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ABSTRACT. Objective. Treat to target (T2T) is a strategy of adjusting treatment until a target is reached. An international 
task force recommended T2T for juvenile idiopathic arthritis ( JIA) treatment. Implementing T2T in a stan-
dard and reliable way in clinical practice requires agreement on critical elements of (1) target setting, (2) T2T 
strategy, (3) identifying barriers to implementation, and (4) patient eligibility. A consensus conference was 
held among Pediatric Rheumatology Care and Outcomes Improvement Network (PR-COIN) stakeholders 
to inform a statement of understanding regarding the PR-COIN approach to T2T.

 Methods. PR-COIN stakeholders including 16 healthcare providers and 4 parents were invited to form a 
voting panel. Using the nominal group technique, 2 rounds of voting were held to address the above 4 areas 
to select the top 10 responses by rank order.

 Results. Incorporation of patient goals ranked most important when setting a treatment target. Shared deci-
sion making (SDM), tracking measurable outcomes, and adjusting treatment to achieve goals were voted as 
the top elements of a T2T strategy. Workflow considerations, and provider buy-in were identified as key bar-
riers to T2T implementation. Patients with JIA who had poor prognostic factors and were at risk for high 
disease burden were leading candidates for a T2T approach. 

 Conclusion. This consensus conference identified the importance of incorporating patient goals as part of 
target setting and of the influence of patient stakeholder involvement in drafting treatment recommenda-
tions. The network approach to T2T will be modified to address the above findings, including solicitation of 
patient goals, optimizing SDM, and better workflow integration.

 Key Indexing Terms: disease activity score, juvenile idiopathic arthritis, outcomes, physician practice patterns, 
practice guidelines, registries
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Juvenile idiopathic arthritis ( JIA) refers to several types 
of chronic arthritis of unknown etiology affecting chil-
dren before the age of 16 years. The International League 
of Associations for Rheumatology proposed a uniform 

definition and classification criteria for JIA.1 In practice, 
available numbers of incidence and prevalence of JIA vary 
widely, in part due to the heterogeneity of JIA and differing 
means of case ascertainment.2 The estimated incidence rate of 
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JIA varies globally across different populations, ranging from 
1.6 to 23 per 100,000 individuals..3 
 All forms of JIA can be associated with significant disease- 
and treatment-related morbidity, thus affecting children’s 
health-related quality of life (QOL).4,5 The probability of 
attaining remission within 5 years of diagnosis is approximately 
50%, except for children with polyarthritis.6 Only approximately 
40% of children with a polyarticular form of JIA achieved disease 
control.7 Many children with JIA continue to have arthritis with 
associated morbidities and QOL impairments into their adult-
hood.8 Relative to historical cohorts, there is suggestive evidence 
that early disease control in JIA can lead to lower rates of perma-
nent joint damage.9 Thus, it is imperative to focus care delivery 
on tighter disease control to improve outcomes for patients. This 
approach is in line with the Pediatric Rheumatology Care and 
Outcomes Improvement Network (PR-COIN) mission and 
vision.
 Established in 2011, PR-COIN is a collaborative learning 
health network of 21 pediatric rheumatology centers across 
the US and Canada, who, in partnership with patients and 
families, work together to ensure the best delivery of care with 
a focus on outcomes improvement.10 PR-COIN employs a 
modified version of the Institute for Healthcare Improvement’s 
Breakthrough Series collaborative model,11 described here. After 
selecting an evidence-based topic and designing an intervention, 
teams come together to learn about the intervention, and then 
return to their centers for an “action period” to test the inter-
vention iteratively in clinical practice using plan-do-study-act 
cycles over 18 months. Teams meet monthly by webinar to share 
performance data, learning, and best practices. Then, teams 
reconvene in longer learning sessions every 6 months to discuss 
progress. This growing network utilizes evidence-based inter-
ventions such as previsit planning, population management, 
self-management tools, shared decision making (SDM), and 
patient/parent engagement, to improve chronic illness care.12 
Several of these interventions overlap with the proposed princi-
ples of treat to target (T2T).
 T2T refers to a target-based treatment approach in which 
patients and providers select a treatment target that is frequently 
monitored using measurable outcomes to adjust therapeutic 
interventions.13 SDM with the clinical care team and patient/
parent is a central principle of the T2T approach. To date, there 
is growing evidence that supports the use and efficacy of T2T in 
chronic rheumatic diseases, particularly in rheumatoid arthritis 
(RA). Ramiro et al showed that when a T2T strategy is appro-
priately applied in a clinical setting, it results in better remission 
outcomes.14 While many studies followed and reinforced the 
efficacy of T2T in RA,15 the evidence of T2T use in improving 
outcomes in patients with JIA is more limited.
 In 2018, an international task force of rheumatologists 
recommended the incorporation of the T2T paradigm for all 
patients with JIA.16 Treatment targets aimed to achieve clinical 
remission, with an alternative goal of low disease activity (LDA). 
A list of instruments and criteria used to define clinically inac-
tive disease and LDA was suggested.16 The task force provided 
recommendations for frequency of evaluations, expectations for 

