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The Spirit of OMERACT: Q Methodology Analysis of
Conference Characteristics Valued by Delegates
Caroline A. Flurey, John R. Kirwan, Phillip Hadridge, Pamela Richards, Shawna Grosskleg, 
and Peter S. Tugwell

ABSTRACT. Objective. To identify the major features of OMERACT meetings as valued by frequent participants
and to explore whether there are groups of participants with different opinions.
Methods.Using Q methodology (a qualitative and quantitative approach to grouping people according
to subjective opinion), participants (who attended more than 1 OMERACT conference) sorted 66
statements relating to the “spirit of OMERACT” according to level of agreement across a normal
distribution grid. Data were examined using Q factor analysis.
Results.Of 226 potential participants, 105 responded (46%). All participants highly ranked the focus
on global standardization of methods, outcome measures, data-driven research, methodological
discussion, and international collaboration. Four factors describing the “spirit of OMERACT” were
identified: “Evidence not eminence” (n = 31) valued the data- and evidence-driven research above
personality and status; “Collaboration and collegiality” (n = 19) valued the international and
cross-stakeholder collaboration, interaction, and collegiality; “Equal voices, equal votes, common
goals” (n = 12) valued equality in discussion and voting, with everyone striving toward the same
goal; “principles and product, not process” (n = 8) valued the principles of focusing on outcome
measures and the product of guiding clinical trials, but were unsure whether the process is necessary
to reach this. The factors did not segregate different stakeholder groups.
Conclusion. Delegates value different elements of OMERACT, and thus the “spirit of OMERACT”
encompasses evidence-based research, collaboration, and equality, although a small group are unsure
whether the process is necessary to achieve the end result. Q methodology may prove useful for
conference organizers to identify their delegates’ different needs to tailor conference content. 
(First Release August 15 2015; J Rheumatol 2015;42:1982–92; doi:10.3899/jrheum.150113)

Key Indexing Terms:
Q METHODOLOGY CONSENSUS OMERACT OUTCOME ASSESSMENT

From the University of the West of England, Bristol; University of Bristol,
Bristol; iDENK, Cambridge; University Hospitals, Bristol National Health
Service Trust, Bristol, UK; Department of Medicine, University of Ottawa,
Ottawa, Ontario, Canada. 
C.A. Flurey, PhD, CPsychol, University of the West of England; 
J.R. Kirwan, MD, FRPC, FHEA, University of Bristol; P. Hadridge,
iDENK; P. Richards, University Hospitals, Bristol NHS Trust; 
S. Grosskleg, Department of Medicine, University of Ottawa; P.S. Tugwell,
MD, MSc, FRCPC, Department of Medicine, University of Ottawa.
Address correspondence to C. Flurey, Academic Rheumatology Unit, 
The Courtyard, Bristol Royal Infirmary, Bristol, UK BS2 8HW. 
E-mail: Caroline2.Flurey@uwe.ac.uk

Outcome Measures in Rheumatology (OMERACT) is an
informal international network initiated in 1992 with the aim
of improving outcome measurement in rheumatology1.
Through a biannual conference and working groups that carry
out research between conferences, OMERACT has built
data-driven consensus for many rheumatologic conditions2,
including rheumatoid arthritis (RA)3, ankylosing spondy-
litis4, and osteoarthritis5. It has done so by developing widely
endorsed “core outcome measurement sets,” each a minimum
set of outcome measures covering key domains6 that must be
reported in all randomized controlled trials in a given health

condition. Working groups prepare or produce an evidence
base to support the identification of domains and instruments
to measure those domains in their own areas of interest and
expertise (e.g., RA flares7) through literature reviews and
validation studies. At the conference, plenary presentations
alternate with small group sessions (breakout sessions),
where delegates have the opportunity to express their views
and preferences. The views expressed in the breakout
sessions are then reported at a plenary session, where final
consensus is formed with the help of interactive voting.
Consensus can be used to drive a research agenda, as well as
to provide agreement on measures or domains1.

The design and format of the OMERACT conference,
which has a limited number of delegate places and is held
over 5 days at an integrated venue, has the intention of
allowing respectful, deliberative dialogue and relationship
building among those involved including clinicians, method-
ologists, regulatory agencies, industry, and patients, who
participate as equal partners in the process8.

Many delegates repeatedly attend OMERACT confer-
ences, even though this takes a week of their time (including
travel) and is an exhausting, intense experience, with working
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hours lasting from the early morning until late at night.
However, it is not known which features or characteristics of
the conference particularly appeal to people and encourage
them to return. It is important to understand the subjective
views of delegates on what contributes to the “spirit of
OMERACT” to ensure that future conferences maintain the
elements that delegates value the most. This is particularly
timely because OMERACT has for the first time set out its
underlying philosophy6 and published the OMERACT
Handbook, which details its operational strategies9.

Traditional consensus methods such as the nominal group
technique10 and the Delphi technique11 rely on interactive
discussion between participants or repeated interactions until
participants are able to reach an agreement. However, this
produces an averaging of opinions. The average scores of
value ratings attributed by delegates to different aspects of
the conference might provide a broad overview, but these
methods will not reveal the existence of groups of delegates
with different views, nor explore the interactions between
different features of the conference program. Q methodology
is specifically designed to derive a number of groups (called
“factors” in Q methodology), which each represent a different
and independent opinion of the issue12.

Q methodology13 combines strengths of qualitative and
quantitative approaches to identify factors made up of those
who share similar opinions based on their value judgments
in prioritizing a large set of descriptors. An appropriate set of
descriptors or statements is assembled, each participant sorts
them along a continuum of agreement designed to emulate a
normal distribution with relatively few extreme values and
many central values (Figure 1). The normal distribution is
used because it is believed to be the closest distribution to the
way that people form opinions14.

