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Unsupervised Classification of Atrial
Electrograms for Electroanatomic Mapping of
Human Persistent Atrial Fibrillation
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Abstract—Objective: Ablation treatment for persistent
atrial fibrillation (persAF) remains challenging due to the
absence of a ‘ground truth’ for atrial substrate character-
ization and the presence of multiple mechanisms driving
the arrhythmia. We implemented an unsupervised classifi-
cation to identify clusters of atrial electrograms (AEGs) with
similar patterns, which were then validated by AEG-derived
markers. Methods: 956 bipolar AEGs were collected from
11 persAF patients. CARTO variables (Biosense Webster;
ICL, ACI and SCI) were used to create a 3D space, and sub-
sequently used to perform an unsupervised classification
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with k-means. The characteristics of the identified groups
were investigated using nine AEG-derived markers: sample
entropy (SampEn), dominant frequency, organization index
(Ol), determinism, laminarity, recurrence rate (RR), peak-to-
peak (PP) amplitude, cycle length (CL), and wave similarity
(WS). Results: Five AEG classes with distinct characteris-
tics were identified (F = 582, P<0.0001). The presence of
fractionation increased from class 1 to 5, as reflected by
the nine markers. Class 1 (25%) included organized AEGs
with high WS, determinism, laminarity, and RR, and low
SampEn. Class 5 (20%) comprised fractionated AEGs with
in low WS, Ol, determinism, laminarity, and RR, and in high
SampEn. Classes 2 (12%), 3 (13%) and 4 (30%) suggested
different degrees of AEG organization. Conclusions: Our re-
sults expand and reinterpret the criteria used for automated
AEG classification. The nine markers highlighted electro-
physiological differences among the five classes found by
the k-means, which could provide a more complete charac-
terization of persAF substrate during ablation target identi-
fication in future clinical studies.

Index Terms—Atrial fibrillation, catheter ablation, electro-
physiology mapping, unsupervised classification, k-means.

[. INTRODUCTION

ILLIONS of patients suffer from atrial fibrillation (AF),
M the most common sustained arrhythmia in clinical prac-
tice. AF is characterized by the uncoordinated activation of the
atria and is a leading cause of hospitalization and cardiovascular
complications, particularly stroke [1].

Catheter ablation is established as a good percutaneous ther-
apy for drug refractory AF [1]. Pulmonary vein isolation (PVI)
is considered a cornerstone for AF ablative therapy, especially
in the early stages of the disease [1], [2]. For persistent AF
(persAF), however, the ablation outcomes remain suboptimal,
and it is still not clear where to apply ablation lesions in order
to stop AF and prevent its recurrence. That is because sustained
AF causes changes in cardiac tissue, inducing structural and
electrical remodeling [1]. The presence of remodeled tissue
can produce slow or inhomogeneous conduction, inducing re-
entry circuits, resulting in fractionated fibrillatory conduction—
important in triggering and perpetuating the arrhythmia [3].

Multiple mechanisms have been linked to persAF perpetua-
tion, such as rapidly discharging automatic foci [2]; multiple
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wavelets [4]; single reentrant circuits with fibrillatory con-
duction [5]; functional reentry resulting from rotors [6]; and
epi-endocardial conduction dissociation [7]. These mechanisms
may co-exist either simultaneously or intermittently, manifest-
ing differently in each patient [8]. Therefore, ablation strategies
have been proposed to guide ablation tailored to patient-specific
pathophysiology [8]. As such, biomarkers derived from intrac-
ardiac atrial electrograms (AEGs) collected during persAF have
been used to characterize patient-specific atrial substrate to guide
ablation—e. g., AEG fractionation to target anisotropic conduc-
tion [3]; phase analysis to locate rotors [6]; AEG amplitude to ab-
late fibrotic tissue [9]; and the dominant frequency (DF) of AEGs
to target rapidly discharging automatic foci [10]. Several of these
markers have been embedded in commercial electroanatomic
mapping (EAM) systems to help the operator design the ablation
strategy based on the operator’s experience, culminating in a
dichotomized decision of whether or not ablate the mapped atrial
regions [11]. Each of the solutions embedded in EAM systems
are specific for a single distinct pathomechanism—e.g., AEG
fractionation, rotors, ectopic beats etc. Therefore, each system
provides a map with a range of values for a marker based on
the specific pathomechanism that can be used as an auxiliary
tool for therapy planning and strategy for ablation. The systems
allow for different thresholds for the marker, depending on the
cardiologist’s experience [11]. Although this helps tailoring the
ablation strategy based on one specific pathomechanism, the
presence of multiple AF sources and mechanisms as well as the
subjectivity in defining thresholds for the markers might hinder
ablation target identification based on such marker. As a result,
ablation outcomes have been shown inconsistent, and current
solutions have failed to provide a definitive answer for persAF
therapy [12], [13]. Novel methods that investigate markers to
improve automated identification of targets for ablation need to
be devised [8], [14].

The nature of this problem— data without defined categories
or classes, in this case represented by the lack of a ‘ground
truth’ for the atrial substrate—motivates the investigation of un-
supervised methods that estimate possible classes of AF AEGs
through the combination of markers. This approach may help
unveil previously undetected electrophysiologic (EP) character-
istics [15]. The resulting classification needs extensive investi-
gation to interpret the discovered classes and relate them with EP
phenomena. Few studies conducted unsupervised clustering in
cardiac signals, most of them using non-invasive cardiac signals
[16]. For instance, a self-organizing map (SOM) technique was
applied in ECGs for the automated clustering of different types
of QRS complexes, which resulted in more than fifteen types of
heartbeats—including irregular atrial activity [17]. Expectation
maximization from compressed ECG has been used for the diag-
nosis of cardiovascular abnormalities including AF, with 97%
overall accuracy [18]. Cluster analysis performed on selected
features extracted from ECGs was effective in discriminating
sinus rhythm from a group of abnormal heartbeats, including
left bundle branch block, right bundle branch block, premature
ventricular contractions and atrial premature contractions [19].
Recently, Donosan and colleagues performed clustering based

on three features extracted from the ECGs: the peak frequency
mean value, peak frequency standard deviation and the spectral
concentration [20]. Their results suggest the existence of five
different types of ECGs during AF. In intracardiac signals, dif-
ferent classes/types of activations were identified in single AEGs
during AF using principal component analysis (PCA), and these
were compared with visual inspection performed by specialists
based on the Wells criteria [21], [22]. Finally, semi-supervised
clustering has been used for distinguishing patterns in AF AEGs
also relying on visual inspection [23], [24]. Despite providing
valuable insight on AEG clustering, the performance of these
methods was based on visual inspection, and this introduces
subjectivity [11].

