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Abstract Considering that the Japanese (JPN) guidelines

for the management of acute pancreatitis were published in

Takada et al. (J HepatoBiliary Pancreat Surg 13:2–6, 2006),

doubts will be cast as to the reason for publishing a revised

edition of the Guidelines for the management of acute pan-

creatitis: the JPN guidelines 2010, at this time. The rationale

for this is that new criteria for the severity assessment of

acute pancreatitis were made public on the basis of a sum-

mary of activities and reports of shared studies that were

conducted in 2008. The new severity classification is entirely

different from that adopted in the 2006 guidelines. A drastic

revision was made in the new criteria. For example, about

half of the cases that have been assessed previously as being

‘severe’ are assessed as being ‘mild’ in the new criteria. The

JPN guidelines 2010 are published so that consistency
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between the criteria for severity assessment in the first edi-

tion and the new criteria will be maintained. In the new

criteria, severity assessment can be made only by calculating

the 9 scored prognostic factors. Severity assessment

according to the contrast-enhanced computed tomography

(CT) grade was made by scoring the poorly visualized pan-

creatic area in addition to determining the degree of extra-

pancreatic progress of inflammation and its extent. Changes

made in accordance with the new criteria are seen in various

parts of the guidelines. In the present revised edition, post-

endoscopic retrograde cholangiopancreatography (ERCP)

pancreatitis is treated as an independent item. Furthermore,

clinical indicators (pancreatitis bundles) are presented to

improve the quality of the management of acute pancreatitis

and to increase adherence to new guidelines.

Keywords Acute pancreatitis � Gallstone-induced

pancreatitis � Post-ERCP pancreatitis � Pancreatitis bundle �
Guidelines

Introduction

The first edition of the JPN guidelines for the management

of acute pancreatitis was published in 2006 in the journal of

Hepato-Biliary-Pancreatic Surgery 2006; 13:2–6 [1].

Looking back at the circumstances until the publication of

the present English-language version, the results of long-

time endeavor by the working group for developing the

JPN guidelines become apparent. The first Japanese edition

of the Guidelines for the management of acute pancreatitis

was published in 2003 [2].

In 1994, the Japanese Society for Abdominal Emer-

gency Medicine organized a working group involved in the

preparation of guidelines for the management of acute

pancreatitis. The first Japanese edition of the Guidelines for

the management of acute pancreatitis was published owing

to the painstaking activities on the part of the working

group, including a search for systematic evidence and the

preparation of a definite statement of recommendations

along with the levels of the recommendations and a flow

chart. A second edition was published 4 years after the

publication of the first edition. During the 4 years after the

publication of the first edition in 2003, the mortality rate of

acute pancreatitis in Japan was reduced from 7.2 to 2.9%,

although it exceeded 30% in the most severe cases. Under

these circumstances, aid for medical expenses is provided

for specified intractable diseases in Japan.

Doubts will be cast as to the reason for publishing a

revised edition of the Guidelines for the management of

acute pancreatitis: the JPN guidelines 2010, at this time. The

rationale for this is that new criteria for the severity assess-

ment of acute pancreatitis were made public on the basis of

activities and reports of shared studies that were conducted in

2008. The new severity classification is entirely different

from that adopted in the 2006 guidelines. A drastic revision

was made in the new criteria. For example, about half of the

cases that have been assessed previously as being ‘severe’

are assessed as being ‘mild’ in the new criteria. The JPN

guidelines 2010 are published so that consistency between

the criteria for severity assessment in the first edition and the

new criteria will be maintained. In the present new criteria,

severity assessment can be made only by calculating the 9

scored prognostic factors. Severity assessment according to

the contrast-enhanced CT grade was made by scoring the

poorly visualized pancreatic area in addition to determining

the degree of extrapancreatic progress of inflammation and

its extent. Revisions made in accordance with the new cri-

teria are seen in various parts of the guidelines. In the present

revised edition, post-endoscopic retrograde cholangiopan-

creatography (ERCP) pancreatitis is treated as an indepen-

dent item. Furthermore, clinical indicators (pancreatitis

bundles) are presented to improve the quality of management

of acute pancreatitis and increase adherence to guidelines.

