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What is OMERACT?

OMERACT is an international, informally organized network initiated in 1992 that aims to improve outcome measurement in rheumatology. Consensus conferences are chaired by an executive committee that rotate through a 2-yearly cycle and circle the globe. Data driven recommendations are prepared and updated by expert working groups at these consensus conferences. Recommendations include core sets of measures for most of the major rheumatologic conditions [www.omeract.org].

What does OMERACT do?

“Clinical trials are only as credible as their endpoints”

OMERACT strives to improve endpoint outcome measurement through a data driven, iterative consensus process. Agreement regarding the use of standardized endpoints in randomized controlled trials and longitudinal observational studies is extremely important. Their use facilitates comparisons of outcomes across studies to provide the best estimates of benefit and safety of therapeutic interventions across differing patient populations.

With the goal of improving outcome measurement, OMERACT organizes consensus conferences that take place every two years and rotate around the globe. The key characteristics of OMERACT conferences include a commitment to the data-driven interactive development of a majority alignment across relevant stakeholder groups on determining relevant health outcome domains and endorsing valid, responsive, feasible health outcome measures/scales in patients with musculoskeletal conditions.
To reach consensus over what should be measured, and how, i.e., what measures are applicable in trials for each clinical indication, OMERACT has developed the following procedure. First, the organizing committee polls experts and opinion leaders to generate interest in the topic at hand. These individuals then form a committee to guide the subsequent process. From the general domains of health status defined by the "D's" (Discomfort, Disability, Dollar Cost, Death), specific domains are formulated for the topic in question. In each domain, measures are collected and tested for their applicability. The domains and the applicable measures form the basis for the consensus guidelines.
Currently, an initiative starts as a Special Interest Group. A small group of experts initiates the research agenda by literature reviews and validation studies. At the conference, in informal discussions, the research agenda is prioritized and tasks are distributed among interested parties. The next step is a Workshop; where studies are presented that help the formulation and selection of the domains. Again, agreement is reached on priorities in research to be performed. The final step is the Module in which evidence (both from literature and from targeted studies) is presented, and final selection of measures can take place. Both in Workshops and in Modules, plenary presentations are complemented by small group sessions where participants express their views and preferences.

These views are brought back to the plenary session, where a final consensus is formulated with the help of interactive voting using electronic touchpads. In Modules, consensus implies agreement on domains or measures; and in Workshops it means the formulation of a research agenda in areas where data-driven decisions cannot be made. The process is iterative, in that guidelines are forever "preliminary" based on the assumption that future data (sometimes a direct result of the research agenda) will serve to refine or modify them. The work needed to justify a module with voting can be fast tracked and achieved within 12 months if there is sufficient existing data on the performance of the instruments measuring the selected attributes. The new staging of starting with SIGs, with criteria for moving to a Workshop, and the additional requirements to warrant a Module, all reflect the expectation that the process can take up to 6 years or more – this is has been the case with outcomes for adverse effects which has been a focus at every OMERACT meeting since the second OMERACT in 1994.

The OMERACT Filter

When is a measure "applicable"?

A measure is considered "applicable" when it passes the OMERACT Filter in its intended setting. The OMERACT Filter can easily be summarized in only three words: Truth, Discrimination, and Feasibility. Each word represents a question to be answered of the measure, in each of its intended settings:
· Truth – Is the measure truthful? Does it measure what it intends to measure? Is the result unbiased and relevant? This criterion captures the issues of face, content, construct and criterion validity.

· Discrimination – Does the measure discriminate between two situations that are of interest? The situations can be states at one time (for classification or prognosis) or states at different times (to measure change). This criterion captures the issues of reliability and sensitivity to change.
· Feasibility – Can the measure be applied easily, given constraints of time, money and interpretability? This criterion addresses the pragmatic reality of the use of the measure, one that may be decisive in determining a measure’s success.

