






1028 The Journal of Rheumatology 2014; 41:5; doi:10.3899/jrheum.131314
Personal non-commercial use only. The Journal of Rheumatology Copyright © 2014. All rights reserved.

Figure 1. A conceptual framework of Core Areas for
measurement of health conditions in the setting of a health
intervention. The lighter shading of Resource Use indicates
it is currently strongly recommended, but not mandatory for
inclusion. The choice of specific domains within an Area
depends on the context for which the core set is being
developed. In all areas, domains can be generic or made
more specific: e.g., disease-specific, time-specific (e.g.,
short or longterm), specific for patient preference, etc. ICF:
International Classification of Functioning, Disability and
Health. From Boers, et al. J Clin Epidemiol 2014:in press;
with permission.

Figure 2. Development of a Core Domain Set from the
Core Areas of measurement. A Core Domain Set is defined
as the minimum set of Domains and Subdomains necessary
to adequately cover all Core Areas, i.e., to fully measure all
relevant concepts of a specific health condition within a
specified setting. From Boers, et al. J Clin Epidemiol
2014:in press; with permission.

Figure 3. Development of a Core Outcome Measurement
Set from a Core Domain Set. A Core Outcome
Measurement Instrument Set is defined as the minimum
set of outcome measurement instruments that must be
administered in each intervention study of a certain health
condition within a specified setting to adequately cover a
corresponding Core Domain Set. As depicted, the devel-
opment process allows core set developers to declare a
Preliminary Core Outcome Measurement Set when not
all domains are covered by at least 1 applicable
measurement instrument. From Boers, et al. J Clin
Epidemiol 2014:in press; with permission.
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years, and 77% agreed that Filter 2.0 should be adopted
immediately for all OMERACT activities.

Next Steps
OMERACT participants recognized the need to prospec-
tively document the usefulness of Filter 2.0. We use the
word “usefulness” because validation may be a difficult
concept in this context. Face validity could be documented
by the extent to which the framework is successfully
applied. For domains and instruments, documentation of
successful input, and subsequent adoption by stakeholders
can be regarded as providing face validity. Content validity
might be assessed by the extent to which the core sets
developed according to the framework are subsequently
found to have content validity. Lack of coherent arguments
against the framework can be regarded as evidence of
construct validity. Also, some comfort may come from the
following observation: “Although we often associate the
concept of validity with truth, accuracy, and/or representa-
tiveness, we often overlook the fact that all assessments of
validity are the results of an inherently social process”25. In
the context of core sets, content validity can only be
assumed until disproven by the observation that a key
domain has been overlooked. Participants determine
whether a domain is key, and such assessments are not
constant over time. Thus frameworks and core sets both
need to be regularly updated.

Whether the domains proposed as elements of a Core
Domain Set are sufficiently discriminative will need to be
determined by studying the evidence that is obtained in
trials that apply the core set. Finally, explicit documentation
of core set development according to the framework will
help determine its feasibility.

Where the first OMERACT Filter focused mostly on the
applicability of measurement instruments, Filter 2.0 is built
on a broadly endorsed conceptual framework for core
outcome measurement set development. Filter 2.0 incor-
porates Filter 1.0 in a more explicit description of estab-
lished working processes. OMERACT will prospectively
monitor the usefulness of Filter 2.0 and update the
framework where necessary. We believe this framework will
also prove to be a more generic guide, offering an approach
to core outcome set development in many areas of health-
care26. [A standalone article intended for a general
(non-rheumatology) audience, published in The Journal of
Clinical Epidemiology, summarizes development of Filter
2.0, described in detail in this part of the OMERACT
proceedings26.]
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