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thus further divide 70–99 % stenosis (category 4) depending 
on whether or not it involves high-risk coronary anatomy 
defined as left main stenosis or three-vessel disease. This 
definition of high-risk anatomy, however, might not be con-
sistent with that used in the European myocardial revascu-
larisation guideline of Windecker et al., which includes left 
main stenosis or equivalent, proximal left anterior descend-
ing, or three-vessel disease in high-risk anatomy [2]. More-
over, there is more than one approach to segmentation of 
coronary arteries, and structured reporting should include 
unambiguously presenting stenosis locations.

Second, incorporating high-risk coronary artery plaque 
features into the CAD-RADS categories as vulnerable 
plaque modifiers improves meaningful use. Vulnerable 
plaque features include low-attenuation plaques, positive 
remodelling, the napkin ring sign, and possibly spotty cal-
cifications [3]. The definition of low-attenuation plaques as 
having less than 30 Hounsfield units might be too restrictive 
and thus lead to limited sensitivity, especially as tube volt-
age greatly influences plaque density quantification.

Third, myocardial CT perfusion [4] and estimation of 
FFR by CT [5] have been shown to improve the assessment 
of the functional relevance of coronary stenosis but are not 
included in the first version of CAD-RADS. This is quite 
understandable when we consider the current limitations in 
standardising these two promising approaches and the lack 
of high-level evidence for the clinical impact that CT perfu-
sion and FFR might have [6]. In future revisions of CAD-
RADS, the authors should consider including standardised 
reporting of myocardial perfusion and flow reserve on con-
dition that further research results confirm that CT perfusion 
or FFR increase the added value of cardiac CT.

Last, patient management also heavily depends on non-
cardiac findings, and Cury et al. correctly allude to ear-
lier radiology and data systems (RADS) that have been 

Just as the constant increase of entropy is the basic law 
of the universe, so it is the basic law of life to be ever 
more highly structured and to struggle against entropy.  

Vaclav Havel.

In a pivotal effort, a multi-societal consensus group of the 
SCCT, ACR, and NASCI, led by Ricardo Cury, has recently 
presented an expert consensus document suggesting a stan-
dardised method (CAD-RADS, Coronary Artery Disease 
Reporting and Data System) to communicate findings of 
cardiac CT aimed at facilitating decision making regarding 
further patient management [1]. Will this complex proposal 
actually help in reducing entropy and ambiguity commonly 
encountered in cardiac CT reports?

While this first version of CAD-RADS [1] lays the foun-
dation for actually testing the clinical impact of structured 
reporting in cardiac imaging by clinical trials and registries, 
it also has relevant limitations that should not be neglected. 
First, percent diameter stenosis of the most severe stenosis 
is suggested to become the basis for categorising patients 
with stable chest pain. Thus, the following percent steno-
sis ranges correspond to increasing CAD-RADS categories: 
0 % (CAD-RADS 0), 1–24 % (CAD-RADS 1), 25–49 % 
(CAD-RADS 2), 50–69 % (CAD-RADS 3), 70–99 % (CAD-
RADS 4), and up to 100 % (CAD-RADS 5). Estimating 
prognostic relevance from a single parameter such as diam-
eter stenosis (which is not even reliably quantified by CT) 
ignores the complexity of coronary artery disease, above all 
the clinical context, as noted by Cury et al. [1]. The authors 
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developed for other organs, most notably for reporting mam-
mography findings. About half of all extracardiac findings 
seen on cardiac CT are detected in the lungs [7], and thus a 
closer integration of Lung-RADS [8] with CAD-RADS [1] 
would ensure comprehensive cardiothoracic imaging with 
the greatest clinical value.

Standardisation of reports has been shown to improve 
referring physicians’ comprehension of coronary CT angi-
ography findings [9], and might thus contribute to greater 
consistency of diagnostic findings and treatment decisions 
by reducing ambiguity in our reports. Whether the extra 
effort needed to implement structured cardiac CT reporting 
will be spent remains to be seen; but if structured report-
ing becomes accepted in clinical practice, it will decisively 
reduce entropy in diagnosis and treatment of coronary artery 
disease.
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