
Introduction

Current UK policy guidance locates primary care 
at the frontiers of health care modernization
(Department of Health (DoH), 1997; 1998; 2000a;
2005; 2006). Achieving the new primary health and
social care services envisaged in this rich policy
rubric has generated a sustained movement towards
finding more effective ways of working across tradi-
tional organizational boundaries (Godber et al.,
1997; Audit Commission, 2004; DoH, 2005; 2006).
New ways of working include embracing new 
workers, providing services in new ways, and even

‘giving up’ some service provision to others (Lewis,
2004). Such changes to organizational structures
and functions can often result in individuals and
teams feeling disenfranchised, demotivated or
inspired and positively challenged (Sibbald, 2000;
Kernick and Scott, 2002; Ross and Corbett, 2005).
This article explores the use of rhetoric as individual
and organizational defense mechanisms in response
to the changes occurring in primary care and within
primary care organizations as these were experi-
enced by staff. The concept of rhetoric has shifted
over time from its original positive use as a form of
persuasion to the more contemporary and dismis-
sive usage of denigration. Often rhetoric, as a con-
temporary concept, is used to distinguish between
empty words and action, or between true or accurate
information and misinformation or ‘spin’. Whilst
these contemporary views are understandable
developments in the use of language and political
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processes, ultimately rhetoric, as a concept is con-
cerned with persuasion. Persuasion can be some-
thing directed at self and/or others. It is in this
context that rhetoric is used in this article.
Rhetorical analysis can involve an emphasis on
argumentation, composition, persuasion and inven-
tion in the arrangement of talk and/or text (Simons,
1990). Here we are concerned with the way in
which rhetoric is used as a way to articulate individ-
ual and shared meaning (Jackson, 1999; Perelman,
2003). This article aims, through this exploration,
to provide managers with a better understanding
of what individuals might be saying and what this
might mean. Managers will be able to use this
awareness and understanding to ensure support-
ive processes reflect an organizational culture that
is about nurturing and respecting the individual
during times of organizational turbulence and
change.

Context

This article reports on one analytical outcome of the
Shaping the Future (StF) study. This study was con-
ducted between 2002–2005. It aimed to identify the
evidence base for delivering integrated health and
social care; and the skills and knowledge required to
deliver this care, together with the current and
future education and training needs of the North
West of England primary health and social care
work force (Warne et al., 2006). The StF study was
split into seven different work packages. Each of
these work packages explored an interrelated ele-
ment of the project, for example, systematic review
of the literature, exploring the views of service users,
benchmarking examples of best practice.This article
has its genesis in the work package aimed at gather-
ing the perceptions, views and aspirations of the pri-
mary care work force, in particular those staff
working in and for a Primary Care Trust (PCT).

Current primary health care is increasingly situ-
ated within a turbulent professional, organiza-
tional and practice environment characterized by
many disjunctions and tensions in and between
managerial, educational, political and professional
discourses, theories and practices (Lewis, 2004;
Ham, 2005; Ross and Corbett, 2005). Such turbu-
lence will continue as the proposals for primary
health and social care (DoH, 2005; 2006) are
implemented.

The wider StF study was interested in better
understanding how individuals and their organiza-
tions dealt with this turbulence. It appeared that
many participants found personal and organiza-
tional sanctuary in the articulation of a range of dif-
ferent rhetorical claims, which were being used as
unconscious organizational defense mechanisms
(Warne et al., 2006). These defense mechanisms
enable the individual to accommodate the disso-
nance experienced between what is believed and
what is experienced. For example, the rhetoric of
team working was used by participants as an episte-
mological anchor to a wider collective discourse of
rationality. Team working is widely accepted as the
preferred model as it represents a more effective
form of collaborative working. It can be argued
there is a large evidence base to support such onto-
logical beliefs (see eg, Clarke, 1978; Poulton and
West, 1993; FTPH, 2000; Howarth et al., 2004).
Indeed, we found data collected via an anonymous
questionnaire that initially confirmed this known,
albeit utopian world. However, data collected
through interviews and workshops, in the form of
rich descriptions of individual’s lived experiences,
pointed to a different reality. Analysis of these
descriptions revealed that for many participants
‘team working’ appeared not to exist beyond the
rational rhetoric symbolized by the ubiquitous hier-
archical organizational chart. Yet this is not what
was being explicitly stated. Participants were
espousing an approach they believed they were part
of, and which was seen as being preferable to other
approaches, yet it was an approach that was not evi-
dent in practice. We suggest the use of defense
mechanisms such as the articulation of the rhetoric
(team working is good) was a strategy for personal
and organizational survival in what for many partic-
ipants, was a very chaotic and turbulent reality.

