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Medical Nomenclature and Patient Understanding: Lessons from the Polycystic Ovary Syndrome to Polyendocrine Metabolic Ovarian Syndrome Transition

Abstract
Background. Medical nomenclature can influence patients, clinicians, diagnostic accuracy, and health outcomes. On 12 May 2026, after a multi-year global consensus process, polycystic ovary syndrome (PCOS) was formally renamed polyendocrine metabolic ovarian syndrome (PMOS). The change reflected the recognition that the older term was scientifically imprecise and could contribute to delayed diagnosis, fragmented care, stigma, and limited patient understanding.
Objectives. Using the PCOS-to-PMOS transition as a case study, this narrative review examines how an imprecise name may contribute to diagnostic delay, stigma, clinician confusion, and poorer outcomes. It synthesises evidence across five linked questions: how disease names shape patient understanding and health literacy; how they contribute to diagnostic delay and misdiagnosis; how they relate to stigma and psychosocial burden; how they influence clinician decision-making and care coordination; and what these effects imply for healthcare quality and patient safety.
Methods. A narrative review of peer-reviewed literature, professional society publications, and grey literature was conducted using PubMed, Scopus, Web of Science, Google Scholar, and professional society websites. Search terms related to the phenomenon of interest, including “disease nomenclature,” “disease naming,” and “medical terminology,” were combined with terms describing its proposed effects, including “patient understanding,” “health literacy,” “diagnostic delay,” “stigma,” and “medical cognition,” and with condition-specific terms, including “PCOS,” “polycystic ovary syndrome,” and “PMOS.” Priority was given to studies addressing the effects of disease names on diagnosis, clinical outcomes, and health literacy.
Findings. The evidence indicates that an imprecise name can weaken diagnostic accuracy through identifiable cognitive pathways. Cognitive load theory, conceptual anchoring, and semantic priming together explain how a name shapes patients’ and clinicians’ understanding. Historical reforms, from “hysteria” to specific diagnoses and from “Mongolism” to Down syndrome, show that more accurate naming has accompanied improved recognition and care. PCOS affects approximately one in eight women, or more than 170 million worldwide, yet up to 70% may remain undiagnosed or face diagnostic delays of several years. The PMOS revision illustrates how evidence-based terminology can be aligned with current scientific understanding.
Conclusions. Medical terminology is not merely semantic; it shapes clinical reasoning, patient comprehension, and diagnostic and therapeutic pathways, with potential consequences for outcomes. The PCOS-to-PMOS transition shows that systematic, evidence-based nomenclature change is feasible and that disease names should reflect scientific understanding while supporting optimal care. Healthcare systems should treat nomenclature accuracy as a component of quality improvement and patient safety.
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1. Introduction
1.1 The Power of Medical Nomenclature
When patients are diagnosed, they first encounter the name of their condition before they understand its biology. The name shapes their interpretation of the illness and their perceptions of its anatomical location and severity (Missel et al., 2025). At the same time, the name provides clinicians with a parallel frame that guides diagnostic focus, clinical suspicion, and specialist involvement. Names also shape clinicians’ conceptualisation of conditions and influence diagnostic reasoning (Yazdani et al., 2017). They direct attention towards particular organ systems, pathological mechanisms, and clinical possibilities. For patients, they frame the meaning of everything that follows, including symptoms, treatment, prognosis, and the seriousness of the condition (Funkhouser, 2018). Experimental evidence from another diagnostic context further indicates that label wording can alter whether lay audiences perceive a condition as medically legitimate, even when the symptom description is unchanged (Kulwicka et al., 2025).
When a name is accurate, it supports diagnostic precision, clinical assessment, and integrated care. When it is misleading, the same process works in reverse, encouraging miscommunication, missed diagnoses, and fragmented management (Alharbi et al., 2025). Studies of medical cognition show that diagnostic labels can shape clinicians’ reasoning. Research on patient education likewise shows that these same labels influence whether patients view their illness as a problem of a single organ system or as a broader multisystem condition (Sims et al., 2025). Misconceptions introduced by a misleading name can be difficult to disregard, often persisting even after direct correction. They also create an additional cognitive burden for patients, who must reconcile the name’s suggestion with their lived experience. Recent health-communication evidence from a non-PCOS context similarly indicates that limited and superficial disease information can leave audiences with low condition-specific knowledge, which supports the need for diagnostic terminology that reinforces, rather than competes with, patient education (Suemo et al., 2023). Broader health-literacy evidence also indicates that accessible health information and communication strategies can support informed decision-making and effective self-management in chronic disease contexts (Kaur et al., 2025). This gap between implication and reality makes medical nomenclature a matter of clinical consequence rather than mere semantics.
