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Introduction

There are a number of different trends that spread around the world. It is possible to speak of a general trend when we can observe similar phenomena appearing in different settings, although different trends develop in different ways. During the period that they spread, these ideas often are considered effective, modern and well adapted to their purposes. Typical examples of (management) ideas that have spread are shareholder value, total quality management (TQM) , reengineering and project organisation (Rovik 1998). Today, ideas that focus on evaluation and audit spread around the globe, which has led to a development that Power (1997) calls the audit society. 

Within the health care sector trends, reforms and changes are worldwide phenomena and have been important issues in the public debate that many have taken an active part in. It is therefore not a coincidence that there are a number of different ideas about how to improve medical care. The ideas are often management ideas about how to rationalise and improve the activities at the same time, and they are often imported from the private sector and the U.S (Scott et al 2000). Typical examples from this management era are new public management and quality assurance (e.g. Christensen & Laegrid 1998, Erlingsdottir 1999). The labels that spread the most are often made visible. They often get written down and published, and have their own literature established fast (Rovik 1998). During the last decade, there has been a debate on the importance of applying evidence from clinical research in clinical practice, an idea that passes under the label evidence-based medicine (EBM). A way to illustrate the trend is to consider the number of articles on the label EBM in a general database (see figure 1). 
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Figure 1. The label EBM in articles in journals 1992-2001. Source: Science Direct

Searching the database for the label EBM, it attracted attention for the first time in 1992. Interestingly, it was not until 1998 that articles were found including the label EBM outside biomedicine and health journals in the database. This indicates EBM is a label used to define a general trend started from within clinical practice
, and aims at strengthening the scientific basis of clinical practice by accelerating and improving the application of evidence from clinical care research to clinical practice. The idea has also spread within the health care sector. Besides EBM there are now for example evidence-based acupuncture, evidence-based nursing, evidence-based practice, and evidence-based health care. However, EBM is also a label used to describe a number of reforms that have been initiated in various countries during the last decade, although their approach to reform and the results of these reforms differ. We find similar reform attempts in countries situated all over the globe, e.g. Sweden, Great Britain, U.S.A. and Australia, a fact that indicates EBM is a global trend. 

A provisional hypothesis is that EBM differs from more traditional management ideas that have spread around the globe and to the health care sector, such as TQM. The spread and adoption of EBM seem to be urged on both by the ones affected by the reforms, such as health care professionals, and by the actors outside clinical practice, such as health technology assessment organisations and networks (e.g. SBU, INAHTA, ISTAHC), health care authorities (e.g. AHRQ, NHS, Swedish National Board of Health and Welfare), politicians, international organisations (e.g. WHO, OECD, World Bank), as well as other organisations (e.g. RAND). This may affect both the content of the label and the legitimacy of the reforms. From this perspective, there is great value in making research into and to follow the spread of the label EBM to find out more about the processes involved in the spread of trends, reforms and changes. The intention of this paper is therefore to follow the spread of the label EBM. How does a global trend like EBM develop? Who is taking part in the spread? 

Spread of labels and contest on ideas

Labels that spread. The spread of labels has often been described as processes of diffusion, indicating that the ideas remain unchanged as the labels spread across time and space. In “Scandinavian institutionalism”, these processes have rather been described as active processes of translation, imitation and editing. The spread of labels has also often been described as processes of homogenisation or isomorphism. However, according to Scandinavian institutionalism variation and change are important aspects of the spread as well. (see e.g. Czarniawska & Sevón 1996.)

The spread results in both homogenisation and variation. Studies that have followed labels have often exaggerated the tendencies towards uniformity. The actors that adopt the labels are also often described as passive receivers of the labels. However, labels that spread do not only result in homogenisation, but also in variation. Actors actively adopt and spread the labels, and the actors tend to adjust the ideas behind the labels to fit their activities by editing or translating the ideas (e.g. Sahlin-Andersson 1996, Czarniawska & Joerges 1996). At the same time, these different ideas tend to retain or be ascribed the same labels. As a result, reforms initiated and conducted in different countries in the name of the label differ, as well as their approach to reform and the results of these reforms. In order to explain similarities and differences between trends, reforms and changes that result from the process of translation and editing, we need to learn how ideas are shaped and transformed as labels spread. 