The Japanese Society for Abdominal Emergency Med-

icine, the Japan Pancreas Society, the Research Group

(Ministry of Health, Labour, and Welfare) for Intractable

Diseases and Refractory Pancreatic Diseases (under the

sponsorship of the Japanese Ministry of Health, Labour,

and Welfare), the Japanese Radiological Society, and the

Japanese Society of Hepato-Biliary-Pancreatic Surgery

were commissioned to produce the JPN Guidelines for the

management of acute pancreatitis.

The overall contents of the JPN Guidelines 2010

for the management of acute pancreatitis

The JPN Guidelines 2010 for the management of acute

pancreatitis, to be published in the Journal of Hepato-

Biliary-Pancreatic Sciences (J Hepatobiliary Pancreat Sci

2010; 1) are divided into the following 11 topics.

1. Tadahiro Takada, et al. Cutting-edge information for

the management of acute pancreatitis: JPN Guide-

lines 2010

2. Masahiro Yoshida et al. Health insurance and

payment systems for severe acute pancreatitis: JPN

Guidelines 2010

K. Otomo

Department of Radiology, University of Tokyo, Tokyo, Japan

M. Tanaka

Department of Surgery and Oncology, Graduate School

of Medical Sciences, Kyushu University, Fukuoka, Japan
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The Universal Medical Care Insurance system, which

is a unique health insurance system of Japan, is

described.

3. Miho Sekimoto, et al. National survey of effect of

clinical practice guidelines for acute pancreatitis:

JPN Guidelines 2010

Changes in the management of acute pancreatitis

after the publication of the first edition of the JPN

Guidelines are presented mainly on the basis of the

results of questionnaire research.

4. Seiki Kiriyama, et al. New diagnostic criteria of acute

pancreatitis: JPN Guidelines 2010

In making a diagnosis of acute pancreatitis, reference

is often made to cut-off values of serum pancreatic

enzymes, such as a level that is elevated by more than

3 times the normal range. However, due to the lack of

definite evidence of the relevance of these values,

discussion of these cut-off values was excluded.

Furthermore, the diagnostic shortcomings of an

elevated level of serum amylase are referred to, and

the reason for inclusion of the significance of serum

lipase tests is presented.

5. Kazunori Takeda, et al. Assessment of severity of

acute pancreatitis according to new prognostic fac-

tors and CT grading: JPN Guidelines 2010

Severity assessment made according to the scored

prognostic factors and the contrast-enhanced CT

grading is discussed. The severity assessment made

according to two methods is described by compar-

ison with the old severity scoring used in the first

edition. For those cases that have been assessed as

being severe according to the prognostic factors of

either of the two methods, the mortality rate can be

calculated more clearly when severity assessment is

made by combination with the contrast-enhanced

CT grade.

6. Morihisa Hirota, et al. Fundamental and intensive

care of acute pancreatitis: JPN Guidelines 2010

Description is focused on the basic treatment policy

for acute pancreatitis (fluid replacement, nasogastric

tube, nutrition, antibiotics, and protease inhibitors.

Also described as special treatment are selective

decontamination of the digestive tract (SDD), con-

tinuous hemodiafiltration (CHDF), continuous regio-

nal arterial infusion of protease inhibitors, and the

use of antibiotics.

7. Hodaka Amano, et al. Therapeutic intervention and

surgery for acute pancreatitis: JPN Guidelines 2010

Changes in operative indications for acute pancrea-

titis, necrotizing pancreatitis, and infected pancreati-

tis are discussed in particular.

8. Yasutoshi Kimura, et al. Gallstone-induced acute

pancreatitis: JPN Guidelines 2010

Description is focused on the algorithm of gallstone-

induced pancreatitis.

