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Magnetically Steered Robotic Insertion
of Cochlear-Implant Electrode Arrays: System

Integration and First-In-Cadaver Results
Trevor L. Bruns , Katherine E. Riojas , Dominick S. Ropella, Matt S. Cavilla, Andrew J. Petruska ,

Michael H. Freeman, Robert F. Labadie, Jake J. Abbott , and Robert J. Webster, III

Abstract—Cochlear-implant electrode arrays (EAs) must be in-
serted accurately and precisely to avoid damaging the delicate
anatomical structures of the inner ear. It has previously been shown
on the benchtop that using magnetic fields to steer magnet-tipped
EAs during insertion reduces insertion forces, which correlate with
insertion errors and damage to internal cochlear structures. This
letter presents several advancements toward the goal of deploying
magnetic steering of cochlear-implant EAs in the operating room.
In particular, we integrate image guidance with patient-specific
insertion vectors, we incorporate a new nonmagnetic insertion
tool, and we use an electromagnetic source, which provides pro-
grammable control over the generated field. The electromagnet
is safer than prior permanent-magnet approaches in two ways:
it eliminates motion of the field source relative to the patient’s
head and creates a field-free source in the power-off state. Using
this system, we demonstrate system feasibility by magnetically
steering EAs into a cadaver cochlea for the first time. We show that
magnetic steering decreases average insertion forces, in comparison
to manual insertions and to image-guided robotic insertions alone.

Index Terms—Medical robots and systems, surgical robotics:
steerable catheters/needles.

I. INTRODUCTION

COCHLEAR implants are among the most successful neu-
roprosthetic devices, restoring hearing to over 600,000

deaf or partially deaf people worldwide [1], [2]. Traditionally,
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the cochlear-implant electrode arrays (EAs) are inserted man-
ually into the scala-tympani (ST) chamber of the cochlea [3],
with insertion technique varying between surgeons (e.g., forces,
speeds, angle of approach) [4]. Intracochlear trauma occurs
frequently, which impairs residual hearing, increases the stimu-
lation currents required, and results in more crosstalk between
electrodes and nerves, reducing implant performance [5], [6].

Reducing trauma has been shown to help preserve residual
low-frequency hearing capability and can lead to improved
speech perception [7]. Preserving residual hearing is also in-
creasingly important for electroacoustic stimulation strategies,
which combine a cochlear implant with an acoustic hearing
aid [8], [9]. Trauma reduction can also simplify cochlear revision
procedures by reducing the amount of intracochlear ossification
and fibrosis [10], [11].

Robotic approaches to EA insertion have been an area of focus
for some time, since they offer greater precision in insertion
technique, which may lead to less traumatic insertions [12].
Zhang et al. developed a direct kinematics calibration method
using mechanics-based models [13], and showed that variability
can be decreased using robot-assisted insertion and optimized
path planning, and that robots enable insertion speed and other
desired parameter values to be more easily reproduced [14]. Pile
et al. developed a parallel robot with three degrees of freedom
(DOF) to insert precurved arrays using the advance-off-stylet
technique [15]. They showed that the robot could maintain in-
sertion forces below 80 mN in a cochlea phantom throughout the
insertion and confirmed many of the aforementioned benefits of
a robotic insertion approach. Pile et al. also provided workspace
and parameter requirements for robotic insertion. Image guid-
ance approaches have been shown to decrease the invasiveness
of the surgical procedure and provide an optimal insertion vector
for array placement [16], [17]. In particular, Caversaccio et al.
clinically demonstrated a safe and effective robotic approach for
drilling a direct access tunnel to the cochlea [17]. These works
demonstrate the benefits of automation in cochlear implant
surgery and motivate developing an automated tool that enables
the surgeon to automatically insert the EA along the optimally
planned trajectory in a clinical setting.

Prior EA insertion tools have used a variety of innovative
mechanisms of gripping and carrying EAs along the desired
path. These methods include: utilizing a blunt pin and linear
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Fig. 1. System for magnetically steered robotic insertion of cochlear-implant EAs. The automated insertion tool and Omnimagnet are both optically tracked
and secured on counterbalanced positioning arms. The surgeon loads the EA into the tool and uses image guidance to align the tool and Omnimagnet with the
preoperatively planned poses, at which point the arms are locked in place and the planned magnetically steered insertion trajectory is accomplished.

motion through a slotted tube [18], [19], using two titanium tube
halves and manually inserting the array [17], using a gripper with
two arms rotating around a pivot point to grasp the array [20]–
[22], and utilizing a collet-style gripper and a parallel robot to
guide array insertion [15].

Going beyond robotic insertion, steering (i.e., bending of the
EA tip) has the potential to further reduce intracochlear trauma
by reducing forces between the EA and the ST walls and avoid-
ing tip impingement. Steering may also enable deeper inser-
tions, which may enable the patient to perceive lower-frequency
sounds than would otherwise be possible [23]. An EA steering
method, developed by our group, utilizes a magnetic field source
adjacent to the patient’s head to steer a magnet-tipped EA inside
of the ST and reduce insertion forces. This concept was first
introduced in [24], where a benchtop system used a permanent
magnet—which could be rotated with one DOF to change the
applied-field direction, and translated with one DOF to change
the applied-field strength—to steer a 3:1 scaled EA-like device
in a 3:1 scaled ST phantom. A similar system was later evaluated
using commercially available EAs with a magnet embedded in
the tip [25], inserted into improved 1:1 scale ST phantoms [26],
where a significant decrease in insertion forces was reported
compared to robotic insertion without magnetic steering.