1.2 Case Study: Polycystic Ovary Syndrome
Few conditions illustrate this gap as clearly as polycystic ovary syndrome (PCOS). It is the most common endocrine disorder among women of reproductive age, affecting roughly one in eight women and more than 170 million people worldwide (Louwers & Laven, 2020). However, for decades, it carried a name that did not accurately reflect the condition. The resulting effects followed the pattern described above and included long delays in diagnosis, fragmented care across poorly connected specialties, and a significant burden of psychosocial stigma. Recent PCOS-focused studies continue to show that patient knowledge gaps remain clinically relevant: a 2026 undergraduate survey reported limited awareness of PCOS symptoms, risk factors, and complications, while contemporary reviews describe PCOS as a heterogeneous disorder with reproductive, metabolic, psychological, and quality-of-life consequences across the life course (Uka-Kalu et al., 2026; Stener-Victorin et al., 2024; Sung et al., 2026). Recent qualitative evidence also indicates that symptom dismissal, misaligned care priorities, and reliance on self-advocacy can complicate timely and comprehensive care for people with PCOS (Zhang et al., 2025).
The international medical community eventually concluded that the term “polycystic ovary syndrome” was not only inaccurate but also contributed to these harms. Following a multi-year consensus process involving 56 leading academic, clinical, and patient organisations, as well as more than 14,300 stakeholders, the condition was formally renamed polyendocrine metabolic ovarian syndrome (PMOS). This was a deliberate change, not a cosmetic one. Each part of the new name was chosen to reflect the current evidence on the condition’s pathophysiology and to address the specific clinical harms associated with the old name (Shukla et al., 2025). The 2023 international evidence-based guideline also emphasised consistent, evidence-based assessment and management across multiple clinical questions, reinforcing that terminology should support, rather than obscure, multidisciplinary recognition and follow-up (Teede et al., 2023). A recent endocrine–metabolic synthesis likewise characterises PCOS as a systems-level disorder in which metabolic and reproductive pathways interact; this framing is consistent with terminology that does not confine the condition to ovarian morphology (Ashraf et al., 2026). International stakeholder research conducted before the formal transition similarly found broad support among patients and health professionals for renaming PCOS and for including endocrine and metabolic concepts in the revised terminology (Teede et al., 2025). The rest of this review uses the transition from PCOS to PMOS to examine how medical naming shapes understanding, diagnosis, stigma, and care. It also considers the milestones this change may realistically achieve, as well as the limits of what renaming alone can do. 
Research gap
Direct evidence on how the recent transition from PCOS to PMOS affects patient and clinician understanding remains limited. A focused narrative review is therefore needed to clarify the cognitive and clinical pathways through which nomenclature may influence understanding, diagnostic delay, stigma, clinician reasoning, care coordination, and healthcare quality, while distinguishing plausible mechanisms from outcomes that require future empirical evaluation.
Objectives
This review uses the PCOS-to-PMOS transition as a case study to examine how medical nomenclature may shape patient understanding, diagnostic delay, stigma, clinician reasoning, care coordination, and healthcare quality.
2. Methods
To examine how nomenclature shapes patient understanding, diagnostic accuracy, and health outcomes, we conducted a narrative review of peer-reviewed literature, professional society publications, and grey literature. Searches were conducted across PubMed, Scopus, Web of Science, Google Scholar, and professional society websites. Search terms combined concepts related to naming, including “disease nomenclature,” “disease naming,” “medical terminology,” and “nomenclature,” with terms linked to its proposed effects, such as “patient understanding,” “health literacy,” “diagnostic delay,” “stigma,” and “medical cognition.” Condition-specific terms were also included, namely “PCOS,” “polycystic ovary syndrome,” and “PMOS.” Additional searches focused on diagnostic delay, stigma in chronic illness, and the influence of terminology on diagnosis.
The selection process prioritised peer-reviewed studies, professional-society consensus statements, and foundational literature on medical cognition and health literacy. The review drew together three main strands of evidence: the accuracy of disease naming and its relationship to clinical course; the relationship between naming, patient understanding, and health literacy; and the effect of names on diagnostic accuracy and delay. These evidence strands were supplemented by literature on naming, stigma, psychosocial burden, and patient experience, as well as research specific to PCOS and PMOS.