In the present work, the AEG fractionation parameters from
a commercial EAM system—CARTO (Biosense Webster, Di-
amond Bar, California)—were used to implement an unsuper-
vised classification and identify clusters of AEGs with similar
archetype. A set of AEG-derived markers obtained from differ-
ent perspectives of the AEGs—such as information theory, spec-
tral analysis, and nonlinear dynamics—were subsequently used
in this new classification to reinterpret the CARTO criterion it-
self. A preliminary version of this work has been reported in [25].

II. METHODS
A. Study Population and Electrophysiological Study

The population consisted of 11 patients (8 males; mean age
60.7 4= 7.3 years; history of AF 57.3 + 37.5 months) referred to
Glenfield Hospital (UK) for catheter ablation of persAF. Details
of the clinical characteristics of the study subjects are provided
in the Supplementary Material. All patients were in AF at the
start of the procedure and during data collection. Study approval
was obtained from the local ethics committee and all procedures
were performed with full informed consent.

All antiarrhythmic drugs except amiodarone were discontin-
ued for at least 5 half-lives before the start of the procedure. The
EP study and data collection were conducted with NavX (St.
Jude Medical, St. Paul, Minnesota). 3D left atrial geometry was
created within NavX using a deflectable, variable loop circular
PV mapping catheter (Inquiry Optima, St. Jude Medical). PVI
was performed with a point-by-point wide area circumferential
ablation approach (Cool Path Duo irrigated RF catheter, St.
Jude Medical), followed by the creation of a single roof line
ablation. PVI was defined as the abolition of electrical signals
on the circular mapping catheter when positioned within each
PV. Sequential point-by-point bipolar AEGs were then collected
using the Inquiry and AEG fractionation maps were created to
perform AEG-guided ablation. Sinus rhythm was achieved as a
result of AEG-guided ablation in all cases.

B. Signal Processing

A total of 956 point-by-point bipolar AEGs were sequentially
recorded from the atria (820 from the left atrium, 136 from the
right atrium; 1200 Hz sampling frequency). All signals were
filtered using the default filters embedded in the EAM system
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Fig. 1. (A) 3D atrial geometry in a representative patient, with super-
imposed automated AEG classification by CARTO algorithm. (B) Seg-
ment of a normal AEG with CARTO annotations. The nine AEG-derived
markers used in the subsequent parts of the work are illustrated (further
details are provided in the text). (C) Segment of a fractionated AEG
with CARTO annotations. The AEG parts highlighted in red indicate the
fractionated complexes annotated by CARTO. MV = mitral valve; LPV
= left pulmonary veins; RPV = right pulmonary veins.

(30-300 Hz [11]) and removing power-line interference (50 Hz
Notch filter). AEGs of 5 s in duration, shown to be sufficient for
AEG classification [26], were used in this study. A stationary
wavelet transform filter was implemented based on a previously
described method to further reduce both baseline wander and
high frequency noise [27]. A brief review of this method is
provided in the Supplementary Materials.

Although the EP studies were guided by NavX, a validated
offline MATLAB algorithm was used to compute the CARTO
criterion. A detailed description of the methodology is provided
elsewhere [11]. Briefly, CARTO provides online, automated
quantification of AEG fractionation based on complex intervals
between successive peaks and troughs occurring within a fixed
window of sequentially recorded bipolar AEGs (Fig. 1). The
number of identified complex intervals is referred to as the
interval confidence level (ICL). CARTO also finds the average
of the identified intervals—referred to as the average complex
interval (ACI); and the shortest identified interval—referred to
as the shortest complex interval (SCI). The CARTO variables
(ICL, ACI and SCI) were used in the subsequent part of this
study. AEGs were considered fractionated for ICL > 8 (adjusted
for 5 s AEGs), ACI <82 ms and SCI < 58 ms [11]. This criterion
was shown to counterbalance the differences of automated AEG
classification performed by NavX and CARTO [11].

C. Unsupervised Classification

The k-means clustering algorithm is one of the many available
methods for unsupervised classification. The algorithm aims at
fragmenting an attribute space with N observations and P dimen-
sions (variables) into a Voronoi diagram with k clusters—the k
defined by the user—so that the within-cluster sum of squares
is minimized. Each observation is assigned to a cluster based on
the squared Euclidean distance as the measure of dissimilarity
between data points and the clusters means (or centroids). At
each iteration, the means of the clusters are recalculated with
the newly assigned data points. This process is repeated until the
within-cluster sum of squares is minimized, and no additional
points are assigned to the clusters [28].

The three variables calculated by CARTO were chosen as
inputs to the unsupervised classification, since they are broadly
accepted and used for AF mapping in EP studies [11]. Min-
Max method was used to normalize the variables between 0-1
(referred to as ICL, ACI and SCI) in order to avoid scaling bias
(Supplementary Materials).

Three different methods were used for estimating the number
of classes within the 3D attribute space formed by ICL, ACI
and SCT: the elbow [29], the average silhouette [30], and the
gap statistic [31]. Each method tested the number of clusters
from 2 to 15. Fifty tests were performed for each number of
clusters to avoid bias from initial conditions. A review on the
methods for estimating the number of classes is provided in the
Supplementary Materials.