Participants sort each statement in approximate rank order
of the degree to which they agree with that statement in
relation to all the other statements. By using a normal distri-
bution grid, the weight assigned to each statement in the

analysis increases slightly for each place closer to the extreme
ends of the grid, and the positions (scores) of all the state-
ments are included in the analysis for every participant. The
statements sorted closer to the outer edges of the distribution
have more influence on the factor groupings in relation to the
statements closer to the middle of the distribution. Factors
are calculated and the results interpreted within the context
of the enquiry5,6. Exploring the similarities and differences
between the opinions of these groups of participants will
provide greater insight into the aspects that different
delegates find attractive, and will also allow a comparison of
the characteristics of the participants who fall into the
different factors. Therefore, we invited all OMERACT
delegates who had chosen to return to the conference at least
once to take part in an online Q sort survey.

MATERIALS AND METHODS
Participants (P-set). Participants gave informed consent by anonymously
deciding to participate, and ethics approval was granted by the University
of the West of England Research Ethics Committee (Ref: HAS/13/11/151).
All OMERACT delegates who had attended at least 2 OMERACT confer-
ences were invited to participate. In all, 332 eligible participants covering
all stakeholder groups (clinicians, researchers, fellows, patients, and
industry) were identified from previous conference delegate lists and
contacted by e-mail to explain the study and invite them to participate online.
Two e-mail reminders were also sent, and encouragement to participate
continued until participation was closed on the day before a presentation of
results from the first 50 respondents was made at an OMERACT conference.
Survey reminders were sent to all delegates, because the survey was
anonymous. The first delegates attended in 1992, thus an estimate of the
potential responder population suggested that 226 would be available to
respond, based on UK life expectancy and expected retirements.
Statements (Q set). Several sources were used to collate or produce a wide
range of statements regarding the features of OMERACT that might be
important to participants. First, data were collected during an internal review
of activities conducted 2 years earlier by an independent consultancy
(iDENK15). This included interviews, focus groups, and a survey with
OMERACT delegates; attendance at executive committee meetings and
conference calls; and interactions with working groups. Second, data were
collected as part of an investigation into the way patients have been incor-
porated as participants in OMERACT, including interviews, reports of atten-
dance at patient sessions, analysis of OMERACT documents, and analysis
of OMERACT conference proceedings16,17. Finally, to ensure a full range
of potential opinions about OMERACT, delegates who had attended only 1
OMERACT conference (either 9 or 10) and chosen not to return were asked
to provide their opinions of OMERACT. The statements were refined
through discussion with the research team, including a patient research
partner. After removing repeated or ambiguous items, 66 statements were
included, each worded to follow on from the stem: “To me, the ‘spirit of
OMERACT’ is…” (Table 1).
Obtaining participants’ preferences. The Q methodology study was
completed online using FlashQ, a software package designed for collecting
Q methodology data18. It was hosted for the present study on a University
of the West of England Website and managed by the first author (CF). A
prestudy e-mail was sent to potential participants, advising them when the
study would be starting and providing a very brief outline of its intent. This
was followed a month later by the invitation e-mail message, which
contained a participant information sheet explaining the study and a link to
the Website. Participants were advised to allow 45–60 min to complete the
online study. Because data were submitted anonymously, reminder e-mails
were sent to all participants at intervals of 2 weeks after the initial invitation
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Figure 1. The sorting matrix used by participants (66 statements).
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Table 1. By-factor ranking of statements (St) given in the “spirit of OMERACT” Q study.

Factor Scores Mean Score Across
All Participants 

To me the “spirit of OMERACT” is… Factor Factor Factor Factor 
One Two Three Four

St1: The credible reputation of the conference 0 0 +1 0 +0.46
St2: The open and vociferous discussion +1 +1 +2 0 +1.31
St3: Everyone’s opinions being treated as equal, regardless of their status +2 +3 +1 –3 +1.1
St4: The focus on small group discussions rather than presentations +2 +7 +3 +2 +2.13
St5: Patients being invited to the conference +4 +5 –3 +1 +1.26
St6: Patients being given the power to drive a research agenda (e.g., fatigue, well-being) +3 +4 0 –1 +1.24
St7: Helping therapies to get approved –1 –5 –2 0 –1.86
St8: Its innovative nature +2 +1 +1 0 +1.02
St9: The opportunity to deal with controversial issues 0 +3 0 +1 +0.79
St10: Volunteers driving the conference 0 –1 –2 –2 –0.48
St11: That it is neutral ground for ideas to be discussed 0 +2 0 –4 +0.59
St12: The commitment to theoretical underpinnings +2 0 –2 0 +0.32
St13: The involvement of a wide variety of stakeholders +2 +2 +1 +5 +1.6
St14: The opportunity to hear about progress in areas of work other than my own 0 0 +2 –3 +0.17
St15: The opportunity to convince my peers that my work is satisfactory –3 –4 –5 –2 –2.4
St16: Having to be thick–skinned –4 –6 –4 –1 –3.28
St17: The sleepless nights –5 –6 –6 –4 –3.35
St18: The research being driven by data/evidence +6 +2 +7 +2 +3.02
St19: The opportunity for interactive discussion +3 +4 +2 +2 +2.46
St20: The intimacy (small number of delegates) –1 +5 +3 +4 +0.9
St21: The chance to get the OMERACT seal of approval 0 –1 0 0 –0.37
St22: The chance to get international recognition for my work –2 –2 –5 +2 –1.45
St23: The focus on outcome measures +7 +6 +5 +7 +3.82
St24: International collaboration +5 +3 +4 +6 +2.43
St25: Senior and junior delegates working together +3 +1 0 +3 +1.27
St26: The opportunity to meet “famous” researchers/rheumatologists –4 –3 –5 –1 –2.48
St27: The feeling of loyalty –2 –1 –3 –4 –1.74
St28: The feeling of belonging –2 +1 –1 0 –0.32
St29: Getting work done to tight time scales –1 –2 –1 0 –0.71
St30: The organized chaos –3 +1 –4 +1 +1.5
St31: The special interest groups +1 0 0 +4 +0.92
St32: Having a fellows programme for novice researchers +1 –1 –1 –3 +0.25
St33: Having a “buddy” system for new patient delegates –2 –2 –4 –3 –1.3
St34: The gladiatorial nature (“newbies” have to prove their robustness and worth) –4 –5 –6 –1 –2.77
St35: The transparency +5 –2 0 –5 +0.12
St36: The focus on goal setting 0 –1 0 +2 +0.37
St37: The voting process being at the conference itself (enabling decisions to be 

