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Objectives: Severe acute pancreatitis is associated with peripancreatic
morphologic changes as seen on imaging. Uniform communication regard-
ing these morphologic findings is crucial for accurate diagnosis and treat-
ment. For the original 1992 Atlanta classification, interobserver agreement
is poor. We hypothesized that for the revised Atlanta classification, interob-
server agreement will be better.
Methods: An international, interobserver agreement study was performed
among expert and nonexpert radiologists (n = 14), surgeons (n = 15), and
gastroenterologists (n = 8). Representative computed tomographies of all
stages of acute pancreatitis were selected from 55 patients and were assessed
according to the revised Atlanta classification. The interobserver agreement
was calculated among all reviewers and subgroups, that is, expert and nonexpert
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reviewers; interobserver agreement was defined as poor (≤0.20), fair
(0.21–0.40),moderate (0.41–0.60), good (0.61–0.80), or very good (0.81–1.00).
Results: Interobserver agreement among all reviewers was good
(0.75 [standard deviation, 0.21]) for describing the type of acute pancreati-
tis and good (0.62 [standard deviation, 0.19]) for the type of peripancreatic
collection. Expert radiologists showed the best and nonexpert clinicians the
lowest interobserver agreement.
Conclusions: Interobserver agreement was good for the revised Atlanta
classification, supporting the importance for widespread adaption of this
revised classification for clinical and research communications.

Key Words: acute pancreatitis, peripancreatic collections,
revised Atlanta classification, interobserver agreement
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S evere acute pancreatitis is often associatedwith pancreatic and
peripancreatic morphologic changes. These changes may con-

sist of peripancreatic edema, peripancreatic necrosis, pancreatic
parenchymal necrosis, and different types of peripancreatic collec-
tions containing variable amounts of fluid and/or necrosis; these
pancreatic and peripancreatic collections may become infected
and require intervention. Contrast-enhanced computed tomogra-
phy (CECT) is used widely to evaluate morphologic changes,
which are then correlated with clinical parameters to lead to a dis-
ease classification and a treatment plan. Therefore, decisions for
treatment are often mainly based on CT findings.1–3

The 1992Atlanta classificationwas a large step forward in its
era.4 However, with the remarkable advances in imaging technology
and patient care, the usefulness of the 1992 Atlanta classification
has been challenged.5 One problemwith the 1992 clinically-based
approach to the classification was the inability to reproducibly
translate morphologic computed tomography (CT) findings into
a clear classification resulting in confusion. In fact, when the
terms used in the 1992Atlanta classification were studied for their
ability to reliably describe peripancreatic collections on CT, poor
interobserver agreement was noted among 5 abdominal radiologists,
questioning its clinical usefulness.6 In the early 2000s, a new set
of morphologic terms was developed to describe peripancreatic
collections in acute pancreatitis on CT, identified by the acronym
“PANCODE,” which stands for pancreatic nonenhancement, col-
lection descripition.7 It showed good to excellent interobserver
agreement among internationally recognized experts, such as
gastroenterologists, surgeons, and radiologists.7 Then, in 2012,
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the Atlanta classification was revised.8 The revised Atlanta classi-
fication incorporated in part the PANCODEmorphologic descrip-
tors and combined these and other better-defined terms with
clinical parameters to create a new classification that aimed to fa-
cilitate communication among treating physicians and between
institutions.8 Whether the revised Atlanta classification offers re-
liable interobserver agreement is unknown.

We hypothesized that the interobserver agreement among
expert and nonexpert radiologists and clinicians has improved with
the revised Atlanta classification. Better classification systems
should lead to amore objective and accurate communication among
physicians, a more uniform clinical decision-making, and a more
accurate research communication, which will help improve patient
outcomes. The primary aim of this study was to determine the inter-
observer agreement of the revised Atlanta classification and to in-
vestigate the reliability of translating CT morphology into the
terms of the revised Atlanta classification for acute pancreatitis.
MATERIALS AND METHODS