K-means was implemented following the number of classes
defined by the three above-mentioned methods. Random initial-
ization of centroid locations was repeated 50 times to minimize
bias from initial conditions and provide the solution with the low-
est total sum of distances among all the replicates. K-means+-+
was used for cluster center initialization.

D. Attributes Used to Characterize the AEG Classes
Found With the k-Means

Nine attributes measured from the AEGs used in previous
studies as AF markers were selected to quantitatively character-
ize the AEG classes found by k-means clustering. They were
grouped into four categories, as follows:

1) Information theory attribute: Sample entropy (SampEn).
This entropy measure provides a direct estimation of the
amplitude distribution of a signal and, therefore, of its
complexity [32]. SampEn was reported to correlate with
the core of rotors during FIRM mapping [32], which
might contribute to EP studies targeting re-entries during
ablation [6].

2) Frequency-based attributes: DF and organization index
(OI). DF is the frequency of AEG spectrum peak and
describes the rate of the AF activation process [10]. OI
is a measure of the spectrum dispersion and is bounded
between 0 and 1, with smaller values indicating more frac-
tionated AEGs [33]. Frequency analysis helps to identify
atrial regions with high activation rate (higher DF) during
AF, whose ablation was suggested as an effective way to
organize AF [10].
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3) Recurrence quantification analysis-based attributes: de-
terminism (DET), laminarity (LAM) and recurrence rate
(RR). A recurrence plot (RP) is a graphical technique used
to characterize phase transitions and unveil underlying
nonlinear phenomena in general [34]. Recurrence quan-
tification analysis (RQA) variables, mainly those based
on diagonal and vertical (horizontal) structures of the RP,
can be used for a better inference of the generative model
[34]. Rigorous steps for a proper reconstruction of RPs
and for the estimation of RQA attributes extracted from
AF AEGs were proposed in [35].

4) Time-domain activation wave attributes: wave similarity
(WS), peak-to-peak (PP) voltage, and cycle length (CL).
These attributes are based on the extraction of local atrial
activation waveforms, which provide direct information
on the atrial activation process. WS is a measure of the
repetitiveness of activation wave morphology in AEGs,
and reflects the organization of the underlying conduction
patterns [14]. PP quantifies the AEG voltage amplitude
and might help to identify regions with low voltage, which
are believed to correlate with the presence of fibrotic
tissue [9]. CL represents the rate of activation of the
underlying atrial tissue estimated in the time-domain.
CL lengthening is often observed before AF termination
during ablation [36], and is used as surrogate outcome in
ablation procedures [14], [37].

These attributes are illustrated in Fig. 1(B) and 1(C), and a
brief review is provided in the Supplementary Materials. All
attributes were estimated from the original signals.

E. Statistical Analysis

All continuous non-normally distributed variables are
expressed as median and interquartile range. Nonparametric
unpaired multiple data were analyzed using the Kruskal-Wallis
test with Dunn’s correction, while nonparametric unpaired
data were analyzed using the Mann—Whitney test. A robust
multivariate analysis of variance (MANOVA) using Munzel
and Brunner’s method was implemented to test the AEG classes
found by the k-means clustering in the 3D attribute space
defined by the CARTO variables [38]. P-values of less than
0.05 were considered statistically significant.

[ll. RESULTS
A. Identification of the Number of AEG Classes

Data normalization can affect the k-means clustering. There-
fore, it is important that the input values for the model represent
realistic ranges for the reproducibility of the method and general-
ization of the results. ACI and SCI are lower and upper bounded
(50 — 110 ms), and both minimum and maximum values were
found in the present cohort of patients. ICL is lower bounded
to 1 (also found in the present work), and the highest ICL in
the cohort was 33, which offers a valid representation of the EP
phenomena [11].

The 3D distribution defined by the three normalized CARTO
attributes (ICL, ACT and SCI) is shown on Fig. 2(A). 692 (72%)
AEGs were classified as normal by CARTO and 264 (28%) were
classified as fractionated (Fig. 2(B)). Fractionated AEGs showed
significantly higher ICL, and significantly lower ACI and SCI
(P<0.0001, Fig. 2(C)).

The tests for estimating the number of classes are illustrated
in Fig. 3. The different methods used to determine the number of
classes provided consistent results. The elbow method suggested
adiscontinuity in slope between clusters 5 and 6 (Fig. 3(A)). The
average silhouette showed a high value for 2 clusters following
local maxima at 5 clusters (Fig. 3(B)). Finally, the gap statistic
method showed an overlap of one standard deviation between
clusters 9 and 10. The differences within gap statistic, however,
decreased drastically after 5 clusters, suggesting a convergence
to the optimal number of clusters (Fig. 3(C)). Based on these
criteria, 5 classes of AEGs were adopted in subsequent analyses.

B. Unsupervised Classification on the 3D Attribute
Space Defined by CARTO Variables

Most of the AEGs classified as normal following the CARTO
criterion were further divided into 4 classes by k-means cluster-
ing (classes 1 to 4), while AEGs classified as fractionated were
mostly aggregated in class 5 (Fig. 4(A)). The positions of the
centroids found by the k-means are highlighted in Fig. 4.

The k-means classification breakdown (in %) for each patient
is shown in Fig. 4(B), while the 3D distribution space breakdown
in each patient is included in the Supplementary Materials.
Since almost all patients displayed signals from all five classes,
the distributions suggest that the classification was effective in
distinguishing specific regions within each patient’s atria rather
than distinguishing between patients.

The decision boundaries created by the k-means are high-
lighted in Fig. 4(C). Class 1 (43%) represented normal AEGs
with the lowest ICL and highest ACI and SCI (Fig. 4(D)). Class 2
(12%) and 3 (13%) showed similar low ICL, but class 3 showed
AEGs with shorter ACI when compared to class 2. Class 4 (30%)
suggested moderated fractionation, with high ACI but low SCI.
Class 5 (20%) presented very similar distribution compared to
the AEGs classified as fractionated by CARTO. AEGs in this
class showed very high ICL, low ACI and SCI. 65% of AEGs
classified as fractionated by CARTO were in class 5, 32% in
class 4 and 3% in class 3. MANOVA suggested a significant
effect of the k-means classes on the CARTO variables (F = 582,
P<0.0001).

