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 Öz 
 Rasyonel seçim yaklaşımı son yıllarda pek çok disiplinde yaygın olarak kullanılmaya başlanmıştır. 

nevrozların rasyonel seçim teorisi, hastaların dayanılmaz stres seviyeleri ile karşı karşıya kaldıkların-
da bilinçli ve kasıtlı olarak nevrotik bozuklukları ortaya çıkardığını savunur. Çarpıcı farklılıklara 
rağmen, nevrozların rasyonel-seçim teorisi, yeni bir represyon kavramı kullanmakla birlikte 
Freud’un düşünce çerçevesini sürdürür. Bu yeni teoriye göre, tüm terapiler etkilerini ya hastaların 
farkındalık yokluğunu ortadan kaldırmak, belirtilerin maliyetini arttırmak, hastanın duygusal 
sıkıntısını azaltmak ya da stres faktörünü ortadan kaldırmak suretiyle gösterirler. Bu teoride birey 
stresle ilgili düşünceleri dikkat çekmeden ortadan kaldırmak için bilinçli olarak dikkat dağıtıcı 
önlemler kullanır ve represyon bilinçli bir başa çıkma mekanizması olarak tanımlanır. Bu makalede 
rasyonel seçim teorisinin psikiyatride tanımı, bütüncül yaklaşımı, en sık uygulama alanları ve 
tedavide kullanımını gözden geçirmek amaçlanmıştır. 

 Anahtar sözcükler: Nevroz, rasyonellik, stres, seçim, terapi. 
  

Abstract 
 The rational choice approach has become more prevalent in many disciplines in recent years. The 

rational choice theory of neurosis maintains that patients consciously and deliberately adopt 
neurotic disorders when confronted with intolerable levels of stress. Despite the striking differences, 
rational choice theory of neurosis continues Freud's framework of thinking as it employs a new 
concept of repression. According to this new theory, all therapies exert their effect either by disrupt-
ing patients’ ability to preserve unawareness, increasing the cost of the symptom, decreasing the 
patient’s emotional distress, or eliminating the stressor. Repression is defined as a conscious coping 
mechanism by which the individual deliberately employs distractive measures to eliminate stress-
related thoughts from attention in this theory. This article aims to review the definition of rational 
choice theory and its integrative therapeutic approach in psychiatry. 

 Key words: Neurosis, rationality, stress, choice, therapy. 
 

 
RATIONAL CHOICE THEORY (RCT) is an important approach used by social 
scientists to understand human behaviour. Although this approach has transformed 
into a basic paradigm in economics for a long time, it has also started to be used in 
other disciplines including sociology, political science and anthropology in the last 
decade (Green 2002).  

RCT examines the social phenomenon arising from interactions between individu-
als (Krstić 2014). Cognitive psychologist and Nobel prize economist Herbert Simson 
(1978), formulated the concept of rationality that defines decision making and claimed 
indirectly that neurotic disorders are actually rational behaviour. Rational choice theory 
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has changed the rationality paradigm fundamentally. Advocates of the rational choice 
theory reject the "limitation" between rational and irrational which is effective in beha-
viour and decision making and focus on subjective determination of rationality. This 
article aims to review the the integrative therapeutic approach and RST's definition and 
practice in psychiatry.   

Rational-Choice Theory of Neurosis 
Many basic problems related to the development and treatment of neurosis have un-
dermined the validity of traditional theories such as behavioral, cognitive and biological 
in psychopathology. Depending on the neurosis development,  these theories are inca-
pable of explaining the factors affecting the prevalence of neurotic disorders, such as 
gender and sociocultural differences, and for fluctuations across different time periods. 
For example,  the reason why women have a higher prevalence for neurotic disorders is 
not entirely clear. Similarly, the reason why the prevalence of neurotic disorders is 
affected by socio-cultural factors (for example, conversion disorder is mostly seen in low 
socio-economic classes) has not been yet clarified (Kuloglu et al. 2003). Similarly, 
traditional theories have difficulty in explaining diagnostic fluctuations on different 
time periods in neurotic disorders. As a result of the theoretical deadlock that has been 
going on for a long time in psychopathology,  a new theory about neurosis development 
and treatment was developed based on this theory which has been accepted for a long 
time in social sciences (Rofé 2010).  