timing of improvement, and ways to incorporate the patients 
and families into the decision making. Buckley et al published 
a pilot center experience study showing how implementation of 
structured disease activity monitoring paired with clinical deci-
sion support significantly improved Clinical Juvenile Arthritis 
Disease Activity Score (cJADAS) scores, a validated clinical 
disease activity measure, in both early and established polyartic-
ular JIA.17 Based on the evidence supporting T2T as a treatment 
approach in rheumatology and the T2T task force recommen-
dations for JIA, PR-COIN leadership decided to test T2T as 
a strategy to drive outcomes improvement. The PR-COIN 
Outcomes Committee, comprising network participants 
selected based on expertise with quality improvement (QI) and 
history of best practice performance, designed a T2T interven-
tion to be tested at interested PR-COIN centers. Educational 
modules were developed, with parent stakeholder input, for 
training teams on T2T components, use of SDM medication 
issue cards augmented with cJADAS calculations,18 treatment 
algorithms, and parent/patient-facing materials (handout, 
video) describing the T2T approach. The intervention was 
presented at a learning session in January 2019, and materials 
were distributed to PR-COIN centers for use during the action 
period. Testing of the intervention began with the patients with 
extended oligoarticular and polyarticular JIA.
 In February 2019, 16 PR-COIN centers proceeded to test the 
T2T interventions in their local clinic settings, with an emphasis 
on using a stepwise adoption of (1)  setting a treatment target 
with the patient/family, (2) standardizing disease activity assess-
ment and comparing the target to the current disease state, and 
(3) utilizing a treatment escalation algorithm, a form of clinical 
decision support.19 Centers aimed to achieve ≥ 80% reliability of 
performance for each of the 3 steps. Of the 16 PR-COIN centers 
who tested the T2T intervention, 7 centers reported setting 
targets with patients and families, 8 reported achieving 80% reli-
ability in assessing disease activity in a standard way, and 3 centers 
reported using standardized treatment escalation algorithms.19

 In preparation for the formal implementation of the inter-
vention, with a plan for subsequent scale-up and spread to 
other pediatric rheumatology centers, we scheduled a consensus 
conference to gain robust feedback from centers now experi-
enced in testing the components of the intervention, and to 
understand any barriers encountered with implementation. The 
purpose was to understand how the intervention might need to 
be adapted based on the center experience with testing in their 
local contexts. PR-COIN is a patient-centered organization, and 
therefore we incorporated parent stakeholders who had experi-
enced the intervention as part of their child’s care.
 Specific questions asked at the consensus meeting were devel-
oped by the meeting facilitator (BMF) and network principal 
investigator (EMM), with review by the leaders of the T2T 
intervention ( JMB, JGH). The 4 fundamental questions about 
the T2T intervention, for which the answers would be informed 
by experiences of testing centers, included the following:
1. What are the most important elements when setting an 
individual’s target, that considers the points of view of both the 
patient/family and the healthcare team?
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2. What are the most important elements of a T2T strategy?
3. What are the most important barriers to implementing a 
T2T strategy?
4. Who are the most important patients/patient groups to 
enroll in a T2T strategy?