C. Multiparametric Characterization of AEG Classes

All nine attributes—except for DF—highlighted differences
when comparing normal vs. fractionated AEGs (Fig. 5). As
expected, OI, DET, LAM, RR, WS, and CL were signifi-
cantly smaller for fractionated AEGs, while SampEn and—
interestingly—PP showed significantly higher values for frac-
tionated AEGs. These differences were further detailed when
analyzing the attributes within the five classes identified by the
k-means (Fig.s 6 and 7).
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Class 1 included AEGs with distinct and organized activations
separated by electric inactivity. AEGs in this class had high
OI and WS, long CL, and low SampEn, reflecting temporal
and spectral organization. The high DET, LAM, and RR also
suggested organized underlying dynamics. AEGs in class 1
showed low PP.

Class 2 contained AEGs with dynamic behavior similar to
class 1, but with faster activation rate, resulting in high DET,
LAM, and RR, but with significantly lower CL. AEGs in this
class showed few occurrences of fractionated activity, resulting
in lower WS and OI when compared to class 1.

In class 3, low amplitude fractionated activity was
commonly observed, often intercalating with organized
activation. This resulted in increased SampEn and lower OI

and WS. The intercalation of low amplitude fractionated
complexes and organized activity resulted in longer CL in this
class.

In class 4, the organized activation deteriorated to fractionated
bursts separated by isopotential lines. In consequence of such
intermittent ‘electric silence’, the AEGs still held high DET,
LAM, and RR, but now with lower SampEn, OI, and WS and
shorter CL. This class already showed significantly higher values
of PP.

Finally, class 5 included AEGs with continuous ‘turbulent
activity’, with no distinguishable isopotential lines nor activa-
tions. AEGs in this class showed high SampEn and DF, and
low OI, DET, LAM, RR, WS, and CL. AEGs in class 5 showed
significantly higher PP.
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P < 0.0001.

IV. DISCUSSION

In the present work, we used the variables calculated by a
commercial EAM system to implement an unsupervised clas-
sification. To the best of our knowledge, this is the first work
to use clustering on the three markers provided by CARTO and
to perform an extensive investigation to interpret the discovered
classes with possible underlying EP phenomena. Accordingly,
five classes of AEGs were found from the clustering. A set
of AEG-derived markers—each of which sensitive to different
properties of the arrhythmia—showed that these classes denoted
AEGs with distinct characteristics that could potentially repre-
sent different EP mechanisms. Thus, the proposed approach may
help to reinterpret and reframe the CARTO criterion itself and
may provide a more comprehensive characterization of the atrial
substrate.

A. Patient-Specific Atrial Substrate in persAF

While some previous work has suggested that the ablation of
additional sites beyond PVI does not improve freedom from AF

[13], other recent findings support tailored ablation following
PVI to target patient-specific AF drivers [39], [40]. We have
shown in a recent publication that the presence of PV drivers
might hinder the identification of non-PV drivers, even in regions
distant from ablation lesions [8]. Atrial regions impervious to
PVI may host important AF sources, which may persist after
PVI driving the arrhythmia. These results, therefore, support
the perception that atrial mapping—and ablation—should be
performed after PVI. Consequently, the method proposed in the
present work was developed using AEGs collected after PVI.
Additionally, different sources of AF have been reported, and
different solutions have been introduced for tailored identifica-
tion [3], [6], [9], [10].

These drivers, however, are not mutually exclusive, and may
therefore co-exist during persAF. As a result, when choosing
one method to identify an AF driver—as it is usually the case
when using an EAM system for automated AF mapping—other
existing mechanisms might result undetected, and AF ablation
might not target all relevant drivers necessary to terminate AF.
Consequently, novel methods for AF mapping should consider
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clustering. Details about each class of AEGs are provided in the text.

the multifaceted aspects of AEGs by extracting attributes that
explain different EP characteristics of the underlying atrial
tissue. The proposed framework of clustering and subsequent
AEQG classification provide a more detailed characterization of
the atrial substrate that may be easily translated to this novel
setting.

B. PersAF AEG Classification

Classification based on AEG visual inspection performed by
specialists during EP studies became widely used to characterize
the atrial substrate [22]. It was adopted as the ‘gold reference’ for
many years, and many works relied on it in the investigation of
methods for substrate characterization [41]. Despite the valuable
contribution of those investigations, the visual assessment of
AEGs introduces subjectivity to the method and depends on
user’s experience. Additionally, the visual inspection might
not correspond to the true atrial substrate. These factors may
produce inconsistencies and can hinder the reproducibility of
AEG classification [11].

So far, ablation targeting atrial regions automatically identi-
fied by commercial systems has failed to provide a definitive
solution for persAF therapy [12], [13]. In addition, most EP
studies consider only one attribute calculated by such systems
to characterize the atrial tissue and guide ablation based on a
dichotomous criterion—to ablate or not to ablate [11].

Therefore, not only we do not know what is driving the
arrhythmia, but we also do not know whether the binary classi-
fication performed by current methods suffices.

The five AEG classes found in the present work corroborate
and expand the four classes initially proposed by Wells and
colleagues [22]. These five classes were obtained by combining
CARTO variables (ICL, ACI and SCI), which were initially
proposed for an automatic classification of signals into two
classes (i.e., normal versus fractionated AEGs). While the com-
bination of the three variables calculated by CARTO might seem

bt b e o 4

Representative 3D atrial map color-coded with the unsupervised classification and samples of AEGs from each class found by k-means

redundant—or as different formulations of similar rules—the
motivation of the work was to investigate possible limitations
of the dichotomous criteria applied by such systems in the
characterization of the atrial substrate during persAF without
performing visual inspection of AEGs. Considering this lack of
‘ground truth’, unsupervised classification was used to investi-
gate possible classes of AEGs.

