Supplementary Table 1: Questions included in the Delphi consensus.
	SECTION
	STATEMENT

	Goals of rheumatoid arthritis (RA) treatment
	1. The overall goal for the treatment of early rheumatoid arthritis (RA) is the remission. (n=24)

	
	2.The main goal of the treatment is to reduce the systemic inflammation. (n=24)

	
	3. Assess your agreement with the treatment goals for early RA on a scale of 1 to 5:   

	
	-Reduce the inflammation and joint pain (n=24)

	
	-Maximise joint function and preventing its destruction and deformity (n=24)

	
	-Eliminate the inflammation and joint pain (n=24)

	
	-Maintain an adequate sleep quality and fatigue levels (n=24)

	
	-Maintain the patient’s quality of life (n=23)

	
	-Maintain the patient's work activity (n=24)

	
	4. The objectives of early RA treatment vary according to patient characteristics and comorbidities. (n=24)

	
	5. Appropriate treatment should include from the onset of the disease a combination of drugs and non-pharmacological treatment, including patient education. (n=24)

	
	6. The personalisation of the treatment achieves a faster control of the disease, as well as a decrease in the probability of progression during the search phase for the ideal treatment for each patient. (n=24)

	
	7. Early RA initiation treatment should include a more holistic and specific management plan that provides information to establish individualized medium-long-term management plans. (n=24)

	
	8. When RA is diagnosed, first-line treatment should be started as soon as possible, mainly with nonsteroidal anti-inflammatory drugs (NSAIDs) and synthetic antirheumatic disease-modifying drugs (DMARDs). (n=24)

	
	9. At the onset of the disease corticosteroids may be used, with the aim of reducing inflammation and symptoms quickly, however, these should be administered for a short period of time. (n=24)

	
	10. Second-line treatment is based on biological DMARDs, which, despite being targeted, can take weeks to months to achieve their effect. (n=24)

	
	11. Please rate the following DMARDs according to what you consider to be the most appropriate drug for the treatment of RA at baseline: 

	
	- Methotrexate (n=24)

	
	- Hydroxychloroquine (n=24)

	
	- Sulfasalazine (n=24)

	
	- Other immunosuppressive drugs such as azathioprine, cyclophosphamide, chlorambucil and cyclosporin. (n=24)

	Role of primary health care in early diagnosis
	1. Patients with RA treated in PC should be referred to rheumatology as soon as possible and always within 6 weeks of the onset of symptoms. (n=24)

	
	2. The delayed initiation of the first DMARD after RA onset worsens the disease prognosis.  (n=24)

	
	3. Treatment initiation is considered optimal when therapy with DMARDs is initiated after diagnosis within the first 12 weeks after the onset of symptom. (n=24)

	
	4. There are deficiencies in the interaction between PC and the specialists. These deficiencies can lead to: 

	
	- Unnecessary referrals (n=24)

	
	- Delayed referral (n=24)

	
	- Inadequate prioritisation (inadequate triage) (n=24)

	
	- Referrals with insufficient information (n=24)

	
	5. Rate, according to importance, the following guidelines regarding PC-rheumatology referral: 

	
	- Referral guidelines (n=24)

	
	- Educational programmes for PC (n=24)

	
	- Fluent communication between the two groups (n=24)

	
	- Consultant Rheumatologist (n=24)

	
	- Standardised forms with referral criteria (n=24)

	
	- Involvement of the local health authorities (n=24)

	
	- Prior review of referrals by administrative or clinical (n=23)

	
	 

	
	- Triage, in terms of its effectiveness in reducing waiting times and improving patient evolution. (n=24)

	
	6. Electronic procedures can help to avoid duplication and delays in the referral process to specialised care. They are suitable for this purpose: 

	
	- Email (n=24)

	
	- Common platforms (n=24)

	
	- Mobile Apps (n=24)

	
	- Shared telecare between PC and rheumatology (n=24)

	
	7. The following measures aimed at improving the general population's awareness and education regarding the onset of symptoms are useful and appropriate: 

	
	- Questionnaire and analysis at health days. (n=24)

	
	- Promotional events with a rheumatologist. (n=24)

	
	- Public campaign for pathologies. (n=24)

	
	- Education for self-recognition of early joint pathology. (n=24)

	
	8. The following measures are useful and appropriate to speed up referral to rheumatology from PC: 

	
	- Establish shared referral criteria with PC. (n=24)

	
	- Educational programmes for PA, distribution of educational materials. (n=24)

	
	-Teleassistance. (n=24)

	
	- Improving the specialist referral process through electronic procedures. (n=24)

	
	9. Experience in early diagnosis is scarce and patient referral of symptoms is very imprecise, so these should be combined with genetic or laboratory data as support systems for diagnostic decision-making. (n=23)

	
	10. What can the rheumatologist do to improve the PC-rheumatology relationship?

	
	- Educational programmes for primary care. (n=24)

	
	- Facilitate the work of referral managers. (n=24)

	
	- Providing an adequate response to the consultation. (n=24)