METHODS
PR-COIN has an umbrella institutional review board protocol governing 
network activities. Participation in the consensus meeting was by invitation 
to participating PR-COIN members to improve a QI intervention. Consent 
was implied by acceptance to attend. Voting members included clinician 
principal investigators from PR-COIN centers who had participated in the 
2019 T2T intervention, or a clinical leader delegate, along with parents who 
participated in the PR-COIN team at the center their child receives care. 
Patients were invited but did not attend the meeting as it occurred during 
school hours. The facilitator (BMF) was an expert in consensus methods 
and the nominal group technique (NGT). PR-COIN Fellowship Program 
participants assisted with data collection for voting polls (TET, MER). 
There was a designated notetaker ( JT). The conference was held as a virtual 
meeting over the Zoom platform.20 Meeting proceedings were recorded.
 Prior to the consensus voting session, the participants listened to brief 
motivational talks by a PR-COIN Outcomes Committee leader ( JMB) 
and a parent advocate and author of an editorial on T2T from a parent 
perspective.21 Educational speakers included coauthors of the T2T task force 
recommendations and an author of a publication on experience with T2T in 
a European cohort.16,22 These educational sessions aimed to share T2T task 
force recommendations, show real-world evidence of effectiveness, describe 
clinical experience with implementation ( JGH), and highlight the patient 
perspective that was absent from the original task force recommendations. 
Reference papers were sent to the voting panel in advance.16,18,21–26 Invitations 
were sent to a broader community audience to listen to the preconsensus 
meeting educational sessions, and then to the presentation of consensus 
voting results. Invitees included PR-COIN member center teams, parent 
work group members, Arthritis Foundation representatives, Childhood 
Arthritis and Rheumatology Research Alliance (CARRA) leaders partic-
ipating in shared research contracts, JIA researchers, allied healthcare 
providers and speakers at the PR-COIN learning session (held the following 
day), and the expert speakers (see Acknowledgment). The general attendees 
did not attend the consensus voting session. Patients were invited but were 
unable to attend since the meeting occurred during school hours.

 The NGT was used to obtain consensus among voting members on the 
top 10 items for each question.27 The 4 research questions, listed above, 
served as open-ended questions asked by the facilitator, for 2 voting rounds 
per question; the voters were given 5 minutes to brainstorm before discus-
sion. Then, each voting member presented a single unique answer per round 
until all answers were stated. Answers were recorded simultaneously by the 
pollsters into an electronic polling software, Poll Everywhere,28 and voting 
members were able to view these answers.
 Each participant placed 7 total votes on answers they thought were of 
the highest significance. Members were allowed to place as many of their 7 
votes on a single answer as they desired. Once all votes were recorded, the 
pollsters revealed the top 10 items for the respective round.
 The facilitator initiated a second round of discussion in which each 
voting member advocated for and clarified their votes for the answers to 
the original question. A new poll was created to reflect any changes, and 
a second round of voting occurred. The final top 10 items for the question 
were revealed in rank order, reflecting a pooled outcome of the individual 
votes.

RESULTS
On October 22, 2020, a PR-COIN Consensus Conference was 
held virtually using the Zoom platform. Twenty total voting 
members were recruited including 16 healthcare providers, 1 
parent/clinician, and 3 parents (see Supplementary Table  1, 
available with the online version of this article).
 Questions 1–3 resulted in > 50 answers per round and ques-
tion 4 resulted in > 20 answers (Supplementary Table 2, avail-
able with the online version of this article). Tables 1–4 show the 
top 10 items from each round based on total votes. Next to each 
question response in the tables, we included the total number of 
votes and the percentage of participants who voted on the item. 
Notably, some responses ranked higher on the list based on the 
total number of votes received but had relatively lower percent-
ages of total voters endorsing the item. This finding was related 
to individual voters placing multiple votes on an individual 
response (as described in Methods).
 Question  1 elicited the most important elements of target 
setting in T2T. Results from 2 rounds of voting are presented 
in Table  1. Between the 2 voting rounds, there was relative 

Table 1. Top-ranked answers from 2 voting rounds for question 1: setting the target.

Question 1: What are the most important elements when setting an individual’s target, that considers the points 
of view of both the patient/family and the healthcare team? 

Round 1: 140 responses, 20 voters    Round 2: 140 responses, 20 voters
1. Patient goals (17 votes, 70%)  1. Patient goals (21 votes, 100%)
2. Disease activity score (cJADAS)  2. Disease activity score (cJADAS)
 (15 votes, 60%)   (18 votes, 80%)
3. Quality of life (13 votes, 65%) 3. Pain domain (16 votes, 70%)
4. Functional ability (9 votes, 45%) 4. Quality of life (12 votes, 60%)
5. Joint count (9 votes, 40%) 5. Medication domain (12 votes, 60%)
6. Family/patient preference for medications   6. Presence of risk factors for poor outcomes 
 (8 votes, 35%)  (8 votes, 40%)
7. Joint damage or complications of disease  7. Joint count (7 votes, 25%)
 (7 votes, 35%)
8. Amount of pain (7 votes, 35%) 8. Functional ability (6 votes, 30%)
9. Social participation (6 votes, 30%)  9. Pain interference (6 votes, 25%)
10. Pain interference (5 votes, 25%) 10. Social participation (5 votes, 25%)

cJADAS: Clinical Juvenile Arthritis Disease Activity Score. 
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stability in the top 10 ranked elements, with 7 of the initial 
elements continuing into the second round. Patient goals ranked 
first in both rounds of voting, and disease activity, as captured 

by the cJADAS, ranked second. Between rounds 1 and 2, 
participants advocated for the importance of patient goals and 
disease activity, and discussed consolidation of similar themed 

Table 2. Top-ranked answers from 2 voting rounds for question 2: elements of treat to target (T2T).