Similar to our results, five classes of atrial signals were found
during AF in a previous work using the average silhouette
[20]. Although this result was obtained using 12-lead ECG
recordings instead of intracardiac measurements, this highlights
the—yet not fully understood—underlying complexity of this
arrhythmia. Despite great debate, the definition of types of AF
is often subjective, and not necessarily based on EP charac-
teristics [42]. For instance, AF is usually defined as paroxys-
mal, persistent, long-term persistent or permanent [1]. This is
based on the arrhythmia history, self-termination and termi-
nation followed by external interference (e.g., cardioversion).
Although it can be challenging to compare the five classes of
atrial signals found in the present work (intracardiac) and those
found from the ECGs, the results from unsupervised classi-
fication help to expand the traditional classifications in both
cases, paving novel ways to the investigation of the complex
EP phenomena driving this arrhythmia, its diagnostic and its
therapy.

Unsupervised classification has been also applied to intracar-
diac recordings. Different classes of activations were identified
within single AF AEGs with PCA—between 3 and 20 [21].
Such heterogeneity of atrial activations intra-AEGs supports
the different characteristics and complexities found in the five
classes of AEGs in our work. Semi-supervised clustering was
investigated for distinguishing patterns in AF AEGs [23], [24].
However, the number of classes in those works was defined
based on the four different types of AEGs identified by visual
inspection according to Wells’ criteria [22], tailoring the output
classification [11].



ALMEIDA et al.: UNSUPERVISED CLASSIFICATION OF ATRIAL ELECTROGRAMS FOR ELECTROANATOMIC MAPPING

1139

C. Multivariate AEG Characterization

Sustained AF causes changes in the cardiac tissue charac-
teristics, inducing structural and electric remodeling [1]. These
regions can potentially host sources of AF, which are character-
ized by different mechanisms. For instance, structural changes
represented by fibrotic tissue could induce slow or inhomoge-
neous conduction, which might result in re-entry circuits and
fractionated fibrillatory conduction [3]. Such turbulent activity,
in turn, might induce multiple wavelets to meander in the cardiac
tissue, creating a self-sustaining arrhythmogenic mechanism [4].
Similarly, electric remodeling can result in rapidly discharging
automatic foci [2], creating regions with ectopic beats that drive
the arrhythmia. More importantly, these changes are specific to
each patient, and they might co-exist, either simultaneously or
intermittently. Hence, tailored ablation strategies are needed to
guide ablation considering the persAF pathophysiology found
in each patient, even in the presence of multiple sources for AF.

In the present work, a variety of markers—measuring peculiar
AEG characteristics—was used to characterize the five classes
found by the unsupervised classification. Since the rhythmic and
morphological properties of AEGs reflect the underlying atrial
propagation patterns and substrates [14], [43], the five classes
might be associated with distinct arrhythmogenic mechanisms.
For instance, AEGs collected from healthy cardiac tissues are
usually described by organized activations separated by electric
inactivity, temporal and spectral organization and organized
underlying dynamics. Such characteristics reflect homogeneous
and organized underlying cardiac activation wavefronts. Addi-
tionally, it should be expected that these features would result
in high OI and WS, long CL, and low SampEn, as well as high
DET, LAM, and RR. All the above were found in class 1 AEGs,
which suggests that AEGs in this class represent healthy cardiac
tissue. Interestingly, we have recently shown that AEGs with
relatively low DF and high OI correlate with atrial regions that
terminated AF following local ablation [44]. The AEGs found
in class 1 of the present study also showed slow rate and high OI
suggesting that these AEGs could represent targets for ablation
depending on the strategy defined [45].

Conversely, class 2 AEGs were similar to AEGs in class 1, but
with significantly faster activation rates. Consequently, AEGs
found in this class have shown high DET, LAM and RR, but with
significantly lower CL. Such AEGs could correlate with regions
presenting ectopic beats, breakthroughs due to endo-epicardial
dissociation, and/or reentries [6], [7], [10].

Class 3 represents AEGs with deteriorated temporal behavior
in which organized activation intercalates with fractionated ac-
tivity. Such unstable dynamics resulted in increased SampEn
and lower OI and WS. This unstable dynamics are sugges-
tive of a passive phenomenon in which organized wavefronts
alternate with turbulent, multi-wavelet propagation [26]. The
fractionated activity becomes more evident in AEGs from class
4, with fractionated bursts separated by isopotential lines, re-
sulting in low SampEn, OI, and WS and shorter CL. This
might represent atrial regions with remodeled substrate, un-
able to sustain the high frequency activation from organized
wavefronts [3].

Finally, AEGs in class 5 have shown continuous ‘turbulent
activity’, with no distinguishable isopotential lines nor activa-
tions, which was reflected in high SampEn and DF, and low OI,
DET, LAM, RR, WS and CL. These regions may correspond
to remodeled tissue with high degree of fibrosis. Interestingly,
AEGs in this class showed significantly higher PP, which is
counterintuitive given that previous work has suggested that
low-voltage areas in the atria correlate with fibrotic regions that
would actively participate in AF perpetuation [9]. Nevertheless,
further studies are needed to consolidate these results given
that bipolar voltage values may be affected from a variety of
confounding factors [46], [47].

Our results offer a novel avenue of research to correlate these
classes of persAF AEGs with underlying EP mechanisms and
explore their clinical efficacy. For instance, when ablation is
addressed to fast pacing regions—which could correlate with
ectopic beats, transmural conduction or rotors [6], [7], [10]—
AEGs in class 2 may be targeted during ablation. On the other
hand, in the case of targeting regions with turbulent activations—
which could correlate with fibrotic tissue, anisotropic conduc-
tion and also rotors [3], [9]—AEGs in classes 4 and/or 5 may
be targeted during ablation.