In this letter, we present a complete system (see Fig. 1) that
represents the culmination of prior work by our group on subsys-
tems and algorithms [24]–[31] for magnetically steered robotic
insertion of EAs. The goal of the current system is to bridge
the gap between the benchtop and practical animal and cadaver
experiments. Specific new contributions in this letter include:
1) introducing the first fully nonmagnetic automated insertion
tool, with a novel slotted-tube approach to controllably release
tapered flexible EAs after insertion, 2) incorporating silhouette-
based image guidance for practical, accurate insertion-tool and
magnet alignment to a preoperative plan in the operating room,

which has never before been described in an archival publication,
3) replacing the moving permanent-magnet field source with a
safer, stationary Omnimagnet [32] electromagnetic source, 4)
introducing a stronger, cubic-core Omnimagnet, and 5) the first
demonstration of magnetically steering an EA in a cadaveric
specimen, verifying that force reductions shown previously in
phantom models translate to the cadaver setting.

II. SYSTEM HARDWARE AND WORKFLOW

An overview of the robotic system is shown in Fig. 1. A
basic overview of the workflow with the proposed system is
as follows. We first generate a patient-specific plan using the
patient’s preoperative computed-tomography (CT) scan. This
preoperative plan includes 1) generating an optimal insertion
vector and corresponding insertion-tool pose (position and ori-
entation), 2) calculating the Omnimagnet pose that corresponds
to the plan, and 3) registering the planned magnetic field vectors
to the individual’s ST (and the corresponding Omnimagnet coil
currents to produce these vectors). Using this preoperatively
generated plan, the surgeon will manually align the counter-
balanced automated insertion tool and the counterbalanced Om-
nimagnet, and lock them in place. Both devices are optically
tracked, enabling users to precisely align them using a custom
image-guidance extension in 3D Slicer [33], [34]. The surgeon
will then simply hold a button to run the prescribed trajectory
that synchronously coordinates insertion depth and magnetic
field to produce a smooth, atraumatic insertion. When insertion
is complete, the Omnimagnet is powered off and the insertion
tool is removed. The Omnimagnet, insertion tool, and force
sensor interface with one another using custom Robot Operating
System (ROS) nodes [35]. In the following sections, we describe
the system components including the Omnimagnet and the new
automated insertion tool for EA advancement and deployment.
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TABLE I
PROPERTIES OF THE OMNIMAGNET COILS, INCLUDING AXIAL LENGTH (L),

INNER WIDTH (W), THICKNESS (T), AND RESISTANCE (R)

A. Omnimagnet

Magnetically steering the EA through the spiral-shaped
cochlea requires strong, controllable magnetic fields. Our prior
work has exclusively considered a permanent magnet as the field
source [24], [25]. However, as noted in [28], it may be desirable
to use an electromagnetic source for three reasons: First, an
electromagnet has a controllable magnetic dipole, meaning that
it does not need to be physically moved during EA insertion to
vary the field strength at the cochlea, eliminating any potential
risk of collision with the patient or other objects. Second, an elec-
tromagnet can be turned off and is inert when not in use, making
handling, storage, and use of ferrous surgical equipment safer.
Third, the relatively short duration of a surgical EA insertion
(less than 30 seconds) would allow high levels of current to be
sourced through the coils without reaching unsafe temperatures.

In the system presented in this letter, we have replaced the
permanent-magnet source with an Omnimagnet electromagnetic
source [32]. An Omnimagnet comprises three nested orthogo-
nal coils and a ferromagnetic core. Three control inputs (the
current in each coil) provide control of the magnetic dipole
of this magnetic field source, which can be used to generate
a desired magnetic field vector B at an arbitrary location in
space. In the original conception of the Omnimagnet [32], and
all prior embodiments, the ferromagnetic core was spherical.
In this letter, we re-optimized the Omnimagnet for a cubic
core, which has the effect of increasing the achievable dipole
strength by approximately 35% for a given overall package
size and current density. Our prototype cubic-core Omnimagnet
has overall cubic dimension of approximately 200 mm, with
a ferromagnetic cubic core of dimension 102 mm, with the
dimensions of the individual coils (and their electrical resis-
tances) provided in Table I. The Omnimagnet uses 16 AWG
square-cross-section copper magnet wire (MWS Precision Wire
Industries, Westlake Village, CA). Our final prototype is 22 kg,
which is passively supported by a lockable counterbalanced arm
(Dectron, Wilsonville, OR).

As described in [32], the control equation for an Omnimagnet,
assuming a basic dipole model, is

I =
2π

μ0
‖p‖3 M−1(3p̂p̂T − 2I)B. (1)

where I (units A) is the 3× 1 array of coil currents,p (units m) is
the vector from the center of the Omnimagnet to the desired point
in space at which a desired magnetic field vectorB (units T) is to
be generated, M is a linear transformation that maps the current
array I to the Omnimagnet’s dipole moment m (units A·m2),

p̂ ≡ p/‖p‖, μ0 = 4π × 10−7T ·m ·A−1 is the permeability of
free space, and I is the 3× 3 identity matrix.

