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Regional System Plan

Introduction

Northeast Texas Regional Advisory Council (NETRAC) is a 501 (c)(3) organization servicing Trauma Service Area F (TSA-F).  NETRAC serves nine counties spanning 5,500 square miles and an approximate population of 300,000.  Counties include Bowie, Cass, Delta, Franklin, Hopkins, Lamar, Morris, Red River, and Titus representing a diverse mix of suburban and rural communities.  NETRAC members include acute care facilities, ground and air medical EMS services, post-acute care facilities, free standing emergency centers, and educational institutions.  

Mission

To promote, develop, and advance and acute care, emergency healthcare, and disaster preparedness system.

Objective

The NETRAC System Plan is to serve as a strategic framework for building an integrated, coordinated, and effective continuum of care through triage, treatment, and transport for all residents and visitors in the region.  The plan ensures all persons across TSA-F has access to timely, high-quality care regardless of geographic location.  NETRAC engages stakeholders through committee participation, regional meetings, training programs, and multidisciplinary planning efforts.  The organization’s success is linked to the commitment and participation of these stakeholders, whose expertise, resources, and collaboration drive the continued growth and improvement of the NETRAC trauma and emergency healthcare system. Regional implementation of injury prevention and education programs are utilized to decrease overall mortality of the citizens of TSA-F.  

Medical Oversight

An essential component of system networking is the presence of strong medical direction (off-line/indirect/prospective/retrospective) and available medical control (on-line/direct/immediate) for pre-hospital EMS service throughout an entire regional system.  Each EMS system and Hospital have their own program Medical Directors who are experienced in trauma, time sensitive emergencies, and other emergency healthcare situations for both the pre-hospital and acute care setting.  Triage, patient delivery decisions, treatments, and transfer protocols should be integrated within the system and developed to follow nationally accepted guidelines and procedures for implementation.  This plan does not establish a legal standard of care but rather is intended as an aid to decision-making in a multitude of patient care scenarios.  It is not intended to supersede the physicians’ or caregivers’ judgement. 

System Access and 911

The NETRAC region provides public access to emergency services through enhanced 911 systems.  Enhanced 911 is a system which automatically routes emergency calls to a pre-selected answering point based on geographical location from which the call originated. These systems are managed at the county, regional, or city level in coordination with Public Safety Answering Points (PSAP), local law enforcement, fire departments, and EMS agencies. 
NETRAC ensures that all residents or visitors can quickly access any emergency service for medical, fire, or law enforcement by dialing 911.

Communications Network

The Ark-Tex Council of Governments administers the 9-1-1 Emergency Communications Systems. The communications system includes the following counties:
	Bowie
	Fannin (not part of TSA-F)

	Cass
	Lamar

	Morris
	Delta

	Titus
	Hopkins

	Red River 
	Miller (not part of TSA-F)

	Franklin
	









The contingency plan for the 911 system includes redundancy of all communications links, with alternate routing capabilities for either system overflow, or evacuation of any of the communications centers. Each center is equipped with an emergency backup power source, and ring down circuits, connecting each 911 answering point. Connectivity is available through the cellular network, as well as radio communications.

Communications

Effective communication between all agencies is critical for timely, coordinated, and patient-centered care.  NETRAC’s implementation of utilizing Pulsara, a HIPAA-compliant platform for communication between EMS and facilities, enhances real-time information exchange for critical or time sensitive patients such as trauma, STEMI, stroke, sepsis, and any other time-sensitive emergency. 

This platform allows for early notification of incoming patients, enabling clear communication with the use of messaging, video/pictures, and team activations features. 
Pulsara is to be used as the primary method of communication, but other avenues such as phone are utilized if Pulsara us unavailable. 

For specialty communication scenarios, such as mass casualty incidents, or special populations Pulsara can be utilized to identify pediatrics, bariatrics, isolation precautions, or behavioral health needs within the Pulsara notes. 




System capabilities

NETRAC has no regional access to level I or II trauma centers, no access to comprehensive stroke centers, limited access to chest pain centers with PCI capabilities, and varied access to maternal and neonatal capabilities. NETRAC is comprised of 6 hospitals and eight EMS agencies with a variety of services available. 