	
	11. PC referral criteria should be simple and easy to remember and should try to group warning signs common to the specialty. (n=24)

	
	12. The following measures aimed at reducing delays in care in rheumatology units and services are useful and appropriate:

	
	- Establish a quick access unit in the healthcare area. (n=24)

	
	- Access to the unit must be clearly procolized. (n=24)

	
	- Triage system for PC requests by rheumatologist reviews. (n=24)

	
	- Triage programs using a simple telephone questionnaire. (n=24)

	
	- Triage programs through questionnaires administered to referred and attended patients. (n=24)

	Structuring in hospital setting
	1. Having a new-onset arthritis unit in a rheumatology section/service is important because these units reduce the time of access/attention in the consultation and reduce the time of treatment initiation. This promotes decreased disease activity and decreased progression of structural damage. (n=24)

	
	2. For the good management of a newly started arthritis unit, it is essential, apart from the training of primary care physicians, to have an easy and quick system of close contact between PC and the head(s) of these units in order to improve the efficiency of referral (rather than establishing a certain number of contacts per year). (n=24)

	
	3. According to importance, please rate the following methods to facilitate close contact between PC physicians and the head(s) of these units:

	
	- E-consults (n=24)

	
	- Direct Phone (n=24)

	
	- Visits  to primary health care centres by rheumatologists(n=24)

	
	- From PC doctors, ask directly to the rheumatologists in their centre (when this is possible). (n=24)

	
	4. Please select from the following options, the time you consider "adequate" between referral from PC and the first visit to the early arthritis unit should be:

	
	- <15 days (n=23)

	
	- 15-30 days (n=22)

	
	- 30-60 days (n=21)

	
	5. Please indicate from the following options, the maximum time you consider "acceptable" between the referral from PC and the first visit to the unit:

	
	- <15 days (n=22)

	
	- 15-30 days (n=24)

	
	- 30-60 days (n=22)

	
	- > 60 days (n=22)

	
	6. Referral to these units from PC must be protocolised. (n=24)

	
	7. The most widely accepted criteria for referral to these units and for suspected arthritis are: ≥2 swollen joints, pain on palpation in metacarpophalangeal or carpal joints and morning stiffness > 30 minutes (n=24).

	
	8. Please rate the areas where you think there is still room for improvement:

	
	- Arthritis patient education/training (n=24)

	
	- Education/training of PC physicians (n=24)

	
	- Close contact with PC doctors (n=24)

	
	- Education/training of other specialists: COT, RHB... (n=24)

	
	- Awareness of the importance of these units at medical/management level of hospitals (n=24)

	
	- Pressure from patient associations to request the creation of these units in those centres/hospitals where they do not exist. (n=24)

	
	9. In the consultation of new-onset arthritis, it is essential to protocolise the patient's study and follow-up, in order to be quicker and more efficient in the diagnosis and not to delay the start of treatment. (n=24)

	Barriers and obstacles that hinder early diagnosis
	1. On the patients' side, there are barriers to early diagnosis of RA. (n=24)

	
	2. On the patients' side, they are an obstacle to the early diagnosis of RA because of:

	
	- Lack of awareness among the general population of the initial symptoms of RA (n=24)

	
	- Little concern about initial symptoms (n=24)

	
	- Lack of awareness of the importance of early diagnosis and treatment (n=24)

	
	- Association of rheumatic diseases with advanced age of life (n=24)

	
	- Doubts about the best health professional to consult for initial symptoms (e.g. traumatology, physiotherapy...). (n=24)

	
	3. On the PC side there are obstacles to early diagnosis of RA (n=24)

	
	4. On the part of PC physicians, the following barriers are an obstacle to early diagnosis:

	
	- Lack of education on RA, especially in its early stages (n=24)

	
	- Difficulty in identifying early symptoms of RA (n=24)

	
	- Lack of skill in physical examination of the locomotor system (n=24)

	
	- Ignorance of the prognostic importance of early treatment  (n=24)

	
	- Underestimation of the importance of systemic inflammation in these diseases (n=24)

	
	- Lack of awareness of existing pathways for quick access to the right specialist (n=24)

	
	- Association of rheumatic diseases with advancing age (n=24)

	
	5. Other specialties related to the musculoskeletal system (traumatology, rehabilitation, physiotherapy) are an obstacle to early diagnosis due to the following reasons:

	
	-More established than rheumatology and represent the first choice for patients with musculoskeletal problems. (n=24)

	
	- Shorter waiting lists. (n=24)

	
	- Lack of awareness of RA symptoms, especially early symptoms. (n=24)

	
	6. The existence of rapid diagnostic units attached to internal medicine offering ultra-fast access for patients with various pathologies from PC, emergency departments or other specialists, represents an obstacle to early diagnosis. (n=24)

	
	7. On the part of rheumatology services, there are obstacles to the early diagnosis of RA. (n=24)

	
	8. On the part of rheumatology services, they are an obstacle to early diagnosis because of:

	
	- Delays in the initial care of patients with suspected inflammatory arthritis. (n=24)