Individuals use rhetorical defenses as a way to
both contain the ‘good and bad’ aspects of their
organizational experience in order to better deal
with the ever-present organizational turbulence
(Boothe, 2001; Hamilton, 2004). Stripping away
such defenses would be unproductive as it would
lead to inner conflict creating fragmentation of
self, which ultimately could lead to organizational
fragmentation (Kanter, 1985). The use of rhetoric
in this way is not new. Aristotle (1991) defined
rhetoric as being concerned with: ‘the detection of
the persuasive aspects of each matter’ (p. 70). The
concern is not, however, about whether attempts
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at persuasion are successful or not, but what the
talk or text draws from in constructing an attempt
at persuasion (Hamilton, 2004). Foss et al. (1991)
defines rhetoric as conscious and purposive sym-
bolic action, and likewise, Black (1997) supports this
in describing rhetorical activity as always being
crafted and contrived, although he notes the diffi-
culty there is in defining ‘rhetoric’. However, Black
as a rhetorician subscribes to the view that people
perform discourse in everyday life, which provides 
a better fit to our suggestion of unconscious defense
mechanisms being ‘used’. Some caution still needs
to be exercised in responding to this suggestion
however. For example, as Holloway and Jefferson
(2000) note, it is ‘defended subjects’ (in particular,
those people who are participating as subjects in
research) who use defense mechanisms to protect
themselves against anxiety borne out of negative life
experiences. In noting this cautionary caveat this
article draws upon the various performances of four
rhetorical defenses revealed by the participants in
the analysis of two interrelated data sets.

Methods

The research design employed in this work package
involved two iterative approaches: (1) a survey and
(2) a series of semi-structured interviews. Both the
survey and interviews involved participants who
were representative of three different levels of the
PCT organization: Macro (staff working at Board or
sub-Board level); Meso (staff managing a depart-
ment or professional group) and Micro (staff work-
ing in direct patient contact). A region wide survey
was envisioned, but this proved impossible in terms
of getting a statistically significant response rate.
Only 100 useable questionnaires were returned rep-
resenting only 5% of the potential sample.Although
disappointing, we believe that data derived from this
very small group increased in terms of internal valid-
ity when presented with data from other sources.
Interestingly there was little difference noted in the
analysis of the responses across all three groups.

It was an early multi-professional stakeholder
workshop that provided the impetus to further
develop and extend the data collection approaches
from the proposed semi-structured interviews. In
particular data was collected through four stake-
holder workshops as well as some 35 individual and
group interviews. The final numbers of participants

involved in this work package were: Survey n � 100;
Interviews n � 51; Workshops n � 182, giving an
overall participant sample of 333 working in 18 of
the possible 44 PCTs that made up our sample. Of
these, 10% represented the Macro level; 28% the
Meso level and 72% the Micro level.

Ethical approval was gained from the North West
Multi-Centre Research Ethics Committee (MREC)
in April 2003 and locally from each of the clinical
governance and research governance departments of
the PCTs involved. Individual consent was obtained
from all individuals participating in the study.

Data analysis

The survey data was analysed using a descriptive
statistical approach aimed at providing a base line
picture across eight data cluster groups: organiza-
tional roles, strategic working, tactical working, oper-
ational working interpersonal relationships, cultural
integration, educational integration and best practice.
Generally all the groups were strongly associated in
terms of agreement with no significant differences
being found. Although this was not a very useful
outcome in itself, these shared accounts were char-
acterized by overwhelmingly positive responses.
This high level of positive responses possibly indica-
ted how individuals were unconsciously seeking to
achieve a sense of ontological security (Warne et al.,
2002) during a period of major change. As we were
later to discover, the view of the world illustrated in
this survey data was very different to the world
revealed in the second data set. However, individual
and collective rhetorical communication of this sort
can help create a sense of individual felt reality,
reminiscent of Argyris and Schon’s (1978) espoused
theory/theory in use analysis of managerial action
and organizational behaviour (Hamilton, 2004).The
second phase of data analysis (of the interviews and
workshops) was based upon making a comparative
thematic analysis of what was being espoused (sur-
vey) and what was experienced in practice (inter-
views). This thematic analysis drew upon the eight
cluster groups of the survey and the six emergent
themes from the literature review.