EMS overview:
	Agency
	Type of service
	Service
	County

	Christus EMS
2001 N. Jefferson
Mount Pleasant, TX 75455
	BLS/MICU
	Ground
	Titus

	LifeNet 
6225 St. Michael Drive
Texarkana, TX 75503
	BLS/MICU
	Ground

	Bowie
Cass
Morris
Red River

	Hopkins County EMS
116 Airport Rd
Sulphur Springs, TX 75482
	BLS/MICU
Specialty
	Ground
	Hopkins
Delta
Franklin

	Paris EMS
1444 N. Main St
Paris, TX 75460
	BLS/MICU
	Ground
	Lamar

	Atlanta Fire Department
606 S Louise St.
Atlanta, TX  75551
	BLS/MICU
	Ground
	Cass

	Christus Flight for Life-FFL-4
2201 S. Mobberly Ave
Longview, Tx 75602
	
	Air
	Titus

	Air Evac Lifeteam - 139
Paris Base
675 Deshong Drive
Paris, TX 75460
	
	Air
	Lamar

	LifeNet Air 
6225 St. Michael Drive
Texarkana, TX 75503
	
	Air
	Bowie
Cass
Morris
Red River














Hospital overview:

	Facility
	County
	Trauma
Level
	Stroke
Level
	Chest Pain
Level
	Neonatal
Level
	Maternal
Level

	Christus Health – Mount Pleasant
2001 N. Jefferson
Mount Pleasant, TX 75455
	Titus
	Level IV
	Primary
Level III
	PCI capable
	Level I
	Level I

	Christus Mother Frances- Sulphur Springs
115 Airport Road
Sulphur Springs, TX 75482
	Hopkins
	Level IV
	TJC Certified
Primary
	Non-certified
	Level II
	Level II

	Christus St. Michael Health System
2600 St Michael Dr.
Texarkana, TX 75503
	Bowie
	Level III
	Primary
Level III
	PCI capable
	Level III
	Level II

	Christus St Michael Hospital-Atlanta
1007 S. William St.
Atlanta, TX 75551
	Cass
	Level IV
	Support
Level IV
	Non-PCI capable

	NA
	NA

	Paris Regional Health
865 Deshong Drive
Paris, TX 75460
	Lamar
	Level III
	Primary
Level III
	PCI capable
	Level I
	Level I

	CHRISTUS Health – Pine Street
1000 Pine St.
Texarkana, TX 75501
	Bowie
	NA
	NA
	NA

	NA
	NA



Pre- hospital Triage Criteria

Pre-hospital triage goals are to ensure prompt availability of medical resources needed for optimal patient care by transporting patients to the closest and/or most appropriate facility based on patient’s onset of symptoms or injuries, along with assessment findings, and diagnostic treatments.  

Trauma:
Major trauma patients are either categorized as “Critical” or “Urgent” on the Triage Decision Scheme and it includes recommendations for transfer based on the type of facility which provides initial care.

Trauma centers are identified by the type of resources provided by institution. Triage and transport protocols are based on the resources these hospitals provide.  Patients who sustain major injuries may require care at a Level 1 or Level II trauma center. They may be able to receive initial stabilization at a Level III or Level IV trauma center if the injury occurs in a rural area of the service area. Their clinical needs may include access rapid transport to a Level I or Level II facility.

Ground ambulances follow treatment and transportation guidelines defined by their local medical director, which conform to the RAC protocol guidelines. Air Medical Transport treatment and transportation protocols are available through the respective services. All protocols are based on nationally recognized standards. These standards may include Pre-hospital Trauma Life Support (PHTLS), Pediatric Advanced Life Support (PALS), Advanced Cardiac Life Support (ACLS), Trauma Nursing Core Course (TNCC) and Advance Trauma Life Support (ATLS).