To utilize the Omnimagnet, a high-voltage DC supply powers
three servo drive amplifiers (ADVANCED Motion Controls,
Camarillo, CA), which regulate the current through each coil
of the Omnimagnet. The amount of current is set via analog
inputs (±10 V). Custom control boards receive commands over
Ethernet from our custom ROS nodes and generate the required
analog voltage signals for each servo drive. To determine the
current scaling for each coil, a certified calibrated 3-axis mag-
netic field sensor (3MTS, Senis, Zug, Switzerland) was used to
experimentally measure the magnetic field and compare to (1).

As an additional layer of safety, we have implemented a
dedicated microcontroller to monitor thermocouples embedded
throughout the Omnimagnet, which shuts off the amplifiers if
predefined temperature thresholds are exceeded. This microcon-
troller also monitors the temperature between insertion trials,
which enables us to verify that the Omnimagnet has sufficiently
cooled down before running another experiment.

It is important to address the safety of placing the Omnimagnet
(or any strong magnetic source) near the patient’s head. Strong
magnetic fields are commonly used in medical diagnosis and
treatment, such as Magnetic Resonance Imaging (MRI) and
Transcranial Magnetic Stimulation (TMS), and a wide variety of
magnetically driven medical devices have been developed [36],
[37]. Safety limits for magnetic fields are based on the nature of
the magnetic field, which is typically classified as: static fields,
time-varying gradient fields (100 to 1000 Hz), and radiofre-
quency (RF) fields (10 to 100 MHz) [38]–[40]. According to the
FDA’s Criteria for Significant Risk Investigations of Magnetic
Resonance Diagnostic Devices (2014), a static field producing
less than 8 T is considered a nonsignificant risk in adults and
children over the age of one month. Other sources specify that
static field exposure to the head should be limited to 2 T to ensure
patient comfort [38], [39]. Our research in magnetic steering of
EAs currently utilizes quasistatic fields of less than 100 mT,
which is well below the safety limits imposed by the FDA, or
recommended by other researchers. Therefore, it does not seem
that the magnitude or rate of change of the magnetic fields used in
magnetic steering of EAs poses any significant risk to a patient.

B. A New Insertion Tool Compatible With Magnetic Steering

Deploying an EA in the presence of strong magnetic fields
presents unique constraints not encountered by previous de-
signs of clinically-viable automated insertion tools: the insertion
tool must not contain ferromagnetic components, and to be
used clinically the insertion tool has to hold, push, and release
the implant gently and controllably. To achieve both of these
specifications, we designed a new insertion tool and a new
grasping mechanism to interface with the EA (Fig. 2). The tool
is constructed from a 3D printed plastic housing (Formlabs,
Somerville, Massachusetts), two piezoelectric linear actuators
(SLC-1770-L-E-NM, SmarAct, Oldenburg, Germany), Nitinol
tubes/rods, and brass fasteners. Three spherical, retroreflective
markers are attached to the body of the tool to create a rigid body
for optical tracking.
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Fig. 2. (a) Insertion tool assembly. The inner detachment rod and middle grasp tube are each attached to an actuator. The outer guide tube is connected to a
detachable tip piece so that if an EA of a different diameter is to be used, it can simply be replaced with a tube of a different diameter. (b) Diagram showing tube
operation for EA deployment. Step I: Loading- Load EA into the grasp tube slot and retract until the tip of the EA reaches the guide tube opening. Step II: Insertion-
Insert EA by advancing the grasp tube and detachment rod simultaneously. The polyimide sheath constrains the tapered end of the EA during deployment. Step
III: Detachment- Retract the grasp tube over the stationary detachment rod, which gently releases the EA from the grasp tube.

Details of the insertion tool assembly can be viewed in
Fig. 2(a). Tube parameters were chosen to accommodate the
dimensions of the FLEX28 EA (MED-EL, Innsbruck, Austria),
but can be easily adapted for use with other EAs. The distal end
of the tool consists of three nested Nitinol tubes and rods, and an
outer polyimide sheath. The innermost Nitinol rod assists with
EA detachment and is attached to a linear actuator. The middle
Nitinol tube has an approximately 10-mm-long slot for grasping
the EA, and is attached to another linear actuator. The outer
Nitinol tube has a slot spanning the length of the tube and serves
as a guide for the EA during deployment. Finally, a polyimide
sheath with a lengthwise slit surrounds the outermost Nitinol
tube to constrain the thinner, tapered region of the FLEX28
(which tapers to a tip diameter that is less than half that of the
proximal end) and to keep the much thinner tip of the flexible EA
concentric with the proximal end. The absolute insertion depth
limit of the tool is 46 mm, enabling insertion of the longest
EAs currently available (the FLEXSOFT and Standard EAs by
MED-EL are 31.5 mm long [41]). EA insertion proceeds as
described in Fig. 2(b).