9. Shinju Arata, et al. Post-ERCP pancreatitis: JPN

Guidelines 2010

Assessment of post-ERCP pancreatitis as an inde-

pendent item; its epidemiology, risk factors, and

diagnosis are described.

10. Keita Wada, et al. Strategy for the management of

acute pancreatitis: JPN Guidelines 2010

By means of a flow chart, explanation is given that

shows how to cope with patients in whom acute

pancreatitis is suspected or those with a definitive

diagnosis of acute pancreatitis. The flow chart for the

management of gallstone-induced pancreatitis is

presented independently.

11. Toshihiko Mayumi, et al. Pancreatitis bundles: JPN

Guidelines 2010

Current characteristics of other bundles and pancre-

atitis bundles are presented.

Categories of evidence and the grading

of recommendations

The evidence obtained from each reference item was

evaluated in accordance with the method of scientific

classification used at the Cochrane Library (March, 2009)

(Table 1) [1–3], and the quality of evidence for each

parameter associated with the diagnosis and treatment of

acute pancreatitis was determined. The relevant terms used

are explained in the footnote of Table 1 [13]. Based on the

results obtained from these procedures, recommendation

grades of A–D were determined according to the defini-

tions shown in Table 2, and the recommendation grades are

mentioned, as required, in the text of the Guidelines. The

grading is based on the classification of the modified Tokyo

guidelines [4].

Recommendations graded as either A or B indicate high

quality. Grade C1 shows that the use of the procedures may

be considered, although there is only a small amount of

scientific evidence for them. On the other hand, Grade C2

shows that the use of the procedures cannot be definitely

recommended due to lack of a sufficient amount of scien-

tific evidence. Procedures graded as D are considered to be

unacceptable. It must be borne in mind that such recom-

mendation grades merely represent standards and should

not be used to compel adherence to a given method of

medical management in an actual clinical setting. The

medical management method that is applied should be

selected after taking into account the conditions prevailing

at the relevant institution (e.g., staff, experience, and

equipment) and the characteristics of the individual patient.
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The quality of evidence in each item related to the

diagnosis of acute pancreatitis was determined on the basis

of the assessment of evidence introduced in each reference

according to the evidence-based classification adopted in

the Cochrane library (Oxford Centre for Evidence-based

Medicine and Levels of Evidence) (March, 2009) [1–3].

The levels of evidence in all the references cited in the

present Guidelines are shown in parentheses at the end of

each reference in the reference list.

The grades of recommendation were determined and

included as appropriate in the present guidelines by con-

sidering medical circumstances in Japan (characteristics of

medical practice and the insurance system) and in reference

to the level of evidence obtained from each reference and

the grades of recommendation shown in Table 2. In mak-

ing use of the grades of recommendation in actual situa-

tions, consider the notes that are included as appropriate.

Note that the above recommendations are the most

standardized criteria, but that the present guidelines have

no intention of compelling the use of the recommendations

in actual medical practice. The final decision should be

made after having taken into consideration the condition of

facilities (e.g., personnel, experience, and equipment)and

circumstances that individual patients are placed in.

Procedures can be rated as Grade A or B, in which

performance is recommended. On the contrary, the per-

formance of procedures rated as Grade D is not recom-

mended. As for Grade C, Grade C1 suggests that

effectiveness can be expected although there is only a small

amount of scientific evidence, while Grade C2 suggests

that there is an insufficient amount of scientific evidence to

support or deny effectiveness.

Notes on the use of the guidelines

The Guidelines are evidence-based and determined with a

grade for each medical practice, taking actual conditions

into account. The Guidelines specify the criteria for the

diagnosis of acute pancreatitis and the assessment of its

severity that have been prepared by the Research Group

and are in widespread use in Japan. Because the Guidelines

address so many different topics, an index of all works used

is included at the end of the Guidelines. Dosages described

in the text of the guidelines are for adult patients.

