
Whether schizophrenia should be renamed to help reduce stigma
has sparked debate among the scientific community.1–3 Some argue
that changing the name would help reduce iatrogenic stigma, as
schizophrenia has connotations of disease and ‘split-mind’.3 Others
maintain that stigma is due to the public’s ignorance and fear of
people with mental illness2 and better education, not a name
change, is what is necessary. In 2002, Japan changed their term
for schizophrenia from ‘split-mind-disease’ to ‘integration disorder’
in an effort to change public attitudes.4,5 Similarly, although not
directly aimed at changing attitudes, ‘manic depression’ was
officially changed to ‘bipolar disorder’ in 1980. This change has
been cited as an example of where changing terminology has
helped to reduce stigma.6 However, there is little empirical
evidence regarding renaming; whereas one study exploring the
effect of the Japanese name change reported a decrease in
endorsement of the stereotype ‘criminal’ among college students,5

two studies using small college student samples, in China and
Canada, found no difference between different terms presented
for schizophrenia.7,8 There have been no general population studies
exploring the effect of different labels for schizophrenia on public
beliefs and attitudes, and no studies exploring the effect of renaming
on all components of public stigma (i.e. cognitive, emotional and
behavioural reactions). No studies have explored the effect of the
name change in bipolar disorder on public beliefs and attitudes. This
study aimed to address these gaps in the literature for both disorders.

Method

We recruited 1621 UK residents using email, flyers and social
networking sites using an incentivised form of snowballing9 (see
online Table DS1 for sociodemographic characteristics). Of those
who accessed the site, 79.7% completed the online survey. We used
an experimental randomised cross-sectional design. Each participant
received two vignettes: one met DSM-IV10 and ICD-1011 criteria for
schizophrenia and was labelled either schizophrenia or integration
disorder, and the other met DSM-IV and ICD-10 criteria for
bipolar disorder and was labelled either bipolar disorder or manic
depression. Label pairing and presentation order were counter-
balanced and participants randomly assigned. Vignettes were
reviewed by five experts for the purpose of masked diagnostic
allocation and to ensure they were deemed representative of the
target disorder and of equal severity.

After being presented with each vignette, respondents
completed questionnaires covering five aspects of public stigma:
causal beliefs, prognosis, emotional reactions, stereotypes and
behaviour (social distance). Derivations of the vignettes and the

public stigma questionnaire scales are given in the online supplement.
In the present sample, alpha coefficients were good to excellent for all
scales. To assess the influence of different diagnostic labels on beliefs
and attitudes, 26262 between-subjects ANOVAs were conducted
for each vignette separately. The inclusion of presentation order and
pairing as fixed factors allowed for the assessment of any interaction
effect with the effect of label. There was no interaction, indicating
that the effect of label did not vary depending on which label was
presented first or which label it was paired with. All P-values were
Bonferroni corrected for tests carried out within each questionnaire.

Results

‘Bipolar disorder’ v. ‘manic depression’

There was a significant difference between the two labels on all
causal beliefs, with psychosocial causes being ascribed more to
the label manic depression than to bipolar disorder (Table 1 and
online Table DS2 for means and standard deviations). Biomedical
causes were ascribed more to the label bipolar disorder than to
manic depression, and fate causes were ascribed more to the label
manic depression than to bipolar disorder. The label manic
depression elicited more fear and a greater desire for social
distance than bipolar disorder. There was no difference between
the two labels on prognosis without treatment or under optimal
treatment; compassion or anger; or on the stereotypes of
dangerousness, dependency, or intelligence and creativity.

Schizophrenia’ v. ‘integration disorder’

Psychosocial causes were ascribed more to the label integration
disorder than schizophrenia (Table 1 and online Table DS2).
The stereotype of dangerousness was ascribed more to the label
schizophrenia than to the label integration disorder. Conversely,
the label integration disorder elicited a greater desire for social
distance than schizophrenia. There was no difference between
the two labels on biomedical or fate causal beliefs; prognosis
without treatment or under optimal treatment; fear, compassion,
or anger; or on the stereotypes of dependency, or intelligence and
creativity.