Findings: rhetoric in use

The survey data revealed an ‘idealized’ world,
whilst the interview and case study data provided
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evidence of a different reality. Perelman (2003)
argued that individuals, and the organizations they
collectively form, are likely to construct their own
adaptation of reality, however idealized this might
be. Such realties are built upon knowledge that con-
sists of various interpretations of phenomena that
are themselves, part of the social and cultural con-
text in which these occur (Stake, 1995; Frank, 2003;
Kim, 2003). The data revealed a series of rhetorical
justifications used by individuals in dealing with the
felt experience of change to the organization of pri-
mary care and the PCT organization. It is these
rhetorical justifications that enable individuals and
groups to unconsciously recognize and respond to
the link made between an often remote, yet widely
known, context, and the immediate situation they
find themselves in (Perelman, 2003; Hamilton,
2004). Jackson (1999) argues that rhetoric can both
serve to provide an individual with a sense of 
community, and also allow observers of these com-
munities to be able to differentiate between the
hierarchical (and quantitative dimensions – how
much, how often, how high) and the transcendental
(and qualitative dimensions – how good, how grand,
how noble). As an analytical tool this is clearly use-
ful.For example we found individuals who appeared
sincere in the description of their organization being
effective in its communication processes, when to
the outsider observer it was clear poor communica-
tion was being experienced. There were four types
of rhetoric to emerge in terms of their use and focus
amongst the participant group. These were the
rational, technical, normative and fantasy.

Rational rhetoric
This is a rhetoric used by individuals in making

sense of wider expectations and ideas, which collec-
tively provide a discourse of rationality. As was
noted above, team working is an example. Team
working as a rational rhetoric not only has its ori-
gins in organizational and management literature
(Handy, 1975; Senge, 1990; Dyer, 1995) but is rein-
forced in governmental policy guidance as being the
preferred way of working (DoH, 1997; Onyett, 1999;
FTPH, 2000; Howarth et al., 2004). As a conceptual
basis for practice, the survey data revealed a high
shared commitment to team working, and working
interprofessionally. For example, many respondents
agreeing that individuals keep each other informed
about what they are doing, the problems they 

experience and progress being made towards shared
objectives.However, in the case studies, some partic-
ipants appeared to provide a different view:

At times I feel we are still treated as the doc-
tors’ handmaiden by some of the GPs.

(Micro)

I would describe my team as being inte-
grated, but the PCT is not, too many people
work for themselves and not for the wider
organisation, but justify this by saying they
are responding to patients needs. I think that
most people don’t want to change things 
in case they lose their job, so it makes you
more defensive when you’re asked to work 
with different people or in a different way.

(Micro)

Whilst the first observation represents a long
standing concern (Soni et al., 1989), the second
observation reveals a new sense of individual vul-
nerability that perhaps transcends the immediate
organizational working relationship. Yet these
data were also set in a context of effective commu-
nication processes. Effective communication has
been seen as one of the major indicators of effec-
tive team working (Slater, 2002) and with evidence
suggesting that where teams do not communicate
effectively, then service fragmentation is likely to
occur (Nochajski, 2001; Howarth et al., 2004). The
rationality implicit in this assertion was supported
in the survey data. For example, 81% of the
respondents agreed or strongly agreed that meet-
ings were held across the PCT frequently enough
to ensure effective communication. Somewhat
paradoxically within the second data set however,
it was noted that effective communication, vital in
clinical practice (Deacon et al., 2006), often failed
to be exercised in team working relationships:

People need to spend more time talking
about how to talk to each other, we get
taught how to talk to patients but not how to
talk to each other.

(Micro)

Likewise, some individuals felt they did not 
always get the information they required from their
organization. For example, an Audiologist noted:
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I found out what our PCT was planning for
the next 12 months by reading a pamphlet
I found in our local Pharmacy, up to that point
I didn’t know what was happening to our
service.

