paramedics, agreed with the two
trainee participants and felt humour could be shared only with those who had similar

experiences, highlighting the situational aspect of humour use.

Study participants found it was not only the content of their humour which changed
but also with whom they would share this type of humour. In the case of the
experienced paramedics, they used humour routinely and generally with their
patients. Further discussion regarding the use of this type of humour can be found

under sub-section 3.3.3: ‘Students and coping’.

Stein and Reeder’s (2009) study of nine American nursing student novices set out to
examine their lived experiences of laughing at themselves. The researcher used
face-to-face interviews within a Husserlian phenomenological framework whereby
humour is defined under its wider umbrella term to include laughter and its
accompanying aspects. One of the authors created a four-column analysis grid to
analyse the data. These columns reflect both student and researcher insights
coupled with student experiences and, finally, the researchers’ experiences of

observed content.

The participants reported being able to laugh at oneself to be an asset when entering
a healthcare profession as it equipped them to deal with challenges in their future
careers. For all of these participants, maturity and confidence, not chronological age,
influenced their ability to laugh at themselves. The majority of the participants in
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Stein and Reeder’s study felt that humanity was portrayed through being able to
laugh at oneself; laughing at oneself was seen as displaying openness to their fellow
humans especially, in times of illness. Humanity was perceived as being further
portrayed through laughing at oneself since it might reduce stress and help maintain

a balanced outlook.

It was felt by all participants that this ability to laugh at themselves equipped them to
deal with stressful life events and, for four of them, it forged an attitude in them of not

taking things too seriously, which enabled them to move on from the situation.

Stein and Reeder concluded that the potential of being able to laugh at oneself does
not prevent things, good or bad, from happening but enables the individuals to take a
different perspective, therefore sustaining the balance in both their professional and

personal lives.

3.3.2 Being human

Previous studies have echoed one of the themes arising from Stein and Reeder’s
(2009) study, namely being human. These studies, embedded within nursing

practice, focused on humour within clinical nursing education.

Nahas' (1998) study explored 48 Australian student nurses’ lived experience of
humour as used by their clinical tutors. Her study’s definition of humour focused on
the clinical tutors ability to produce (initiate and create) humour which elicited
positive feelings in the audience (participants) and demonstrated humour
appreciation. Nursing students who had experienced clinical practice participated in
this study, which used a purposive sample method within a phenomenological
approach. Within the student sample, 36 participants were considered to be of
Anglo-Celtic background whilst the remaining 12 participants were considered to be

of Asian background.

Colaizzi's framework was used to analyse the data elicited from semi-structured
interviews. Focusing on the participants’ descriptions of shared humorous episodes
with their clinical tutors, the participants described the clinical tutors who used
humour as “being human” (Nahas, p. 667). For the participants, this was
demonstrated in their teachers’ willingness to share from their own professional

journeys and being able to laugh at themselves, including at areas which the
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teachers’ required development in. The shared experience of laughing and crying
with each other within clinical encounters enabled the students to realise that their
teachers felt as vulnerable as themselves when being faced with new and unfamiliar
situations within the clinical setting. Additionally, when the students observed the
clinical teachers’ interactions with others, this allowed them to discern their tutors’
genuineness in dealing with others. This theme is discussed later in this review

under sub-section 3.3.4: ‘Students and identity building’.

Hayden-Mills’ (2002) study in the United States also explored the meaning of
humour within the student—clinical instructor relationship. Participants, within this
hermeneutic-based study, were all females and in their 30s. They were volunteers
recruited by the author’s colleagues. Elicited data came from unstructured interviews

based on the sharing of a humorous experience with a clinical tutor.

The dominant theme found within the participant narratives, as told by Hayden-Miles,
was the building of a relationship based on trust between the student and clinical
instructor. Central to this was the partnership between the teacher and student, and
how humour aided “getting to know each other” as humans because, as adults, the
student and clinical tutor worked towards a common goal. In the reciprocity of trust
and respect, the student could expect to approach the tutor to discuss mishaps or
concerns. In this understanding milieu, the students grew in confidence and self-

esteem, and looked forwards towards graduation.

Participants’ experiences of clinical teachers that were not humorous resulted in
such teachers being likened to dictators. This was when the 