Actors engage in contest and negotiation. According to Meyer (1996: 252), labels need to be produced and spread “in terms of criteria of abstraction, generality and universality”. This allows scope for alternative interpretations of the labels as they are implemented and for changes in the definitions of the labels as they spread (Rovik 1998). The labels can be effectively spread precisely because the ideas behind them are imprecise. At the same time their ambiguity, complexity and partly floating character pave the way for contests on the definitions of the labels where actors negotiate about “the correct interpretations” of the labels and try to establish “best practices”. Since labels remain unchanged when they spread, it seems to be expected that the labels should announce the same practice (Sahlin-Andersson 2000). In the contests actors therefore try to impose their authoritative definitions of the labels: 

Actors engaged in […] strategic contests seek, with differential facility and success, to exploit symbolic force in order to define the context of their ongoing interactions. Their objective is to establish as authoritative a particular and partial conception of the world and the social and political possibilities it contains.” (Johnson 1994:8.). 

Hence, the ability to launch labels in a convincing way, to conquer key labels and central bargaining positions are important aspects of the contests. In the case of EBM, it is contested since it concerns fundamental issues regarding professional control and knowledge in healthcare. In terms of professional control, the particular label EBM is connected to issues of regulation of management practice. In terms of knowledge, what is at stake is the issue of which knowledge counts, or even more drastically what counts as knowledge.

Essentially contested concepts. The extent to which labels are contested is dependent on both what the labels include and exclude, and whether they are emotionally charged or not. According to Gallie (1956:169 or 1964:158, see also Connolly 1993), there are a number of concepts that are called “essentially contested concepts”: “There are concepts which are essentially contested, concepts the proper use of which inevitably involves endless disputes about their proper use on part of their users”. These concepts have the following characteristics: 1) The concept in question points to something that is considered valuable, 2) This (valuable) state of affairs or deed is characterised by internal complexity and by several dimensions, 3) The concept has an open character (its application criteria are open to unpredictable changes and different interpretations), 4) Already in the rise of the concept it is possible to define and describe the concept in different ways, and 5) The actors (partners) are aware that there are other possible ways of interpreting the concept, and that their own interpretation is contested. “Seemingly inconclusive disputes over the proper definition” of concepts include those of science, art, religion, justice and democracy
 (Gallie 1964: 156). Subordinate or more specific concepts falling under these general concepts or labels mentioned above can be shown to be essentially contested themselves, says Gallie (1964). Although Gallie is a philosopher and has been criticised for not separating descriptive concepts from normative concepts, I believe his notions could be useful when studying the spread of labels from a Scandinavian institutional perspective. By pointing to the connection between concepts and contests his reasoning problemises the spread of labels, including processes of editing and translation involved in the spread of labels.

Research approach and method

Methodology. In the Scandinavian institutional discussion on the spread of labels across time and space it has been argued that, although labels do not emerge out of the blue, it is hard to track the local rise of a label since the circumstances surrounding the rise are usually unknown (Czarniawska & Joerges 1996). I focus on the label EBM as it attracted explicit attention in journals, and tracks the discourse that accompanied the spread of the label EBM by studying articles (including letters, editorials, replies to letters) in the journals. As ideas labels are often stored in writing (Rovik 1998). The journals studied are biomedicine and health publications, since the label EBM first attracted attention in clinical practice (see introduction). In the paper, I focus on the media as a method. However, the media is also an important actor in the transportation and spread of labels and an essential arena where discursive contests over the construction of meaning are carried out. The media both influences and reflects the lines of argumentation.

Selecting the sample. For the textual analysis on the spread of the label EBM, the data were retrieved from and limited to the database Medline, created by Unites States National Library of Medicine. Medline is a database of indexed journal citations and abstracts, which cover nearly 4,500 journals, published in the United States and more than 70 other countries. The database includes references to publications indexed from 1966 to the present.  The subject scope of Medline is biomedicine and health and the majority of the publications covered in the database are scholarly journals. The publications were collected by searching for the key word “evidence-based medicine” in any part of the text. The search was limited by publication dates from 1992 when we first run across the label EBM to 1995 when the spread accelerated (see figure 1), and by subsets to Medline. 

Units of analysis. In the following empirical part of the paper, I consider in what journals the articles on the label EBM were found, where the journals belonged (geographically and “disciplinary”), and who wrote the articles. I focus on describing the debate on the label (who initiated the debate and who responded, i.e. who negotiated), what the main arguments in the articles were and what the authors’ opinions on the label and the ideas behind it were (i.e. what was contested). These descriptions are used in order to follow the label EBM as it spread.