Rational-Choice Theory of Neurosis (RCTN) continues the thought framework of 
Freud in some main subjects however it completely differs from psychoanalysis. The 
most important similarity between these two theories that directly deal with the diag-
nostic category of neurosis is that both theories claim that neurotic disorders have 
similar etiology and repression is the common characteristics of all these disorders. 
According to the basic assumptions of this theory, when individuals are confronted 
with intolerable levels of stress, response options become limited. The main choices 
include suicide, substance abuse, aggressive measures to eliminate the stressor. 
However, some people may develop neurotic disorders such as panic disorder, agorap-
hobia, obsessive compulsive disorder (OCD), and conversion disorder that primarily 
enable them to actively suppress their thoughts about stress and thus, relieving emotio-
nal distress. Thus, contrary to psychoanalytic doctrine, original thoughts of S.Freud and 
majority of experimental studies in this area emphasize that repression is conscious and 
deliberate (Erdelyi 2001, Erdelyi 2006). However, if neurosis is accepted deliberately 
and consciously, why is the patient not aware of his/her deliberate involvement in this 
process? The main ideas of this theory are summarized below. 

New Conceptualization of Repression 
RCTN, along with psychoanalysis considers the concept of neurosis as the basis to 
understand the development and treatment of mental disorders. Based on this appro-
ach, this theory opposes to the decision of DSM-III to remove neurosis concept (APA 
1980). Pilecki et al. (2011) stated that the desire to remove this concept from the diag-
nostic terminology and replace it with definitions of severe pathology that were justifi-
able in terms reimbursement are some of the reasons why neurosis was removed.  
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The long-term progress of the mental health field surely depends on knowledge of 
etiology and on theoretically defined categories. Therefore, a theory with measurable 
criteria, which can account for the development and treatment of a certain diagnostic 
category and at the same time distinguish this category from other behaviours seems to 
be accepted unanimously as the best diagnostic approach (Rofe 2016).  

Many research and clinical data define neurosis as a multidimensional concept 
(Rofé 2000). Accordingly, five criteria that are explained below are very important to 
classify a certain behaviour as neurosis.  

1. Impact on attention and daily functioning: Studies have shown that neurotic 
symptoms have a remarkable value due to its time consuming and disruptive 
effects on daily activities and functions and quality of life. For example, 49% of 
people with eating disorders spend more than three hours every day on their 
eating disorder rituals and 16% spend more than 8 hours (Sunday et al. 1995).  
Similarly, panic disorder also affects daily life and activities, and ultimately re-
duces the quality of life significantly (Welkowitz et al. 2004). These symptoms 
occupy the person's attention in a way that stress related thoughts become 
inaccessible and severely disrupt daily activities.  

2. Spontaneous onset: Clinical evidence shows that neurosis can develop or occur 
in the absence of a contingency associated with deviant behavior (Rofe 2000). 
For example, conversion disorder and various compulsive rituals can develop in 
the absence of an event that can be associated with and can account for such 
changes in behaviour (Jones 1980, Samuels et al. 2002). Although stress seems 
as a precondition for the development of neurotic disorders and for such beha-
viour changes, this factor only cannot be expected to explain the development 
of a certain neurotic symptom. Because stress is not associated only with a cer-
tain type of neurosis; it can cause various types of neurotic disorders. For 
example, intolerable level of stress caused by marital problems or other domes-
tic conflicts can lead to the development of obsessive ruminations, dissociative 
fugue and conversion disorder (Masserman 1946, Blanchard and Hersen 1976,  
Rofé and Rofé 2015).   