D. Limitations and Future Perspectives

The present study represents an additional step in our un-
derstanding of the underlying AF pathophysiology through the
investigation of bipolar AEGs. Although the use of features
from an EAM system may allow quicker and wider clinical
application of our method, further investigations are still needed
before any prospective clinical study is performed. Standardized
thresholds for the classifications must be refined based on larger
populations, although a likely generalization of unsupervised
classification is suggested by the single patient k-means in
Fig. 4(B). In addition, the proposed unsupervised clustering
framework may be extended to other attributes to better highlight
possible different classes of AEGs in persAF.

K-means may not be suited for all types of data and it may
underperform in the presence of outliers and in non-globular
clusters. While k-means was chosen for its simplicity in this at-
tempt to investigate possible sub-groups of AEGs, other methods
should be investigated in future works.

The current study was limited to retrospective, point-by-point
sequentially collected data, making it challenging to infer on
the EP mechanisms underlying each AEG class. Further inves-
tigations would be helpful for the validation of the suggested
method, such as with biophysical computational models to re-
produce atrial activity and ablation procedures [48].

V. CONCLUSION

The present work provides a more detailed atrial substrate
characterization based on an unsupervised classification of per-
SAF AEGs. Variables calculated by a commercial EAM system
broadly used in EP studies—CARTO—were used to create a
3D attribute space. The optimal number of classes of AEGs
were found by three different clustering methods (elbow, average
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silhouette, and gap statistic). K-means clustering was used to
further investigate those five AEG classes. Each class showed
distinct characteristics that could be related to different EP
mechanisms according to nine AEG-derived markers.

Our results reinterpret the classes of AEGs usually found in
persAF in the absence of a ground truth, expanding the tradi-
tional dichotomous AEG classification proposed by commercial
EAM systems without relying on the subjectivity of visual
inspection while providing a more complete representation of
the underlying EP phenomena. We introduced operative rules
that can help defining the ablation strategy based on EP char-
acteristics reflected on the AEG classes, which could provide
a more complete characterization of persAF substrate during
ablation target identification in future clinical studies.

ACKNOWLEDGMENT

The authors thank Zakariyya Vali, Karina Almeida, Luciana
Mizioka, Henrique Pereira and members of the Institute of
Biotechnology (IBT) from the Karlsruhe Institute of Technology
(KIT) for the productive discussions. FSS is grateful to a Study
Leave from the University of Leicester.

REFERENCES

[1] H. Calkins et al., “2017 HRS/EHRA/ECAS/APHRS/SOLAECE expert
consensus statement on catheter and surgical ablation of atrial fibrillation,”
Heart Rhythm, vol. 14, pp. e275—-e444, Oct. 2017.

[2] M. Haissaguerre et al., “Spontaneous initiation of atrial fibrillation by
ectopic beats originating in the pulmonary veins,” N. Engl and J. Med.,
vol. 339, pp. 659-66, Sep. 3, 1998.

[3] K. Nademanee et al., “A new approach for catheter ablation of atrial
fibrillation: Mapping of the electrophysiologic substrate,” J. Amer. College
Cardiol., vol. 43, pp. 2044-2053, 2004.

[4] K. T. Konings et al., “High-density mapping of electrically induced atrial
fibrillation in humans,” Circulation, vol. 89, pp. 1665-1680, Apr. 1994.

[5] 1. Jalife, O. Berenfeld, and M. Mansour, “Mother rotors and fibrillatory
conduction: A mechanism of atrial fibrillation,” Cardiovascular Res.,
vol. 54, pp. 204-216, May 2002.

[6] S. M. Narayan et al., “Treatment of atrial fibrillation by the ablation of
localized sources: CONFIRM (Conventional Ablation for Atrial Fibrilla-
tion With or Without Focal Impulse and Rotor Modulation) trial,” J. Amer.
College Cardiol., vol. 60, pp. 628-636, Aug. 14, 2012.

[7]1 N.de Groot et al., “Direct proof of endo-epicardial asynchrony of the atrial
wall during atrial fibrillation in humans,” Circ. Arrhythm. Electrophysiol.,
vol. 9, May 2016.

[8] T.P. Almeida et al., “Atrial electrogram fractionation distribution before
and after pulmonary vein isolation in human persistent atrial fibrillation—
A retrospective multivariate statistical analysis,” Frontiers Physiol., vol. 8,
2017.

[9] A. Boldt et al., “Fibrosis in left atrial tissue of patients with atrial fibril-

lation with and without underlying mitral valve disease,” Heart, vol. 90,

pp. 400405, Apr. 2004.

F. Atienza et al., “Real-time dominant frequency mapping and ablation of

dominant frequency sites in atrial fibrillation with left-to-right frequency

gradients predicts long-term maintenance of sinus rhythm,” Heart Rhythm,

vol. 6, pp. 33—40, Jan. 2009.

T. P. Almeida et al., “Minimizing discordances in automated classification

of fractionated electrograms in human persistent atrial fibrillation,” Med.

Biol. Eng. Comput., vol. 54, pp. 1695-1706, Nov. 2016.

E. Buch ef al., “Long-term clinical outcomes of focal impulse and rotor

modulation for treatment of atrial fibrillation: A multicenter experience,”

Heart Rhythm, vol. 13, pp. 636—641, Mar. 2016.

A. Verma et al., “Approaches to catheter ablation for persistent atrial

fibrillation,” New Engl. and J. Med.,vol. 372, pp. 1812-1822, May 7,2015.

F. Ravelli and M. Mase, “Computational mapping in atrial fibrillation:

How the integration of signal-derived maps may guide the localization of

critical sources,” EP Europace, vol. 16, pp. 714-723, 2014.

[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

C. M. Bishop, Pattern Recognition and Machine Learning. Berlin, Ger-
many: Springer, 2006.

A. K. Feeny et al., “Artificial intelligence and machine learning in arrhyth-
mias and cardiac electrophysiol,” Circulation: Arrhythmia Electrophysi-
ology, 2020.