Study Population
All abdominal CECTs from patients with predicted severe

acute pancreatitis (acute physiology and chronic health evaluation
II, >7; Imrie score, >2; C-reactive protein, >150) from 2Dutchmul-
ticenter trials, the PROPATRIA9 and PANTER trials,10 were used
for this study. All CTs were reviewed by 1 experienced abdominal
radiologist (T.L.B.). For every patient, the CT severity index (CTSI;
range, 0–10 points) was determined.3,11,12 Representative CTs of all
stages of acute pancreatitis were selected based on the following
criteria: use of iodinated contrast material in the pancreatic and/or
portal venous phase and availability of a Digital Imaging and Com-
munications inMedicine format (AccuImage Diagnostics Corpora-
tion, AccuLite, Version 3.116; San Francisco, Calif ) (required for
full digital review). Only CTs of patients without an intervention
FIGURE 1. Distribution of reviewers. The group of experts was an interna
considered experts in acute pancreatitis as evidenced by at least 10 pub
pancreatic diseases unit. The group of nonexperts was an international p
working experience in the gastrointestinal field but no special scientific int
topic. One nonexpert dropped out because of personal reasons.
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to their peripancreatic collectionswas used for optimal visualization
of their collections.

The design of this study and selection of the CTs was similar
to our previous interobserver study.7

Reviewers
Two groups of international reviewers were formed, with an

equal distribution of experts and nonexperts to represent clinical
care in expert centers and community hospitals. Both experts
and nonexperts were subdivided into the following subgroups of
reviewers: (1) expert radiologists, (2) expert clinicians, (3) nonex-
pert radiologists, and (4) nonexpert clinicians (Fig. 1).

“Expert” was defined as a surgeon, gastroenterologist, or ra-
diologist with at least 10 publications on pancreatic diseases,
working in a specialized pancreatic diseases unit.

“Nonexpert”was defined as a surgeon, gastroenterologist, or
radiologist, with working experience in the gastrointestinal field
but no specific scientific interest in pancreatic diseases as evi-
denced by no publications on this topic.

Data Collection
Two investigators (S.v.B. and S.A.B.) visited the participat-

ing centers and had meetings with the clinicians and radiologists.
The study format was fully standardized. First, reviewers were given
time to read a sheet with the definitions of pancreatic and extra-
pancreatic collections, according to the revised Atlanta classification.
This was followed by a short PowerPoint presentation explaining the
study endpoints, the scoring sheet, and software used. Reviewers
were given time to ask additional questions about the reviewing
process before they started with the review of the first CT. During
the scoring of CTs, the investigators were not present; they were,
however, available solely for technical issues but not for explana-
tion or interpretation of the PANCODE terms or definitions of the
revised Atlanta classification. During the review process, the def-
initions of the revised Atlanta classification remained available.
tional panel of surgeons, gastroenterologists, and radiologists. All are
lications on pancreatic diseases and working in a specialized
anel of surgeons, gastroenterologists, and radiologists. They have
erest in pancreatic diseases as evidenced by no publications on this
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FIGURE 2. Scoring sheet about the descriptive and morphologic
terms to evaluate on CT (PANCODE).

FIGURE 3. Scoring sheet about the type of acute pancreatitis and
peripancreatic collections as defined by the revised Atlanta
classification definitions.

Bouwense et al Pancreas • Volume 46, Number 7, August 2017
After the instruction, reviewers assessed the CTs and re-
corded their data on a scoring sheet:

1. First, the reviewers were asked to describe the collection ac-
cording to the PANCODE criteria.

2. Next, the timing of that particular CT was revealed as time
in days after onset of symptoms of acute pancreatitis, with em-
phasis on whether the CTwas obtained less than or greater than
4 weeks after onset of symptoms.

3. The reviewers then completed the second part of the sheet for
the same CT and assigned a classification using the revised
Atlanta classification definitions.
This process was repeated for all 55 CTs. In case of multiple

collections, the reviewer was asked to describe the clinically most
relevant collection.

Scoring Sheets
A scoring sheet was used to mimic the following 2-step pro-

cess involved in disease classification as performed by a treating
clinician: step one, to determine the morphologic classification
of CT findings; and step two, to combine morphology with clini-
cal parameters to come up with a classification. The first section
of each scoring sheet contained descriptive, morphologic terms
(PANCODE) (Fig. 2).7 The following are the terms of PANCODE
that are used to describe the morphological changes: extent of
pancreatic nonenhancement, relation with pancreas, encapsula-
tion, content, mass effect, shape, loculated gas bubbles, and gas-
fluid level.