3. Unawareness: Patients with neurotic behavior are not aware of the underlying 
causes of the dramatic changes in their behaviour. Otherwise, these symptoms 
would not have a distractive value for the patient. Although patients may pro-
vide rational explanations for their symptoms, such as anorexics attributing 
their behavior to being overweight and compulsive cleaners to biological vul-
nerability to infection these do not reflect genuine awareness, as they are in-
compatible with reality. This criterion undoubtedly is one of the basic charac-
teristics of all neurotic disorders. Unawareness can be seen in almost all neuro-
tic disorders including hysterical blindness, obsessive compulsive disorder, 
anorexia nervosa and panic disorder (Horowitz 2004, Rofe and Rofé 2015).  
Unawareness caused by normal process of forgetting does not meet this crite-
rion.  

4. Rarity: The prevalence of neurotic disorders is often lower than 3% as specified 
in the DSM (APA 2000).  

5. Social stigma: Neurotic behaviour can cause social stigma for a person as it is 
seen as a reflection of physical or mental diseases. However, abnormal behavi-
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our is by definition bizarre and unintelligible behaviour for majority of obser-
vers (Carson et al. 1988). As Bandura (1969) states, "The designation of beha-
viour as pathological, in addition to other factors, involves social judgments 
based on the normative standards of the people who criticize". Psychopatho-
logy is understood characteristically from the degree of deviation from social 
norms which define how people behave at different times and in different situ-
ations.  Therefore the appropriateness of symbolic, affective and social respon-
ses to situations constitutes an important criterion to define symptomatic be-
havior (APA 2013). 

A Case with Agoraphobia 
This case involves an autobiographical account of William Ellery Leonard, a poet, 
writer and a professor who developed agoraphobia at the age of 36 (Leonard 1927). 
This disorder occurred a few weeks after his wife committed suicide who belonged to a 
highly respected family. Almost all of his friends and family who had thought Leonard 
as a demanding and self-centered person blamed him for the death of his wife. After a 
short while, he had a sudden panic attack when he was by a lakeside thinking. Since 
there was no triggering factor in the environment, even himself found this attack irrati-
onal. Leonard's symptoms significantly preoccupied his attention and disrupted his 
daily activities. The onset of symptoms was sudden as there was nothing to account for 
the change in his behaviour. The patient was not aware of the cause of this dramatic 
change in behaviour and his symptoms caused him to be socially stigmatized (Leonard 
1927). 

New Concept of Repression  
RCTN maintains that a new repression concept and an alternative model for unaware-
ness can explain the development of neurosis more consistently and integrate treat-
ments of these disorders into a theoretical framework (Rofe 2013). 

Although RCTN is in agreement with Freud (1914) that repression is key to un-
derstand neurosis, there are some basic differences between two theories in terms of the 
relation of this concept with neurotic disorders (Rofé 2008). RCTN suggests keeping 
the essence of repression concept, the part which was described by Freud in these 
words, "turn something away and keep it at a distance, from the conscious".  In the 
earliest writings of Freud, repression was considered a potentially conscious mechanism. 
It was expressed as 'at least sometimes deliberate, intentional action' (Erdelyi 2006). 
RCTN considers repression a conscious coping mechanism by which the individual 
removes stimuli which are threat risks, using distractive measures. This new conceptua-
lization is consistent with empirical research exploring the fact that repression is not-
hing but a conscious distraction (Holmes 1990). The understanding that repression is 
consciousness and deliberate distraction is consistent with the bulk of experimental 
studies that examine the nature of the repression in the laboratory environment (Hol-
mes 1974, Holmes 1990). 