C. Wen et al., “Classification of ECG complexes using self-organizing
CMAC,” Measurement, vol. 42, pp. 399-407, 2009.

F. Sufi and I. Khalil, “Diagnosis of cardiovascular abnormalities from com-
pressed ECG: A data mining-based approach,” IEEE Trans. Inf. Technol.
Biomed, vol. 15, no. 1, pp. 33-39, Jan. 2011.

Y.-C. Yeh, C. W. Chiou, and H.-J. Lin, “Analyzing ECG for cardiac arrhyth-
mia using cluster analysis,” Expert Syst. Appl., vol. 39, pp. 1000-1010,
2012.

F. I. Donoso et al., “Clustering of atrial fibrillation based on surface ECG
measurements,” in Proc. Conf. Proc. IEEE Eng. Med. Biol. Soc., 2013,
vol. 2013, pp. 4203-4206.

L. Faes et al., “Principal component analysis and cluster analysis for
measuring the local organisation of human atrial fibrillation,” Med. Biol.
Eng. Comput., vol. 39, pp. 656-663, Nov. 2001.

J. L. Wells et al., “Characterization of atrial-fibrillation in man - studies
following open-heart surgery,” Pace-Pacing Clin. Electrophysiol., vol. 1,
pp. 426-438, 1978.

A. Orozco-Duque, J. Bustamante, and G. Castellanos-Dominguez, “Semi-
supervised clustering of fractionated electrograms for electroanatomical
atrial mapping,” Biomed. Eng. Online, vol. 15, Apr. 26, 2016.

A. Orozco-Duque et al., “Electroanatomical mapping based on dis-
crimination of electrograms clusters for localization of critical sites
in atrial fibrillation,” Prog. Biophys. Mol. Biol., vol. 141, pp. 37-46,
Jan. 2019.

T. P. Almeida ez al., “Unsupervised k-mean classification of atrial electro-
grams from human persistent atrial fibrillation,” in Proc. Comput. Cardiol.
Conf., 2018, pp. 1-4.

T. P. Almeida et al., “The temporal behavior and consistency of bipolar
atrial electrograms in human persistent atrial fibrillation,” Med. Biol. Eng.
Comput., vol. 56, pp. 71-83, Jan. 2018.

C. Schilling, “Analysis of Atrial Electrograms,” PhD, Elektrotechnik und
Informationstechnik des Karlsruher Instituts fiir Technologie, Karlsruhe
Institute of Technology, KIT Scientific Publishing, 2012.

J. MacQueen, “Some methods for classification and analysis of multivari-
ate observations,” in Proc. 5th Berkeley Symp. Math. Statist. Probability,
1967, vol. 1, pp. 281-297.

R. L. Thorndike, “Who belongs in the family?”” Psychometrika, vol. 18,
pp. 267-276, Dec. 01, 1953.

P. J. Rousseeuw, “Silhouettes: A graphical aid to the interpretation and
validation of cluster analysis,” J. Comput. Appl. Math., vol. 20, pp. 53-65,
1987.

R. Tibshirani, G. Walther, and T. Hastie, “Estimating the number of clusters
in a data set via the gap statistic,” J. Royal Statist. Soc.: Ser. B (Statist.
Methodol.), vol. 63, pp. 411-423, 2001.

A. N. Ganesan et al., “Bipolar electrogram shannon entropy at sites of
rotational activation: Implications for ablation of atrial fibrillation,” Circ
Arrhythm Electrophysiol., vol. 6, pp. 48-57, Feb. 2013.

T. H. T. Everett et al., “Assessment of global atrial fibrillation organi-
zation to optimize timing of atrial defibrillation,” Circulation, vol. 103,
pp. 2857-2861, Jun. 12, 2001.

N. Marwan et al., “Recurrence plots for the analysis of complex systems,”
Phys. Rep., vol. 438, pp. 237-329, 2007.

T. P. Almeida et al., “Characterization of human persistent atrial fibrillation
electrograms using recurrence quantification analysis,” Chaos, vol. 28,
pp. 085710-1-085710-12, 2018.

I. B. Kim et al., “Relationship between local atrial fibrillation interval
and refractory period in the isolated canine atrium,” Circulation, vol. 94,
pp. 2961-2967, Dec. 1, 1996.

F. Ravelli et al., “The logical operator map identifies novel candidate
markers for critical sites in patients with atrial fibrillation,” Prog. Biophys.
Mol. Biol., vol. 115, pp. 186-197, Aug. 2014.

U. Munzel and E. Brunner, “Nonparametric tests in the unbalanced mul-
tivariate one-way design,” Biometrical J., vol. 42, pp. 837-854, 2000.

M. Ohe et al., “New tailored approach using a revised assessment of
fragmented potentials for persistent atrial fibrillation: Early area defrag-
mentation by modified CFAE module,” J. Cardiovascular Electrophysiol.,
vol. 30, pp. 844-853, 2019.

P. Henley et al., “Single-center experience of the FIRM technique to
ablate paroxysmal and persistent atrial fibrillation,” J. Cardiovascular
Electrophysiol., vol. 30, pp. 493-502, Apr. 2019.



ALMEIDA et al.: UNSUPERVISED CLASSIFICATION OF ATRIAL ELECTROGRAMS FOR ELECTROANATOMIC MAPPING

1141

[41]

[42]

[43]

[44]

C. D. Cantwell et al., “Rethinking multiscale cardiac electrophysiology
with machine learning and predictive modelling,” Comput. Biol. Med.,
vol. 104, pp. 339-351, Jan. 2019.

J. G. Andrade et al., “Association of atrial fibrillation episode duration
with arrhythmia recurrence following ablation: A secondary analysis of a
randomized clinical trial,” JAMA Netw. Open, vol. 3, Jul. 1, 2020, Paper
€208748.

K. T. S. Konings et al., “Configuration of unipolar atrial electrograms
during electrically induced atrial fibrillation in humans,” Circulation,
vol. 95, pp. 1231-1241, Mar. 4, 1997.

