
Editorials

debates within medicine. Doctors should respect the in-
dependence of journalists and producers, but they should also
be aware that a few journalists are solely interested in the
newsworthiness of a story. The advice that doctors should only
speak to journalists they can trust still holds good.
As a profession we draw strength from the regard in which

we are held by the public; this can only continue if we are willing
to engage in dialogue and can demonstrate the wisdom of the
way we give advice or conduct our affairs. In the past such
dialogue may have taken place in private between professionals
and leaders of opinion in society; today it takes place in books
and newspapers and on radio and television.
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Laughter and medicine
NE of the peculiarities of the human race is that in response
to certain stimuli the corners of the mouth are raised and

a series of guttural noises issue from the mouth - we call this
laughter. Many famous philosophers and psychologists have tried
to explain laughter.1-3 Darwin described it as 'an expression of
mere joy or happiness'.' Freud gave it a more complex defini-
tion: 'A quota of psychical energy which has earlier been used
for cathexis of psychical paths and become unusable so that it
can find free discharge. '2
The origins of laughter are uncertain. It appears useless but

must surely serve some purpose. Certainly, it is a primitive
reaction because babies smile at about six weeks and later will
chuckle when their mother plays with them. It is not known
whether babies have a sense of humour or if chuckling is just
an expression of joy and security. The origin and purpose of
laughter may be something like this:4 a primitive hunter enters
a cave and sees a bear crouching in the corner. This sets up an
immediate alarm reaction, but, on closer scrutiny, the hunter
realizes it is not a bear but a piece of rock shaped like a bear.
The energy of the alarm reaction is then dissipated in laughter
which also acts a signal to others outside the cave that there is
no danger. Thus laughter helps to take the fear out of dangerous
or unpleasant situations. However, laughter is not always strong
enough to dispel menace. Many readers have enjoyed Hilaire
Belloc's Cautionary Tales, but a similar book by Heinrich
Hoffmann, Struwwelpeter, has caused terror to generations of
children. Children may enjoy a Punch and Judy show but adults
are left uneasy at the cruelty which is near the surface.

In physiological terms laughter is near to tears. When a per-
son laughs tears may run down his face and a child may hover
between laughter and tears, making it difficult to distinguish
between the two.

Laughter is a sociable activity and provides a shared feeling
of security. It is acceptable to laugh over a book but smiling
to oneself in public is thought a little odd and laughing to oneself
a positive sign of madness. Laughter is usually shared and can
be infectious. It is a deprivation to be excluded from a joke and
this can be one of the penalties of getting old; as described by
T.S. Eliot, it is 'the laceration of what ceases to amuse.

Laughter is culturally determined and each age group, race
and period of history has its own brand of humour. Particular
jokes are associated with Jews, the Irish, doctors and so on, and
can be enjoyed as much by the victims as by the instigators.
Fashions change rapidly and the jokes of the past are no longer
amusing, like the old Punch cartoons.

Laughter may obstruct logical thinking, which is why Plato
and Aristotle did not permit laughter in their seminars.5 It is
also an escape from unpalatable truths and difficult problems
which should be faced up to.

Laughter can be a social weapon when we laugh at people
rather than with them. We shudder now at circus exhibits such
as the legendary Elephant Man in the nineteenth century or
Sunday outings to the Bethlehem Hospital (Bedlam) to watch
the antics of the lunatics in the eighteenth century, yet we still
laugh at the circus dwarf and at people who are incorrectly
dressed or do not conform to our pattern of behaviour. In this
way we increase our self-esteem. Laughter can therefore be a
form of cruelty: to laugh at someone can be to dominate them.
On the other hand, laughter may be a sign of inferiority, as

in the familiar schoolroom scene when the teacher says to the
naughty child, 'Don't smile when I'm talking to you. It's not
funny' The child is trying to appease the teacher and take the
fear out of the situation.

Laughter is important in medicine; a consultation between
a doctor and a patient is only an extension of human conversa-
tion, of which smiling and laughter are a normal part. Laughter
is such a natural form of contact that its absence implies depres-
sion or lack of response on the part of the patient or doctor.
The ability to laugh with a patient is a sign of good rapport.
This does not mean that the doctor should be a comedian, but
he should develop the art of putting things wittily as well as
making the occasional joke, if appropriate.
An elderly lady who lived alone came to the doctor because

she was afraid she might have cancer. On questioning her the
doctor discovered that she was also afraid of going into hospital
because her cat might have to be put down. After the examina-
tion the doctor said, reassuringly 'I don't think your cat has
anything to worry about' The patient left the surgerv laughing.
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which helped to put her fears into perspective. Another patient
came in with a long list of symptoms. She felt giddy, had severe
headaches, stomach pains and so on. When she had finished,
the doctor asked, 'Is that the lot?' She nodded, and he added,
'Well, I don't know if you still feel dizzy but I certainly do' After
a moment's thought the patient started to laugh. While this
might have been unwise because the doctor began by laughing
at the patient, it proved to be a turning point in the relation-
ship. It was a highly beneficial consultation because the patient
learnt to find a release for her fears in the form of laughter and
continued to do so at later consultations.
Although the introduction of laughter is a useful technique

in the consultation the doctor must be selective. One lady came
to have her vaginal ring pessary changed and at the same con-
sultation the doctor syringed her ears. 'Now I've done you top
and bottom'. he quipped, and was met with a freezing stare. The
doctor must be sensitive to the patient's likely reaction.