This new definition eliminates the other three components of psychoanalytic con-
cept of repression (forgetting trauma, unconsciousness, temporary relationship between 
forgotten trauma and neurotic disorders) as they do not have any empirical support 
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(Rofé 2008). Another important change made by RCTN is that it distinguishes 
between normal repression and pathological repression. The repression becomes patho-
logical to the extent that it becomes inadequate to keep stress-related thoughts out of 
mind, or when a person confronts stress that exceeds his/her coping skills. Under these 
circumstances, some individuals tend to intentionally and rationally prefer neurotic 
behaviors which keep them occupied until they become unaware of the stress factor. 
Thus, unlike psychoanalysis, neurosis occurs in response to current stress factors, not 
childhood trauma, and most importantly, repression is the outcome, not the cause of 
neurosis (Rofé 2010).  

According to this theory; irrespective of the source of the stress, the behavioral op-
tions are restricted when the individual is exposed to extreme stress levels. In an envi-
ronment of uncertainty and risk, they may intuitively select some non-rational behavi-
ors as coping methods including aggression, substance abuse, suicide attempt to remove 
stressors. From RCTN's standpoint; people are assumed to have more or less knowled-
ge of their state of action and chose the best action or tools to achieve their goals. As a 
result, people think that when they are confronted with stress that exceeds their normal 
coping ability, a certain neurotic behavior is the best and the least costly reaction (Rofé 
2010). 

Choice of Symptoms 
RCTN claims neurotic behaviors as conscious choices. The main goal of these choices 
is to try to distract the person from stress stimuli that disturb the person. The choice of 
a particular symptom is determined by the cost benefit and profit-loss analysis (Rofe 
2010), the need to control the individual's stressor and whether this behavior is availab-
le through various channels of information (e.g. peer and family). A case which invol-
ved panic attack symptoms can be used to explain the above. A young male patient wad 
afraid to lose his mother who suffers from high blood pressure after his grandmother 
who also suffered from high blood pressure died suddenly. He had some typical behavi-
ours which he had developed rationally as a result of this fear. This person refuses to 
sleep when her mother is asleep. He could sleep only when his mother was awake. He 
started to observe symptoms that he had developed due to insomnia. When this pressu-
re and stress inducing thoughts start to become impossible to cope with, panic attack 
symptoms occur.   

Unawareness: A Self-Deception Process 
RCTN agrees with psychoanalysis, that the fact that patients are not aware of the 
underlying cause of their deviant behaviour is the key to understand neurosis (Shevrin 
and Dickman 1980). However, contrary to psychoanalysis, RCTN explains the lack of 
awareness in conscious and rational terms and attributes this effect to two psychological 
mechanisms. A mechanism elaborated by Rofé in previous studies is associated with 
repressive processes produced by the strong distractive value of the symptom. This 
enables the patient to focus on the symptom and keep stress related thoughts away from 
his/her mind. As a result, the patient is not aware of the original stressor that causes 
symptoms to occur. The second mechanism concerns relate to the psychological proces-
ses by which patients become unaware of their conscious and deliberate involvement in 
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the adoption and maintenance of the symptom. This psychological process by which 
patients create unawareness of the knowledge of self-involvement is essential for main-
taining the repressive value of the symptom. If patients became aware of their involve-
ment,  the symptom would lose its distracting value. Accordingly, any therapeutic 
intervention that disrupts unawareness of knowledge of self-involvement would damage 
the repressive value of the symptom and thus increase the patient's tendency to abandon 
this behavior (Rofé 2010). 

When a neurotic symptom is adopted, various factors weaken the person's 
knowledge of self-involvement. Then a number of mechanisms further reduce the 
knowledge of self-involvement, leading to the inability to retrieve the initial informa-
tion. The phenomenological result of these processes is a temporary lack of awareness 
regarding the patient's active and conscious involvement in producing the deviant beha-
vior. When a patient develops a neurotic symptom, knowledge of self-involvement can 
be weakened by any of the following four factors.  

1. Impaired cognitive functioning: Numerous studies have shown that adverse 
emotional states such as anxiety and depression can lead to cognitive impair-
ments such as attentional deficits (Mialet et al. 1996, Erickson et al. 2005). 
Findings also show that the emotional distress in people distracts them and in-
terferes with their encoding process, resulting in poor learning and memory 
(Christopher and Mac Donald 2005, Rose and Ebmeier 2006). Accordingly, 
given RCTN hypothesis on the development of neurotic diseases, when pati-
ents are confronted with intolerable stress, their awareness of self-involvement 
will be disrupted at the decision making at the onset stage (Rofe 2010). 