(Micro)

It is clear that despite what was being said with
regard to effective communication, the lived expe-
rience appeared very different. Often the use of
rational rhetoric in this way overlapped with the
individuals’ use of technical rhetoric.

Technical rhetoric
These are used by individuals to describe the

technical discourses in use that promote a particular
approach to organizational processes. It is the tech-
nical process rather than the human element that is
considered important. So perhaps paradoxically
claims that Total Quality Management is an effec-
tive approach to bring about an improvement in the
quality of care will be made but not where the social
processes involved are acknowledged or recognized
(Baker et al., 1996; Hosking and Haslam, 1997). For
example, in the survey data, 65% of respondents
agreed or strongly agreed that individuals within
their PCT were open about their interests and
expectations, and that in dealing with others’, formal
processes rather than covert agendas were used.
Whereas,data from the case studies revealed a more
pragmatic awareness of how organizational politics
for example, could be experienced by individuals
and teams, and on a wider level, the often rhetorical
nature of organizational politics (Vigoda, 2000), was
also revealed in the experience of participants:

People in our PCT have no idea whose in
charge or what the corporate plans are.

(Meso)

I think we have a tick box approach to inte-
gration … we invite representatives from
social services to our meetings but its just
because we have to, not because we want to.

(Micro)

We need more clarity about our decision-
making processes, particularly joint decision
making between different organisations.

(Meso)

Some respondents questioned whether, given the
rapid pace of changes in primary health care, there
was a formalized and shared understanding of what
the services were aiming to achieve, for example a
Health Visitor noted:

We have discussed what is now meant by
‘public health practice’ in our team, and we
couldn’t agree, most of our work is with indi-
viduals or maybe groups and rather than
being at a community level … I am not sure
how we gain a better understanding of what
is expected from us now.

(Micro)

There were also more positive examples of techni-
cal rhetoric’s, for example:

The Assistant Practitioners are the way to
achieve integrated care. We have started from
the point of developing job descriptions and
competencies in terms of what we think these
new workers could do, and then we recruit
them and train them up. Otherwise you just
get a higher paid Nursing Assistant and noth-
ing changes.

(Meso)

This data also brings into sharp relief two ends of
the same technical rhetoric continuum, the adop-
tion of a ‘blank sheet of paper’ perspective as
opposed to a pre-determined ‘replacement’ or ‘subs-
titute’ approach (Warne and McAndrew, 2004).

Normative rhetoric
These are used by individuals to explain why unin-
tended outcomes for a given range of inputs are 
the norm (Hofstede, 1983). Importantly, however,
where the achievement of this is thought to rely on
the ontological appeal of bringing about changes
through winning the hearts and minds of individuals
(Valle and Perrewe, 2000).An example of this might
be the articulation of the notion that a supportive
organizational culture will impact upon the indi-
viduals’ response to adopting life long learning
approaches to their professional and personal deve-
lopment. Data from the survey, suggested that 88%
of respondents agreed or strongly agreed that indi-
viduals actively seek to learn from the experience
and knowledge of others working in their PCT.This
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was congruent with some of the case study partici-
pants experience.

I learnt a lot from the Midwives, they were
good at showing you the whole patient jour-
ney, it taught me that to be a good Doctor, I’d
need to make sure I knew more about the
patients life, not just what brought them to
the surgery.

(Meso)

However, many other respondents did not report
similar experiences:

When I went out with the CPN,he wouldn’t let
me go in his car, he was dead funny about … so
I had to use my own and I kept getting lost
driving around and around … I hated being in
the community, for me it was a waste of time.

(Micro)

In addition to the above, doubt is also raised
within the survey data as to how much learning is
undertaken through either formalized or informal
approaches. For example, although 98% of the sur-
vey respondents agreed or strongly agreed that
wherever possible, education and learning oppor-
tunities should be shared by different professions,
of these only 12% had actually participated in any
such activities. Perhaps this accounts for other sur-
vey data that revealed that only 52% of respon-
dents agreed or strongly agreed that they felt they
clearly understood the roles of staff from other
professions working in their organization. The
case study data also revealed the difficulties in
achieving this understanding:

I think there are too many assumptions about
different professional roles, even within the
professions.

(Micro)

Given that patients should receive a seamless
service (well that’s the vision), it’s strange
that not many others in the PCT understand
my role.