Laughter is not generally recognized as a psychiatric technique
despite its wide occurrence in general practice and hospital
medicine.6 Most psychiatrists agree with the ancient
philosophers that laughter prevents a logical approach to the
problem; they also feel that it allows patients to escape from
sensitive issues. Training in psychiatry lays stress on detachment
rather than attachment; laughing with patients is considered to
be too intimate to be helpful. In group therapy too, laughter
is generally thought undesirable because it is either used as a
weapon against an individual or as an escape when the group
has reached a crucial point in the discussion. However, the value
of laughter in bonding a group together is well recognized.

Ventis has described a case where laughter was used
therapeutically.7 The patient was an anxious girl who was terri-
fied of going to a dinner party, largely because her ex-boyfriend
was also going. There was not time to practise the psychiatrist's
usual technique of systematic desensitization so he persuaded
the girl to imagine what the dinner party would be like and the
anxious moments leading up to it. He then asked her to add
comic touches such as the boyfriend appearing in an amusing
costume. Apparently the therapy was successful and amusement
overcame her worry.

It is surprising that laughter is rarely used in psychiatry and
seldom mentioned in the literature. It is discussed theoretically
but is not considered as a form of practical treatment. Some

patients consider that their condition is made worse by attempts
at psychotherapy and this may be because they are taught to
take their experiences too seriously. Laughter is a natural escape
from tension and could be used to great effect in certain cases.

In general practice laughter is a tool which is much used but
rarely discussed. It is not studied in vocational training pro-
grammes and this may be because the innate quality of a sense
of humour and the spontaneous nature of laughter make them
unsuitable for analysis. As E.B. White put it, 'Humour can be
dissected, as a frog can, but dies in the process' It may be im-
possible to teach anyone to have a sense of humour but it should
be possible to train doctors to use their natural humour and wit.
This would be best achieved by collecting and studying videotape
recordings of consultations where both successful and unsuc-
cessful jokes are made by either the doctor or the patient. It
is even more important to be able to recognize the crucial
moments when the doctor and patient smile at each other and
to decide what led to this mutual understanding which may be
more important than diagnosis or formal treatment.
The gift of laughing at oneself and the world is more valuable

than people realize, both for the doctor and the patient.
C.P. ELLIOTT-BINNS

General Practitioner, Northampton
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Treating insomnia
HE use of hypnotic drugs for the treatment of insomnia
is less popular now than in the 1970s when approximately

20 million prescriptions for these drugs were issued in England
and Wales.' In 1980 over 13 million prescriptions for hypnotic
drugs were issued in England alone (the latest figure published
by the Department of Health and Social Security). The number
of prescriptions was similar in the previous three years. The
decrease in the use of drugs for sleeping problems has not been
balanced by an increase in the use of drugs as sedatives and tran-
quillizers - the number of prescriptions for sedatives and tran-
quillizers dropped from about 21 million in 1977 to 19 million
in 1980.2 These figures mean that at least one million adults in
England take hypnotic drugs regularly and this is confirmed by
epidemiological studies. However, this number is not
increasing.3'i4
The 1920s saw a major controversy concerning the use of bar-

biturates for the treatment of insomnia.5 Barbiturates were
then, and for the next 50 years, incriminated in numerous
suicides and cases of accidental self-poisoning. Although bar-

biturates are still used, the advent of reliable and safer alternatives
in the form of benzodiazepines, the zeal of certain doctors6 and
the impact of the media, have all led to a reduction in their use.
Barbiturates are now included in the list of controlled drugs in
the clauses of the Misuse of Drugs Act.

Should general practitioners be happy when more than one
million adults are regularly taking hypnotic drugs for insomnia?
Although patients might regard a good nights sleep as impor-
tant, there is no evidence that sleep deprivation is harmful. Studies
of performance show that the only constant effect of sleep
deprivation in man is sleepiness, with an increased tendency to
take daytime naps.7 Moreover, sleep does not need to be fully
made up. The major components of the sleep cycle, namely deep
sleep, light sleep and rapid eye movement (REM) sleep may all
be lost, but when sleep is allowed after several days of wakefulness,
most of the deep sleep and about half of the REM sleep are
reclaimed but virtually none of the light sleep. Apparently it is
the deep sleep of the first five hours which we need, and volunteers
have been trained to forgo the remainder with no ill effect.8
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