2. Directed forgetting: The studies in which people are instructed to forget the 
information they are provided, have shown that people have the ability to for-
get any information by deliberately disrupting the encoding process (Anderson 
2005,  Hourihan et al. 2006, Gottlob et al.  2006). Therefore, given patients' 
interest in being unaware of their self-involvement, the patients can direct 
their attention away intentionally, hindering the encoding of knowledge of 
self-involvement (Rofe 2010).  

3. Symptom distractibility: Research has shown that encoding can be disrupted 
by distractive factors (Wolach and Pratt 2001, Tremblay et al. 2005). In this 
regard, the behavioral change becomes so dramatic and unusual that it is likely 
to consume the patient's entire attention. Since attention is so intensely focu-
sed on these extremely powerful and distractive stimuli that the encoding of 
knowledge of self-involvement is seriously disrupted. DID (Dissociative iden-
tity disorder) can be given as a clinical example which shows the effect of neu-
rotic symptoms on the attention of a person. As noted by Bliss (1980), a DID 
patient "creates personalities by blocking everything from her head, mentally 
relaxes, concentrates very hard. She clears her mind but she is not aware of 
what she's doing". 

4. Brief encoding period: Clinical evidence indicates that the ultimate decision 
regarding the choice of a specific neurotic disorder is made spontaneously, in 
the absence of prior planning. For example, Malamud (1944) describes the ca-
se of an unhappy, married man whose wife became pregnant, despite an agre-
ement that they would not have children. On the way to the hospital to visit 
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his wife and newborn child, the man was slightly injured in a car accident and 
immediately developed hysterical blindness. Obviously,  as the symptom deve-
loped spontaneously, the patient did not even have an opportunity to con-
template the knowledge of self-involvement. 

In summary, the above four factors should substantially weaken the encoding of 
knowledge of self-involvement and may even cause the patient to be totally unaware of 
this knowledge. It is difficult to say that all these factors have an effect on every case, 
but only one factor can be quite influential. 

Retrieval Inhibiting Mechanisms 
State Dependent Memory and Environmental Context 
Numerous studies on state-dependent memory indicate that retrieval becomes even 
more difficult when the individuals' conditions during retrieval differs from that of the 
original learning situations (Blaney 1986, Lang et al. 2001). Similarly, altering the 
individual's emotional state facilitates forgetting (Pearce et al. 1990, Eich 1995). Since 
symptom adoption relieves emotional distress, altered emotional state after symptom 
adoption hinders the retrieval of knowledge of self-involvement. State dependent me-
mory is especially effective in inhibiting knowledge of self-involvement in DID patients 
because the alternate personalities tend to be extremely different in terms of tastes, 
preferences, emotion, behavior, gender, and age (Putnam et al. 1986). Changes in the 
environmental context have also been shown to reduce the recall and recognition per-
formance (Smith and Vela 2001). Several symptoms, such as agoraphobia, dissociative 
fugue, and compulsive cleaning, generate significantly different environments from 
those prior to symptom adoption and thus also inhibit the retrieval of knowledge of 
self-involvement (Rofe 2010). 

Suppression 
Experimental evidence indicates that people can recruit a cognitive-neuropsychological 
mechanism by which awareness is prevented for unwanted memories (Anderson and 
Green 2001, Geraerts and McNally 2008, Levy and Anderson 2008). These studies 
have demonstrated that when participants were instructed to intentionally forget earlier 
learned items, subsequent memory performance was impaired. Therefore, patients 
weaken the retrieval of knowledge of self-involvement by intentionally suppressing 
thoughts about this anxiety-provoking knowledge and by avoiding situations that may 
remind them of it. This theoretical approach is consistent with the psychoanalytic 
definition of suppression, which was seen as conscious efforts to forget undesirable 
material (Freud 1936). 