Time and distance are extremely important variables to consider when triaging injured patients to local hospitals or trauma centers. Patients who meet the following guidelines and are within twenty (20) minutes transport time to a trauma center should be strongly considered for transport directly to that center in the rural environment.  An injured patient may be at a substantial distance from a trauma center and as such injured patients should ideally be treated initially at the nearest available hospital facility. Patients with major severe injuries should then be secondarily triaged to more distant trauma centers should local resources prove inadequate for continued care.
The following criteria are suggestive operating guidelines. The time frame set is a collective guideline set by TSA-F members. Agencies should go by their established protocols set by their medical director.

Referral to Trauma Center

Initial Procedures

Upon encountering any injured patient, pre-hospital personnel must make a rapid assessment of the patient pausing as necessary to treat life threatening situations.

This assessment includes:
1. Vital signs and breath sounds
2. Glascow Coma Scale Score/ Revised Trauma Score.
3. A thorough secondary survey as the situation permits

Trauma Center Referral
Any patient presenting with one or more of the following physiological signs or anatomical injuries in a traumatic setting are considered trauma center candidates:
1. Systolic blood pressure less than 90 with clinical evidence of impending shock
2. Respiratory rate less than 10 or greater than 29, with evidence of trauma
3. Penetrating injury to chest, abdomen, head, neck or groin
4. Flail Chest
NOTE: Patients in cardiac arrest secondary to hypovolemia due to blunt trauma are not trauma center candidates due to uniformly poor outcome regardless of treatment.
All patients meeting the above criteria are to be directly triaged from the scene to the nearest tertiary care center or regional resource trauma center (if transport time is less than 20 minutes). This assessment/regional referral is to be made by the EMT/Paramedic (if transport exceeds 20 minutes, call the closest hospital for consultation and advice).
The EMT/Paramedic should employ the treatment regimen as outlined in the Pre-hospital trauma protocol while enroute to the trauma center.

Potential Trauma Center Referral
Traumatically injured patients not evidencing absolute criteria for trauma center referral may still be candidates if; on the basis of anatomical sites and/or mechanism of injury, the potential exists for the patient to have sustained critical injuries. Considerations include:
1. Two or more proximal large bone fractures
2. Combination with burns greater than ten percent, face, or airway
3. Evidence of high impact
a. Falls greater than 10 feet or for pediatric patient falls that are two times the patient’s height.
b. Passenger compartment intrusion 18 inches on patient side of car
c. Ejection of patient
d. Rollover
e. Death of same car occupant 
f. Pedestrian struck at 20 mile per hour or more
g. EMS judgement
For patients not meeting trauma center referral criteria or for directed by medical control physician to be transported to the local hospital, the EMT and Paramedic will proceed with BLS and/or ALS treatment as appropriate and transport to the nearest hospital.
It must be remembered that transportation of trauma patients is a high priority. On the scene treatment should be limited only to those techniques to stabilize life threatening injuries. Once enroute, further splinting, bandaging, and IV therapy should be initiated and/or continued.

STEMI:
The classification of STEMI patients is based on a standard definition of “the STEMI patient” which is applied in a consistent manner in both the pre-hospital and hospital setting. The STEMI patient is defined by new or presumed new ST-elevation of 1mm or more in two or more contiguous leads.

STEMI patients should be recognized as quickly as possible to identify those eligible for thrombolytic or invasive therapy. In-the-field recognition by pre-hospital providers utilizing 12-lead ECG coupled with prehospital notification of the receiving facilities can reduce time to reperfusion. EMS personnel must be trained to recognize, treat, and transport ST Elevation Myocardial Infarction (STEMI) patients in a timely manner.

If a provider is unable to complete an EKG or 12-lead, a suspected cardiac patient should be taken to the nearest acute care facility.

If a provider suspects a STEMI (confirmed by 12-lead), the patient should be taken directly to a PCI Facility
If a provider is unable to provide MICU care to the suspected cardiac patient, paramedic intercept should be considered. Paramedic intercept may be by ground or air.  If transport by ground to the nearest appropriate facility is greater than 30 minutes
1. Helicopter activation should be utilized if possible. Patients transported via helicopter should be taken to the nearest PCI Facility.
2. Consider transport to Non-PCI Facility if FMC-to-Device time exceeds 90 minutes because of unavoidable delays.
a. In the absence of contraindications, fibrinolytic therapy should be administered to patients with STEMI at Non-PCI Facility when the anticipated FMC-to-device time at a PCI Facility exceeds 120 minutes because of unavoidable delays. When fibrinolytic therapy is indicated or chosen as the primary reperfusion strategy, it should be administered within 30 minutes of hospital arrival.