III. IMAGE GUIDANCE AND PATIENT-SPECIFIC PATHS

In this section, we describe the preoperative steps for gen-
erating a magnetically steered insertion plan. We incorporate
the state-of-the-art insertion trajectory algorithm to generate the
planned patient-specific insertion vector, and then develop a
methodology to automatically generate a full magnetic steer-
ing plan given only the patient-specific anatomy and insertion
vector. Outputs of this automated planning are the aligned Om-
nimagnet and insertion tool position and orientation (patient-
specific), as well as the magnetic field vectors along the ST
(using an average cochlea model registered to the patient’s ST).

A. Patient-Specific Insertion Planning

Our image-guided workflow begins by acquiring a preoper-
ative CT scan. We then segment the inner-ear anatomy using

Fig. 3. Patient-specific segmentation of cochlear anatomy and automatically
generated insertion vector (yellow) [29], [42], [43].

the atlas-based approach of [29] and compute the optimal in-
sertion vector as described in [30] (see Fig. 3). This angle and
position defines the alignment of the automated insertion tool.
This atlas-based segmentation has been used to segment in-vivo
clinical CT scans with a mean surface error of 0.21 mm [42].

Our steering method works by creating a magnetic field vector
that is orthogonal to the insertion path at the current location of
the magnetic tip of the EA, as depicted in the inset of Fig. 1(a).
This is done in order to create a torque on the embedded magnet,
to cause bending in the continuum body of the EA, and thus
reduce the normal force on the ST wall. We generate this path
using the equations in [26] that describe an average ST model
based on anatomical data. We then register our magnetic field
path to the medial axis segmented from the patient’s ST.

Finally, using the shape of the experimentally determined field
magnitudes in [25], we prescribe the magnetic field magnitudes
to increase in a ramp-like manner (see Fig. 4). The field is zero
during the initial linear portion of insertion, when there is no
need for bending. Upon reaching the basal turn of the cochlea,
the magnetic field turns on. As the EA is inserted deeper, and
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Fig. 4. Preoperative plans for magnetic steering specify (top) the Omnimagnet
coil currents required to generate (bottom) the prescribed magnetic field mag-
nitudes based on (a) turning on the field after the initial straight insertion, then
(b) ramping up the magnetic field magnitude as the ST curvature increases, until
(c) saturating at the maximum power.

the ST curvature increases, the field ramps up to apply a larger
moment to the tip of the EA. The field eventually saturates at
the maximum power output of the electrical system.

B. Image Guidance

Using 3D Slicer, OpenIGTLink, and the Plus Server App [33],
[34], we developed a custom GUI extension (see screenshot in
Fig. 1(b)) that connects to the NDI Polaris Spectra optical tracker
(Northern Digital Instruments, Ontario, Canada), which tracks
and displays the movement of the insertion tool, Omnimagnet,
and cochlea fixture in real time. This software functions using
the same methodology in [31] but with different hardware and
software implementation. The program guides the user to the
correctly aligned tool pose determined in Sec. III-A by display-
ing the real-time position of the object (shown in red in the
screenshot on Fig. 1(b)) to the desired pose (shown in a green in
the screenshot of Fig. 1(b)). The user then manually manipulates
each device until the tracked pose and desired pose are aligned,
at which point the user locks the device in place.

IV. EXPERIMENTAL METHODS

A. Phantom Experiments

We conducted proof-of-concept experiments in the phantom
model developed in [26], which is useful because it is transparent
and enables one to view the motion of the EA during insertion.
Four insertions were performed using our robotic system and
proposed workflow. To ensure that magnetic steering provided
unique benefits in terms of reaction forces beyond those derived
from robotic insertion alone, we performed experiments as fol-
lows: 1) unaided manual insertions by an experienced surgeon,
2) robotic insertions using the new insertion tool described in
this letter, with image-guided pre-insertion alignment but no
magnetic steering, and 3) robotic insertions with image guidance
and magnetic steering. Table II shows a summary of these cases.

A 3D-printed ST phantom with a 1.2 mm cochleostomy
opening (Fig. 5, see [26] for details) was secured into a fixture
with cyanoacrylate. This fixture was then mounted to a Nano17
Titanium force/torque transducer (ATI Industrial Automation,
Apex, NC) attached to a frame with optical fiducial markers. A
CT scan of this assembly was then acquired. As described in

TABLE II
EXPERIMENTAL CONDITIONS

Fig. 5. Robotic insertion into a phantom (a) without and (b) with magnetic
steering. The tip of the EA is torqued away from the lateral wall in the
magnetically steered case, lowering the contact force of the EA with the wall.

Fig. 6. A surgeon performing a traditional EA insertion, shown here with the
cadaveric cochlea.

Sec. III, the preoperative scan was used to generate the insertion
plan.