Definition of terminology

A certain degree of consensus has been obtained to date

concerning the definition of acute pancreatitis and its com-

plications, in reference to the guidelines of international

conferences in Marseilles (1963) [5], Cambridge (1983) [6],

Marseilles (1984) [7], Marseilles-Rome (1988) [8], and

Atlanta (1992) [9], as well as the guidelines of the Intractable

Pancreatic Disease Investigation and the Research Group of

the Japanese Ministry of Health, and Welfare (1987) [10]

and those of the British Society of Gastroenterology 1998)

[11]. However, there remain many ambiguous elements in

the definitions of terminology associated with acute pan-

creatitis, so new terminology is proposed below.

Acute pancreatitis

Acute pancreatitis is defined as an inflammation that has

occurred in the pancreas and that can affect remote organs

as well as the adjacent organs. It was decided that acute

exacerbation of chronic pancreatitis should be dealt with in

separate items according to the causes that give rise to

acute pancreatitis (such as acute alcoholic pancreatitis and

gallstone-induced pancreatitis).

Clinical features of acute pancreatitis

In most cases, acute pancreatitis occurs suddenly and is

accompanied by upper abdominal pain and various types of

Table 2 Grades of

recommendation

The Minds Manual for

Preparation of Management

Guidelines [2007 edition]

(included as a reference after

translation into English) cited

with modifications from the

Tokyo Guidelines [4]

Grade of recommendation Contents

A Recommended strongly to perform

Evidence is strong and clear clinical effectiveness can be expected

B Recommended to perform

Evidence is moderate or strong, although evidence of effectiveness is sparse

C1 Evidence is sparse, but may be considered to perform

Effectiveness can possibly be expected

C2 Scientific evidence is not sufficient, so clear recommendation cannot be made

Evidence is not sufficient to support or deny effectiveness

D Considered to be unacceptable

There is evidence to deny effectiveness (to show harm)
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abdominal manifestations (from mild tenderness to

rebound pain). It is often accompanied by vomiting, fever,

tachycardia, and elevated levels of white blood cells and

blood or urinary pancreatic enzymes.

Acute edematous pancreatitis (Fig. 1)

Pancreatitis usually results in diffuse or localized enlarge-

ment of the pancreas along with inflammation. Although

edematous pancreatitis induces necrosis in severe cases, it

is defined as that type of pancreatitis not accompanied by

necrosis.

Clinical features

Edematous pancreatitis has no area in which there is no

infection according to contrast-enhanced CT, although

enlargement of the pancreas is observed.

Acute fluid collection (Fig. 2)

Acute fluid collection is defined as exudate collection that

often occurs within the pancreas or in the parapancreatic

tissue in the early phase of the disease. It may progress as

far as the anterior paraphrenic cavity, the mesocolon, and

beyond the inferior renal portion. It is also characterized by

lack of the fibrous wall.

Clinical features

Although acute exudate collection occurs in 30–50% of

patients, spontaneous resolution is achieved in half of them

Fig. 1 Acute edematous pancreatitis. Observed are enlargement of

the tail of the pancreatic body (a case 1; asterisks) and enlargement of

the pancreatic tail (b case 2; asterisks). It was thought that the evenly

visualized tail of the pancreatic body and pancreatic tail shown by

contrast-enhanced computed tomography (CT) in both cases sug-

gested the presence of edematous pancreatitis. An increased density

of adipose tissue in the parapancreatic tissue (arrows in a, b) shows

the extension of inflammation as far as the parapancreatic tissue in

both cases

Fig. 2 Acute fluid collection (a case 1, b case 2). Fluid collection

(exudate collection; asterisks) is observed in the left and right anterior

paraphrenic cavities and the transverse mesocolon
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(level 4) [12, 13]. Clinical differentiation from pseudocysts

is made according to the presence or absence of the cystic

wall. Pleural fluid, ascites, and fluid collection as far as the

cavity of the omental bursa occur as a reaction against

inflammation, so these features are not defined as acute

exudate collection.

