	Statement ID
	Clinical Domain
	Consensus Statement (abridged)
	Agreement (%)

	1.1
	ACS – STEMI
	The panel suggests considering HEMS when it shortens FMC-to-PCI time in patients requiring secondary interfacility transfer.

	90

	1.1
	ACS – STEMI
	The panel suggests HEMS activation when expected FMC-to-PCI time by ground exceeds the 120-minute guideline-recommended threshold and HEMS can meaningfully reduce this delay.

	80

	1.2
	ACS – STEMI
Post-fibrinolysis / Rescue PCI

	The panel suggests HEMS for rescue PCI after failed fibrinolysis when it ensures faster arrival to the PCI center.

	90

	1.2
	ACS – STEMI
Post-fibrinolysis / Rescue PCI

	The panel suggests HEMS when early post-thrombolysis angiography is indicated and ground transport would cause significant delays.
	90

	1.3
	ACS – NSTEMI (Very High Risk)
	The panel suggests HEMS transfer for NSTEMI patients with Very High Risk features when HEMS reduces time to coronary angiography.

	100

	1.3
	ACS – NSTEMI (Very High Risk)
	The panel suggests that these patients require immediate invasive management and that transport time is clinically relevant.
	90

	1.4
	ACS – NSTEMI (High Risk)
	The panel suggests considering HEMS only when ground transfer would significantly delay angiography.
	100

	1.4
	ACS – NSTEMI (High Risk)
	The panel suggests that HEMS should not be used for High Risk NSTEMI if it jeopardizes availability for higher-priority missions.
	90

	1.5
	ACS – NSTEMI (Low Risk)
	The panel suggests ground transport as the standard modality for Low Risk NSTEMI.
	100

	1.5
	ACS – NSTEMI (Low Risk)
	The panel suggests that HEMS should be reserved for exceptional logistic or geographic situations.
	100

	2.1
	STROKE – Initial Triage
	The panel suggests systematic use of a validated structured stroke screening tool (e.g., CPSS or BEFAST) during initial triage to identify suspected stroke.
	100

	2.1
	STROKE – Initial Triage
	The panel suggests that a positive result on structured stroke screening should prompt rapid clinical evaluation and early activation of regional stroke pathways.
	100

	2.1
	STROKE – Initial Triage
	The panel suggests that the choice of screening tool may reflect local protocols and system organization, provided that its use is standardized and consistently applied.
	80

	2.2
	STROKE –Screening-positive patient within therapeutic windows
	The panel suggests using HEMS when it provides a clinically meaningful reduction in time to a stroke-capable center compared with ground transport.

	100

	2.2
	STROKE –Screening-positive patient within therapeutic windows
	The panel suggests prioritizing HEMS for suspected large vessel occlusion (LVO) when ground transport may delay access to thrombectomy-capable centers.
	100

	2.3
	STROKE – Intracerebral Hemorrhage- surgical
	The panel suggests HEMS transfer for patients with ICH requiring surgical evaluation when HEMS shortens transfer time.

	90

	2.3
	STROKE – Intracerebral Hemorrhage-surgical
	The panel suggests that teleconsultation with neurosurgery should support the decision.
	100

	2.4
	STROKE – Intracerebral Hemorrhage-non surgical
	The panel suggests using ground transport when ICH does not require neurosurgical intervention.
	100

	2.4
	STROKE – Intracerebral Hemorrhage-non surgical
	The panel suggests teleconsultation before deciding on transport modality.
	90

	2.5
	STROKE – Airway Management
	The panel suggests intubation before transfer when:
· GCS ≤ 8 or a drop ≥ 2 points
· SpO₂ < 94% despite oxygen therapy
· inability to maintain airway patency
· hemodynamic instability requiring vasopressors
.
	90

	2.5
	STROKE – Airway Management
	The panel suggests that routine intubation should be avoided when neurological assessment is required and the patient is clinically stable.
	100

	3.1
	TRAUMA – Traumatic Spinal Cord Injury
	The panel suggests HEMS transfer for spinal trauma with suspected or confirmed spinal cord injury when HEMS shortens time to neurosurgical/spine evaluation.

	90

	3.1
	TRAUMA – Traumatic Spinal Cord Injury
	The panel suggests that early (<12 hours) decompression or stabilization may improve neurological outcomes, supporting expedited transfer.

	100

	3.1
	TRAUMA – Traumatic Spinal Cord Injury
	The panel suggests early communication with the receiving spine center to reduce door-in–door-out delays.
	90

	3.2
	TRAUMA – Thoracic Trauma
	The panel suggests HEMS transfer for thoracic trauma requiring emergent surgical or endovascular intervention when HEMS provides faster access to a trauma center .
	100

	3.2
	TRAUMA – Thoracic Trauma
	The panel suggests considering chest drainage before transfer in patients with clinically significant pneumothorax, particularly when positive-pressure ventilation is required or anticipated.