The second section of each scoring sheet contained the
definitions of the revised Atlanta classification for collections
852 www.pancreasjournal.com
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in acute pancreatitis (Fig. 3 and Supplementary Table 1,
http://links.lww.com/MPA/A597).8 First, the type of acute pan-
creatitis needs to be determined (interstitial edematous pancre-
atitis, necrotizing pancreatitis, or indeterminate), then the type
of peripancreatic collection (acute peripancreatic fluid collec-
tion, acute necrotic collection, pancreatic pseudocyst, walled-
off necrosis, or indeterminate).

During the reviewing process, the reviewerswere not allowed
to use any other sources of information than the information pro-
vided on the study sheets.

Data Analysis
No formal sample size was calculated because of the uncer-

tainty about the expected interobserver agreement between groups.
We used a convenient sample of CTs and observers, which was
similar to one of our previous studies.7

For every item on the scoring sheet, the distribution (eg, 20%
and 80%) of options (eg, “yes” and “no”) within the 55 CTs was
assessed for each reviewer individually and described by medians
with interquartile ranges (IQRs).

To prevent biased or hypothetic estimates of interobserver
agreements, we refrained from frequently used approaches such
as “percentage agreement,” “κ,” or “prevalence-adjusted bias-
adjusted κ.” Instead, we applied the ratio (ratio κmax) between
the observed κ and the maximally achievable κ given the presence
of factors constraining observers in their ability to actually agree
or disagree beyond chance (κmax).

13 Calculation based on the other
approaches is provided in Supplementary Table 2, http://links.lww.
com/MPA/A597.

Subgroup analysis was performed in the case of normal dis-
tribution of individual measurements by analysis of variance with
post-hoc Bonferroni analysis for multiple comparisons; other-
wise, a Kruskal-Wallis with post-hoc Mann-Whitney U analysis
was performed. P values less than 0.05 were considered statisti-
cally significant. The following are the subgroups of reviewers
© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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that were compared: (1) expert radiologists, (2) expert clinicians,
(3) nonexpert radiologists, and (4) nonexpert clinicians.

An interobserver agreement of 0.81 to 1.00 was defined as
very good agreement; 0.61 to 0.80, good agreement; 0.41 to
0.60, moderate agreement; 0.21 to 0.40, fair agreement; and less
than 0.20, poor agreement.14
RESULTS
From a total of 248 patients, 55 CTs were included to cover

the complete spectrum of morphologic changes in acute pancreati-
tis, with emphasis on severe disease (ie, presence of peripancreatic
collections and parenchymal necrosis). Thirty CTs from 30 consec-
utive patients who did not undergo drainage and/or operative ther-
apy after their CTwere selected (5 patients with a CTSI of 1–2, 5
with a CTSI of 3–4, 5 with a CTSI of 5–6, and 15 with a CTSI
of 7–10) and 25 consecutive patients with a CT before intervention
(percutaneous drainage or operative interventions) or infected ne-
crosis (irrespective of CTSI).

For this selection of patients, the median time between
admission and CT was 18 days (IQR, 9–32 days). Of the
55 patients, 60% had infected necrosis proven by bacterial
culture (obtained with fine-needle aspiration or during first
intervention). Twenty-five of those patients required opera-
tive therapy, and 8 patients underwent solely percutaneous
catheter drainage. Nine of these 55 patients died (16%).

Thirty-seven reviewers analyzed the CTs (14 radiologists,
15 surgeons, and 8 gastroenterologists) and were subdivided into
the following 4 groups: expert radiologists (n = 7), expert clini-
cians (n = 12), nonexpert radiologists (n = 7), and nonexpert
clinicians (n = 11).

The distribution of the scored options by all reviewers, in-
cluding subgroups of reviewers, for the revised Atlanta classifica-
tion definitions is shown in Table 1. The reviewers scored
necrotizing pancreatitis (median, 76%) as the type of pancreatitis
in most cases and the peripancreatic collections as acute necrotic
collections (median, 45%) or walled-off necrosis (median, 25%).
The observer could not score the precise type of peripancreatic
collections in a median of 7% of cases. One of the CTs that were
reviewed is shown in Figure 4.

In Supplementary Tables 3, 4, and 5, http://links.lww.com/
MPA/A597, the scored items for the PANCODE terms
are mentioned.
TABLE 1. The Distribution of the Scored Options for the Revised At

Term

Expert

Radiologists (n = 7) Clinicians (n

Type of pancreatitis
Interstitial edematous pancreatitis 17 (12–23) 22 (20–2
Necrotizing pancreatitis 81 (75–88) 78 (75–8
Indeterminate 2 (0–2) 0 (0–0)

Type of peripancreatic collection
Acute fluid collection 12 (8–16) 15 (13–2
Acute necrotic collection 53 (46–62) 49 (47–5
Pancreatic pseudocyst 0 (0–2) 0 (0–0)
Walled-off necrosis 25 (20–32) 27 (25–2
Indeterminate 6 (4–11) 7 (4–9)

All values are in percentages and are described by medians (IQR).

© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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Interobserver Agreement
Among all reviewers, the interobserver agreement for the

definitions of the revised Atlanta classification was good for the
type of acute pancreatitis and good for the type of peripancreatic
collection. Interobserver agreement among the expert radiologists
was very good for the type of acute pancreatitis and type of
peripancreatic collection. For the nonexpert radiologists, interob-
server agreement was good for the type of acute pancreatitis and
type of peripancreatic collection. The expert clinicians showed
good interobserver agreement for the type of acute pancreatitis
and moderate interobserver agreement for type of peripancreatic
collection. For the nonexpert clinicians, interobserver agreement
was good for the type of acute pancreatitis and moderate for type
of peripancreatic collection (Table 2).

Scored Items for All Subgroups
Among the subgroups, interobserver agreement was good

among all subgroups with type of acute pancreatitis showing very
good to good interobserver agreement and moderate to very good
agreement for the type of peripancreatic collection (Table 2,
Figs. 5, 6).

The greatest interobserver agreement among all scored items
was found in the expert radiologists groups, followed by the non-
expert radiologists and expert clinicians. Nonexpert clinicians
showed the least interobserver agreement of all subgroups. Com-
parisons between subgroups are shown in Table 3.

DISCUSSION
Our international, multidisciplinary interobserver agreement

study showed good interobserver agreement for type of acute pan-
creatitis and good interobserver agreement for defining the type of
peripancreatic collection, according to the definitions of the re-
vised Atlanta classification. This represents a significant and no-
table step forward in interobserver agreement over the poor
interobserver agreement among clinicians noted for the original
1992 Atlanta classification. The ability to classify patients and
to agree on that classification is much better with the revised
Atlanta classification and lends strong support for its widespread
adaption in both the clinical and research communications.

The clinical course of acute pancreatitis can be mild with lit-
tle morbidity and very low mortality rates, whereas severe acute
pancreatitis is marked by high morbidity and mortality.8,15 Both
disease courses are associated with a variety of morphologic
lanta Classification Definitions

Nonexpert

Overall (n = 37)= 12) Radiologists (n = 7) Clinicians (n = 11)

5) 31 (25–36) 20 (16–24) 22 (18–26)
0) 69 (64–75) 76 (75–80) 76 (71–81)

0 (0–2) 2 (0–7) 0 (0–2)

0) 18 (16–25) 15 (11–18) 13 (10–20)
3) 45 (40–47) 47 (38–51) 45 (39–54)

0 (0–4) 0 (0–0) 0 (0–2)
9) 24 (18–28) 29 (27–31) 25 (18–29)

9 (2–13) 7 (4–16) 11 (5–16)
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FIGURE 4. Two of the 55 CTs reviewed in this interobserver agreement study. A, Most of the reviewers described this CT as >50% pancreatic
nonenhancement with a collection that is intrapancreatic and adjacent to the pancreas, which is partially encapsulated, heterogeneous,
with mass effect, irregular shaped, with loculated gas bubbles, and without a gas-fluid level. All reviewers defined the type of pancreatitis as
necrotizing pancreatitis. The CT was obtained 21 days after onset of disease. Most of the reviewers defined this as necrotizing pancreatitis
with a collection defined as an acute necrotic collection. B,Most of the reviewers described this CT as >50%pancreatic nonenhancement with
a collection that is adjacent to the pancreas, which has no encapsulation, heterogenous, nomass effect, irregular shaped, with no loculated
gas bubbles, and without a gas-fluid level. The CT was obtained at day 10 after onset of disease. Most of the reviewers defined the type of
pancreatitis as necrotizing pancreatitis with an acute necrotic collection.