(Micro)

The pervasive influence of the normative rhetoric
was also revealed:

Government targets force different organisa-
tions to come together, but people still have

different ideas about what they should be
doing, for example, in my PCT Ambulance
staff and nursing staff have very different
ideas about what unscheduled care involves
and how we should be providing services even
though we are allegedly both working for the
same patients.

(Meso)

Life long learning was often cited as a way of
addressing these issues. For example, 86% of sur-
vey respondents agreed or strongly agreed that
life long learning should be a central feature in the
development of the PCT and service improvement
activities. However, data from the case studies
again provided a mixed picture as to how this was
being carried out in practice. For example, we
often found very contrasting accounts of what life
long learning involved:

Its all about life long learning and CPD and
all that rubbish, but when it comes down to it
the whole thing is very restrictive, you can’t
really do what you want to do, only what you
are told you can do.

(Micro)

I think its hard to work in a service which is
changing its function, there are so many
changes right now … and we are trying to get
established in our roles, get to know the new
staff and the service still has to run, patients
still have to be seen, and CPD, if you’re look-
ing at priorities, is right at the bottom and 
is likely to stay there unless someone 
pushes me.

(Micro)

Additionally there also often appeared to be a
lack of organizational commitment (Vigoda, 2000)
in supporting these type of initiatives:

I have been offered lots of opportunities to
meet with staff from social services, and I try
and make sure all my staff get similar oppor-
tunities … and although we have done this, for
example District Nurses working with CAT
[Community Alcohol Team] we haven’t really
carried on doing it on a regular basis due to a
lack of money for backfilling … I don’t think
my boss sees this as proper training … but I
keep trying.

(Meso)

188 Tony Warne et al.

Primary Health Care Research & Development 2007; 8: 183–192

https://doi.org/10.1017/S1463423607000205 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423607000205


Fantasy rhetoric
These are used by individuals in providing

explanations for the lived reality they find them-
selves in. This approach is rich in the identification
of heroes and villains, emotions and attitudes,
which make up the individuals social reality
(Hofstede, 1983; Bowins, 2004). The importance of
effective communication as recognized above
needs careful consideration in terms of fantasy
rhetoric. In this instance both the implicit and
explicit messages take on personal meaning, which
in turn will dictate the resultant behaviour
(Boothe, 2001). For example:

We don’t get told anything; we are just
expected to get on with whatever new change
is flavour of the moment.

(Micro)

Integrated health and social care is about the
multiplicity of different agencies that all use
different languages … different languages
are the reality of joint working, but make
joint working more difficult.

(Meso)

We have to work with 4 other PCTs and 4
Acute Trusts, and you just feel lost and
insignificant in the greater scheme of things …
I just keep my head down.

(Micro)

These data, although concerned with the difficul-
ties in joint working, are equally representative of
many of the participants’ everyday working within
their own teams and departments. Although many
participants reported that they were able to attend
lots of regular meetings, some of these (often
those used to discuss organizational developments
or changes) were viewed with suspicion. A typical
example of this view was

Its like a game we all play,you go along and lis-
ten to what’s being said and you know that
anything you say will be ignored but everyone
has to go so management can say staff have
been consulted.

(Micro)

Many participants remained sceptical as to the pur-
pose of some of the information communicated

and how this was communicated. For example, one
Occupational Therapist noted:

Our information systems are transparent,
you can see right through them. We have a
weekly communication letter, but its like a
glorified births, deaths and marriages … they
[PCT Board Directors] do not tell us any-
thing useful, like why some decision has
been taken or whatever, if you ask them for
this they say they don’t know … like as if you
believe that.

(Micro)

The survey data suggested 65% of respondents
agreed or strongly agreed that all groups in the
PCT participated in being able to define problems
or issues to be addressed. Participants in the case
studies were less certain, and whilst some partici-
pation was reported, individuals often noted that
this was experienced as being somewhat tokenistic
(Witt et al., 2000), for example one Team Leader
noted:

I think the only way we will ever get a real
idea of what the strategic aims of the PCT
are is when we have a two way process that
genuinely involves people at the Board level
and the workers. At the moment everything
is presented as a fait accompli or maybe you
get asked for possible solutions, but it feels
like the decision has already been taken. It
just makes people suspicious of what the
PCT really wants to happen. So potential
opportunities are missed because people feel
threatened and don’t believe what they’re
been told.