Spreading the label evidence-based medicine - Contest and negotiation 

Describing the spread of the label EBM. The label EBM first attracted explicit attention in 1992 in two U.S. journals. Both journals were medical ones (JAMA, Journal of Intensive Care Medicine). In the journals, there were two articles referring to “evidence-based medicine” (see figure 2). 
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Figure 2. EBM in biomedicine and health journals. Source: Medline.

As illustrated in figure 2, the label then gradually attracted more and more attention in the journals. There was an increase both in the number of articles and the number of journals where the label was referred to during the period studied. The main increases in the number of articles as well as journals took place in 1995, when 77 articles on EBM were found in 28 journals. In 1995, the articles on EBM were found in e.g. Social Science Medicine, Health Library Review, Health Economics, Journal of Dental Education, and Health Law. In 1995, the label EBM was also found in journals located all over the globe, in e.g. Medical Journal of Australia, New Zealand Medical Journal, Duodecim (Finland), Canadian Medical Association Journal and Nederlands Tijdschrift voor Geneeskunde (The Netherlands). Furthermore, new journals such as Journal of Evaluative Clinical Practice and Evidence-Based Medicine were founded during the period studied. These journals have EBM as their primary interest.

Although the number of journals increased during the period I studied in the paper (2 in 1992, 28 in 1995), the increase in the number of journals was smaller than the increase in the number of articles (2 in 1992, 77 in 1995). Many articles on the label EBM were therefore found in a limited number of journals. Furthermore, although I found articles on the label EBM in journals located all over the globe, a great number of the articles were found in journals from a limited part of the world and from a certain discipline. These journals were Anglo-Saxon medical publications: JAMA, the Lancet and BMJ (see figure 3). 
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Figure 3.  Distribution of articles on EBM among biomedicine and health journals. Source: Medline

In these three journals, 52 per cent of the articles on the label EBM were found. In 1995 alone, 48 per cent of the articles were found in these three journals. In JAMA there were 16 articles on EBM between 1992 and 1995 (1 article in 1992, 5 articles in 1995), in the Lancet there were a total of 21 articles in the period studied (1 article in 1993, 20 articles in 1995), and in BMJ 12 articles (all in 1995). 

The most active single author of articles on EBM in the period studied in the paper was the Evidence-Based Medicine Working Group. The group consisted of medical doctors, mainly from Canada (McMaster University, Department of Clinical Epidemiology and Biostatistics) and the U.S.
 The Evidence-Based Medicine Working Group wrote 15 articles (of 96 references) between 1992 and 1995, which means that the group was responsible for approximately 15 per cent of the articles on the label EBM in the database Medline. The group also wrote the first article on EBM included in Medline (published in JAMA in 1992). The Evidence-Based Medicine Working Group also wrote a series of articles during the period studied in the paper that was published in JAMA and was called “User’s Guide to Medical Journals” (Guyatt 1995, Wilson et al 1995a & 1995b, Hayward 1995a & 1995b, Richardson & Detsky 1995a & 1995b, Oxman et al 1994, Laupacis 1994, Levine et al 1994, Jaeschke et al 1994a & 1994b, Guyatt et al 1993, Oxman et al 1993). These articles described how to use evidence from medical research in medical practice, a process called critical appraisal. However, articles could also be found during the period studied in the paper where members of the group wrote about EBM on their own and debated the label and the ideas behind it in the journals (e.g. Cook et al 1992, Ellis et al 1995, Sackett 1995b, Haynes 1995). 

Describing the debate on the ideas behind the label EBM. The debate on EBM could be divided into four “sub-debates”. They took place in the three different journals described above, i.e. JAMA, BMJ, and the Lancet. The first sub-debate was published in JAMA in 1992. This sub-debate started with an article that was written by the Evidence-Based Medicine Working Group (1992). In the article, the author focused on defining the label EBM and how EBM should be practised. EBM was described as the way of the future and was contrasted with the way of the past. It was also described as a new approach to teaching the practice of medicine that “de-emphasises intuition, unsystematic clinical experience, and pathophysiologic rationale as sufficient grounds for clinical decision-making and stresses the examination of evidence from clinical research” (Evidence-Based Medicine Working Group 1992: 2420). According to the author, the shift towards the new paradigm lied in the development in clinical research (RCT, meta-analysis
) and methodological advances over the last 30 years. The author suggested the paradigm shift required doctors must develop new skills in order to understand the “rules of evidence” (the hierarchy of evidence with RCTs on top) and be able to consult and critically appraise original literature. The author also discussed misapprehensions and barriers to EBM as well as whether teaching and practising EBM improved patient outcomes.