We filled the phantom with 0.9% saline solution before each
insertion as in [25]. For manual insertions, a surgeon performed
four unaided insertions with a new, unmodified FLEX28 EA,
using the standard forceps that are used clinically for insert-
ing EAs (see Fig. 6). In cases of robotic insertion, both with
and without magnetic steering, a magnet-tipped FLEX28 EA
was used. All magnet-tipped EAs were fabricated by MED-EL
and include two cylindrical axially magnetized magnets (each
0.25 mm in diameter by 0.41 mm in length) embedded in silicone
at the tip of the array (see inset of Fig. 1(b)). The EA was loaded
into the insertion tool, and the Omnimagnet and insertion tool
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Fig. 7. (Top) Mean insertion forces with respect to angular insertion depth for phantom experiments and linear insertion depth for cadaver experiments, illustrating
that magnetic steering achieves forces that are typically lower than for robotic insertion alone. Shaded regions indicates ±1 standard deviation from the mean.
Diamonds mark the final depth of each individual insertion. (Bottom) Difference in force, ΔF, between robotic insertion and magnetically steered robotic insertion.
Magenta rings indicate a statistically significant decrease in force between the two methods.

were aligned using image guidance according to the prescribed
preoperative plan, with a maximum angular alignment error of
less than 1◦. The support arms were locked in place and the
final poses of the tool and magnet were recorded. The insertion
tool then deployed the EA at a constant velocity of 1.25 mm/s
(this velocity was selected in view of a 0.5–3 mm/s range in the
literature [3]).

The final insertion method followed the same procedure as
robotic insertion described above, but also used magnetic steer-
ing during insertion. The magnetic field of the Omnimagnet was
updated at a rate of 80 Hz. Four insertions with a robotic ap-
proach and four insertions with a robotic approach and magnetic
steering were completed using the same magnet-tipped EA, al-
ternating between using magnetic steering and robotic insertion
alone. For all insertions, force measurements were acquired at
a rate of 50 Hz. Since the EA tip could be visualized through
the transparent phantom in these experiments, forces could be
mapped to angular insertion depths using video collected during
insertion at 60 fps.

B. Cadaver Experiments

The same three experimental methods used in the phantom
experiments (see Table II) were also conducted with a formalin-
fixed cadaver cochlea. The cochlea was secured in a fixture using
paraffin wax and hot-melt adhesive. A patient-specific insertion
plan was generated in the same manner previously described.
Unaided manual insertions were performed by an experienced
surgeon with a new, unmodified FLEX28 EA (see Fig. 6). For
image-guided robotic insertions, the automated insertion tool
was aligned with a maximum angular alignment error of less
than 2◦. A second magnet-tipped FLEX28 EA was used to per-
form robotic insertion experiments, alternating between robotic
insertion alone and robotic insertion combined with magnetic
steering (a first-of-its-kind experiment). Workflow proceeded
identically to the phantom experiments, with three insertions
performed using each method. A force threshold of 125 mN
was enforced during robotic insertions. After insertion, the EA

was released from the insertion tool as described in Sec. II-B
and a postoperative CT scan was acquired.

V. RESULTS

A comparison of the first contact point with the lateral wall of
the ST with and without magnetic steering is shown in Fig. 5; this
result is qualitatively consistent with the results of [25]. Mean

insertion force magnitudes, ‖F‖ =
√

F 2
x + F 2

y + F 2
z , and the

difference, Δ‖F‖, in insertion forces for both phantom and
cadaver experiments are shown in Fig. 7, where the shaded
region around each curve indicates one standard deviation from
the mean. In each case, force samples were grouped into bins and
then averaged. A bin of 3◦ was used for phantom experiments
and a bin of 0.125 mm was used for cadaver experiments
(since there was no direct visualization of angular depths during
insertion). Diamonds mark the final depths of each individual
insertion. For robotic methods this was defined as when the
force increased 35 mN or more over 1 mm of actuator travel
(indicative of EA buckling); for manual insertions it was at
the surgeon’s discretion. A one-tailed t-test analysis (as detailed
in [25]) was performed, and the depths where the null hypothesis
can be rejected with 95% confidence (i.e., statistically significant
force reduction) are indicated with rings. All force reductions
observed after the magnetic field was turned on (approximately
140◦ for phantom insertions, 8.0 mm for cadaver insertions) were
statistically significant. Compared to robotic insertion alone,
magnetic steering reduced forces by an average of 53.8% during
phantom insertions and 48.8% during cadaver insertions.

The forces recorded during manual insertions in cadaver are
shown in Fig. 8. Note that the force data for the manual cadaver
insertions is plotted vs. time since the surgeon is inserting
into opaque bone, and there are no actuators to give position
information in real-time.

Fig. 9 shows the average final angular insertion depths for
each type of phantom and cadaver insertion. For phantom exper-
iments, we see that the inclusion of magnetic steering resulted in
deeper insertions on average compared to robotic-only or manual
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Fig. 8. Forces observed during manual cadaver insertions exhibited more
variability and larger, more frequent spikes compared to robotic methods.

Fig. 9. Comparison of the average final angular insertion depths for each
insertion method. Depths of individual insertions are shown as black rings.

insertions. The average angular insertion depth for the manual
insertions in cadavers was slightly higher than that of the other
methods. Note that a force threshold cutoff was not enforced in
these manual insertions.

The maximum temperature rise observed for the inner, mid-
dle, and outer Omnimagnet coils was 1.6 °C, 10 °C, and 34
°C, respectively. These values are all within the Omnimagnet’s
operating range. It is also important to note that the Omnimagnet
is never in direct contact with the patient, and is moved away
after EA insertion is complete.

In summary, in both phantom and cadaver experiments,
robotic insertions were smoother (with fewer force spikes) than
the manual insertions, and magnetic steering significantly re-
duced forces with respect to robotic insertion alone.