Because the mechanisms involved are both cognitive and clinical, the review also incorporated theoretical work on cognitive load, conceptual anchoring, and semantic priming. To place the renaming of PCOS within a broader historical context, examples of nomenclature reform were included regardless of publication date, since the dynamics of naming and renaming extend across periods and medical fields.
3. Theoretical and Conceptual Foundations
3.1 Disease Names and Health Cognition
Medical names can carry clinical weight because human cognition must process new and complex information under conditions of uncertainty. Three overlapping mechanisms help explain this effect: cognitive load, conceptual anchoring, and semantic priming.
The first is cognitive load. When patients learn that they have a condition, they must connect the name they have been given with the symptoms they experience. The more complex or misleading the name is, the greater the mental effort required to make this connection. A name that clearly signals the nature of a condition can reduce this burden and leave patients with greater capacity to absorb new health information. A name that points in the wrong direction has the opposite effect (Baxter et al., 2025). Patients must first work against the implication of the name before they can develop an accurate understanding of their illness. In such cases, health education may struggle to take hold because it is being layered over a misleading label.
The second mechanism is conceptual anchoring. This explains why misconceptions created by a name can be so persistent. The first meaning patients attach to a diagnosis often serves as a reference point that shapes how they interpret subsequent information (Biring et al., 2025). When patients are told they have “polycystic ovary syndrome,” they may immediately imagine cysts and ovaries. That initial image can then filter how they receive information about metabolic dysfunction, cardiovascular risk, and systemic endocrine disturbance. Because the anchor is established early, it may remain in place even when clinicians directly correct it. This is why education is necessary but often insufficient on its own.
The third mechanism is semantic priming. This explains how the words within a name carry emotional and conceptual associations. Individual words activate meanings almost automatically. “Cysts” may suggest disease, abnormality, and risk, even when no pathological cyst is present. “Ovary” situates the condition within a gynaecological and reproductive framework, which can obscure its systemic and metabolic dimensions. By contrast, a name built around “endocrine” and “metabolic,” as in polyendocrine metabolic ovarian syndrome, activates a different set of associations. It points to systemic hormonal and metabolic dysregulation and may support a fuller, more accurate understanding of the condition (McNamara, 2005). Collectively, these mechanisms show that medical names are not neutral labels. They shape how patients understand illness, how clinicians frame diagnosis, and how both groups make sense of the care that follows. As shown in Figure 1, a disease name first influences cognition through cognitive load, conceptual anchoring, and semantic priming.
Figure 1. Conceptual Pathway Linking Disease Names to Patient and Clinical Outcomes
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3.2 Patient Health Literacy and Disease Concepts
These mechanisms do not remain confined to theory. They appear directly in what patients come to believe about their own bodies. A clear and accurate name can help patients understand the nature and seriousness of their condition. An inaccurate or partial name, by contrast, can introduce basic misconceptions that persist even after diagnosis and education.
For PCOS, this problem was especially clear. The term “polycystic ovary syndrome” seemed to tell patients, in plain language, that the condition was mainly about cysts on the ovaries. As a result, many patients did not understand it as a systemic disorder with metabolic, endocrine, cardiovascular, and psychological dimensions. Instead, they often interpreted it as a localised gynaecological problem (Dong & Rees, 2023). When educational materials tried to broaden that understanding, they often had to work against the name itself. The difficulty was not simply that patients lacked information, but that their initial understanding had been anchored in a label that continually drew attention to the ovary. In such cases, information alone could not easily undo the frame the name had created.
That frame had practical consequences. A woman who understands her condition as an “ovarian disorder” may have little reason to expect referral to an endocrinologist. She may also struggle to see why glucose tolerance testing, lipid panels, or cardiovascular risk assessment belong in her care. The gynaecological framing implied a problem confined to the reproductive system, and this implication became a barrier whenever clinicians tried to explain the condition’s broader multisystem nature (Dennett & Simon, 2015). In this sense, the gap between the name and the disease was not abstract. It repeatedly interfered with the very care patients needed.