Stroke:
Each patient will be assessed for last known well and any identified neuro deficits as well as for instability which includes deteriorating vital signs and/or altered mental status and concurrent disease/predisposing factors. Unstable patients should be taken to the nearest Emergency Department for stabilization and then transferred to an appropriate stroke facility.

Unless immediate stabilization is required, patients with an onset of stroke symptoms > 4.5 hours and less than 24 hours should be taken to the nearest designated Stroke Facility.

Patients with an onset of stroke symptoms less than 4.5 hours, wake-up strokes who are within 4.5 hours of being discovered, or patients with an unknown time of onset, should be taken to the closest designated Stroke Facility. Patients with an onset of stroke symptoms greater than 4.5 hours and less than 24 hours with symptoms of large vessel occlusion, should be transported to a Comprehensive Stroke Facility bypassing Primary Stroke Facilities if transport time is less than 30 minutes.

Patients with an onset greater than 24 hours should be taken to the closest designated
Stroke Facility.
(See Appendix A)

Air Ambulance Usage

Helicopter capabilities 
Must be equipped to meet all the standards of an Advanced Life Support Unit (without using ground unit equipment). Flight crew must have at least two allied medical personnel capable of providing Advance Life Support in Texas (not including ground personnel).

Helicopter services may be utilized for the care and transport of patients according to the Texas Trauma Service-F Guidelines, under the following circumstances:

1. Scenes involving major trauma patients or time-sensitive emergencies where treatment or transport will be delayed and this delay may impact outcome.
2. When helicopter services can respond and deliver the major trauma patients or time-sensitive emergencies to an appropriate center more rapidly than ground transportation. 
3. Scenes inaccessible by ground routes.

Helicopter Stand-By
Helicopter services may be placed on the stand-by mode by police, fire, and EMS personnel. The stand-by mechanism is a means of alerting the helicopter personnel of a possible call and assist in shortening the response time by allowing the pilot to locate the scene and coordinates from appropriate maps.

Safety Rules
All personnel working with or around helicopter service will adhere to the following safety rules:
1. NEVER approach the helicopter until signaled to do so by the flight crew.
2. Always approach the helicopter from the front.
3. NO ONE is permitted near the tail rotor of the helicopter at any time.
4. No smoking or running and avoid placing loose objects around the helicopter.
5. Do not assist the flight crew in opening or closing the helicopter doors.
6. The flight crew will assist in the loading and unloading of patient and equipment.
7. Crowds must be kept back 150 feet from the helicopter at all times.

Landing Zone
A minimum area of 100 x 100 feet, a red light or marker at each corner, clear of wires, trees, brush, bush, large rocks, emergency vehicles, signs, and loose objects is required.
The pilot will, at all times, be the final authority on determining the appropriateness of the landing site and all matters concerning the aircraft and safety of the aircraft.

Hospital systems

All hospital programs are developed from a set of standards that guide the oveall care of the patients treated within NETRAC.  Hospitals are designated through a multitude of regulatory agencies including but not limited to DSHS, The Joint Commission, Amercan College of Cardiology, and American Heart Association. 
 
Trauma centers are regulated by the standards set forth by the Amercian College of Surgeons and Texas Administrative code 157.126.  

All Stroke centers should adhere to the Texas Administrative code 157.133, and NETRAC recognizes the following American Heart Association/American Stroke Association Clinical practice guidelines as adopted by the variou:
1. 2026 Guideline for the Early Management of Patients With Acute Ischemic Stroke
2. 2023 Guideline for the Management of Patients With Aneurysmal Subarachnoid Hemorrhage
3. 2022 Guidelines for the Management of Patients With Spontaneous Intracerebral Hemorrhage
4. 2021 Guideline for the Prevention of Stroke in Patients With Stroke and Transient Ischemic Attack

Cardiac centers follow the “Guideline for the Management of Patients with Acute Coronary Syndromes: A Report of the American College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guideline”, 2025. 