Bouwense et al Pancreas • Volume 46, Number 7, August 2017
changes in the pancreatic and peripancreatic region, all necessitat-
ing their own treatment.8 One of the pitfalls of the 1992 Atlanta
classification was that it was a predominantly clinically based sys-
tem. With advancements in diagnostic imaging over the past
20 years, many management decisions were made based solely
on the evaluations of the CTs. This approach meant that radiolo-
gists and clinicians were left with trying to translate the ill-
defined CT morphology of the patient with pancreatitis into a
clinical classification. The result was poor interobserver agree-
ment, leading to confused classifications in both the clinical and
research communications. The value of the revised Atlanta classi-
fication is that it combines both morphologic and clinical criteria
to create a more useful classification system of pancreatitis. Be-
cause correct interpretation of CT morphology combined with
the clinical status of the patient determines treatment,16 it is to
be expected that with use of the revised Atlanta classification, pa-
tient treatment will be improved.

Our study also touched on generalizability issues. Two other
similar interobserver studies were performed before this study,
using similar methodology. In the first interobserver study, the
CTs of patients with necrotizing pancreatitis were scored with
the original 1992 Atlanta classification terms4 by 5 expert radiol-
ogists. Interobserver agreement was poor; the generalizability of
the terms was unknown.6 The second interobserver study showed
good to excellent agreement for the PANCODE terms among ex-
pert radiologists and clinicians (6); however, because of the ab-
sence of nonexpert reviewers, the generalizability was unknown.
In the present study, we included international groups of both ex-
pert and nonexpert radiologists and clinicians making these results
more relevant to daily practice. Interobserver agreement was best
among expert radiologists experienced in pancreatic disorders,
TABLE 2. Interobserver Agreement, Ratio κmax, Among Reviewers f

Term

Expert

Radiologists (n = 7) Clinicians (n =

Type of pancreatitis 0.87 (0.11) 0.79 (0.21)
Type of peripancreatic collection 0.82 (0.10) 0.59 (0.16)

Values are ratio κmax.
Values are expressed as mean (SD).
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followed by the nonexpert radiologists and expert clinicians. Even
nonexpert clinicians, however, showed good to moderate agree-
ment. This degree of interobserver agreement represents a substan-
tial advance in international understanding of the classification of
severe acute pancreatitis. Using the revised Atlanta classification,
all physicians can now look at the same information and arrive
generally at the same conclusion regarding disease classifica-
tion for each patient. Beyond facilitating clinical communication,
use of the revised classification should also greatly advance
research studies.

Much of the decision-making for the revised Atlanta classifi-
cation hinges on the proper description of CTmorphology, which,
according to our results showed, is most uniform among radiolo-
gists; this is not surprising. The interobserver agreement was sig-
nificantly better among radiologists than among clinicians (ie,
surgeons and gastroenterologists). These data support the need
for a multidisciplinary approach to severe acute pancreatitis where
radiologists and clinicians work together. Based on our data, the
radiologist is essential for the proper description of the CT mor-
phology, and the clinician is needed to translate the type of
peripancreatic collection into a patient-specific plan of treatment.
Moreover, the expert reviewers as a group did better than the non-
expert reviewers, which suggest that interobserver agreement is
better in expert centers. How this result is related to the clinical
outcome of patients with acute pancreatitis is uncertain; however,
one could argue that the availability of multidisciplinary teams
along with better interobserver agreement in assigning a disease
classification might improve clinical outcomes. Severe acute pan-
creatitis occurs with relatively low prevalence, and the patients
present with many manifestations in symptoms and CT findings.
Within this small group, each patient is unique and when
or the Revised Atlanta Classification Definitions

Nonexpert

Overall (n = 37)12) Radiologists (n = 7) Clinicians (n = 11)

0.72 (0.12) 0.69 (0.27) 0.75 (0.21)
0.77 (0.09) 0.54 (0.20) 0.62 (0.19)
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FIGURE 5. Boxplot of subgroups of reviewers for the revised Atlanta
classification definitions for type of acute pancreatitis. Values are
ratio κmax. ER indicates expert radiologist; EC, expert clinicians;
NEC, nonexpert clinicians; NER, nonexpert radiologists.

TABLE 3. SignificantDifferences Between Subgroups of Reviewers
for the Revised Atlanta Classification Definitions

Type of Pancreatitis

ER EC NER NEC

ER NA NS P = 0.025 P = 0.025
EC NS NA NS NS
NER P = 0.025 NS NA NS
NEC P = 0.025 NS NS NA

Type of Peripancreatic Collection

ER EC NER NEC

ER NA P < 0.001 NS P < 0.001
EC P < 0.001 NA P < 0.001 NS
NER NS P < 0.001 NA P < 0.001
NEC P < 0.001 NS P < 0.001 NA

Significant differences between subgroups of reviewers for ratio κmax.
ER indicates expert radiologist; EC, expert clinicians; NA, not applica-

ble; NEC, nonexpert clinicians; NER, nonexpert radiologists; NS, not
significant.