Necrotizing pancreatitis (Fig. 3)

Pancreatic necrosis is defined as diffuse or localized

necrosis of the pancreatic parenchyma and is differentiated

from necrosis occurring around the pancreas and that of

extrapancreatic adipose tissue [14, 15]. However, pancre-

atic necrosis is often accompanied by necrosis around the

pancreatic adipose tissue. Clinically, in cases of pancreatic

necrosis, a poorly visualized area of the pancreatic paren-

chyma is observed distinctly by contrast-enhanced CT.

However, there have been reports in recent years pointing

out that the detection of a poorly visualized area by con-

trast-enhanced CT does not necessarily suggest the pres-

ence of necrosis in all the cases involved and that detection

of an area that is not visualized, particularly in the acute

phase, may suggest the presence of temporary ischemia,

which can be reversible [14, 16].

Clinical features

A marked difference is observed in the mortality rate

depending upon the presence or absence of infectious

complications in the necrotizing pancreatic tissue (level 4)

[17], so the differentiation between infected and nonin-

fected pancreatitis is important.

Infected pancreatic necrosis (Fig. 4)

Infected pancreatic necrosis is the type of necrosis that is

complicated by infections such as bacterial infections in the

pancreatic parenchyma and parapancreatic tissue [14].

There are not a few cases in which differentiation from

noninfected pancreatic necrosis is difficult, so a bacterial

culture by fine needle aspiration (FNA) under imaging

guidance is required to make the diagnosis of infected

pancreatic necrosis.

Clinical features

A marked difference is observed in the mortality rate

depending upon the presence or absence of infectious

complications in the necrotizing pancreatic tissue (level 4)

[17]; the prognosis of necrotizing pancreatitis is reported to

be poor when it is accompanied by infections in the

necrotic tissue (34–40%) [18, 19].

Pancreatic pseudocyst (Fig. 5)

Irrespective of the presence or absence of a communication

between the pseudocyst and the pancreatic duct, pancreatic

Fig. 3 Necrotizing pancreatitis

and fat necrosis. The enlarged

pancreatic body and tail are seen

by plain CT (a, b; arrows). Fat

necrosis with an increased

density than that of fluid

collection is observed in the

parapancreatic retroperitoneum

and in the adipose tissue of the

lesser omentum (asterisks). The

pancreatic tail is visualized by

contrast-enhanced dynamic CT

(c), but a poorly visualized area

(arrows) is observed in the

enlarged pancreas (d), so the

presence of pancreatic necrosis

can be strongly suspected.

Making a diagnosis of

pancreatic necrosis by plain CT

is often difficult, so contrast-

enhanced CT is required for the

accurate assessment of

pancreatic necrosis
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pseudocyst is defined as the type of pseudocyst with a wall

structure of granulation or fibrotic tissue. It is accompanied

by the collection of pancreatic juice and the tissue of liq-

uefaction necrosis, and often occurs 4 weeks after the onset

of acute pancreatitis. It may resolve spontaneously,

although it may persist for a long time. It may be com-

plicated by infections or bleeding.

Clinical features

In patients with acute pancreatitis, a pseudocyst can be

detected by diagnostic imaging, as well as by palpation.

The pseudocyst usually contains large amounts of pancre-

atic enzymes, although in many cases pseudocysts do not

contain bacteria.

Pancreatic abscess (Fig. 6)

Pancreatic abscess is the type of abscess that is accompa-

nied by localized pus collection in the pancreas and adja-

cent organs. However, there is usually no necrosis within

the pancreas, or there is only a small amount if any.

Because pancreatic abscess consists of necrotic tissue as

Fig. 4 Infected pancreatic necrosis. The enlarged pancreas and a wide

area not stained densely (pancreatic necrosis; arrows) are observed in

the whole portion of the pancreas by contrast-enhanced CT (a)

conducted at the time of the onset of acute pancreatitis. Plain CT

conducted a week later (b) detected the appearance of gas at the necrotic

site, so complications of necrotic infection were strongly suspected
Fig. 5 Pancreatic pseudocyst. A cystic tumor (pseudocyst) with a

comparatively thick wall at the pancreatic tail is visualized by plain

CT (a) and contrast-enhanced CT (b; arrows). The cystic wall is seen

to have been stained mildly by contrast-enhanced CT. The high-

absorption area within the pseudocyst is assumed to suggest the

presence of bleeding (arrowheads). Exudate collection accompanied

by acute pancreatitis is observed around the pancreas (asterisks)

Fig. 6 Pancreatic abscess. Encapsulated fluid collection (abscess) is

observed around the pancreatic head
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well as liquid components, there are indications that it is

induced by the liquefaction of tissue necrosis [14, 15].