Question 2: What are the most important elements of a T2T strategy? 

Round 1: 119 responses, 17 voters  Round 2: 126 responses, 18 voters 
1. Shared decision making (16 votes, 88%) 1. Shared decision making (19 votes, 100%)
2. Training of providers and patients on the  2. Clearly measurable outcomes
 T2T strategy (10 votes, 59%)  (17 votes, 89%)
3. Frequent assessment of activity and target  3. Adjustment of treatment to meet goals 
 status (9 votes, 53%)  (12 votes, 83%)
4. Clearly measurable outcomes  4. Incorporation of T2T into clinic workflow 
 (8 votes, 41%)  (12 votes, 67%)
5. Patient’s individual target  5. Training of providers and patients on the T2T 
 (7 votes, 35%)  process (10 votes, 56%)
6. Adjustment of treatment to meet goals  6. Patient’s individual target 
 (6 votes, 35%)  (9 votes, 50%)
7. Defining a target for JIA subtype  7. Frequent assessment of activity and target 
 (6 votes, 35%)  status (9 votes, 39%)
8. Use of clinical decision support  8. Provider, patient, and family buy-in 
 (5 votes, 29%)  (7 votes, 39%)
9. Provider, patient, and family buy-in  9. Data collection into registry/EMR (with 
 (5 votes, 29%)  display feature) for patients to review their   
   own progress (6 votes, 28%)
10. Standardized measurement of the outcome  10. Use of clinical decision support 
 (4 votes, 24%)  (5 votes, 28%)
11. Incorporation of T2T into clinic workflow 
 (4 votes, 24%) 
EMR: electronic medical record; JIA: juvenile idiopathic arthritis. 

Table 3. Top-ranked answers from 2 voting rounds for question 3: barriers to implementation.

Question 3: What are the most important barriers to implementing a treat-to-target (T2T) strategy? 

Round 1: 20 voters, 140 responses Round 2: 20 voters, 140 responses
1. Lack of incorporation of T2T into workflow  1. Lack of incorporation of T2T into workflow 
 (19 votes, 90%)  (21 votes, 90%)
2. Clinician time constraints (17 votes, 75%) 2. Lack of buy-in domain (17 votes, 85%)
3. Lack of technology for clinical decision  3. Lack of resource domain (15 votes, 75%)
 support at individual patient level 
 (7 votes, 30%) 
4. Lack of buy-in on concepts of shared  4. Clinician time constraints (14 votes, 55%)
 decision making (6 votes, 30%)
5. Clinician’s reluctance to respond to  5. Virtual care: inability to capture information  
 a fixed target (6 votes, 30%)  needed (10 votes, 50%)
6. Practice variability among medical providers  6. Patient nonadherence (9 votes, 45%)
 within centers and network (6 votes, 30%)
7. Virtual care: inability to capture information  7. Change management in providers and staff 
 needed (6 votes, 30%)  (9 votes, 45%)
8. Lack of standardized documentation  8. Resistance to change by providers and families 
 (5 votes, 25%)  (6 votes, 30%)
9. Lack of commitment to T2T across all  9. Different perceptions and expectations of 
 members/leadership of pediatric  patients and clinicians (5 votes, 25%)
 rheumatology division (5 votes, 25%)
10. Lack of access to treatment options  10. Technical barriers: inability to record PROM 
 (5 votes, 25%)  responses directly into EMR (4 votes, 20%)
11. Lack of buy-in due to lack of evidence to date 
 (5 votes, 25%) 
EMR: electronic medical record; PROM: patient-reported outcome measure.
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answers into domains, such as the pain and medication domains. 
Pain, QOL, and medication domains were also thought to be 
important by more voters.
 Question 2 aimed to identify the most important elements 
that should be included in a T2T strategy. The top 10 ranked 
elements between each of the rounds were similar, with differing 
prioritizations (Table  2). SDM was consistently the most 
important element in each round. Participants discussed the 
practical pieces necessary for a T2T strategy, which included the 
use of clearly measurable outcomes and the adjustment of treat-
ments to meet goals throughout a patient’s course. Participants 
also discussed how a successful T2T process requires buy-in from 
the patient, family, and clinician. Training patients and clinicians 
and optimizing the use of the electronic medical record as a tool 
were also discussed as key for implementing a T2T strategy.
 Question  3 focused on identifying the top 10 barriers to 
the implementation of T2T (Table 3). During the first round, 
most votes were given to the lack of incorporation of T2T into 
clinic workflow and to clinician time constraints; these were 
also endorsed as important in the second round. A discus-
sion between rounds focused on understanding the variability 
that exists among sites and individual clinicians. This discus-
sion prompted consolidating concepts of the lack of buy-in of 
elements of the T2T process at the provider, patient, or leader-
ship at the pediatric rheumatology division level into a single 
domain. Similarly, lack of resources available for T2T was 
consolidated into 1 domain.
 Question  4 asked the voters to decide on which patients 
would be most suitable to enroll into a T2T strategy (Table 4). 
Discussion between rounds shifted from a “good for all” type 
of approach (ie, to apply a T2T strategy to all diagnoses and 