VI. TOWARD CLINICAL DEPLOYMENT

The system described in this letter was designed to be used
in experiments with live guinea pigs, and will have to be scaled
up (approximately 30%) to be used as a clinical system with
living humans. This is due to the increased distance between the
cochlea and the applied dipole. In [28], we found the optimal
placement and size of a spherical NdFeB permanent magnet
(i.e., an ideal dipole-field source), based upon the magnetic field
values suggested in [25] for the same embedded EA tip magnets
used here. We can use this result to design an equivalent-strength
(measured at the location of the cochlea) Omnimagnet. Alter-
natively or in addition, since the Omnimagnet can be rotated
such that only two coils are required, simply removing the
outermost coil and enlarging the other two would enable an
increase in strength that is independent of any increase in overall
size.

Note also that the magnetic torque that can be generated on
the magnet-tipped EA is a product of the applied field magnitude
and the strength of the permanent-magnet embedded in the
tip of the EA (which is proportional to its volume). When we
consider that volume scales cubically with length, we conclude
that substantial increases in torque can be achieved with even
modest increases in the size of the embedded magnet, which
are possible, since the magnets used in this letter took up less
than 40% of the cross-sectional area of the EA’s tip. Such an
increase may preclude the need for any size increase of the
Omnimagnet.

We performed a conservative sensitivity analysis to registra-
tion errors of the dipole-field source (i.e., the Omnimagnet) with
respect to the cochlea. We expect a worst-case 3.2% error in field
magnitude and 1.7◦ error in field direction due to a 1 mm error
in Omnimagnet position. We expect a worst-case 1.3% error in
field magnitude and 2.0◦ error in field direction due to a 1◦ error
in the Omnimagnet dipolem. These values should be insensitive
to changes in the size of the field source.

However, we also found that the dipole model used in (1)
has non-negligible error in the region of interest. In the future,
a calibrated model that includes the first three terms of the
magnetic-field expansion (the dipole term being the first) could
be used to reduce the modeling error to less than 1% [44].
Measuring the electrode position in real-time is challenging
because many of the traditional sensing methods used in robotics
(e.g., EM/optical tracking) either require line of sight, lack the
necessary accuracy, or are too large to integrate. Future work
could incorporate novel sensing methods to enable closed-loop
control.

VII. CONCLUSION

We have presented a new robotic system to improve cochlear
implant EA insertion. The primary goal of this system was to
build upon prior benchtop proof-of-concept magnetic steering
systems and transition toward a more clinically-focused design.
We developed a workflow for utilizing preoperative imaging
to compute patient-specific insertion vectors and a magnetic
guidance plan. Patient safety was improved by replacing an
actuated permanent magnet with a static electromagnet. We
also introduced the first nonmagnetic automated insertion tool,
which is capable of deploying and releasing clinical EAs with
a new set of tubes that accommodates tapered arrays and gently
releases the implant after deployment. Accurate pre-insertion
alignment of the insertion tool was achieved by incorporating
image-guidance software paired with an optical tracking system.
We experimentally validated the system by performing magnet-
ically steered robotic insertions in a ST phantom and a first-of-
its-kind magnetically steered robotic insertion into a cadaveric
cochlea, demonstrating in both cases that magnetic steering low-
ers forces by approximately 50% compared to robotic insertion
alone.

ACKNOWLEDGMENT

The authors thank Anandhan Dhanasingh of MED-EL for
fabricating the electrodes used in these experiments.

Authorized licensed use limited to: The University of Utah. Downloaded on February 21,2020 at 17:54:52 UTC from IEEE Xplore.  Restrictions apply. 



BRUNS et al.: MAGNETICALLY STEERED ROBOTIC INSERTION OF COCHLEAR-IMPLANT EAs 2247

REFERENCES

[1] The Ear Foundation, Cochlear implant information sheet, 2016. [On-
line]. Available: https://www.earfoundation.org.uk/hearing-technologies/
cochlear-implants /cochlear-implant-information-sheet

[2] B. S. Wilson and M. F. Dorman, “Cochlear implants: current designs and
future possibilities,” J. Rehabil. Res. Dev., vol. 45, no. 5, pp. 695–730,
2008.

[3] J. Pile and N. Simaan, “Characterization of friction and speed effects and
methods for detection of cochlear implant electrode tip fold-over,” in Proc.
IEEE Int. Conf. Robot. Autom., 2013, pp. 4409–4414.

[4] R. Yasin, M. Dedmon, N. Dillon, and N. Simaan, “Investigating variability
in cochlear implant electrode array alignment and the potential of visual-
ization guidance,” Int. J. Med. Robot., vol. 15, no. 9, 2019, Art. no. e2009.

[5] S. J. Rebscher, A. Hetherington, B. Bonham, P. Wardrop, D. Whinney,
and P. A. Leake, “Considerations for the design of future cochlear implant
electrode arrays: Electrode array stiffness, size and depth of insertion,” J.
Rehabil. Res. Dev., vol. 45, no. 5, 2008, Art. no. 731.

[6] A. N. Badi, T. R. Kertesz, R. K. Gurgel, C. Shelton, and R. A. Normann,
“Development of a novel eighth-nerve intraneural auditory neuroprosthe-
sis,” Laryngoscope, vol. 113, no. 5, pp. 833–842, 2003.