Clinical features

Pancreatic abscess presents with a wide spectrum of clinical

pictures, although it also presents with pictures of infections

in many patients. It often occurs 4 weeks after the onset of

severe acute pancreatitis. Differentiation between pancre-

atic abscess and infected pancreatic necrosis is often diffi-

cult, and it is reported, according to present knowledge, that

their mortality rates are almost the same [20]. An abscess

that has occurred following an operation for acute pancre-

atitis should be assessed as a postoperative abscess and

differentiated from an abscess that has occurred while the

disease is being managed conservatively.

Alcoholic pancreatitis

Alcoholic pancreatitis is defined as acute pancreatitis

associated with alcohol consumption; however, there is no

report to date that has defined alcoholic pancreatitis clearly.

It is thought that mechanisms involved in its occurrence

include contraction of the Oddi sphincter, obstruction of the

pancreatic duct due to the sedimentation of an insoluble

protein plug, and activated pancreatic protease. Genetic

mutation and smoking are also reported to be cofactors that

induce pancreatitis [21].

Gallstone-induced pancreatitis

Gallstone-induced pancreatitis is defined as acute pancrea-

titis caused by gallstones. Although its mechanism is not

known, it is assumed that it can be induced by obstruction of

the common bile duct and pancreatic duct, which can occur

when gallstones are excreted into the duodenum through the

common bile duct. Findings that suggest the presence of

biliary sludge (obstructive jaundice) are often observed.

There can be a complication of cholangitis. Edema of the

Vater papilla after gallstones have been excreted, as well as

obstruction of the bile duct and pancreatic duct, is also

assumed to cause gallstone-induced pancreatitis [22, 23].

References

1. Takada T, Kawarada Y, Hirata K, Mayumi T, Yoshida M, Se-

kimoto M, et al. JPN guidelines for the management of acute

pancreatitis: cutting-edge information. J Hepatobiliary Pancreat

Surg. 2006;13:2–6.

2. Mayumi T, Ura U, Arata S, Kitamura N, Kiriyama I, Shibuya K,

et al. The evidence-based clinical practice guidelines for acute

pancreatitis–proposal. J Hepatobiliary Pancreat Surg. 2002;9:

413–22.

3. Centre for Evidence-based Medicine Homepage. Levels of evi-

dence and grades of recommendations (http://cebm.net/levels_

of_evidence.asp#levels) 2009.

4. Takada T, Kawarada Y, Nimura Y, Yoshida M, Mayumi T, Se-

kimoto M, et al. Background: Tokyo Guidelines for the man-

agement of acute cholangitis and cholecystitis. J Hepatobiliary

Pancreat Surg. 2007;14:1–10.

5. Sarles H. Proposal adopted unanimously by the participants of the

symposium on pancreatitis at Marseille, 1963. Bibl Gastroenterol

1965;7:VII–VIII.

6. Sarner M, Cotton PB. Classification of pancreatitis. Gut.

1984;25:756–9.

7. Singer MV, Gyr K, Sarles H. Revised classification of pancrea-

titis. Report of the Second International Symposium on the

Classification of Pancreatitis in Marseille, France, March 28–30,

1984. Gastroenterology. 1985;89:683–5.

8. Sarles H, Adler G, Dani R, et al. The pancreatitis classification of

Marseilles-Rome 1988. Scand J Gastroenterol. 1989;24:641–2.