made there and then) +3 +2 +5 –3 +1.56
St38: The equal voting process (each person is given an equal vote 

regardless of their experience/interest in the topic) +2 +1 +3 –6 +0.88
St39: The focus on striving for consensus +4 +2 +6 +3 +2.03
St40: The involvement of a core committed group of people +1 +3 +2 +4 +1.38
St41: The emphasis on striving for global standardization and validation of methods +6 +5 +6 +6 +3.88
St42: The lively methodological discussion +4 +4 +3 +4 +2.48
St43: The opportunity to discuss novel unpublished material –1 0 –2 –2 –0.38
St44: Having less visible egos than at other conferences –3 –4 –4 –7 –2.71
St45: The beautiful, exotic locations chosen for the conference venue –5 –3 +1 –3 –2.11
St46: The remote locations chosen for the conference venue (cut off from civilization) –5 –2 +3 –2 –1.7
St47: The final night entertainment –6 –5 –3 –6 –3.23
St48: The focus on guiding the conduct of clinical trials +4 –3 +5 +5 +1.26
St49: That it focuses and drives the research progress made in between meetings +1 +1 +1 +1 +1.01
St50: Reinforcing the rules for adequate clinical trials +3 –1 +4 +5 +1.31
St51: The intellectual stimulation +1 +6 +1 +3 +1.9
St52: That when consensus is achieved it feels hard-won and deserved 0 0 +4 –4 +0.48
St53: The exchange of ideas to address shared goals and challenges in different disease areas +5 +4 +4 +2 +2.15
St54: The feeling of being part of something unique –1 +2 +2 –1 +0.54
St55: The use of the Delphi procedure +1 –2 +3 –2 +0.3
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to thank those who had responded and encourage those who had not yet
responded. Participants had the option of asking the research team to stop
further reminder e-mails. 

The link to the online study presented participants with instructions for
completing the Q sort (Table 2). As a first step, participants were presented
with the statements one at a time and asked to consider each one in relation
to the statement stem “To me, the ‘spirit of OMERACT’ is…” and to sort
them into 3 broad categories: agree most; agree least or disagree; neutral. The
statements were presented to each participant in a different random order. 

When this was complete, the second step asked each participant to
review their broad categories and arrange each statement in approximate
rank order of the degree to which they agreed with that statement relative to
the other statements. Each of the 66 statements was placed in a single box
on the Q sort grid (Figure 1) of 66 boxes. The grid pattern allowed for the
majority of statements to be agreed or disagreed with mildly or neutrally
(for example, there were 10 “0” boxes, and 7 “+1” or “–1” boxes each), but
only 1 statement could be placed in the highest agreement box (“+7”) or
highest disagreement box (“–7”). Thus each participant’s opinions on the
statements were constrained into a quasi-normal distribution of degrees of
agreement with the statements (Figure 1)19. The precise shape and limits of
agreement/disagreement of this distribution (and the grid) are dependent on
the number of statements. A participant could rearrange the position of each
statement within the grid as the procedure continued, until satisfied with the
distribution.

In the third step, participants were asked to comment on the statements
they had placed at the extreme positions at either end of the grid, and were
also given the opportunity to provide an open comment about their reasons
for how they had sorted the statements overall, or any comments on any
particular statements. Finally, additional data were also collected on age,
sex, number of OMERACT attendances, and delegate category (e.g.,
industry, patient).
Analysis. The statements are assigned a score for each participant based on
which column on the grid they have been placed in (–7 to +7). To provide a
broad overview, the mean of the scores given by all the participants to each
statement was calculated. For detailed analysis, Q methodology combines
qualitative and quantitative methods to produce a rounded interpretation of
a single dataset (in contrast to a mixed-methods approach)20. Q methodology
analysis involves factor extraction, rotation, and interpretation. Factor
extraction and rotation used the PCQ software package21. In Q methodology,
participants are treated as variables and are intercorrelated and subjected to

by-person factor analysis. The software searches for shared patterns (or
sorting configurations) in the data and extracts portions of common variance
(factors). For each Q factor to be interpretable, an eigenvalue > 1.0
(indicating factors are unlikely to have grouped participant views by chance),
and ≥ 1 Q sort loading significantly upon each factor alone is required22.
Following extraction, the factors were rotated using orthogonal varimax
rotation to ensure each Q sort defined (has a high factor loading in relation
to) only 1 of the study factors, so the overall solution maximizes the amount
of study variance explained23. For ease of interpretation it is standard
Q-methodological practice to generate a single exemplary Q sort for each
factor by merging (according to a procedure of weighted averaging) the Q
sorts of all significantly loading participants on the given factor (termed the
factor array)23. A decision on the final selection of the optimum factor
solution was undertaken collectively by the authors, examining the outputs
from the different factor analysis solutions (e.g., number of factors,
weightings, explained variance, number of participants excluded from
factors). Factor interpretation was based on the factor arrays and the
open-ended comments from the factor exemplars (significantly loading
participants), which were combined to provide a single gestalt explanation
of each factor23,24. Illustrative examples of these open-ended comments are
included in the results.