Pancreas • Volume 46, Number 7, August 2017 Describing Peripancreatic Collections
distributed over many clinicians within a hospital system that does
not treat many severely ill patients annually, it can be difficult for a
practitioner to gain the experience and perspective needed. We
recommend treating patients with severe acute pancreatitis in mul-
tidisciplinary teams of expert radiologists and clinicians.16,17 This
is in line with a growing body of literature that has linked in-
creased procedure and/or case volume with improved outcomes
FIGURE 6. Boxplot of subgroups of reviewers for the revised
Atlanta classification definitions for type of peripancreatic
collection. Values are ratio κmax. ER indicates expert radiologist;
EC, expert clinicians; NEC, nonexpert clinicians; NER, nonexpert
radiologists.

© 2017 Wolters Kluwer Health, Inc. All rights reserved.
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for patients across a variety of diseases and procedures. Recent ev-
idence suggests that treatment of patients with acute pancreatitis in
high volume centers (>120 patients treated a year) results in a de-
crease in length of intensive care unit stay, length of hospital stay,
and mortality.18

The revised Atlanta classification is definitely a step forward
in the description and management of acute pancreatitis. But this
new classification also generates some questions. For instance,
does the good interobserver agreement also lead to a better selec-
tion of patients for invasive treatment and thereby improved out-
comes? Are all terms used in the revised Atlanta classification
equally important for clinical decision-making or is treatment dic-
tated by a few descriptive terms, such as content, (extent of) en-
capsulation, and (presence of) gas bubbles? A known issue with
CECT is that it is difficult to distinguish the content (solid vs fluid
based) of a peripancreatic collection and has its limitations in de-
termining the extent of encapsulation.8 In fact, we found only
moderate interobserver agreement for the terms content and en-
capsulation (Supplementary Table 4, http://links.lww.com/MPA/
A597). Both terms can be essential in clinical decision-making
and for the success of interventions like catheter drainage and
necrosectomy. Because magnetic resonance imaging (MRI) and
endoscopic ultrasonography can help in better defining the con-
tent and encapsulation of a collection,8 future research should fo-
cus on determining the additional value of MRI and endoscopic
ultrasonography for describing peripancreatic collections in se-
vere acute pancreatitis. The effect of these diagnostic modalities
as adjuncts to interobserver agreement and on the outcome of pa-
tients with necrotizing pancreatitis also needs to be evaluated in
the light of the revised Atlanta classification.19,20

Some limitations have to be taken into account. There are
several ways of calculating interobserver agreement. In studies
on interobserver agreement for imaging (eg, ultrasonography,
CT, or MRI) in benign and malignant pancreatic disorders, multi-
ple approaches have been described, all with advantages and
disadvantages.21–27 Agreement between 2 reviewers can be calcu-
lated by Cohen κ and in case of multiple reviewers with Fleiss κ;
however, because of a substantial imbalance in distribution for
most of the terms, the Cohen and Fleiss κ could not be used, be-
cause the κ statistic is influenced strongly by the prevalence of
www.pancreasjournal.com 855
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the attribute.28,29 An alternative analysis is the intraclass correla-
tion coefficient; however, this analysis looks at the data as groups
instead of paired observations, which wewanted to examine in our
study.We used the ratio κmax, because it corrects for bias and prev-
alence, which suits our data best. Another limitation is that the re-
viewer findings were not compared with a reference standard, for
several reasons. First, the aim of this study was not to define
whether the reviewers found the “correct” diagnosis; however, if
the reviewers described morphologic changes similarly, do we
all speak the same language? Second, what is the criterion stan-
dard for comparison? One could argue that the diagnosis of the of-
ficial radiology report of a single radiologist is not, per se, better
than the agreement of a group of expert radiologists or expert cli-
nicians. Our decision to use descriptions of the images without
reference to any subsequent clinical data reflects the “real world”
clinical situation.

In conclusion, present findings highlight a major improve-
ment in interobserver agreement with the 2012 revised Atlanta
classification compared with the poor interobserver agreement
seen among experts with the 1992 Atlanta classification and lends
strong support for complete adoption of the revised Atlanta
classification.
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