X. Li et al., “A k-nearest neighbours classifier for predicting catheter
ablation responses using noncontact electrograms during persistent atrial
fibrillation,” in Proc. Comput. Cardiol. Conf., 2018, pp. 1-4.

[45]

[46]

[47]

[48]

S. Honarbakhsh et al., “Drivers in AF colocate to sites of electrogram
organization and rapidity: Potential synergy between spectral analysis
and STAR mapping approaches in prioritizing drivers for ablation,” J.
Cardiovascular Electrophysiol., vol. 31, pp. 1340-1349, Jun. 2020.

E. Anter and M. E. Josephson, “Bipolar voltage amplitude: What does it
really mean?” Heart Rhythm, vol. 13, pp. 326-327, Jan. 2016.

T. Yamaguchi, A. Fukui, and K. Node, “Bipolar voltage mapping for
the evaluation of atrial substrate: Can we overcome the challenge of
directionality?” J. Atr. Fibrillation, vol. 11, Feb./Mar. 2019, Art. no. 2116.
M. W. Krueger et al., “Towards personalized clinical in-silico modeling of
atrial anatomy and electrophysiology,” Med. Biol. Eng. Comput., vol. 51,
pp. 1251-1260, Nov. 2013.




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 0
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Remove
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
    /Algerian
    /Arial-Black
    /Arial-BlackItalic
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /ArialNarrow
    /ArialNarrow-Bold
    /ArialNarrow-BoldItalic
    /ArialNarrow-Italic
    /ArialUnicodeMS
    /BaskOldFace
    /Batang
    /Bauhaus93
    /BellMT
    /BellMTBold
    /BellMTItalic
    /BerlinSansFB-Bold
    /BerlinSansFBDemi-Bold
    /BerlinSansFB-Reg
    /BernardMT-Condensed
    /BodoniMTPosterCompressed
    /BookAntiqua
    /BookAntiqua-Bold
    /BookAntiqua-BoldItalic
    /BookAntiqua-Italic
    /BookmanOldStyle
    /BookmanOldStyle-Bold
    /BookmanOldStyle-BoldItalic
    /BookmanOldStyle-Italic
    /BookshelfSymbolSeven
    /BritannicBold
    /Broadway
    /BrushScriptMT
    /CalifornianFB-Bold
    /CalifornianFB-Italic
    /CalifornianFB-Reg
    /Centaur
    /Century
    /CenturyGothic
    /CenturyGothic-Bold
    /CenturyGothic-BoldItalic
    /CenturyGothic-Italic
    /CenturySchoolbook
    /CenturySchoolbook-Bold
    /CenturySchoolbook-BoldItalic
    /CenturySchoolbook-Italic
    /Chiller-Regular
    /ColonnaMT
    /ComicSansMS
    /ComicSansMS-Bold
    /CooperBlack
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
    /EstrangeloEdessa
    /FootlightMTLight
    /FreestyleScript-Regular
    /Garamond
    /Garamond-Bold
    /Garamond-Italic
    /Georgia
    /Georgia-Bold
    /Georgia-BoldItalic
    /Georgia-Italic
    /Haettenschweiler
    /HarlowSolid
    /Harrington
    /HighTowerText-Italic
    /HighTowerText-Reg
    /Impact
    /InformalRoman-Regular
    /Jokerman-Regular
    /JuiceITC-Regular
    /KristenITC-Regular
    /KuenstlerScript-Black
    /KuenstlerScript-Medium
    /KuenstlerScript-TwoBold
    /KunstlerScript
    /LatinWide
    /LetterGothicMT
    /LetterGothicMT-Bold
    /LetterGothicMT-BoldOblique
    /LetterGothicMT-Oblique
    /LucidaBright
    /LucidaBright-Demi
    /LucidaBright-DemiItalic
    /LucidaBright-Italic
    /LucidaCalligraphy-Italic
    /LucidaConsole
    /LucidaFax
    /LucidaFax-Demi
    /LucidaFax-DemiItalic
    /LucidaFax-Italic
    /LucidaHandwriting-Italic
    /LucidaSansUnicode
    /Magneto-Bold
    /MaturaMTScriptCapitals
    /MediciScriptLTStd
    /MicrosoftSansSerif
    /Mistral
    /Modern-Regular
    /MonotypeCorsiva
    /MS-Mincho
    /MSReferenceSansSerif
    /MSReferenceSpecialty
    /NiagaraEngraved-Reg
    /NiagaraSolid-Reg
    /NuptialScript
    /OldEnglishTextMT
    /Onyx
    /PalatinoLinotype-Bold
    /PalatinoLinotype-BoldItalic
    /PalatinoLinotype-Italic
    /PalatinoLinotype-Roman
    /Parchment-Regular
    /Playbill
    /PMingLiU
    /PoorRichard-Regular
    /Ravie
    /ShowcardGothic-Reg
    /SimSun
    /SnapITC-Regular
    /Stencil
    /SymbolMT
    /Tahoma
    /Tahoma-Bold
    /TempusSansITC
    /TimesNewRomanMT-ExtraBold
    /TimesNewRomanMTStd
    /TimesNewRomanMTStd-Bold
    /TimesNewRomanMTStd-BoldCond
    /TimesNewRomanMTStd-BoldIt
    /TimesNewRomanMTStd-Cond
    /TimesNewRomanMTStd-CondIt
    /TimesNewRomanMTStd-Italic
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Times-Roman
    /Trebuchet-BoldItalic
    /TrebuchetMS
    /TrebuchetMS-Bold
    /TrebuchetMS-Italic
    /Verdana
    /Verdana-Bold
    /Verdana-BoldItalic
    /Verdana-Italic
    /VinerHandITC
    /Vivaldii
    /VladimirScript
    /Webdings
    /Wingdings2
    /Wingdings3
    /Wingdings-Regular
    /ZapfChanceryStd-Demi
    /ZWAdobeF
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 900
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.00111
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 1200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.00083
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00063
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /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)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create PDFs that match the "Suggested"  settings for PDF Specification 4.0)
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