	100

	3.2
	TRAUMA – Thoracic Trauma
	The panel suggests that small, stable pneumothoraces without planned positive-pressure ventilation may be transported with appropriate monitoring and contingency planning, taking into account flight altitude and in-flight management capabilities.

	90

	3.3
	TRAUMA – Abdominal/Pelvic Trauma
	The panel suggests HEMS transfer for abdominal or pelvic trauma when advanced surgical or endovascular treatment is required and HEMS shortens transfer time.

	100

	3.3
	TRAUMA – Abdominal/Pelvic Trauma
	The panel suggests that unstable or potentially unstable patients benefit from more rapid transfer to a trauma center capable of damage-control surgery or interventional radiology.
	100

	3.3
	TRAUMA – Abdominal/Pelvic Trauma
	The panel suggests appropriate resuscitation (blood products if available, permissive hypotension where indicated) prior to and during transfer.
	100

	4.1
	Gastrointestinal Bleeding- Variceal Hemorrhage
	The panel suggests HEMS transfer for variceal hemorrhage when urgent endoscopy or IR is required and HEMS shortens transfer time to a specialized center
	90

	4.1
	Gastrointestinal Bleeding- Variceal Hemorrhage
	The panel suggests that early hemostatic control is critical to reduce mortality and rebleeding risk in VUGIB.
	100

	4.1
	Gastrointestinal Bleeding- Variceal Hemorrhage
	The panel suggests initiating pharmacologic therapy (vasoconstrictors, antibiotics) and appropriate resuscitation before transfer, regardless of modality
	90

	4.2
	Gastrointestinal Bleeding- Non Variceal Upper GI Bleeding
	The panel suggests considering HEMS for severe NVUGIB only when ground transport causes clinically significant delays to therapeutic endoscopy.
	100

	4.2
	Gastrointestinal Bleeding- Non Variceal Upper GI Bleeding
	The panel suggests that hemodynamic stabilization and transfusion protocols should be optimized before transfer
	100

	4.3
	Gastrointestinal Bleeding-Lower GI Bleeding
	The panel suggests HEMS only when the time-saving relative to ground transport is substantial.
	90

	4.3
	Gastrointestinal Bleeding-Lower GI Bleeding
	The panel suggests that most LGIB cases can be transferred safely by ground if stable.
	100

	5.1
	Aortic Emergencies- Acute Aortic Dissection
	The panel suggests HEMS transfer for patients with suspected or confirmed acute aortic dissection requiring urgent surgical or endovascular treatment when HEMS shortens transfer time.

	100

	5.1
	Aortic Emergencies- Acute Aortic Dissection
	The panel suggests that hemodynamically unstable patients should undergo rapid initial stabilization while expediting transfer to an aortic center.
	100

	5.1
	Aortic Emergencies- Acute Aortic Dissection
	The panel suggests coordination with the receiving surgical center before activation to reduce interfacility delays.
	100

	5.2
	Aortic Emergencies- Aortic Rupture Or Impending Rupture
	The panel suggests HEMS transfer for ruptured or imminently rupturing aortic aneurysms when HEMS reduces transfer time to definitive repair.
	90

	5.2
	Aortic Emergencies- Aortic Rupture Or Impending Rupture
	The panel suggests maintaining permissive hypotension and appropriate resuscitation strategies during transfer, in accordance with established vascular emergency management principles.
	100

	5.2
	Aortic Emergencies- Aortic Rupture Or Impending Rupture
	The panel suggests that transfer should not be delayed for non-essential imaging when clinical suspicion is high and access to definitive repair is time-critical.
	90

	5.3
	Aortic Emergencies- Complex Aortic Conditions
	The panel suggests HEMS for aortic emergencies complicated by organ malperfusion when rapid access to an advanced center is required.
	100

	5.3
	Aortic Emergencies- Complex Aortic Conditions
	The panel suggests that persistent pain, refractory hypertension, neurological deficits, or organ ischemia may justify expedited transfer.
	90

	6.1
	Cardiac Tamponade
	The panel suggests HEMS transfer for hemodynamically unstable patients with suspected or confirmed tamponade when HEMS shortens time to a facility capable of urgent drainage.

	90

	6.1
	Cardiac Tamponade
	The panel suggests early coordination with the receiving cardiology or cardiothoracic team to minimize in-hospital delays
	90

	6.1
	Cardiac Tamponade
	The panel suggests initiating appropriate hemodynamic stabilization measures (e.g., cautious fluid resuscitation, vasopressors when indicated) without delaying transfer to definitive care.
	100

	7.1
	Carbon Monoxide Poisoning Requiring Hyperbaric Oxygen Therapy (HBOT)

	The panel suggests HEMS transfer for patients with CO poisoning who meet criteria for HBOT when HEMS reduces time to the hyperbaric facility.