There were two responses in the journal to the article. In the first response, the author focused on suggesting some improvements (empowerment of the patient, considering benefit vs. cost) to how the medical literature should guide medical practice, which he believed would strengthen the label for the future (Fox 1993). In the second response, the author focused on whether EBM could be considered a paradigm shift or not (Crawley 1993). 

She did not consider EBM a paradigm shift, since it did not differ from the traditional paradigm regarding the underlying framework, i.e. the worldview. The author of the reply (Guyatt 1993) to the two responses saw the reply as an opportunity to re-emphasise key points in the article and focused on commenting the second response. The author rejected the criticism in the two responses and stuck to the opinion that EBM constituted a fundamental change in thinking and thereby a paradigm shift.

The second sub-debate was published in BMJ in 1995. In the first article the authors described EBM as a new framework that required doctors developed new skills, which may help clinicians meet challenges and changes at work and improve the quality of health care despite scarce resources (Rosenberg and Donald 1995a). They focused on describing the process of EBM, which was “a process of turning clinical problem into questions and then systematically locating, appraising and using contemporaneous research findings as the basis for clinical decisions” (ibid. 1122). Although described as a new approach, the authors stated that the ideas underlying the label (the process of raising a question and consulting the literature) were not new. According to the authors, appraising the evidence transformed doctors “from passive, opinion-based spectators to evidence-based clinicians” (ibid. 1123). 

In one of the responses to the article, the author believed the article “highlights the flaws in the system [of EBM]” (Fitzmaurice 1995: 257) since the authors of the article made experientially-based rather than evidence-based decisions themselves. In another response, the author criticised EBM for only measuring the measurable, he stated that quality cannot always be quantified and that the adoption of EBM was premature (Smith 1995: 258). The authors of yet another response also commented adversely on EBM. They focused on the “rules of evidence” and believed EBM “finds answers only to those questions open to its techniques” and “fails to address how individual, public and social choices are made” (Jones & Sagar 1995: 258). In the last two responses to the article, the authors commented that they were afraid EBM was being misused since it “has recently been taken up by politicians and managers and is currently being packaged and promoted as a panacea, at the expense of medical science”, and stated that it must be applied critically since the notion of a gap between research and practice was misconceived (Charlton 1995: 257, Griffiths 1995).

The last two sub-debates were published in the Lancet in 1995 and melt into each other somewhat, since the article in the first sub-debate was referred to in the article in the second sub-debate. Both articles were followed by a number of responses in the journals. The first article focused on the extent to which medical care has a scientific basis (Ellis et al 1995). No more than about 10-20 per cent of the medical interventions were said to be evidence-based but the authors of the article were sceptical about the validity of these figures. Therefore, they conducted a study, presented in the article, to determine the extent to which the patients they cared for during one month received evidence-based therapy. Interventions were divided into three categories: (I) interventions with evidence from RCTs, (II) interventions with convincing non-experimental evidence, and (III) interventions without substantial evidence. The results showed that 82 per cent of the patients cared for during the month received evidence-based interventions (category I and II). According to the authors, “these results show the view that learning how to practise EBM is not just an academic exercise but can influence clinical decisions” (ibid. 409).

In one response to the article the author believed that although it was gratifying to learn that 82 per cent of primary interventions were evidence-based, much work needed to be done when it came to determining the extent of evidence-based care in health care (White 1995). In another response, the author commented on the newspeak: EBM was everywhere (Fowler 1995). The authors of yet another response were concerned “proponents of the [EBM] movement threaten to swamp us in a tidal wave of enthusiasm”, and they also commented adversely on the way the study described in the article was organised (Bradley and Field 1995: 838). The author of one of the other responses also believed the study contained flaws (Norman 1995a). One author of a response emphasised the importance of clinician’s experience and was concerned about the emphasis on RCTs as the gold standard in EBM (Iggo 1995). Another author believed that it was important to “not neglect to find and use those beneficial aspects of care [physiotherapy, nursing] that cannot be prescribed” in the healing process (Aveyard 1995: 840). Finally, the authors of another response to the article focused upon evidence, and believed it was important to critically analyse the quality of the evidence and further divide it into sub-categories (Chagla & McCulloch 1995). 