RESULTS
Study population. Of the estimated 226 participants available
to respond, 105 participated (46%). The participants were 59
researchers (56%), 25 clinicians (24%), 7 patients (7%), 9
from industry (8%), and 5 fellows (5%). A preliminary
analysis of the first 50 participants to respond was presented
at the OMERACT 12 meeting in 2014. Recruitment ended
the day before the presentation, by which time a further 55
respondents had taken part. For these 2 sets of respondents
(effectively, early respondents and later respondents who had
received a larger degree of encouragement to take part),
separate and combined factor analyses provided very similar
results, testing multiple factor solutions. Further, the
demographic data were very similar in the 2 groups.
Therefore we present a combined analysis of all 105 partici-
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Table 1. Continued.

Factor Scores Mean Score Across
All Participants 

To me the “spirit of OMERACT” is… Factor Factor Factor Factor 
One Two Three Four

St56: The intensity (sessions from morning until night) –2 0 –1 +1 –0.9
St57: Being given large amounts of information to read pre-conference –3 –3 –3 –2 –2.24
St58: The quality of the moderators in the breakout sessions –1 –1 –2 –5 –0.89
St59: All delegates attending all sessions even if they are about a disease 

outside of their speciality (e.g., RA patient attending a gout session) –1 0 0 –1 +0.22
St60: The chance to get away from everything else in my working life –6 –4 0 –5 –2.71
St61: Being among the first to know about the decisions made –4 –4 –2 0 –1.97
St62: The minutiae of the discussion and debate –2 –3 –1 +1 –1.01
St63: The freedom to be a “geek” among others like myself –3 0 –3 –1 –1.57
St64: Just an elitist clique –7 –7 –7 +3 –4.28
St65: The opportunity to talk about my work with knowledgeable others 

from various backgrounds 0 +3 –1 +1 +0.69
St66: The support provided by the leadership to the working groups 0 0 –1 0 +0.21

Statements in bold type show that consensus on the mean participant score was ≥ 2.43 or ≤ –3.23. Reading the table by column shows the comparative ranking
of statements that characterize a particular factor. Reading the table by row shows the comparative ranking of a particular statement across factors.
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pants. Table 3 shows the study population and demographic
data for each factor. Of the 105 people who participated in
this study, 60% were male and 56.2% were researchers (mean
OMERACT attendance: 4.36 times, SD 2.54). Median time
to complete the online study was 25 min (interquartile range
19-35 min).
Overview of consensus statements. The mean score for each
statement is shown in Table 1. When ordered from highest to
lowest, obvious inflexions suggest that statements scoring 
≥ +2.43 or ≤ –3.23 have a very high degree of consensus (see
bold type, Table 1). These statements indicate the aspects of
OMERACT most valued by participants as a whole: First, the
specific focus of OMERACT on striving for global standardi-
zation and/or validation of methods [Statement (St) 41: overall
mean statement score +3.88]; outcome measures (St23: +3.82);
and the research being driven by data and/or evidence (St18:
+3.02). As participant (P) 38 commented: “It is and should
always be the first letter: ‘OUTCOME’ in OMERACT” (P38,
clinician, male). Second, participants value the community
aspects of lively methodological and interactive discussion
[St42: +2.48; St19: +2.46; “Coming away from the meeting
exhausted but stimulated” (P31, clinician, female)]; and inter-
national collaboration (St24: +2.43). 

The great majority of participants disagreed with the

statement “OMERACT is just an elitist clique” (St64: –4.28):
“Derogatory words that misrepresent what OMERACT is
about: Anyone can join who is willing to shoulder the work.”
(P50, researcher, male). There was also consensus disagree-
ment with the ideas that you need to be thick-skinned or have
sleepless nights to attend (St16: –3.28; St 17: –3.35). Further,
while the final evening entertainment was often discussed
fondly, it was not considered important in contributing to the
“spirit of OMERACT” (St47: –3.23): “Of course the exotic
places and the final night, but you cannot put that [as the item
you] like the best!” (P22, clinician, male).
Q methodology overall factor solution. A 4-factor solution
was used based on (1) the solutions having a maximal
explained variance; (2) the solutions having a maximum
number of Q sorts loading significantly on 1 factor; (3) all
factors with eigenvalue > 1.00; (4) all factors containing
statements distinguishing them from other factors; (5) a
minimum number being confounded (i.e., significantly
loading on > 1 factor); and (6) the researchers’ judgment.
Table 3 provides a summary of characteristics of all factors
presented. Table 1 presents the average rating (provided by
the factor array) given by each of the 4 factors to each
statement. The 4 factors explain 44% of the variance and
account for 70 of the 105 participants (67%). Participant
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Table 2. Instructions given to participants.