The Texas Department of State Health Services (DSHS) established rules for neonatal and maternal care in 2016 and 2018 respectively. The purpose of the rules was to improve patient care and outcomes, establish hospital requirements for facility designation, and establish regional coordination of care.  The rules primarily establish levels of care based on a facility’s minimum capabilities, patient population, and the acuity required for safe treatment.  These levels of care are defined in Texas Administrative Code, Title 25, Part 1, Chapter 133, Subchapters J & K as follows:

DSHS Neonatal Levels of Care
1. Well Care (Level I)
2. Special Care (Level II)
3. Neonatal Intensive Care (Level III)
4. Advanced Neonatal Intensive Care (Level IV)

DSHS Maternal Levels of Care
1. Basic Care (Level I)
2. Specialty Care (Level II)
3. Subspecialty Care (Level III)
4. Comprehensive Care (Level IV)

Perinatal Care Region F
PCR-F aligns with NETRAC/TSA-F and proudly serves northeast Texas including the counties of Bowie, Cass, Delta, Franklin, Hopkins, Lamar, Morris, Red River, and Titus.


Inter-Hospital Transfers

Goals of the inter-hospital transfer is to ensure transfers between facilities are in a timely, coordinated, and medically appropriate manner to optimize outcomes.  All inter-hospital transfers must comply with current Federal and State regulations, with appropriate transfer memoranda and patient data accompanying the patient.

The decision to transfer a patient will be at the discretion of the treating physician who determines the patient requires services beyond the capability of the facility. Medical necessity may include but not limited to the follow considerations:
1. Higher-level trauma, cardiac, stroke, neonatal, pediatric, maternal, or burn care
2. Specialized surgical or critical care
3. Diagnostic or treatment resources not available on-site

Patient transfers are accomplished directly from transferring physician to receiving physician, and from transferring hospital administration to receiving hospital administration.

EMS transport availability, ground or air, for STEMI patients being transferred from a non-PCI facility to a PCI facility to meet the door in to door out time of 30 minutes or less.

Hospitals should activate transfer requests early to account for distance and weather delays.  Air transport should be considered when ground travel exceeds critical time thresholds (e.g. stroke, STEMI, major trauma) 

Facility Bypass

Stroke: 
Suspected stroke patients should be safely and rapidly transported to the closest designated stroke facility except under the following circumstances:
1. If unable to establish and/or maintain an adequate airway, the patient should be taken to the nearest acute care facility for stabilization.
2. When a facility is unable to meet hospital resource criteria or when there are patients in need of higher level of care.
3. If the expected transport time to the nearest appropriate Stroke Facility is excessive, >30 minutes, medical control or the EMS crew on scene should consider activating air transportation resources.

STEMI:
Suspected STEMI patients will be safely and rapidly transported to the nearest appropriate facility. Patients who meet criteria for activation of STEMI will be transported directly to the nearest appropriate PCI Facility rather than to the nearest acute care facility except under the following circumstances: 
1. If unable to establish and/or maintain an adequate airway, the patient should be taken to the nearest acute care facility for stabilization.
2. If the expected transport time to the nearest appropriate PCI Facility could result in FMC-to-Device greater than 90 minutes due to unavoidable delays, consider transport to the nearest acute care facility.
3. Medical control or the EMS crew on scene should consider activating air transportation resources when closest PCI Facility is greater than 30 minutes.
4. Should there be any question regarding whether or not to bypass a facility, the receiving facility should be consulted.

Facility Diversion

Any facility needing to go on any service line diversion should communicate the facilities diversion status to all regional EMS, other facilities, and the RAC to ensure patient care is appropriate and transported to the nearest appropriate facility occurs.  

System Quality Management Program

Trauma Service Area F is dedicated to the provision of quality healthcare for the community and the surrounding region. It provides accessible, comprehensive, high quality healthcare to all disaster, trauma, and acute care patients regardless of age, race, sex, nationality, ability to pay, diagnosis or prognosis, to assure that all patients receive the optimal level of care.