	100

	7.1
	Carbon Monoxide Poisoning Requiring Hyperbaric Oxygen Therapy (HBOT)

	The panel suggests that HEMS should be prioritized in cases with severe neurological symptoms, cardiovascular instability, pregnancy, or elevated carboxyhemoglobin associated with altered mental status.
	90

	7.1
	Carbon Monoxide Poisoning Requiring Hyperbaric Oxygen Therapy (HBOT)

	The panel suggests maintaining high-flow oxygen and continuous monitoring during transfer, regardless of modality.
	100

	7.2
	Carbon Monoxide Poisoning without HBOT indication
	The panel suggests ground transport for patients without HBOT indications unless geographic barriers make HEMS clearly advantageous.

	100

	7.2
	Carbon Monoxide Poisoning without HBOT indication
	The panel suggests high-flow oxygen and close clinical monitoring are generally sufficient pending arrival at appropriate medical facilities.
	90

	8.1
	Hyperbaric Emergencies – Decompression Illness
	The panel suggests HEMS transfer for suspected DCI when HEMS significantly shortens time to HBOT (preferably as early as possible, ideally within the first 6 hours from symptom onset).
	100

	8.1
	Hyperbaric Emergencies – Decompression Illness
	The panel suggests that neurological, vestibular, or severe musculoskeletal symptoms may  justify priority HEMS activation.
	80

	8.1
	Hyperbaric Emergencies – Decompression Illness
	The panel suggests administering 100% oxygen, adequate hydration, and immobilization during transfer, with continuous monitoring.

	100

	8.1
	Hyperbaric Emergencies – Decompression Illness
	The panel suggests direct communication with the hyperbaric center before takeoff to minimize delays.

	100

	8.2
	Hyperbaric Emergencies– Arterial Gas Embolism
	The panel suggests HEMS transfer for suspected AGE due to the high risk of permanent neurological injury and the time-sensitive nature of HBOT.
	100

	8.2
	Hyperbaric Emergencies– Arterial Gas Embolism
	The panel suggests that any diver with sudden neurological deficit, altered mental status, seizures, or cardiovascular collapse after surfacing must be considered for emergent HBOT.
	90

	8.2
	Hyperbaric Emergencies– Arterial Gas Embolism
	The panel suggests administering high-flow 100% oxygen and maintaining controlled ventilation and hemodynamics during transfer
	100

	8.2
	Hyperbaric Emergencies– Arterial Gas Embolism
	The panel suggests minimizing altitude changes during flight (sea-level cabin pressure when possible)
	90

	8.3
	Hyperbaric Emergencies– Combined DCI/AGE or Uncertain Diagnosis
	The panel suggests HEMS when DCI and AGE cannot be distinguished and HBOT is indicated or potentially indicated.
	80

	8.3
	Hyperbaric Emergencies– Combined DCI/AGE or Uncertain Diagnosis
	The panel suggests that diagnostic uncertainty should not delay transfer.
	90

	9.1
	Hydrocarbon / Oxidizing Solvent Poisoning
	The panel suggests HEMS transfer when hydrocarbon/solvent exposure causes respiratory compromise, impaired consciousness, or hemodynamic instability.
	100

	9.1
	Hydrocarbon / Oxidizing Solvent Poisoning
	The panel suggests early evaluation of methemoglobin levels in suspected exposure to aromatic oxidizing solvents.
	90

	9.1
	Hydrocarbon / Oxidizing Solvent Poisoning
	The panel suggests HBOT in cases of severe methemoglobinemia not responsive to methylene blue or when methylene blue is contraindicated (e.g., G6PD deficiency).
	100

	9.1
	Hydrocarbon / Oxidizing Solvent Poisoning
	The panel suggests administering high-flow oxygen, early supportive measures, and avoiding gastric lavage/emesis induction.
	100

	9.1
	Hydrocarbon / Oxidizing Solvent Poisoning
	The panel suggests that early coordination with ICU and hyperbaric centers can minimize delays in cases of refractory methemoglobinemia.

	90



Supplementary Table S1. Agreement percentages for consensus statements according to the modified Delphi process.

Supplementary Table S1. Percentage agreement for each consensus statement according to the modified Delphi process.
Agreement was assessed using a 1–9 Likert scale (1 = strongly disagree; 9 = strongly agree). Consensus was predefined as ≥80% agreement. Values represent the percentage of voting panel members (n = 10) rating each statement ≥7. All statements reached the predefined consensus threshold during the first Delphi round.
Abbreviations: STEMI, ST-elevation myocardial infarction; NSTEMI, non-ST-elevation myocardial infarction; NSTE-ACS, non-ST-elevation acute coronary syndrome; LVO, large vessel occlusion; ICH, intracerebral hemorrhage; DCI, decompression illness; AGE, arterial gas embolism; HBOT, hyperbaric oxygen therapy; CO, carbon monoxide; LGIB, lower gastrointestinal bleeding; UGIB, upper gastrointestinal bleeding; VUGIB, Variceal upper gastrointestinal bleeding ;NVUGIB ,Non variceal upper gastrointestinal bleeding; PCI, percutaneous coronary intervention; TEVAR, thoracic endovascular aortic repair; ETCO₂, end-tidal carbon dioxide; EMS, emergency medical services; HEMS, helicopter emergency medical services.