3.3 Comparative Analysis: Other Conditions with Imprecise Nomenclature
PCOS is not the only condition affected by this problem. Many medical conditions carry names that describe a visible or surface feature while obscuring the underlying pathology. When this happens, confusion, misunderstanding, and diagnostic difficulty often follow.
Irritable bowel syndrome (IBS) offers one example. Patients may confuse it with inflammatory bowel disease, such as Crohn’s disease or ulcerative colitis, partly because the word “irritable” can be interpreted as suggesting inflammation, even though IBS is not an inflammatory condition (Witchel et al., 2019). The name also does little to convey the disorder’s functional brain-gut nature. As a result, patients may struggle to understand why tests show no inflammatory markers or why anti-inflammatory treatments do not relieve their symptoms. As with PCOS, education must then work against a misconception that the name continues to sustain.
Myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) shows the same pattern, but with even greater consequences. The term “chronic fatigue syndrome” suggests little more than persistent tiredness, although the condition involves immune dysfunction, autonomic abnormalities, and post-exertional malaise. This mismatch can foster perceptions that patients are lazy and that the condition is trivial among the wider public. It also explains why advocates have long called for a name such as systemic exertion intolerance disease (SEID), which better reflects the condition’s neurological and systemic nature (Arron et al., 2024). As with PCOS, an imprecise label has been associated with delayed diagnosis, limited clinical recognition, and inadequate research attention.
Attention-deficit/hyperactivity disorder (ADHD) illustrates a subtler version of the same issue. Its name foregrounds observable behaviours, particularly inattention and hyperactivity, while saying little about the broader dysregulation of executive function, impulse control, and emotional regulation that often characterises the disorder (Ford-Jones, 2015). A behaviourally framed label can therefore narrow the scope of understanding for patients, families, educators, and clinicians.
Across these examples, the underlying pattern is the same. A name that describes appearances can limit a patient’s understanding of what their condition actually is.
3.4 PMOS as a Health Communication Tool
This is the context in which the case for renaming PCOS becomes clearer. The old term placed the condition firmly within the ovary. By contrast, “polyendocrine metabolic ovarian syndrome” is intended to signal from the outset that the disorder involves multiple endocrine systems and has a primary metabolic basis, with the ovary as one site of involvement rather than the whole condition. The new name is meant to show that this is not simply a matter of “ovarian cysts,” but a complex condition that extends across reproductive health, metabolic regulation, and other body systems (Teede et al., 2026). Whether this intention will lead to a clearer understanding among patients and clinicians remains an empirical question, and one that only further study can answer.
The reasoning behind the change was explicitly communicative. Patient advocates and other stakeholders involved in the consensus process argued that the terminology should help patients understand the condition and engage with genuinely multidisciplinary care (Endocrine Society, 2026). The hope is that patients who recognise PMOS as a metabolic and endocrine disorder may be more willing to pursue lifestyle changes to improve insulin sensitivity, accept referrals to endocrinology and metabolic specialists, and commit to long-term metabolic monitoring (Teede et al., 2026). In this sense, the new name serves as a health communication tool and a scientific correction. It attempts to close the gap between the label and reality that this review has traced.
4. Disease Nomenclature and Diagnostic Delays
4.1 Diagnostic Delays in PCOS/PMOS
When a misleading name distorts understanding, one of its most measurable consequences is diagnostic delay. This has been one of the most consistently documented harms associated with PCOS (Gibson-Helm et al., 2017). Studies suggest that as many as 70% of affected women may remain undiagnosed, or their condition may remain unsuspected (Teede et al., 2026). Among those who do receive a diagnosis, many wait years for a diagnosis, often receiving one only after a fertility work-up, the development of more serious metabolic problems, or repeated consultations with different clinicians offering different explanations (Li et al., 2025).
The name is not the only reason for this delay, and it would overstate the case to suggest otherwise. Diagnostic delay in PCOS is genuinely multifactorial. It reflects the condition’s varied presentation, competing diagnostic criteria, the lack of a single definitive biomarker, uneven awareness in primary care, and unequal access to specialist assessment. Still, the name remains one important factor (Teede et al., 2026). By presenting the condition as primarily gynaecological, “polycystic ovary syndrome” may have narrowed diagnostic thinking outside reproductive or gynaecological settings. A woman presenting with insulin resistance, dyslipidaemia, hypertension, acne, or hirsutism might not be assessed for an endocrine or metabolic disorder if the condition is mentally filed under reproductive medicine.