9. Bradley EL 3rd. A clinically based classification system for acute

pancreatitis. Summary of the International Symposium on Acute

Pancreatitis, Atlanta, Ga, September 11 through 13, 1992. Arch

Surg. 1993;128:586–90.

10. Matsuno M, editor. Intractable Pancreatic Disease Investigation

and Research Group of the Japanese Ministry of Health, and

Welfare. Guidance of management of severe pancreatitis (in

Japanese). Tokyo: Japanese Ministry of Health, and Welfare;

1997. p. 2–3. (Prognostic level 4).

11. British Society of Gastroenterology. United Kingdom guidelines

for the management of acute pancreatitis. Gut 1998;42(Suppl 2):

S1–13.

12. Bradley EL, Gonzalez AC, Clements JJ. Acute pancreatic

pseudocysts: incidence and implications. Ann Surg. 1976;184:

734–7. (Prognostic level 4).

13. Siegelman SS, Copeland BE, Saba GP, et al. CT of fluid col-

lections associated with pancreatitis. AJR Am J Roentgenol.

1980;134:1121–32. (Prognostic level 4).

14. Bollen TL, van Santvoort HC, Besselink MG, et al. The Atlanta

classification of acute pancreatitis revisited. Br J Surg.

2008;95:6–21.

15. Banks PA, Freeman ML. Practice Parameters Committee of the

American College of Gastroenterology. Practice guidelines in

acute pancreatitis. Am J Gastroenterol. 2006;101:2379–400.

16. Traverso LW, Kozarek RA. Pancreatic necrosectomy: definitions

and technique. J Gastrointest Surg. 2005;9:436–9. (Prognostic

level 4).

17. Beger HG, Krautzberger W, Bittner R, et al. Results of surgical

treatment of necrotizing pancreatitis. World J Surg. 1985;9:972–

9. (Prognostic level 4).

18. Widdison AL, Karanjia ND. Pancreatic infection complicating

acute pancreatitis. Br J Surg. 1993;80:148–54.

19. Ogawa M, Hirota M, Hayakawa T, et al. Development and use of

a new staging system for severe acute pancreatitis based on a

nationwide survey in Japan. Pancreas. 2002;25:325–30. (Prog-

nostic level 4).

20. Takeyama N, Kihara Y, Otsuki M. Problems in the surgical

treatment of severe acute pancreatitis. J Jpn Pancreas Soc (in

Japanese with English abstract). 2006;21:504–9. (Prognostic

level 2b).

21. Cappell MS. Acute pancreatitis. etiology, clinical presentation,

diagnosis, and therapy. Med Clin North Am. 2008;92:889–923.

22. Lee SP, Nicholls JF, Park HZ. Biliary sludge as a cause of acute

pancreatitis. N Engl J Med. 1992;326:589–93. (Prognostic level 4).

23. Hernandez CA, Lerch MM. Sphincter stenosis and gallstone

migration through the biliary tract. Lancet. 1993;341:1371–3.

(Prognostic level 4).

12 J Hepatobiliary Pancreat Sci (2010) 17:3–12

123

http://cebm.net/levels_of_evidence.asp#levels
http://cebm.net/levels_of_evidence.asp#levels

	Cutting-edge information for the management �of acute pancreatitis
	Abstract
	Introduction
	The overall contents of the JPN Guidelines 2010 �for the management of acute pancreatitis
	Categories of evidence and the grading �of recommendations
	Notes on the use of the guidelines
	Definition of terminology
	Acute pancreatitis
	Clinical features of acute pancreatitis

	Acute edematous pancreatitis (Fig. 1)
	Clinical features

	Acute fluid collection (Fig. 2)
	Clinical features

	Necrotizing pancreatitis (Fig. 3)
	Clinical features

	Infected pancreatic necrosis (Fig. 4)
	Clinical features

	Pancreatic pseudocyst (Fig. 5)
	Clinical features

	Pancreatic abscess (Fig. 6)
	Clinical features

	Alcoholic pancreatitis
	Gallstone-induced pancreatitis

	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /DEU <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