The author of the reply to the responses found “some of the correspondents remain confused about what evidence-based medicine is and is not, and how it is practised” and referred to how the concept was described elsewhere
 (Sackett 1995a: 840). In the author’s opinion, evidence gained from clinical skills and clinical experience were part of EBM (the “best evidence” should be applied) and systematic search for and incorporation of these evidence kept clinicians effective and up to date. There was also a reply to the author’s reply in which the author asked whether “enthusiasts of evidence-based medicine [would] do us a favour and nominate an advocate who is more of a scientist and less of a prophet” (Shahar 1995: 1172).

The article in the last sub-debate focused on change in medical practice. According to the authors, “medicine is accustomed to warding off attacks from outside; it is less ready to attend to clamour for change from within its own ranks” (the Lancet 1995: 785). In the article, EBM was described as a change from within, and its advocators were not given an easy ride (one reason was the article by Ellis et al 1995, see above, said the authors!). Bringing the best available evidence to medical practice was described as part of what medical journals do. However, the editors felt EBM, as a discipline, should not be forced on the medical profession. In their opinion, that was exactly what advocators of EBM were doing, e.g. by establishing medical journals such as Evidence-Based Medicine dedicated to spreading the concept and its application to medical practice. According to the article, the Lancet welcomed the Cochrane Collaboration
, which was described in the article as an early manifestation of the EBM movement, but they said they would hardly welcome the elitism of much EBM.

In one response to the article the author stated that messengers who brought forward ideas that threatened status quo were always accused for being too pushy, especially by the conservative medical profession, and messengers’ enthusiasm was mistaken for elitism and arrogance (Sackett 1995b). The article was described as a breath of fresh air in another response. In the author’s opinion “the difficulty of EBM lies within its exponents; their arrogance, their jargon and their penchant for denigrating others” (Morgan 1995: 1172). In another response the author believed the medical profession identified knowledge with expertise and the authority of experts (a discourse that is oligarchic and closed), and medical knowledge based on evidence (a democratic discourse open to debate) challenged these assumptions (Marshall 1995). No wonder doctors (but not he himself!) argued against EBM, the author said. But medicine was not democratic and the majority was often wrong according to the author in another response (Blau 1995). Another author described EBM in his response as a recipe book with inherent limitations (Sleigh 1995). In his opinion there was more to the art of medicine than what was provable with statistical systems of reasoning. In the last two responses, the authors commented on medical journals, their strategy, work and how they related to each other. All journals were not created equal and this produced a ranking of journals. (Haynes 1995, Norman 1995.) 
Discussion

A provisional hypothesis, stated in the introduction in this paper, is that EBM differs from more traditional management ideas that have spread around the globe and to the health care sector. Hence, there is great value in making research into and to follow the spread of the label EBM to find out more about the processes involved in the spread of trends, reforms and changes. The intention of this paper is therefore to follow the label EBM, as it started to spread in biomedicine and health publications. How does a global trend like EBM develop? What actors take part in the spread of the label? 

The label EBM spread across time and space during the period studied in the paper. It gradually spread geographically, from a North American context to above all European and English-speaking contexts (Australia, New Zealand, Canada), as well as to different areas in the health care sector, such as dentistry and health economics.  It could then be argued that in the period studied in the paper the label was a concern of all professional groups in the health care sector. However, labels that spread do not always get accepted by all actors but rather are used by a group of actors in order to strengthen its position (Blomgren 1999). In the case of EBM, most articles were found in medical journals, indicating EBM was above all a concern of the medical profession in the period studied in this paper, a period referred to as the management era within health care (Scott et al 2000). The label first attracted explicit attention in medical journals, indicating the label EBM also originated from within the medical profession. It was also explicitly commented on in one of the articles as a change from within the medical profession (the Lancet 1995). Furthermore, the label was first and foremost brought forward and actively spread in the journals by actors from within the medical profession, above all members of the Evidence-Based Medicine Working Group (see e.g., Ellis et al 1995, Richardson & Detsky 1995a & 1995b, Oxman et al 1994, Guyatt et al 1993, Evidence-Based Medicine Working Group 1992). However, there were also other actors than the medical profession that spread the label in the journals. The journals were important actors themselves, as well as arenas, in the spread. For example, the Lancet actively took part in the spread of the label by engaging in the debate on the label (see the Lancet 1995, Haynes 1995, Norman 1995). 