[7] A. Dalbert, A. Huber, N. Baumann, D. Veraguth, C. Roosli, and F. Pfiffner,
“Hearing preservation after cochlear implantation may improve long-term
word perception in the electric-only condition,” Otol. Neurotol., vol. 37,
no. 9, pp. 1314–1319, 2016.

[8] P. Mistrík, C. Jolly, D. Sieber, and I. Hochmair, “Challenging aspects
of contemporary cochlear implant electrode array design,” World J.
Otorhinolaryngology-Head Neck Surgery, vol. 3, no. 4, pp. 192–199, 2017.

[9] P. Wardrop, D. Whinney, S. J. Rebscher, J. T. Roland Jr, W. Luxford, and
P. A. Leake, “A temporal bone study of insertion trauma and intracochlear
position of cochlear implant electrodes. i: Comparison of nucleus banded
and nucleus contour electrodes,” Hearing Res., vol. 203, no. 1-2, pp. 54–67,
2005.

[10] M. A. Somdas, P. M. Li, D. M. Whiten, D. K. Eddington, and J. B. Nadol
Jr., “Quantitative evaluation of new bone and fibrous tissue in the cochlea
following cochlear implantation in the human,” Audiology Neurotology,
vol. 12, no. 5, pp. 277–284, 2007.

[11] K. A. Ryu, A.-R. Lyu, H. Park, J. W. Choi, G. M. Hur, and Y.-H. Park,
“Intracochlear bleeding enhances cochlear fibrosis and ossification: an
animal study,” PloS one, vol. 10, no. 8, 2015, Art. no. e0136617.

[12] O. Majdani et al., “Force measurement of insertion of cochlear implant
electrode arrays in vitro: comparison of surgeon to automated insertion
tool,” Acta Oto-Laryngologica, vol. 130, no. 1, pp. 31–36, 2010.

[13] J. Zhang, S. Bhattacharyya, and N. Simaan, “Model and parameter identi-
fication of friction during robotic insertion of cochlear-implant electrode
arrays,” in Proc. IEEE Int. Conf. Robot. Autom., 2009, pp. 3859–3864.

[14] J. Zhang, J. T. Roland, S. Manolidis, and N. Simaan, “Optimal path
planning for robotic insertion of steerable electrode arrays in cochlear
implant surgery,” J. Med. Devices, vol. 3, no. 1, 2009, Art. no. 011001.

[15] J. Pile and N. Simaan, “Modeling, design, and evaluation of a parallel robot
for cochlear implant surgery,” IEEE/ASME Trans. Mechatronics, vol. 19,
no. 6, pp. 1746–1755, Dec. 2014.

[16] R. F. Labadie et al., “Minimally invasive image-guided cochlear implan-
tation surgery: First report of clinical implementation,” Laryngoscope,
vol. 124, no. 8, pp. 1915–1922, 2014.

[17] M. Caversaccio et al., “Robotic cochlear implantation: surgical procedure
and first clinical experience,” Acta Oto-Laryngologica, vol. 137, no. 4,
pp. 447–454, 2017.

[18] L. B. Kratchman et al., “A manually operated, advance off-stylet insertion
tool for minimally invasive cochlear implantation surgery,” IEEE Trans.
Biomed. Eng., vol. 59, no. 10, pp. 2792–2800, Oct. 2012.

[19] M. Miroir, Y. Nguyen, G. Kazmitcheff, E. Ferrary, O. Sterkers, and
A. B. Grayeli, “Friction force measurement during cochlear implant
insertion: application to a force-controlled insertion tool design,” Otol.
Neurotol., vol. 33, no. 6, pp. 1092–1100, 2012.

[20] A. Hussong, T. S. Rau, T. Ortmaier, B. Heimann, T. Lenarz, and
O. Majdani, “An automated insertion tool for cochlear implants: another
step towards atraumatic cochlear implant surgery,” Int. J. Comput. Assist.
Radiol. Surg., vol. 5, no. 2, pp. 163–171, 2010.

[21] D. Schurzig, R. F. Labadie, A. Hussong, T. S. Rau, and R. J. Webster III,
“Design of a tool integrating force sensing with automated insertion in
cochlear implantation,” IEEE/ASME Trans. Mechatronics, vol. 17, no. 2,
pp. 381–389, Apr. 2012.

[22] P. Wilkening et al., “Evaluation of virtual fixtures for robot-assisted
cochlear implant insertion,” in Proc. 5th IEEE RAS/EMBS Int. Conf.
Biomed. Robot. Biomechatronics, 2014, pp. 332–338.

[23] B. P. O’Connell et al., “Insertion depth impacts speech perception and
hearing preservation for lateral wall electrodes,” Laryngoscope, vol. 127,
no. 10, pp. 2352–2357, 2017.

[24] J. R. Clark, L. Leon, F. M. Warren, and J. J. Abbott, “Magnetic guidance of
cochlear implants: Proof-of-concept and initial feasibility study,” J. Med.
Devices, vol. 6, no. 3, 2012, Art. no. 035002.