all patients) to the prioritization of patients with JIA to miti-
gate risks of ongoing active disease, particularly those at risk for 
high disease burden, poor outcomes (prognostic factors), and 
health disparities. Newly diagnosed patients were also important 
to include in a T2T strategy due to potential for a treatment 
window of opportunity.

DISCUSSION
PR-COIN conducted a consensus meeting to understand 
community priorities and reach agreement on key elements of 
a T2T strategy based on participants’ experience with testing 
T2T in their local centers. The findings are intended to inform 
adaptations of the T2T intervention prior to additional testing, 
implementation, scale-up, and spread. A central theme was the 
recognition of patients as key stakeholders in the intervention. 
This was evidenced by the unanimous vote for the incorpora-
tion of patient goals as the most important consideration when 
setting a patient’s target in question  1, with an emphasis on 
specifically asking patients/parents about individual goals rather 
than assuming their goal of LDA or inactive disease. The inclu-
sion and high endorsement of patient-centered goals may reflect 
the presence of parents on the voting panel, and the moving 
presentation delivered by a parent prior to the voting session 
that emphasized the importance of the patient’s voice in their 
treatment. In order to actualize this perspective as a network, 
consideration is needed to execute the following: (1)  better 
define a scope of goals; (2)  learn how to do goal setting with 
patients; (3)  identify how to capture and document patient 
goals and track them over time; and (4) devise how to measure 
progress (individually for patients and network-wide) longitudi-
nally and tailor treatment accordingly. The disease activity score, 

Table 4. Top-ranked answers from 2 voting rounds for question 4: who to enroll?

Question 4: Who are the most important patients/patient groups to enroll in a treat-to-target (T2T) strategy? 