Discussion

The influence of different diagnostic labels on stigma appears
complex. ‘Bipolar disorder’ was associated with less stigma on
some domains, with it reducing fear and desire for social distance.
‘Integration disorder’ had mixed effects, with it increasing
endorsement of psychosocial causes and reducing attributions
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Summary
Renaming disorders to change public beliefs and attitudes
remains controversial. This study compared the potentially
destigmatising effects of renaming schizophrenia with the
effects of renaming bipolar disorder by comparing the label
‘schizophrenia’ to ‘integration disorder’, and ‘bipolar disorder’
to ‘manic depression’, in 1621 lay participants. ‘Bipolar disorder’
was associated with less fear and social distance than ‘manic

depression’. ‘Integration disorder’ was associated with increased
endorsement of a biopsychosocial cause and reduced attributions
of dangerousness but also increased social distance,
highlighting the complex effects renaming has on stigma.
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dangerousness, while simultaneously increasing desire for social
distance. These significant findings all showed a small effect size
at best, yet the 1.6–3.4% change observed on these measures
compares favourably with Time to Change, the UK’s largest
anti-stigma campaign, which demonstrated a 1.4% improvement
on measures of attitudes and social distance since 2008.12 One
aim in the Japanese renaming of schizophrenia was to promote
a biopsychosocial model of causality.4 In our study, integration
disorder was ascribed more to psychosocial and less to biomedical
causes, suggesting this objective may be achieved if it were to be
renamed. The belief that people with schizophrenia are dangerous
is consistently cited as detrimental to their inclusion in society.
Findings suggest that, independent of behaviour, the term
schizophrenia may have a role to play in perpetuating this
stereotype. The label integration disorder had a negative effect
on social distance. Van Os3 proposed that the term integration
disorder may paradoxically induce stigma because the public
cannot relate to a universal psychological function of ‘integration’.
Research is therefore needed to explore alternative labels for
schizophrenia, such as ‘salience syndrome’.3 Integration disorder
was also the less familiar diagnosis, and familiarity is known to
reduce social distance.13

The more positive attitudes associated with ‘bipolar disorder’
may be due to the impact it had on causal beliefs. That is,
endorsement of biomedical beliefs have been found to have a
positive effect on stigma,14 whereas endorsement of fate causal
beliefs have a negative effect.15 It may also simply represent an
effect of iatrogenic stigma, with manic depression evoking
descriptions of people as ‘maniacs’. Renaming may also have
indirect effects on public stigma through the reduction of
internalised stigma. Specifically, it may have allowed people to
reject the negative stereotypes attached to manic depression,
subsequently promoting disclosure and therefore increasing
contact between people with bipolar disorder and the general
population. It may also have made those being disclosed to more
receptive to education by reducing initial assumptions. This study
does not support the assertion that any benefits of renaming are
short-lived as ‘bipolar disorder’ continues to be less stigmatised.
Indeed, any positive effects of renaming through changes in

internalised stigma, or through its interaction with education,
are likely to take time to become apparent.

This is the largest study to explore renaming and stigma, and
although the ethnicity of the sample was broadly representative
of the UK population, the sample was predominantly female
and educated to degree level, which may limit generalisability.
Importantly, though, neither gender nor educational attainment
predicted scores on social distance in the present sample.

The negative effect the term integration disorder had on social
distance suggests any decisions to rename should be made with
caution. However, a decision not to rename may overlook an
important opportunity to tackle damaging stereotypes and
promote a biopsychosocial model of causality. Finally, service users
and families have been campaigning for over 30 years to have the
term for schizophrenia changed.4 It is of paramount importance
that this is not ignored in any decision regarding renaming.
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Table 1 Effect of different diagnostic labels for bipolar

disorder and schizophreniaa

Bipolar disorder Schizophrenia

f d f d

Causal beliefs

Psychosocial 10.19** 0.16 8.68** 0.14

Biomedical 12.85*** 0.20 5.48 –

Fate 6.73* 0.14 3.03 –

Prognosis

Without treatment 0.56 – 0.99 –

Under optimal treatment 0.38 – 0.02 –

Emotional reactions

Fear 6.69* 0.14 2.19 –

Compassion 0.17 – 1.07 –

Anger 0.04 – 0.44 –

Stereotypes

Dangerousness 0.78 – 9.28** 0.15

Dependency 4.87 – 1.21 –

Intelligence/creativity 0.06 – 3.96 –

Social distance 9.36*** 0.16 5.43* 0.13

a. Bipolar disorder: n= 1569–1579; schizophrenia: n= 1566–1578; d.f.= 1, error
d.f.= 1558–1572.
*P50.05, **P50.01, ***P50.001.
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