This matters because the consequences of delay are not evenly distributed across the condition’s features. The metabolic complications of PCOS, including insulin resistance, type 2 diabetes, and cardiovascular disease, are among the areas most responsive to early intervention (Ahmad et al., 2025). Years lost to a gynaecological framing may therefore also mean years of postponed lifestyle change, monitoring, and prevention that could have reduced long-term metabolic morbidity (Teede et al., 2026). A name that foregrounds the metabolic dimension could, in principle, support earlier recognition, especially among women who present with metabolic rather than reproductive concerns and may be more easily missed under the old frame (Ali, 2026).
5. Disease Nomenclature and Stigma
5.1 Stigma Associated with “Polycystic Ovary Syndrome”
Beyond the clinic, a name also carries social weight, and the old terminology created its own harms. The words “polycystic ovary” and “cysts” carried associations of pathology and abnormality that many patients found distressing. This was especially true because “cysts” can easily, though incorrectly, be associated with cancer or other serious diseases. As a result, the name became a source of fear and embarrassment rather than simply a source of information (Teede et al., 2026).
That embarrassment was not only private. Some women described feeling ashamed of the term or struggling to explain to family and friends what “cysts” did and did not mean. The stigma attached to the name, together with the common misunderstanding of the condition as mainly a fertility problem, has been linked to social withdrawal and reluctance to seek help. The reproductive framing was especially harmful in settings where menstrual or fertility difficulties are strongly stigmatised or closely tied to a woman’s social standing (Endocrine Society, 2026). In such contexts, naming the condition in reproductive terms can deepen an existing social penalty rather than reduce it.
If the name shaped how patients and society understood the condition, it also shaped how the medical system organised care around it. This was where its effects became visible in the form of fragmented care.
6. Disease Nomenclature and Care Fragmentation
The same gynaecological framing that narrowed diagnosis and deepened stigma also fragmented care. By presenting the condition as an “ovarian syndrome,” the old name encouraged a siloed model in which different specialists treated separate aspects of the disorder without a shared framework or regular coordination (Society of General Internal Medicine, 2014). A gynaecologist might manage ovulatory dysfunction, an endocrinologist the metabolic disturbance, and a cardiologist the cardiovascular risk, without any of them necessarily recognising these problems as connected features of one underlying condition (Pavičić Baldani et al., 2015).
The name reinforced this division of labour. Because it framed the condition as gynaecological, endocrinologists and internists could easily regard it as belonging primarily to another specialty. In practice, this meant that no single specialty consistently took responsibility for the whole patient. “Polyendocrine metabolic ovarian syndrome” is intended to disrupt that logic by naming the involvement of several systems and specialties at once. It signals that a complete evaluation requires more than one disciplinary perspective.
Whether this leads to better coordination remains to be seen. Still, the mechanism is plausible. A name that makes the multisystem nature of a condition explicit provides clinicians with a clearer reason to work across specialties when planning care (Teede et al., 2026). In this respect, the new term is meant to function less as a diagnosis filed under one department and more as a prompt for collaborative, whole-patient management.
This problem is not unique to PCOS. Medicine has faced similar cases before, in which names distorted diagnosis, deepened stigma, or fragmented care. In several of these cases, renaming became part of the repair process.
7. Historical Precedents: Nomenclature Change in Medicine
This history is instructive because the transition from PCOS to PMOS fits into a broader pattern. Medical names have often been revised when evidence showed they were inaccurate, insufficiently descriptive, or actively harmful. Several well-documented examples show how terminology has been changed to improve accuracy, reduce stigma, and support better care. Each offers a useful lens through which to understand the present change.
7.1 Hysteria: From Stigmatising Misnomer to Specific Diagnoses
One of the clearest parallels for stigma is “hysteria.” For centuries, the term was used to describe a poorly defined condition thought to affect women, marked by emotional disturbance and physical symptoms (Trimble & Reynolds, 2016). Its etymology encoded its central error. Derived from the Greek word for uterus, hystera, the term rested on the belief that such illnesses arose from disease of the female reproductive organs. The name was therefore both inaccurate and stigmatising. It framed patients as unstable or unreliable, or as fabricating their symptoms.