Hypnotic Amnesia 
Research on hypnotic amnesia has shown that this phenomenon is the consequence of 
active distractive maneuvers through which the person deliberately ignores relevant 
target cues and attends exclusively to other matters (Bowers 1996, Wagstaff and Frost 
1996). Therefore even after the encoding stage, patients with neurotic disorder can 
induce an amnesic-hypnotic state by deliberately focusing on the neurotic behavior, 
thereby blocking the retrieval of knowledge of self-involvement.  
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Thus, all of the factors mentioned above cause a total state of unawareness immedi-
ately after the initial display of the symptom. 

Self-Deceptive Belief 
As mentioned earlier, most patients develop a self-deceptive belief of illness depending 
on the information they are exposed to. However, how can we explain the cases in 
which patients deny any possibility that there is something wrong with them? For 
example, a patient who is anorexic can insist that "she looks fine and that there is not-
hing wrong with her being so skinny" and state that "I enjoy having this disease and I 
want it. I can not convince myself that I am ill and that there is something from which 
I need to recover "(Bruch 1978). From RCTN's point of view, patients who deny that 
their behavior is deviant, who are mainly anorexics and certain patients with OCD are 
no less logical and reality-oriented than patients in the "illness" group (Kozak and Foa 
1994). These patients deny their diseases based on the information they derive from 
external and internal evidence to which they are exposed and create an unawareness. 
Socially accepted behaviors are often observed (e.g. diet and cleanliness). The symptom 
is eve praised before it increases to exaggerated, strange levels. Even after onset, the 
social reinforcement is likely to continue at least at the level observed in the initial 
stage. For example, Branch and Eurman (1980) found that at first, families and friends 
admire sufferers of anorexia for their appearance and self-control (Porzelius et al. 1999).  

The second reason that motivates patients to deny that their behavior is deviant is 
an internal experience of sense of control.  As noted by Bruch (1978) regarding ano-
rexia, keeping weight and body size under control provides patients with a meaningful 
sense of achievement. It gives them a goal in life, which replaces the emptiness and the 
helplessness. Weight loss helps combat feelings of inadequacy and improves self-worth 
(Hollon 1990). A similar view was expressed by Edelstein (1989); he noted that ano-
rexia satisfies patients' compulsive need to master their vital drive of hunger. The sense 
of control may also be important in OCD. In OCD too, the symptoms empower pati-
ents to overcome their fear of loss of control over their impulsive behaviors (Denys et al. 
2004). 

An additional internal factor that should intensify patients' tendency to deny that 
their behavior is deviant, to such an extent that they may even take pleasure in their 
behavioral change (see Bruch,1978), is emotional relief resulting from the distractive 
value of the symptom. Because patients deny that their behavior is deviant, they invent 
self-deceptive explanations to rationalize their sudden behavioral change. For example, 
Garner (1986) noted that "Bizarre eating patterns and the resolute refusal of adequate 
nourishment become plausible given the anorexic patient's conviction that thinness is 
essential for her happiness or well-being." 

Given RCTN's claim that self-deceptive belief of denial is not voluntary, but is ba-
sed on adequate information, one would expect that people with anorexia will abandon 
this belief in favor of a self-deceptive belief of illness when bodily conditions are serio-
usly deteriorated. Indeed, as supported by Greenfeld (1991) the tendency to adopt a 
belief of illness is greater among patients with increased weight loss and longest inpati-
ent stays. Moreover, when bulimic symptoms accompany anorexic behavior, there is a 
greater tendency to choose the strategy of illness, rather than denial (Pryor et al. 1995).  
This seems to be so because binge eating is socially unacceptable and is associated with 
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the sense of loss of control (APA 2000). From the perspective of RCTN, however, the 
patients in "denial" are no less realistic or rational than the patients with "illnesses." 
Patients make logical inferences from the specific external and internal observations to 
which patients are exposed immediately after the creation of unawareness. 