However, as the debate on the label in the journals shows, the medical profession was not entirely positive towards EBM. Rather, the ideas behind the label were contested. Introducing EBM in medical practice was interpreted by some not as a way of strengthening the position of the medical profession, as indicated above, but rather as a way of undermining its position. By telling doctors what knowledge to apply in medical practice and also how to practise medicine, clinical expertise and authority were questioned (e.g. Marshall 1995, Iggo 1995, Sleigh 1995). Medical knowledge based on evidence from clinical research challenged the legitimacy of knowledge based on doctors’ experience, intuition and pathophysiologic rationale, described as integral parts of the multifaceted knowledge required for the optimal practice of clinical medicine, and the authority of expert opinion (Evidence-Based Medicine Working Group 1992, Marshall 1995). EBM challenged how medicine should be practised and what skills were required by introducing the process of critical appraisal (e.g. Evidence-Based Medicine Working Group 1992, Wilson et al 1995a & 1995b, Jaeschke et al 1994a & 1994b). If EBM was “cook-book medicine” and hence a matter of following a recipe, then years of specialised postgraduate training might be worthless. The ideas behind the label EBM were also apprehended as rendering the profession vulnerable to control and regulation from outside the profession by increasing transparency in medical practice and making outcomes achieved more predictable. This concern was expressed in some of the articles, where the authors were afraid EBM was being misused by politicians and managers (see Charlton 1995, Griffiths 1995). Managers and politicians were thus actors in the spread of the label as well as organisations such as Cochrane Collaboration (see the Lancet 1995), although they did not spread the labels actively in journals. To sum up, although the label EBM spread both within and outside medical practice in the period studied in the paper, referred to as a management era, it was above all a concern of the medical profession. However, as the debate in the journals show, the ideas behind the label were also contested within the profession. 

The global trend of EBM was in other words characterised by a contest. In the contest and the negotiating process the label EBM and the ideas behind the label spread and were actively edited and translated in the process (see Czarniawska & Sevón 1996). The ideas behind the label EBM were attended to and interpreted in different ways in the journals since the label, and especially the key term “evidence”, was vaguely described but also in order to fit the activities in medical practice (see Czarniawska & Joerges 1996, Meyer 1996, Sahlin-Andersson 1996). As described by Rovik (1998), vagueness makes it easier for actors to edit, imitate and translate the ideas behind labels. In the beginning of the period studied in the paper, evidence from clinical research should be applied to clinical practice. Also, when defining EBM in the articles, it was the definition provided by the Evidence-Based Medicine Working Group (1992) that was referred to. However, in the end of the period the best available evidence should be applied rather than just evidence, and the definitions in the articles were provided by different actors, not just the Evidence-Based Medicine Working Group (the Lancet 1995, Sackett 1995a). This implies a slight shift in emphasis towards integration of clinical expertise, admitting situations where expertise may be preferable to weak evidence. 

The actors attended to the label EBM in order to negotiate on what they believed EBM really was, what it meant and what demands it made on the medical profession, and as they took part in the contest the label spread. The actors were thus no passive receivers of label. It was important to launch the label in a convincing way and to conquer central bargaining positions since the result of the contest and the negotiation process could cause a considerable shift in the power distribution and the positions of the actors involved both within the medical profession and in the health care sector. For example, in the beginning of the period studied in the paper, the label was described as something new, as the way of the future and was contrasted with the way of the past, a fact that could accelerate the spread of labels according to Rovik (1998). To sum up, the contest between the actors was partly a contest about authority, power and making oneself visible and EBM was the arena where the contest took place. In the contest, the label EBM spread but the ideas behind it were also edited and translated. 