The twentieth century gradually dismantled this label. As psychiatric and neurological understanding advanced, “hysteria” was broken down into more specific and mechanistically grounded diagnoses, including conversion disorder, anxiety and panic disorders, dissociative disorders, and somatoform disorders. None of these depended on assumptions about female reproduction. This shift mattered clinically and socially. Patients were less likely to be dismissed as “hysterical,” treatment could be better matched to the actual disorder, and a deeply gendered set of assumptions began to lose its hold on clinical practice. The lesson is that a name’s longevity does not prove its adequacy. When a name becomes scientifically inaccurate or clinically harmful, evidence-based reform can open the way for clearer diagnosis, better treatment, and more respectful care. The transition from PCOS to PMOS follows the same logic, although on a much shorter timescale (Teede et al., 2026).
7.2 Mongolism to Down Syndrome: Renaming to Reduce Stigma and Improve Understanding
If hysteria shows how a name can stigmatise through false theory, the renaming of “Mongolism” shows how a name can stigmatise through prejudice. The condition now known as Down syndrome was first described by John Langdon Down in 1866. Because he believed that the facial features of affected people resembled those of Mongolian populations, he used the term “Mongolism.” The label was scientifically baseless and racially demeaning, and it contributed directly to the marginalisation of the people it described (Stollznow, 2020).
The correction came slowly but decisively. Down himself did not coin “Down syndrome.” The eponym honouring him was adopted later, as the field increasingly recognised that “Mongolism” was inaccurate and offensive. The World Health Organization withdrew the older term in 1965, and “Down syndrome” became established by the early 1970s. The change did more than replace one label with another. It ended the routine description of affected people in racially demeaning terms, moved the name away from a false racial framework, and helped shift public understanding towards a recognised genetic condition with specific clinical supports. The replacement of such an entrenched term speaks directly to the feasibility of the PCOS-to-PMOS change once the evidence against the older name becomes clear.
7.3 Dropsy to Specific Diagnoses: Identifying Underlying Pathophysiology
The closest structural parallel to PCOS may be “dropsy.” The term once described the visible accumulation of fluid in the body’s tissues, bringing together many different conditions under a single symptom-based label. Heart failure, renal failure, liver cirrhosis, malnutrition, and lymphatic obstruction could all be described as dropsy, even though their causes and treatments differed substantially (Witchel et al., 2019).
As physiology advanced and diagnostic tools improved, “dropsy” gave way to more specific diagnoses. Treatment could then be matched to mechanism rather than appearance: cardiac therapy for heart failure, renal-protective treatment for nephrotic syndrome, and liver-directed care for cirrhosis. The move from a symptom-based label to mechanism-based diagnoses both reflected and enabled better clinical care. The parallel with PCOS is clear. Like “dropsy,” “polycystic ovary syndrome” names a visible feature, in this case ovarian morphology, rather than the endocrine-metabolic mechanism that drives the disorder. Both examples show that names are clinically stronger when they track the underlying mechanism rather than the surface appearance.
7.4 Contemporary Conditions: Ongoing Calls for Nomenclature Change
The impulse behind these historical reforms remains active. Patient advocates have long argued that “chronic fatigue syndrome” understates the seriousness of myalgic encephalomyelitis/chronic fatigue syndrome (ME/CFS) for both clinicians and the public. The proposed term, systemic exertion intolerance disease (SEID), was intended to reflect more accurately the condition’s neurological and systemic manifestations. However, despite sustained advocacy, the change has been slow. This illustrates the institutional inertia that often surrounds nomenclature reform and provides a useful contrast to the unusual speed and coordination of the PCOS-to-PMOS transition (Teede et al., 2026).
Endometriosis presents a related problem. A name that refers mainly to the presence of endometrial-like tissue does not capture the pain, systemic inflammation, reduced quality of life, or chronic pain consequences that often define the condition. This anatomical framing can lead patients, families, and clinicians to underestimate its severity. As with PCOS, calls for a more accurate and recognisable name continue. Collectively, these contemporary examples suggest a growing recognition across medicine that accurate and comprehensive naming matters for diagnosis, management, research framing, and patient outcomes, even where reform remains incomplete.