	
	- Lack of sufficient human resources in rheumatology units and services. (n=24)

	
	9. At the biomarker level, rheumatoid factor (RF) and anti-citrullinated peptide antibodies (ACPA) are the main serological markers of RA, can be detected in the preclinical phase and are strongly associated with the progression of clinical RA. They are an obstacle to early diagnosis because of:

	
	- Lack of knowledge on the part of PCs and other specialists of the RF and the ACPAs. (n=24)

	
	- The impossibility/difficulty of applying for FR and ACPA by PC. (n=24)

	
	- Lack of awareness among PC physicians of the 'non-necessity' of the use of these biomarkers for the diagnosis of early RA. (n=24)

	
	-  The lack of availability of other biomarkers in early arthritis units such as anti-CarP (antibodies against the carbamylated protein). (n=24)

	
	- The lack of availability of other biomarkers in early arthritis units such as anti-peptidylaginase-4 antibodies (PAD-4) (n=24)

	
	- The lack of availability of other biomarkers in early arthritis units such as 14-3-3η protein.  (n=24)

	
	- The lack of availability of other biomarkers in the early arthritis units such as connective tissue growth factor (CTGF) (n=24)

	
	10. At the level of imaging tests, they are an obstacle to early diagnosis:

	
	- Difficulty in detecting subclinical synovitis, which is important for establishing an early diagnosis of RA. (n=24)

	
	-Difficult access to ultrasound in rheumatology departments to detect subclinical synovitis and erosions not detected by plain radiography. (n=24)

	
	- The difficulty of access to MRI in rheumatology departments to detect subclinical synovitis and erosions not detected by plain radiography. (n=24)

	
	- Lack of knowledge among PC physicians that plain radiography is generally normal in early arthritis, so that requesting radiography in case of suspicion may delay the diagnosis. (n=24)

	Strategies and health plans of the National and Autonomic Health Sytems, indicators and level of implementation
	1. Health planning services must provide the necessary resources to ensure adequate, efficient and safe clinical care for patients with early RA and thus guarantee priority access to referrals for acute conditions with a high risk of preventable disability or incapacity and with scientific evidence of the benefit of early intervention. (n=23)

	
	2. Healthcare providers should ensure accessibility of patients with early RA from primary care to the hospital setting with a patient-centred urgent or preferential referral system. (n=24)

	
	3. Stratification and prediction mechanisms and models must be established that allow for the identification of population subgroups with different levels of need and risk. (n=24)

	
	4. Time to the diagnosis of patients with early RA should be captured and analysed in information systems and clinical dashboards. (n=24)

	
	5. The objective of comprehensive referral of patients with RA should be included in the health documents and plans of the different autonomous communities. (n=24)

	
	6. The inclusion, on an annual basis, of the percentage of patients with early RA in whom remission or low clinical activity is achieved in the management agreements of each rheumatology department should be assessed. (n=24)

	
	7. Information systems should ensure the collection and analysis of predetermined health outcomes in the treatment of patients with RA as a way of assessing the quality of health services. (n=24)

	
	8. A basic core of actions and care objectives for early inflammatory joint pathology should be established for all rheumatology units in the different hospitals of the NHS network, prioritising the description and updating of situations in which the variability of clinical practice is important, in which it is more important, and in which the delay in diagnosis can cause structural damage in patients. (n=24)

	Impact of COVID-19 pandemic in the diagnosis and management of early rheumatoid arthritis
	1. Due to the pandemic, patients with rheumatic and musculoskeletal diseases have had their follow-up compromised, which may result in future complications due to lack of disease control and severe adverse effects associated with treatment. (n=23)

	
	2.Telemedicine and other care strategies should be further investigated to maintain high quality of care even when face-to-face visits are not feasible. (n=24)

	
	3.Strategies to prioritise face-to-face visits should be developed in order not to delay diagnosis and treatment, and to ensure an adequate monitoring of disease activity and safety of patients with rheumatological diseases.  (n=24)

	
	4. Monitoring patients through teleconsultation or apps can keep disease activity stable despite the pandemic situation. (n=24)

	
	5. Although the influence of telemedicine on disease monitoring should not be underestimated, patient-referred results from teleconsultations cannot replace clinical examination. (n=24)

	
	6. Given the potential of teleconsultations as part of follow-up visits, m patient convenience, it will be necessary to optimise communication between rheumatologists and primary care physicians to achieve a consolidation of shared care for patients with rheumatological diseases. For example, simply allowing patients to have blood tests or imaging examinations in outpatient clinics can greatly reduce patient flow and backlogs in hospital areas. (n=24)

	
	7. Good candidates who may benefit from telemedicine in rheumatology are those with an established diagnosis, stable disease and those who need screening prior to a face-to-face visit, but it may not be the best option for those patients who have a flare-up, need a procedure or the complexity of their disease and whose follow-up is difficult to do remotely. (n=24)

	
	8. Despite the benefits of telemedicine, there is a need to optimise and improve access to care so that early diagnosis of diseases such as RA can be made at the same time to improve treatment outcomes. (n=24)