Page 1: Thank you for taking the time to complete this study about what the Spirit of OMERACT means to you
Please click on the continue button
PLEASE DO NOT CLICK THE BACK BUTTON ON YOUR BROWSER WHILE COMPLETING THIS STUDY, AS THIS WILL ERASE YOUR
PROGRESS

Page 2 (Intro text): This study is about the OMERACT conference. We are interested in your own personal beliefs about what contributes to creating the
Spirit of OMERACT
Please maximize your browser window and click on the continue-button to start the survey

Page 3 (Step 1 of 5): Read the following statements carefully and split them up into 3 piles: a pile for statements you tend to disagree (or leaStagree) with, a
pile for cards you tend to agree with, and a pile for the rest. You can either drag the cards into one of the 3 piles or press 1, 2, 3 on your keyboard. Changes can
be made later
IF YOU WOULD LIKE TO READ THIS INSTRUCTION AGAIN, PRESS THE HELP-BUTTON AT THE BOTTOM RIGHT CORNER OF YOUR
BROWSER

Page 4 (Step 2 of 5): Take the cards from the ‘AGREE’ pile and read them again. You can scroll through the statements by using the scroll bar. Next, select the
2 statements you moStagree with and place them on the right side of the score sheet below the ‘+7’
Now read the cards in the ‘DISAGREE’ pile again. Just like before, select the 2 statements you most disagree with and place them on the left side of the score
sheet below the ‘–7’. Next, select the statements you second most agree/disagree with and place them under ‘+6’/’–6’. Follow this procedure for all cards in
the ‘AGREE’ and ‘DISAGREE’ pile
Finally, read the ‘NEUTRAL’ cards again and arrange them in the remaining open boxes of the score sheet
Don’t worry if some statements you tend to agree with end up towards the negative end of the grid, because we are interested in your opinions on the statements
in relation to each other
REMEMBER, YOU CAN SEE THESE INSTRUCTIONS AGAIN AT ANY TIME BY CLICKING ON THE HELP BUTTON IN THE BOTTOM RIGHT
CORNER OF YOUR BROWSER

Page 5 (Step 3 of 5): Now you have placed all cards on the score sheet. Please go over your distribution once more and shift cards if you want to

Page 6 (Step 4 of 5): Please explain why you agree most or disagree most with the following statements you have placed below ‘+7’ and ‘–7’

Page 7 (Step 5 of 5): Finally, please answer the following questions regarding your background
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loading of ≥ ± 0.40 reached significance at p < 0.01,
indicating that each loading participant closely exemplifies
the factor they load onto23. The factors will be presented in
order of the highest number of loading participants.
Factor One: “Evidence not eminence.” This factor consisted
of 31 participants who were predominantly researchers, but
included representation from all stakeholder groups; they

were predominantly male; and mean OMERACT attendances
were representative of the study population (Table 3). 

Factor One exemplars highly valued the OMERACT
process of data and evidence being used to drive the research
agenda [Table 1: St18: score +6]: 
“A strong prerequisite to make sound judgments on interven-
tions in clinical trials” (P34, researcher, male); 

1987Flurey, et al: Spirit of OMERACT

Table 3. Summary characteristics of participants, and factor.

Eigenvalue Percentage Sex Group No. OMERACT Summary
Variance Meetings Attended 

Explained (mean, SD)

Factor One, 16.77 16 67.7% m, 14 (45.2%) 4.58 (3.09) Evidence not eminence: These participants value the  
n = 31 32.3% f Researchers process of data and evidence being used to drive the

8 (25.8%) Clinicians r e s e a r c h
agenda at OMERACT. They believe that in 6 (19.4%) Industry r e a c h i n g
consensus the data are more important than 2 (6.5%) Patients eminence or person-
ality. These delegates attend 1 (3.1%) Fellows
OMERACT to work rather than socialize
Factor Two, 12.98 12 52.6% m, 15 (78.9%) Researchers 5.11 (2.85) Collaboration and collegiality: These participants 
n = 19 47.4% f 4 (21.1%) Clinicians value the interaction with other delegates. They 

believe that collaboration and discussion is an 
important part of the consensus process. They also 
value the opportunity to work together with like-
minded people on the same intellectual level

Factor Three, 9.99 10 66.7% m, 7 (58.3%) Researchers 4.17 (2.48) Equal voices, equal votes, common goals: These 
n = 12 333% f 3 (25.0%) Clinicians participants believe in equality and striving toward a

2 (16.7%) Industry common goal. They value the OMERACT process 
that gives all delegates an equal voice in the 
discussions with everyone being encouraged to 
contribute and that the equal voting process is 
important. These participants value the common goals 
of guiding the conduct of clinical trials and reaching 
consensus above personal recognition and gain

Factor Four, 6.56 6 62.5% m, 7 (87.5%) Researchers 4.50 (2.45) Principles and product, not process: These 
n = 8 37.5% f 1 (12.5%) Clinicians participants value the overall principles of 

OMERACT: namely the focus on outcome measures. 
They also value the product of OMERACT such as 
guiding the conduct of clinical trials. However, these 
participants were unconvinced in the OMERACT 
process of transparency and equal voting, believing 
that this is not necessary or effective to achieve the 
end product

Confounded n/a n/a 54.5% m, 9 (40.9%) Researchers 4.00 (2.12) n/a
45.5% f 5 (22.7%) Clinicians

1 (4.6%) Industry
5 (22.7%) Patients
2 (9.1%) Fellows

Non-significant n/a n/a 53.8% m, 7 (53.8%) Researchers 3.54 (1.39) n/a
46.2% f 4 (30.8%) Clinicians

2 (15.4%) Fellows
Study population n/a 44 60% m, 59 (56.2%) Researchers 4.36 (2.54) n/a

40% f 25 (23.8%) Clinicians
9 (8.6%) Industry
7 (6.7%) Patients
5 (4.8%) Fellows

n/a: not applicable.
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“It is based on rigorous data assessment and use of the Filter.
I think that this places the OMERACT conference as the
‘crucible’ where ideas for outcome measures are tested” (P58,
clinician, male); 
“The goal is to improve what we do for the benefit of the
patients. Evidence is the only thing that has consistently
improved how we help patients” (P66, industry, male).