(Meso)

Ironically, many health care workers are drawn into
health and social care because of the sense of per-
sonal security health care organizations afford them
(Menzies Lyth, 1988; Gilmartin, 2000). Somewhat
paradoxically, as these participants accounts show,
organizational life can be full of insecurities, and
individuals use defense mechanisms to protect
themselves against the anxiety that the insecurity
raises (Winnicott, 1989). We suggest that the four
examples of rhetoric presented above are examples
of defense mechanisms in use during a time of great
organizational change in primary care. What these
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experiences might also represent is the organiza-
tional unconscious that can make achieving cultural
change in organizations so difficult (Allen and
Kraft, 1982;Wayne and Stark, 2004).

Discussion

The management of organizational culture is increas-
ingly seen as a necessary part of health care system
reform (Scott et al., 2003). Reforms in the UK 
are predicated upon the notion that cultural as well
as structural and functional organizational change 
is required to deliver the government’s objectives
(DoH, 2000b). This perspective of organizational
culture, as an organizational attribute is predicated
on the notion that culture can be manipulated
(Handy, 1975;Allen and Kraft, 1982). In some situa-
tions this notion might be seen as attractive. It is
clearly possible to ‘manipulate’ organizational cul-
ture for functional improvements, through for
example, ‘re-engineering’ the organization’s values
system (Kanter, 1985). An alternative perspective is
that organizational culture defines the whole charac-
ter and experience of organizational life (Hofstede,
1983), what the organization is (Scott et al., 2003).
Here organizations are construed as cultures exist-
ing in and reproduced through the social interac-
tion of its members (Hamilton, 2004). It is within
the context of such social interactions that the
rhetorical claims presented above can be revealed.
Individuals utilize rhetorical claims based upon
rational, technical, normative and fantasy rhetoric,
as psychological defense mechanisms to maintain
emotional homeostasis in times of overwhelming
change (Bowins, 2004). The higher the level of
anxiety experienced, the more defense mecha-
nisms are employed to help maintain a sense of
self (Yegdich, 1999). It has been argued that just as
individuals use these defense mechanisms to deal
with their own anxiety and reduce the impact of
working in a turbulent environment (Bion, 1961;
Clarke, 1999), managers also need to better under-
stand these processes so that they can more effec-
tively support their staff (Warne and McAndrew,
2006).

We argue that organizational turbulence needs
to be contained and the rhetorical defenses that
give the individual protection from the conflict-
ridden realities of organizational life need to be
openly acknowledged. Drawing on the work of

Winnicott (1989), ‘containing’ here refers to a
process where individuals can be metaphorically
‘held’ allowing them to safely explore new ways of
thinking, behaving and working with others.
Interestingly, many staff thought the most benefi-
cial training and development approaches they
had experienced were those that involved staff
taking time out from the everyday busyness of
practice. Often these were team building exercises
used to allow the multi-professional team to focus
on an aspect of organizational life. We suggest this
approach presents managers with the opportunity
to engage in a psychoanalytically informed internal
analysis (Hinshelwood, 1993) of their organiza-
tional culture such as the one described here.
Investing in personal, professional and organiza-
tional development in this way is difficult. It needs
to be regular and the time protected. However, we
argue it would help ensure that managers learn to
recognize, contain and more effectively harness
the thoughts, feelings and vulnerabilities integral
to the humanity of the organization, as these are
reflected in rhetorical claims of individuals.

Conclusion

Primary and community health and social care
organizations have experienced a sustained period
of change. Further changes to the structure and
functioning of these organizations are likely, and
will result in turbulence within professional com-
munities of practice and their related organiza-
tional environments.This article has explored how
defense mechanisms, in the form of rhetorical
claims, were used by individuals in dealing with
what is often a very chaotic and messy reality.
Individuals used rhetorical defenses as a way to
both contain the ‘good and bad’ aspects of their
organizational experience in order to better deal
with the ever-present organizational turbulence.
It has been argued that rhetoric can provide 
the manager with a psychoanalytically informed
approach to gaining a better understanding of
their organizational culture. Increased under-
standing of what is being said and what this might
mean for individuals can be used to ensure sup-
portive processes reflect an organizational culture
that is about nurturing and respecting of the indi-
vidual during times of organizational turbulence
and change.
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