[25] L. Leon, F. M. Warren, and J. J. Abbott, “An in-vitro insertion-force study
of magnetically guided lateral-wall cochlear-implant electrode arrays,”
Otol. Neurotol., vol. 39, no. 2, pp. e63–e73, 2018.

[26] L. Leon, M. S. Cavilla, M. B. Doran, F. M. Warren, and J. J. Abbott,
“Scala-tympani phantom with cochleostomy and round-window openings
for cochlear-implant insertion experiments,” J. Med. Devices, vol. 8,
no. 4, 2014, Art. no. 041010.

[27] L. B. Kratchman, T. L. Bruns, J. J. Abbott, and R. J. Webster III,
“Guiding elastic rods with a robot-manipulated magnet for medi-
cal applications,” IEEE Trans. Robot., vol. 33, no. 1, pp. 227–233,
Feb. 2017.

[28] L. Leon, F. M. Warren, and J. J. Abbott, “Optimizing the mag-
netic dipole-field source for magnetically guided cochlear-implant
electrode-array insertions,” J. Med. Robot. Res., vol. 3, no. 1, 2018,
Art. no. 1850004.

[29] J. H. Noble, B. M. Dawant, F. M. Warren, and R. F. Labadie, “Automatic
identification and 3-d rendering of temporal bone anatomy,” Otol. Neuro-
tol., vol. 30, no. 4, 2009, Art. no. 436.

[30] J. H. Noble, F. M. Warren, R. F. Labadie, B. Dawant, and J. M. Fitzpatrick,
“Determination of drill paths for percutaneous cochlear access accounting
for target positioning error,” in Proc. SPIE Med. Imag., vol. 6509, 2007,
p. 650925.

[31] T. L. Bruns and R. J. Webster III, “An image guidance system for position-
ing robotic cochlear implant insertion tools,” in Proc. SPIE Med. Imag.,
2017, vol. 10135, pp. 199–204.

[32] A. J. Petruska and J. J. Abbott, “Omnimagnet: An omnidirectional electro-
magnet for controlled dipole-field generation,” IEEE Trans. Magn., vol. 50,
no. 7, pp. 1–10, Jul. 2014.

[33] A. Fedorov et al., “3D Slicer as an image computing platform for the
quantitative imaging network,” Magnetic Reson. Imag., vol. 30, no. 9,
pp. 1323–1341, 2012.

[34] T. Ungi, A. Lasso, and G. Fichtinger, “Open-source platforms for navi-
gated image-guided interventions,” Med. Image Anal., vol. 100, no. 33,
pp. 181–186, 2016.

[35] M. Quigley et al., “ROS: an open-source robot operating system,” in Proc.
ICRA Workshop Open Source Softw., Kobe, Japan, 2009, vol. 3, no. 3.2.,
Art. no. 5.

[36] L. Sliker, G. Ciuti, M. Rentschler, and A. Menciassi, “Magnetically driven
medical devices: a review,” Expert Rev. Med. Devices, vol. 12, no. 6,
pp. 737–752, 2015.

[37] J. J. Abbott, E. Diller, and A. J. Petruska, “Magnetic methods in robotics,”
Annu. Rev. Cont. Robot. Autom., vol. 3, pp. 2.1–2.34, 2020.

[38] V. Hartwig, G. Giovannetti, N. Vanello, M. Lombardi, L. Landini, and S.
Simi, “Biological effects and safety in magnetic resonance imaging: A
review,” Int. J. Environ. Res. Public Health, vol. 6, no. 6, pp. 1778–1798,
2009.

[39] International Commission on Non-Ionizing Radiation Protection, “Guide-
lines on limits of exposure to static magnetic fields,” Health Phys., vol. 96,
no. 4, pp. 504–514, 2009.

[40] D. J. Schaefer, J. D. Bourland, and J. A. Nyenhuis, “Review of patient
safety in time-varying gradient fields,” J. Magn. Reson. Imag., vol. 12,
no. 1, pp. 12–20, 2000.

[41] A. Dhanasingh and C. Jolly, “An overview of cochlear implant electrode
array designs,” Hearing Res., vol. 356, pp. 93–103, 2017.

[42] J. H. Noble, R. F. Labadie, O. Majdani, and B. M. Dawant, “Automatic
segmentation of intracochlear anatomy in conventional CT,” IEEE Trans.
Biomed. Eng., vol. 58, no. 9, pp. 2625–2632, Sep. 2011.

[43] J. H. Noble, O. Majdani, R. F. Labadie, B. Dawant, and
J. M. Fitzpatrick, “Automatic determination of optimal linear drilling
trajectories for cochlear access accounting for drill-positioning error,” Int.
J. Med. Robot., vol. 6, no. 3, pp. 281–290, 2010.

[44] A. J. Petruska, J. Edelmann, and B. J. Nelson, “Model-based calibration
for magnetic manipulation,” IEEE Trans. Magn., vol. 53, no. 7, Jan. 2017,
Art. no. 4900206.

Authorized licensed use limited to: The University of Utah. Downloaded on February 21,2020 at 17:54:52 UTC from IEEE Xplore.  Restrictions apply. 

https://www.earfoundation.org.uk/hearing-technologies/cochlear-implants ignorespaces /cochlear-implant-information-sheet


<<
  /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 false
  /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