7.5 Lessons from Historical Nomenclature Change
Several lessons emerge from this history, each of which is relevant to the future of PMOS. First, when a name is shown to be inaccurate or harmful, reform may be accelerated through evidence collection and consensus-building, as occurred in the PCOS-to-PMOS transition. Second, coordination among researchers, clinicians, professional bodies, and patient advocates is needed to support durable change. The involvement of 56 organisations and more than 14,300 stakeholders makes the PMOS process unusually well organised by historical standards. Third, even justified changes can face opposition. Reframing “hysteria” took decades, replacing “Mongolism” was gradual, and ME/CFS remains unresolved despite long-standing advocacy. PMOS may face similar challenges as clinicians, health systems, and the existing literature continue to use the older term. The final lesson is encouraging: when names are aligned more closely with physiology, diagnosis, treatment, research, and patient understanding may improve together. The move to PMOS represents the newest chapter in that longer history.
As this review has suggested, medical terminology is not simply “labelling”. A disease name helps shape the concept of the condition and the reasoning applied to it. It directs patients’ attention towards some mechanisms while leaving others less visible, and it signals how the disease should be understood and how seriously it should be taken. When a name is consistent with contemporary science, it can support clinical understanding, decision-making, integrated care, and patient comprehension. When it is not, it can have the opposite effect.
This pattern is evident in the history of polycystic ovary syndrome. The older name did not reflect the condition’s scientific basis or its multisystem impact. It has been associated with underdiagnosis and diagnostic delay, with up to 70% of affected women potentially remaining undiagnosed, poor coordination of care across specialties, and a focus on reproductive dysfunction at the expense of metabolic evaluation. Patients could be confused about the nature of their condition when the terminology used to describe it appeared inconsistent with their experience, and the wording may have reinforced stigma that limited disclosure and help-seeking. Medical history shows that such harms are not inevitable. The histories of hysteria, Mongolism, and dropsy illustrate how inaccurate names can perpetuate stigma and divert attention from more precise, clinically useful, and dignified ways of understanding disease. The formal change from polycystic ovary syndrome to polyendocrine metabolic ovarian syndrome, adopted internationally on 12 May 2026, is the latest example of such reform. Its benefits cannot yet be observed directly because the change is too recent for effects on diagnosis, stigma, coordination, or outcomes to have been measured. The case for the change therefore rests on two firmer foundations: its alignment with current scientific understanding and well-established cognitive mechanisms that predict that clearer naming should support clearer understanding. These mechanisms include cognitive load, conceptual anchoring, and semantic priming. Testing whether these predicted benefits materialise is now an important task for future research. What the transition already demonstrates, however, is that a disease name should be judged not only by semantic accuracy but also by its downstream effects on understanding, diagnosis, clinician reasoning, coordination, and outcomes.
The broader implication is that nomenclature should be considered a component of healthcare quality and patient safety. When names are coined or revised, their likely effects on understanding, diagnostic recognition, stigma, and outcomes should be considered deliberately rather than left to chance. At its best, a disease name reflects current science while supporting accurate diagnosis, integrated care, clear communication, and reduced stigma. As the PCOS-to-PMOS transition suggests, improving nomenclature may improve the experience and care of many patients.

8. Conclusions
Medical nomenclature can influence how patients understand illness, how clinicians organise diagnostic reasoning, and how healthcare systems distribute responsibility for care. The transition from polycystic ovary syndrome to polyendocrine metabolic ovarian syndrome illustrates the potential value of revising terminology that no longer represents contemporary scientific understanding. The former name directed attention towards ovarian morphology and reproductive manifestations, whereas the revised name more clearly signals endocrine, metabolic, and ovarian involvement. This change may support clearer communication and broader multidisciplinary recognition, but its practical effects have not yet been established. Improvements in diagnostic timeliness, stigma, care coordination, patient understanding, and health outcomes should therefore be regarded as hypotheses requiring prospective evaluation rather than assumed consequences of renaming. Historical examples indicate that nomenclature reform is most useful when it is scientifically grounded, supported by professional and patient consensus, and accompanied by education and implementation strategies. Disease names should consequently be considered part of healthcare quality and patient safety, while recognising that terminology change alone cannot resolve wider diagnostic, organisational, and access-related barriers.
Limitations
This review is limited by its narrative design and does not use a systematic search, formal screening process, or a quality assessment of the included literature. The PCOS-to-PMOS transition is recent, so direct evidence on its effects on patient understanding, diagnosis, stigma, care coordination, and outcomes is not yet available. Some conclusions are therefore based on cognitive theory, historical analogy, and indirect evidence from related conditions. The review also includes some professional society and grey literature sources, which may vary in evidentiary strength. Future empirical studies should assess patient and clinician responses to the new terminology across diverse healthcare systems, cultures, and languages.
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