Rational Choice Theory in Sexual Abuse 
Application of the rational choice theory to crime has emerged to explain offenses as a 
function of anticipated reward and punishment. Advocates of this theory investigate 
why some people refrain from committing sexual offenses, while others commit sexual 
offenses. According to this theory; the person calculates the benefits and losses that will 
be incurred in the criminal action that the person will commit and identifies positive 
and negative outcomes and commits the crime if it is a profitable choice. In this case, 
the person potentially has the idea of the crime and his tendency to commit a crime will 
increase if the benefit from that crime is greater than the crime's harm depending on 
his analysis. In the studies conducted in this field found that sex offenders both rationa-
lize and calculate their behavior when committing a crime (Gönültaş et al. 2015). 

Integrative Therapeutic Model 
Based on the belief that neurotic disorders are the consequence of factors beyond a 
person's conscious control, traditional theories of psychopathology believed that, like 
the treatment of a physical illness, therapeutic intervention has a curative effect in the 
sense that it eradicates the underlying cause of disorder. Although different schools of 
psychopathology have not reached consensus on the direct cause of deviant behavior, all 
agree that patients have some constitutional psychophysiological deficits which are 
curable. Given RCTN's claim that the neurotic symptom is a pathological coping 
mechanism that people consciously and deliberately adopt when stress exceeds their 
normal coping abilities, the goal of therapy is to produce appropriate psychological 
conditions that will motivate patients to abandon their symptoms. The optimal psycho-
logical state is the elimination of stress, either directly or indirectly, through the rein-
forcement of patients' coping skills. 

In conclusion, according to this theory, all therapies exert their effects by removing 
patients' absence of awareness, increasing the cost of symptoms, reducing their emotio-
nal distress or eliminating stressors (Rofe 2010). 

Conclusion  
The rational choice theory presents a new perspective in psychopathology that is cont-
rary to traditional theories. This theory claims that, contrary to the basic assumptions of 
other theories, patients consciously and rationally choose a neurotic symptom as a 
pathological coping mechanism when confronted with intolerable levels of stress. This 
radical change in traditional thinking enables the theory to use numerous studies of 
informational processing to account for patients' unawareness of the underlying cause of 
their neurotic symptoms. Additionally, the re-conceptualization of neurosis constitutes 
a milestone in understanding the mechanisms of therapeutic change. Although investi-
gators are increasingly pessimistic about the possibility of integrating research and 
clinical evidence about the efficacy of various therapeutic interventions, this theory is 
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able to account for the efficacy of various interventions by a single set of theoretical 
concepts.   

RCTN shares Freud's (1915) clinical intuition that the key to understanding neuro-
sis is clarifying the mechanism that controls the process of unawareness and the mani-
festation of the symptom. Both theories believe that all neurotic disorders have the 
same etiology and that patients become unaware of a particular stressor, trauma, or 
complaint through the repression mechanism. Freud believed that unawareness is im-
portant for understanding the phenomenon of neurosis through his work with neurotic 
patients. Consistent with the cognitive theory, RCTN claims that patients' beliefs play 
an important role in the development and treatment of anxiety disorders (Clark 1986, 
Beck 1988). 

Following many years of intensive research,  along with the ongoing controversy re-
garding the mechanism that controls the development and treatment of psychological 
disorders, the central task of anew theory in psychopathology is to resolve the difficul-
ties in the field and integrate the findings that have accumulated throughout the years 
into a single theoretical framework. Thus, although apart from case studies, this theory 
does not present new data of its own, it provides a theoretical framework by which 
unaccountable difficulties in both psychotherapy and psychopathology can be addres-
sed. For this reason, although more research is needed to reach the ultimate understan-
ding of mental disorders, it is thought that to achieve this goal rational choice theory 
must be included in available theoretical approaches.. 
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