If the ideas behind the label were contested, could EBM then be considered an essentially contested concept (Gallie 1956, 1964)? By subordinating EBM to the general label science it is possible to argue that EBM was indeed an essentially contested concept. However, it was not as tightly connected to the foundation of the entire society as e.g. democracy. EBM strongly emphasised the importance of clinical research in medical practice and became not just an arena as described above, but also a device in a continuous discussion on medicine as art or as science. It followed a long tradition, although not a single linear process, of attempts to make medicine more scientific and turn the art of medicine into science. The purpose was to make the achieved outcomes optimal and more predictable. (Berg 1997 chapter 1, Berg & Timmermans 2000.) However, as the debate in the journals show, many doctors also turned against the ideas behind the label EBM. In e.g. Sleigh’s (1995) opinion there was more to the art of medicine than what was provable with statistical systems of reasoning. 

It is also possible to argue that EBM was an essentially contested concept by focusing on the characteristics of the label. In the journals it pointed to something considered valuable and that were fundamental issues in health care: the issue of which knowledge counted, or even more drastically what counted as knowledge (evidence from clinical research or expert knowledge?) and who should control and regulate its use (the medical profession itself or managers and politicians?) (see e.g. Marshall 1995). Knowledge applied to clinical practice was also described in the articles as characterised by internal complexity and by several dimensions (see e.g. Sleigh 1995). Furthermore, it was possible to define and describe the label EBM in different ways already as it attracted attention in the journals (see e.g. Crawley 1993, Fox 1993). Finally, the actors were aware that there were different ways of interpreting the label and that the ideas behind it were contested. For example, the Evidence-Based Medicine Working Group (1992) discussed misapprehensions and barriers to EBM in its initial article (see also Sackett 1995a). To sum up, EBM was an essentially contested concept, a device as well as an arena in a contest about fundamental issues in health care, that is knowledge and regulation. 

Conclusions

The neo-institutional discussion has mainly focused on people dealing with labels and how they translate, edit, use, adopt, change and reject ideas. However, this paper indicates that the contents of labels that spread also matter. According to Meyer (1996: 250, see also Strang & Meyer 1993:111), neo-institutional theory has focused less on what is behind the labels and a natural extension would therefore be to “develop arguments, not only about the people and organisations involved, but about the contents of the ideas that travel and do not travel”. However, this paper indicates not only that the contents of labels that spread matter, but also how. In the case of EBM it seems as if one important explanation to the spread of the label as well as to the way in which the ideas behind it are being translated is that it concerns fundamental issues regarding professional control and knowledge in healthcare. In terms of professional control, the particular label EBM is connected to issues of regulation of management practice. What is at stake in the contest on EBM is the degree of control over medical practice or who decides how to regulate medical work. Labels need to be supported by adequate regulative and normative structures in order to spread widely or to have deep effects. In terms of knowledge, what is at stake is the issue of which knowledge counts, or even more drastically what counts as knowledge. Hence, the object of my further studies is to develop these interconnected processes of translation and spread. 

When studying circulation of labels and contests on the ideas behind the labels, it matters in what arena the contests and negotiations are taking place, what actors have access there and what they say in that very context. Studying articles in health and biomedicine journals illustrates one aspect of the spread of the labels. Also, although the media is an indicator of how global trends like EBM develop, a thorough discussion would need to be supplemented by other forms of recording their activities.
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� This claim is supported by also searching in other databases. In the database Medline, which covers biomedicine and health journals, EBM is included for the first time in 1992. In the databases Business Source Elite (via EBSCO) and International Bibliography of the Social Sciences (IBSS), which both covers social science journals, the label EBM is included in an article for the first time in 1995 and 1997 respectively. 


� For an analysis on democracy as an essentially contested concept see Jacobsson (1997).


� Guyatt chaired the group and he was the first to publish the concept of EBM, however these publications were not included in Medline (Guyatt 1991a, 1991b).


� In a Randomised Clincial Trial (RCT) a group of patients is randomised into an experimental group and a control group. These groups are followed up for the variables / outcomes of interest. It is grounded on the notion of statistical inference and has become the gold standard of EBM. Meta-analysis is an overview, which uses quantitative methods to summarise the results. 


� The Evidence-Based Medicine Working Group (1992, see debate in JAMA above), Rosenberg  and Donald (1995, see debate in BMJ above), and Sackett and Rosenberg (1995, not included in the database Medline).


� The Cochrane Collaboration was founded in 1993. It executes, updates and spreads systematic literature overviews regarding the effects of health care interventions. The purpose of the collaboration is to help people make well-informed decisions about health care. (www.cochrane.dk/ncc/brochures/brochse.htm) 
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