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The American College of Surgeons
Committee on Trauma’s Advanced
Trauma Life Support Course is cur-
rently taught in 50 countries. The 8th
edition has been revised following broad
input by the International ATLS sub-

committee. Graded levels of evidence
were used to evaluate and approve
changes to the course content. New ma-
terials related to principles of disaster
management have been added. ATLS is
a common language teaching one safe

way of initial trauma assessment and
management.

Key Words: Wounds and Injuries,
Traumatology [education], Life Support
Care, Emergency Treatment [standards],
Resuscitation [education].

J Trauma. 2008;64:1638–1650.

The Advanced Trauma Life Support (ATLS) course for
doctors was introduced in Nebraska in 1978. It was
adopted by the American College of Surgeons and was

rapidly introduced across North America in the early 1980s.
The course in its initial iterations represented a consensus view
by experts of a safe initial approach to trauma management. Its
standardized approach coincided with the development of orga-
nized trauma centers and systems. It has been credited with
improving the knowledge of physicians in organization and
procedural skills in the care of the injured, particularly those
early in training or lacking experience.1–4 There is evidence that

standardizing the process of care leads to reduced mortality and
morbidity in trauma systems.5 ATLS introduced a simple yet
effective approach to initial assessment and management of
trauma that has continued to have widespread appeal. Interna-
tional promulgation soon followed the North American Intro-
duction and the ATLS course is now taught in over 50 countries.
Nearly 1 million participants have completed the course.

Sequential editions have been edited by the ATLS sub-
committee with input from the International ATLS subcom-
mittee and subsequent approval by the Committee on Trauma
(COT) Executive Committee. This system was very effective
in supporting the course based on expert opinion and select
review of current literature for the first 25 years.2 However,
the increasing international audience for the course and the
recognition of the importance of evidence-based medicine
fostered a need to update the revision process.6 Many nations
and organizations have developed models for organizing and
teaching trauma care. Representatives from the international
community have demonstrated broad support and interest in
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maintaining a common language among trauma care provid-
ers. The COT Executive Committee in 2006 and 2007 sup-
ported a vision of continued development of ATLS as a
common language of trauma care. Its mandate is to teach one
safe way of providing initial assessment and care for the
injured. To support this vision, future edits will be driven by
evidence and will seek greater international involvement in
the revision process.7

OBJECTIVES
a. To present the content changes in the 8th edition of the

ATLS course.
b. To present the supporting evidence evaluated by the

ATLS subcommittee.

METHODS
In 2007, the COT increased international participation

by creating three new international regions. These regions
were also invited to appoint representatives to the ATLS
subcommittee. The revision process for the 8th edition was
broadcasted through the International ATLS subcommittee
membership, through Trauma.Org, a dedicated trauma in-
terest web site with broad international subscription as
well as being disseminated through major North American
stakeholders including the AAST.

Contributors were asked to submit proposed changes by
chapter along with supporting evidence to the ATLS office
through http://www.trauma.org/ or directly through http://

web.facs.org/atls/atlscourserevisionsdefault.htm. Many sys-
tems to classify medical evidence have been published and
promoted over the past 15 years. The system by Wright
et al.8–12 was chosen as it has been adopted by several
prominent journals, is easily interpreted and appears to have
a high rate of interobserver agreement (Table 1).

The compilation of suggested changes was then re-
viewed by the ATLS subcommittee in serial meetings in
2006/2007 leading to the final revisions. An expert panel
assigned a level of evidence rating to each reference cited
in the compendium of changes13–205 (Table 2). The ATLS
subcommittee did not perform systematic reviews on all
suggested changes and in many cases evidence for formal
systematic review was lacking. The committee did incor-
porate these reviews when available. The emphasis on one
safe way was used to guide approval of these changes
particularly where the level of supporting evidence was
poor. The ATLS course will not be at the sharp edge of
changes in trauma assessment, resuscitation, and adoption
of new technology. It will serve as a common baseline for
continued innovation and challenge of existing paradigms
in trauma care. The revision process was also cognizant of
significant regional variation in practice. Once again it is
hoped that wherever these deviate significantly from
course content that they will foster well designed trials to
evaluate and support alternate and new approaches to
trauma care.

Table 1 A Brief Summary of Wright et al. Levels of Evidence. JBJS(A)

Treatment Prognosis Diagnosis Economic and Decision analysis

Level of
evidence

1 RCT with significant
difference or narrow
confidence intervals

Prospective study with
single inception
cohort and �80%
follow-up

Testing of previously applied
diagnostic criteria in a
consecutive series against
a gold standard

Clinically sensible costs and
alternatives; values
obtained from many
studies; multiway
sensitivity analyses

Systematic reviews of
level 1 studies

Systematic review of
level 1 studies

Systematic review of
level 1 studies

Systematic review of
level 1 studies

2 Prospective cohort, poor
quality RCT

Retrospective study,
untreated controls
from a previous RCT

Development of diagnostic
criteria on basis of
consecutive patients
against a gold standard

Clinically sensible costs and
alternatives, values
obtained from limited
studies, multiway
sensitivity analyses

Systematic reviews of
level 2 studies

Systematic review of
level 2 studies

Systematic review of
level 2 studies

Systematic review of
level 2 studies

3 Case–control study Study of nonconsecutive
patients (no consistently
applied gold standard)

Limited alternatives and
costs; poor estimates

Retrospective cohort
study

Systematic review of
level 3 studies

Systematic review of
level 3 studies

Systematic review of
level 3 studies

4 Case series Case series Case–control study No sensitivity analyses
Poor reference standard

5 Expert opinion Expert opinion Expert opinion Expert opinion

From Ref. 12.
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DISCUSSION
The ATLS course will continue to evolve in response to

growth in knowledge, change in injury patterns, and evolution of
trauma care and trauma systems around the world. The level of
evidence supporting one safe way will undoubtedly improve
with subsequent editions. The 8th edition has also made changes
to syntax and points of emphasis reflecting feedback and corre-
spondence received during the revision process. Finally the
revised content and evolution in practice resulted in revisions to
management algorithms for airway management and manage-
ment of pelvic fractures. In the future, ATLS will incorporate
new learning platforms to remain current and meet the expec-
tations of the next generation of Trauma Care Providers.
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