Round 1: 20 voters, 140 responses Round 2: 19 voters, 133 responses
1. All patients with JIA (25 votes, 60%)  1. All patients with JIA (27 votes, 58%)
2. All patients (13 votes, 30%) 2. Patients with poor prognostic factors 
   (15 votes, 68%)
3. Patients with any condition in which disease  3. Patient with a high disease burden 
 activity is linked with damage (11 votes, 45%)  (13 votes, 63%)
4. Patients with diagnoses where targets are 4. Newly diagnosed patients with JIA 
 defineda (11 votes, 40%)  (12 votes, 63%)
5. Patients with diagnoses for which a T2T 5. Patients from diverse racial and ethnic
 approach is supported by evidence-based  backgrounds should be included 
 medicine (literature) (9 votes, 40%)  (10 votes, 42%)
6. Patients with JIA with active disease  6. Patient with any condition in which disease 
 (9 votes, 40%)  activity is linked with damage (9 votes, 32%)
7. Patients with high disease burden  7. Patients with JIA with active disease 
 (9 votes, 40%)  (8 votes, 42%)
8. Patients seen by multiple providers 8. Patients with JIA with a flare 
  (9 votes, 35%)  (7 votes, 37%)
9. Newly diagnosed patients with JIA  9. Patients with diagnoses where targets are 
 (8 votes, 40%)  defineda (6 votes, 37%)
10. Patients with JIA with a flare  10. Patients seen by multiple providers 
 (7 votes, 35%)  (6 votes, 26%)
a There are standard measures of disease activity with cut points for inactive disease vs low disease activity. JIA: 
juvenile idiopathic arthritis.
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which is included in the current T2T strategy, continued to be 
an important target as well. Understandably, having a standard 
target with validated measurement properties (ie, cJADAS) 
enables comparison of progress within a single patient over time, 
across patients, and across centers. It is imperative to not only 
continue standard assessment of disease activity but also add 
patient goals in the target setting.
 Another central theme of this consensus meeting was SDM, 
which continued to be regarded as a key overarching principle 
of the T2T approach for patients with JIA. A previous review 
demonstrated that the majority of parents are interested in 
SDM.29 El Miedany et al recently showed how an interactive 
SDM aid offered children with JIA evidence-based information 
about the pros and cons of treatment options and improved 
their understanding of the disease and their ability to make an 
informed decision. In turn, this significantly improved patient 
adherence to therapy, patient-reported outcomes, and number of 
absences from school compared to the control group.30 As such, 
with respect to elements of a T2T strategy, SDM is an area that 
may deserve renewed focus.
 Voters also discussed the importance of considering 
health disparities as part of a T2T strategy. Chang et al docu-
mented the differences in health outcomes by race at a tertiary 
academic center, and how use of T2T, and treatment algo-
rithms helped improve outcomes similarly across racial groups.31 
Standardization of T2T and SDM may be an effective tool 
against implicit racial or cultural bias in patient care. Outcome 
Measures in Rheumatology (OMERACT) has characterized 
core domains of SDM.32 Measurement of these core domains in 
a trial of T2T and their impact on health outcomes across groups 
is a compelling area of future study.
 Moreover, identified barriers to our current T2T strategy 
emphasized the challenges with incorporating the T2T approach 
into the clinic workflow. Contributors include a perceived lack 
of buy-in, including acceptance and support from clinicians, 
pediatric rheumatology division directors, divisional leaders, and 
families. We speculate that some providers and divisional leaders 
disagree with an SDM approach, whereas others perceive they 
currently implement it and feel documentation of disease activity 
and review with families is burdensome or too time-consuming. 
Since SDM is fundamental to T2T, those who do not support 
the structured SDM concept will not incorporate T2T into the 
clinic workflow. The lack of buy-in that serves as a barrier to T2T 
requires further research for better understanding, such as with 
qualitative methods.
 Also cited as a barrier was the lack of resources, such as 
having readily available clinical decision aids that are necessary 
to execute a T2T strategy (eg, an electronic decision support 
that presents the next best treatment alternatives for a patient 
based on an algorithm that takes into account treatments that 
have previously failed them along with clinical factors). To better 
characterize this issue, next steps may include working with indi-
vidual centers to map clinic workflow and apply QI tools focused 
on increasing implementation of T2T.
 Limitations of this paper and the consensus conference 
include the small number of voting members and relative lack 

of actual patient participation (parents represented their chil-
dren). Of note, the total number of participants was intention-
ally constrained by the NGT method. Nevertheless, the invited 
voting members were representatives from PR-COIN centers 
who participated in a T2T intervention and were experienced 
in implementing T2T in a clinic setting, as well as experienced 
parent stakeholders from these centers. The educational session 
preceding the voting also informed the voting, with a powerful 
presentation from a parent advocate on the importance of 
including what matters most to the patient in treatment consid-
erations. It is possible that this strong opinion was not represen-
tative of parents in general, but inclusion of parents in the voting 
panel discussions added a more balanced perspective.
 In conclusion, the consensus process affirmed the importance 
of including patient goals as part of target setting to inform treat-
ment adjustments in a T2T strategy for JIA. To do so requires 
the PR-COIN T2T intervention to include a modification 
of the original T2T task force recommendation that adjusts 
treatment using a disease activity target alone.16 This post  hoc 
addition of patient goals as an appropriate target highlights 
the importance of patient stakeholder involvement in drafting 
treatment recommendations. Parents and patients bring unique 
insights and skills to a QI collaborative, making efforts more 
relevant to the self-identified needs of JIA families. The network 
approach to T2T will also need to be modified to address other 
findings from this meeting. Additional research efforts will be 
required to optimally solicit patient goals and conduct longi-
tudinal monitoring of progress. This raises important measure-
ment challenges, as goals will be heterogeneous and on various 
individualized measurement scales, perhaps of the patients’ own 
customization. Overall, this paves the way to improve the T2T 
approach, so that it more effectively achieves the ultimate goal of 
better outcomes for all patients with JIA.
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