These participants agreed that the OMERACT process is
transparent (St35: +5). They valued the exchange of ideas to
address shared goals and reported that this sharing of ideas
sets OMERACT apart from other conferences: 
“This level of commitment and interest in the details can best
be summarized by the “geekiness” variable, and is what
separates OMERACT attendees from other meetings” (P33,
industry, male).

These participants felt strongly that OMERACT is not
“just an elitist clique” (St64: –7). Although this statement
score was in agreement with Factors Two and Three, in
contrast to those factors, the discourse in this factor suggests
that this was due to the belief that the data should always win
out over personalities or eminence: 
“To win over ‘non-specialists’ on the voting process, one has
to be clear and concise. OMERACT members are good at
letting the presenters know an argument has not been made
on a voting point. I don’t vote for something because I trust
the presenter. I vote for something if the presenter has
educated me enough to believe him/her” (P51, clinician,
male);
“I believe all have their ideas put to the public blow torch at
OMERACT, and famous investigators have failed to
convince, hopefully underpinning that evidence not person-
alities rule OMERACT” (P90, clinician, male); 
“Evidence, not eminence. Eminence can focus efforts
towards laudable goals, but it is never the goal itself” (P66,
industry, male).

The discourse from this factor indicates that these partici-
pants go to OMERACT to further research objectives and not
to socialize. They definitely do not use OMERACT as a
chance to escape their working life (St60: -6) and they see
the exotic and remote locations as an unnecessary distraction
to getting the work done (St45: –5; St46: –5): 
“I have other (intellectual and urging) engagements to attend
to in daily life, so absolutely no reason to escape from these
time-consuming obligations” (P25, patient, female); 
“We rarely go outside” (P33, industry, male); 
“More distraction or deterrents of getting outcomes
completed, adds unnecessary complexity” (P68, industry,
male).
Factor Two. “Collaboration and collegiality.” This factor
consisted of 19 participants who were predominantly
researchers, and more female participants were included in
this factor than the other 3 factors. They had a slightly higher
mean number of OMERACT attendances (5.11) than the
study population (4.36; Table 3). 

Participants loading onto Factor Two particularly valued
the collaboration and collegiality that OMERACT provides.
The elements of OMERACT most important to these partici-
pants were those that relate to the interaction with other
delegates. They valued the intimate aspect of the conference
and the limited number of delegates; the discourse suggested
that they saw these elements as allowing increased opportu-
nities for collaboration and interaction (St20: +5):
“Having our own area for dining means that we continue
debates over meals. All being in the same location (rather
than a range of conference hotels spread across a city)
lengthens the day at both ends, and also allows for social-
izing, which further bonds the group” (P03, researcher,
female). 

The collaborative character of OMERACT valued by this
factor contributed to their decision to reject the idea that
OMERACT is “just an elitist clique” (St64: –7), in contrast
to the reason of evidence over eminence given in Factor One:
“I don’t think of us as elitist … I find it quite collaborative
and hard-working” (P52, researcher, female).

These participants were less concerned than those in other
factors with helping to get therapies approved (St7: –5).
However, the focus on small group discussions was particularly
important to them (St04: +7) because these were seen to be
more effective for making progress than big plenary sessions
alone; and participants indicated that this is what makes
OMERACT innovative and distinct from other conferences:
“In small groups, communication and reaching consensus
and how we get there is easier and more interesting and
useful” (P22, clinician, male);
“This is the most importance difference between OMERACT
and other conferences, in the dialogue most progress is
found” (P55, researcher, male).

A further element valued by these participants was the
opportunity to work together with like-minded people on the
same intellectual level. They valued the intellectual stimu-
lation and the opportunity to discuss their work with knowl-
edgeable others (St51: +6; St65: +3):
“There is diverse intellectual discussion within individuals
from a variety of backgrounds, which is often productive”
(P39, researcher, male).

The value these participants placed on the collaborative
character of OMERACT may explain why it is more
important to them than any other factor that patients are
invited to the conference (St05: +5). They also scored higher
than the other factors on the statement “the freedom to be a
geek with others like myself” (St63: 0). The comments
indicated that while not all participants in this factor saw
themselves as a “geek,” they did appreciate the collegiate
character of OMERACT:
“I do not feel like a geek. It is just passionate people, and even
though most of them are famous researchers, most of them
act so humbly it is really stimulating” (P22, clinician, male);
“I am considered a geek by colleagues … yet at OMERACT
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the place is filled with people who want the job of
measurement done right” (P52, researcher, female).

The discourse in this factor suggests that OMERACT is
inclusive and welcoming, thus these participants strongly
believe that one does not need to be “thick-skinned” to attend
(St16: –6); nor do they feel OMERACT is gladiatorial in
character, with new delegates having to prove themselves
(St34: –5): 
“This is unnecessary ego-tripping and can be very
destructive. We were all ‘newbies’ once” (P03, researcher,
female);
“OMERACT is a very level playing field where everyone
involved in groups contributes. The leaders have worked hard
to create an environment and ethos that everyone has an
important voice and is encouraged to contribute” (P89,
clinician, female).
Factor Three: “Equal voices, equal votes, common goals”:
This factor consisted of 12 participants who were predomi-
nantly researchers, with a slightly lower mean OMERACT
meeting attendance number (4.17) than the study population
(4.36; Table 3). 