The purpose of continuous quality management is to facilitate the sharing of information, knowledge, and scientific data as well as provide a multidisciplinary forum for ongoing quality assessment and improvement.   NETRAC strives to improve patient care and sustain improvement over time, ultimately improving survival and reduce morbidity and mortality from illness and/or injury. By participating in the TSA-F RAC, all member organizations embrace the guiding principles for regional system QI outlined by the Texas Department State Health Services.



Goals/Objectives
The Trauma Service Area F quality management plan is designed to achieve the following goals:
1. To facilitate continuous quality improvement of patient care and services provided, by establishing mechanisms to identify opportunities to improve. 
2. Evaluating systems and addressing educational issues and providing resources for improved regional education.
3. To centralize the flow of information through an organized committee structure allowing full assembly participation with each committee. 
4. Develop a data base through continuous quality improvement activities that will allow identification of trends and/or significant events
5. To assist in developing guidelines and standards of care in TSA-F utilizing available assessment tools such as:
a. Pediatric readiness assessments
b. RAC self-assessment
c. Information provided through GETAC committees and initiatives from the state.
d. Program metrics for trauma, stroke, cardiac, maternal, and neonatal standards of care provided by each program’s regulatory agency.
e. Provide communication feedback between facilities and agencies (ex: hospital follow up, EMS follow up) within the continuum of care for the purpose of performance improvement regionwide.

Program Evaluation
The effectiveness of the program to meet the above goals is monitored through an ongoing performance improvement process.  All NETRAC stakeholders should actively participate in committee and general assembly meetings in order to provide valuable input and feedback for improvement across the region.  This multidisciplinary approach of all stakeholders, whose expertise, resources, and collaboration drive the continued advancement of NETRAC improving all trauma and emergency health care systems. 

Data for system improvement is utilized from the varied registries available to the programs, such as EMSTR for trauma data, or RDC for stroke date, and results from the State System Collaborative for Outcome Review (SCOR) committee.  However, a system challenge for some programs are the lack of regional or state data repositories to gather high level data review requiring a manual data collection process to review improvement status. 
Each program has a set of audit filters developed from practice guidelines and utilizes these to review regional care. 

Confidentiality
All documents generated concerning quality management activities within the region shall be confidential and used only in the exercise of designated functions of the Quality Management Plan.

Conflict of Interest
No practitioner or other individual involved in quality management activities shall be required to review any case in which they are professionally involved but shall be given the opportunity to participate in the review.

Education/Prevention Plan

The Northeast Texas Regional Advisory Council (NETRAC) is committed to designing, supporting, and coordinating comprehensive education and training initiatives that empower healthcare professionals, emergency responders, and the general public to maintain high-standard emergency and trauma care across TSA-F.

Key Objectives & Strategies
· Professional Continuing Education: Publish and update training calendars incorporating hospital and EMS based education, disaster response and preparedness activities, and other regional courses as appropriate.
· Public Injury Prevention: Implement public-focused safety and injury-prevention education campaigns tailored to our diverse region.
· System Integration: Collaborate with regional organizations, adjacent Trauma Service Areas, and the Texas Department of State Health Services to align training goals.

Prevention & Outreach Activities

Activities which increase public understanding of the trauma and emergency healthcare system and encourage prevention and reduction of illness and injuries through education are fully supported by NETRAC.  NETRAC collaborates with all regional members, as well as other Trauma Service Areas and the Texas Department States Health Services for reduction of injuries and harm due to time sensitive illnesses throughout our communities. NETRAC participates in prevention and outreach activities based on registry, epidemiology, and public data to drive the education provided and to which audience the information is needed.  Examples of education provided and supported by NETRAC includes pediatric and geriatric specific injury prevention programs, injury prevention programs based on regionally identified high percentage mechanisms of injury, health fairs for disease prevention to reduce the incidents of cardiovascular disease and strokes, as well as health promotion events for prenatal education, birthing classes, breastfeeding classes, and outpatient lactation support for maternal and neonatal programs. 
















Appendix A:
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Medical Director’s Attestations – see attached
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