Factor Three exemplars valued the elements of the
OMERACT process that give all delegates an equal voice in
the discussions and an equal vote in the final consensus,
while striving toward a common goal. Thus they positively
rated the voting being equal and being at the conference
(St38: +3; St37: +5), and the use of the Delphi procedure
(St55: +3). The discourse in this factor suggested that it is
important to these participants that everyone has enough
information to contribute equally:
“Ensuring the data is there, that everyone understands it,
discussions about strengths and weaknesses, voting, back for
the next meeting with more data” (P54, clinician, female).

Perhaps owing to the value placed on equality, these
participants do not agree that OMERACT is an opportunity
to meet “famous” researchers and/or rheumatologists
(St26: –5). They do not agree that new delegates have to
prove their robustness and worth (St34: –6) nor that
OMERACT is “just an elitist clique” (St34: –7). The
discourse suggests that these participants feel everyone is
encouraged to contribute and that their opinions are valued:
“The leaders are enthusiastic and motivating and even though
they may be leaders in their field they are approachable and
friendly” (P18, researcher, female);
“Not being a rheumatologist, I learned a great deal and was
very much encouraged to contribute and explain my own
discipline and its value to rheumatology” (P07, researcher,
male).

These participants value the research being evidence- and
data-driven (St18: +7), the focus on guiding the conduct of
clinical trials (St48: +5), and striving for consensus (St39:
+6). These values and goals are more important to this group
than the opportunity to convince their peers that their work
is satisfactory (St15: –5), or the chance to get international

recognition for their work (St22: –5). This attitude may
indicate that the participants’ motivation to attend is
something other than the desire for individual recognition. 
“Everyone is there to learn with common goals of helping
patients” (P78, industry, male).
Factor 4: ”Principles and product, not process”: Although
this factor has the lowest eigenvalue (6.56), the number is
substantially higher than that due to chance alone (eigenvalue
< 1.00). In addition, this factor was included because the
4-factor solution strengthened the other 3 factors compared
to the 3-factor solution, and it seemed realistic that a small
number of delegates might hold the views expressed within
this factor.
Factor Four consisted of 8 participants who were predomi-
nantly researchers, but the sex and mean number of times
attending OMERACT meetings were representative of the
study population (Table 3). Factor Four exemplars valued the
overall principles and products of OMERACT, but were
unsure as to whether the OMERACT process is necessary or
appropriate to achieve this:
“OMERACT is a great idea that needs updating” (P05,
researcher, male).

Similarly to the participants in other factors and the overall
consensus, these participants value the overall principle of
OMERACT, that is, the focus on outcome measures (St23:
+7): “OMERACT should focus on this topic” (P16, clinician,
male). They also value the products of OMERACT, including
guiding the conduct and reinforcing the rules for clinical trials
(St48: +5; St50: +5):
“This is a very important feature of OMERACT; we’ll
encourage trialists to use the same standardized outcome
measures. OMERACT is therefore protecting us against
selective outcome reporting from industry” (P42, researcher,
male).

However, the participants loading onto this factor were
more inclined than all other factors to consider OMERACT
as “an elitist clique” (St64: +3): 
“Too expensive and too exotic” (P16, clinician, male). 

These participants do not agree that the OMERACT
process is transparent (St35: –5); has fewer visible egos than
at other conferences (St44: –7); nor that everyone’s opinions
are treated as equal (St03: –3). However, they do value the
involvement of a core committed group of people more than
the other factors (St40: +4). They did not agree that the voting
process is equal or that it should be held at the conference
(St37: –3; St38: –6;), which the discourse suggests is because
they are unsure whether this process is necessary or appro-
priate to reach the end product:
“This [voting process] is a bit silly since most things are
approved by the time the large group votes. Not all attendees
know or care about some topics and really are not qualified
to vote (not due to position or training, but due to indif-
ference)” (P23, researcher, male);
“I think that much of the work is done prior to the meeting
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and that those driving the agenda will paraphrase the
questions until they get the response they want, or will
continue anyway without consensus” (P56, researcher,
female).

Despite holding the opinion that the voting process may
be unnecessary, these participants still value the collaborative
design of the conference, and the involvement of a wide
variety of people (St24: +6; St13: +5):
“International ‘buy-in’ is crucial. [It] forces us to seek
consensus and inclusion” (P23, researcher, male).

Despite the seemingly more negative views held within
this factor, these participants have a mean number of 4.36
times attending OMERACT meetings and therefore it is
likely that the perceived positive aspects of OMERACT (e.g.,
focus on outcome measures and collaboration) outweigh the
perceived negative aspects in this factor.
Confounding sorts (sorts loading onto > 1 factor):A partici-
pant’s individual sort is considered to be confounded if it
significantly loads (≥ ± 0.40, p < 0.01) onto > 1 factor23. This
study contained 22 confounded sorts: 9 researchers, 5 clini-
cians, 5 patients, 2 fellows, and 1 person from industry. Half
of confounders (5 researchers, 4 patients, 1 fellow and 1
clinician) loaded onto Factor One: “Evidence not eminence”
and Factor Two: “Collaboration and collegiality,” and
therefore held views that were equally balanced between the
2 factors. Five of the confounders (1 researcher, 2 clinicians,
1 patient, and 1 person from industry) loaded onto Factor
One: “Evidence not eminence” and Factor Three: “Equal
voices, equal votes, common goals.” The remaining
confounders were distributed across different groups. The
majority of the patient participants (6/7) loaded either solely
onto Factor One, or were confounded across Factor One
“Evidence not eminence” and Factor Two “Collaboration and
collegiality,” and therefore held views that were equally
balanced between these factors. The remaining participant
groups were distributed across the different options.

DISCUSSION
Almost half of OMERACT delegates who had chosen to
attend more than 1 meeting and were likely to be available
to participate in this study provided material to review those
aspects of OMERACT that embody the “spirit of
OMERACT.” Collectively there is a broad consensus that the
focus on outcome measures, global standardization of
methods, data-driven research, international collaboration,
and methodological discussion contribute to creating the
“spirit of OMERACT.” Within this, differences of preference
emerge that distinguish 4 relatively distinct factors, for which
we have coined the following descriptive labels: Evidence
not eminence; Collaboration and collegiality; Equal voices,
equal votes, common goals; and Principles and product, not
process. 

While some delegates believe the evidence- and
data-driven elements of the conference should be valued

above personality (Evidence not eminence), others value the
collaborative and interactive elements of the conference and
the feeling of collegiality (Collaboration and collegiality).
Some valued the focus on equality, with everyone striving
toward the same goal (Equal voices, equal votes, common
goals) and others value the principles of focusing on outcome
measures and the product of guiding clinical trials, but are
unsure whether the process is necessary to reach this
(Principles and product, not process). 

The different participant groups were distributed among
the 4 distinct factors, or were confounded between more than
1 factor. This indicates that participant experiences and
opinions of OMERACT cannot be categorized according to
participant group. If one group had a particularly distinct
opinion or experience, this would have been recorded by the
method as a separate factor. It is important to note that
although patient participants were not greatly represented in
the factor solutions, they were present as confounding sorts.
Thus, their opinions were not sufficiently distinct to create a
separate factor, but in agreement across different areas of
opinion (Factor One or confounded across Factor One and
Factor Two).

The finding that OMERACT is valued for its focus on
outcome measures, data-driven research, collaboration, and
equality through consensus agreement supports the descrip-
tion that OMERACT provides for itself on its Website2 and
in the OMERACT Handbook9. The finding in the current
study that data-driven research is highly valued by some
delegates supports previous research17 that found one
obstacle to accepting patient participation at OMERACT was
concern that knowledge brought by patients is experiential.
Further, the finding from the current study that collaboration
and every delegate being given an equal voice in the
discussion are important contributors to the “spirit of
OMERACT” supports the finding that many professionals
had their perceptions changed by patients: 
“Patients were a kind of sparring partner when I entered a
relatively new area”17. 

These findings also support an evaluation of a conference
focused on the inclusion of minorities into clinical research
trials25, which found that inclusion and collaboration is
necessary to make progress. 

These are the first data using Q methodology to evaluate
a research conference, and it has proved to be a valuable way
of measuring delegates’ motivations for attendance.
Conference organizers may find this method useful to under-
stand the differences among the delegates, enabling organ-
izers to tailor the conference to delegates’ different needs. 

A limitation of Q methodology is that participants are
given predetermined statements to sort, and thus novel ideas
may be overlooked. However, the statements that participants
sorted came from a range of sources, including delegates who
had attended OMERACT once and chosen not to return and
therefore included a wide range of relevant opinions. In
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addition, any delegate who had ever attended an OMERACT
meeting since it began was contacted to take part, ensuring
the widest range of opinions possible. 

A further limitation is that the opinions of participants who
had never returned to OMERACT were not gathered.
Although there were 555 individuals who attended only 1
OMERACT meeting, these represented only one-third
(32.9%) of the total meetings attended, and thus two-thirds
(67.1%) of the participants overall were people who attended
more than once. The decision to include delegates who had
attended at least 2 OMERACT meetings ensured they had a
more rounded experience of the conference and also
accounted for the great majority of attendances over the 11
meetings. It should be noted that patients attend the meetings
by invitation and thus could only return if they were given
the option. However, the majority of patients who were
invited to return accepted the invitation; only 1 patient
declined to attend a meeting, because of location. The reasons
why some delegates did not return cannot be determined in
our study, but because the study includes the bulk of
attendees, it reflects the features that they value.

It is possible that sorting 66 statements into categories and
then across the fixed distribution grid could be tedious for
participants and potentially affect their responses. However,
the median time to complete the study indicates that this
study did not take as long to complete as estimated (24.87
min). Further, participants’ comments indicated that although
the task could be challenging (“Sometimes difficult to rank,”
P50, researcher, male), it also prompted them to think about
their own priorities (“Makes you realise what you most think
is really important when limited,” P77, fellow, female).
Overall participants seemed to enjoy taking part in the study,
saying it was a “fascinating challenge” (P3, researcher,
female), an “interesting exercise” (P20, industry, male), and
“a few [statements] even made me laugh” (P35, patient,
male).

These data were collected online and thus the qualitative
methodology may be slightly weaker owing to the lack of
face-to-face interaction between researcher and participant.
However, participants were asked to provide open-ended
comments about their most strongly sorted statements. These
comments cohered with the factor groupings and enabled
researchers to explain why participants sorted the statements
in certain ways, thus enriching the data.

OMERACT delegates value the focus on outcome
measures and global standardization of methods that
OMERACT provides. There are 4 ways in which delegates’
views of the “spirit of OMERACT” differ, with some placing
more importance on evidence-based research, others on
collaboration, some on equality, and a small group being
satisfied with the principles of OMERACT but unconvinced
by the process. These data provide important information
about the aspects of OMERACT that are most valued by
frequent delegates and support OMERACT’s descriptions of

itself. This information may be useful for potential delegates
who are considering attending OMERACT for the first time.
Thus, it may be beneficial for the OMERACT committee to
explicitly recognize these distinct values.
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