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PREOPERATIVE SURGICAL PLANNING
FOR ROBOT-ASSISTED LIVER
TUMOUR ABLATION THERAPY BASED
ON COLLISION-FREE
REACHABLE WORKSPACES
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Abstract

To destroy an entire tumour with the minimum damage to healthy
tissue using robotic-assisted liver tumour coagulation therapy, the
surgeon should manually determine the needle-insertion path and
the entry point based on a reconstructed three-dimensional (3D)
model of the liver and the operating environment. However,
existing preoperative planning methods depend on the skill of the
surgeon, which has implications for the surgeon’s workload. Because
of a lack of tactile feedback and limited 3D visualization space,
this preoperative planning must be iterated many times until an
optimal needle-insertion path can be obtained. Here we propose
a preoperative planning method that determines the collision-free
reachable workspace (CFRW) of the needle, from which the surgeon
can select a feasible needle-insertion path, or the optimal needle-
insertion path can be automatically chosen with some optimization
criteria. Based on a mathematical description of the critical
structures, an analytical expression of the CFRW of the needle is
obtained, whereby the needle-insertion path can avoid interference
with blood vessels, ribs and other obstacles. This work provides
an effective and accurate method to aid the surgeon in selecting a
needle-insertion path, which can improve the efficiency and safety
of the operation, as well as significantly reduce the surgeon’s

workload.
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1. Introduction

Over the past decade, ablation therapy, which is minimally
invasive surgery, has become widely used in clinical treat-
ment of malignant liver tumours [1], due to the benefits
in pain relief for patients, avoiding infection, reducing the
recovery time and overall low cost. Recently, dexterous
robot systems have been introduced, including the 3D ul-
trasound (US) image-guided robotic system developed by
our group for improved microwave (MW) ablation of ma-
lignant liver tumours [2]. Typical operation procedures us-
ing this robotic system consist of three steps: preoperative
surgical planning, intraoperative therapy and postopera-
tive assessment. Figure 1 shows a diagram of operation
of the robotic-assisted liver tumour coagulation therapy
(RALTCT) system. During the preoperative step, the
surgeon carried out surgical planning to identify a feasible
needle-insertion path and the corresponding entry point
with the help of a 3D liver tumour model reconstructed
using a free-hand tracked US imaging module. In the intra-
operative step, the robot then accurately places the needle
into the target according to the planned path. Intensive
experiments have been carried out, as reported by us pre-
viously, which indicate that a significant improvement of
the needle placement accuracy could be achieved using the
robot-assisted system [2]. Therefore, with a suitable pre-
operative planning strategy, the robot system is expected
to enable complete destruction of malignant tumours with
minimal damage to healthy tissue.

Of these three operating steps, the preoperative plan-
ning is the most important, as it affects all of the sub-
sequent steps and thus determines the overall treatment
effectiveness. The primary objective of preoperative plan-
ning is to identify the optimal needle-insertion path to
the target without damaging important organs or tissues
(e.g., ribs or primary blood vessels). However, with manual
preoperative planning, the experience and skill of the sur-
geon significantly affects the chances of complete ablation,
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Figure 1. A diagram of the operation procedure of the RALTCT system.

as well as the risks of complications. Moreover, the selec-
tion of an appropriate path must be repeated several times
until a feasible needle-insertion path can be obtained, dur-
ing which many clinical constrains and the constraints of
the movement of the robot should be taken into account by
the surgeon manually. For this reason, the existing preop-
erative planning method requires improvement to reduce
the surgeon’s workload and enhance the planning efficiency
and quality.

2. Related Work

In the following, we review related planning methods for
robot-assisted surgery. These methods can be classified
into: computer-assisted manual planning (CAMP), semi-
autonomous planning (SAP) and autonomous planning
(AP), according to the level of manual interaction during
planning.

Of these three methods, CAMP requires the highest
level of manual interaction. For example, Peterhans et al.
[3] developed a 3D surgical planning navigation platform
that is suitable for clinical laparotomy of liver cancer. The
navigation platform provides an effective 3D model of the
liver, rapid intraoperative registration and precise track-
ing for surgical instruments. The navigation platform has
already successfully assisted surgeons in carrying out nine
surgical operations. Using the analysis of computed to-
mography (CT) image data, Shevchenko et al. [4] recon-
structed the 3D shape of blood vessels and the tumour in-
side the liver using automatic and semi-automatic segmen-
tation techniques. The distance between the tumour and
major blood vessels was obtained via risk analysis [5], and
the blood vessels that were most at greatest risk of damage
were identified. This information can be used to assist the
surgeon in preoperative planning. Chen et al. [6] reported
a computer-aided liver surgical planning system composed
of three modules: liver segmentation, vessel extraction,
and visualization and interaction to prepare a virtual en-
vironment for surgical planning. Zhong et al. [7] proposed
a computer-based surgical simulation to track the position
of the surgical instrument and render force feedback to the
user. Banz et al. [8] provided an analysis and assessment
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of suitable indications for image guidance in the domain
of open liver surgery. The surgical navigation system has
a sterile, transparent drap, which is used to interact with
surgical team, and an optical tracking camera to monitor
any interference between the tracking line and other ob-
jects. The surgical instruments and the US probe were
attached with geometric instrument calibration for spatial
tracking. Abdullah et al. [9] reported a Maxio worksta-
tion for simulation and treatment planning. The appli-
cation software allowed 2D and 3D visualization to help
the operator select the entry point of insertion manually.
Then, the operator ensures or modifies the insertion trajec-
tory by manually scrolling the image to determine whether
the needle trajectory interfere with any critical structures.
Scherer et al. [10] present a navigation system that con-
sists of a display system, a set of tracked devices used for
spatial localization and a localizing system to track these
instruments in surgical space. The surgeons can interact
with the system through the touch screens. Chebbi et al.
[11] present a collaborative hapto-visual virtual system for
simulating a surgery environment and graphical rendering.
It can assist users to perform simple tasks and evaluate
their performance by sensing their movements through the
haptic device. Cristina et al. [12] reported a system
called VirSSPA, which generates personalized biomodels
of patients in virtual reality, using techniques including
image analysis, segmentation and modelling. The system
can support interventions and training of surgeons. The
3D Slicer [13] and the NeuroMateT™neurosurgical robot
[14] also use such CAMP methods. With the assistance of
the surgical navigation software, these systems allow the
surgeon to interactively select key points (i.e., entry and
target points) for needle insertion and to assess the surgi-
cal plan via simulations. Moreover, based on a criterion
such as the needle-insertion length, which is calculated
by the software, the display of the medical tools and the
view of the important tissues close to the medical tools,
the surgeon can adjust the surgical plan to identify the
optimal needle-insertion path or amend a plan. CAMP
is a relatively low-efficiency technique, and the plans gen-
erated using it still depend on the surgeon’s experience.
In summary, CAMP is suitable for a relatively simple



surgery, such as neurosurgery or single-needle insertion in
abdominal surgery.

SAP requires an intermediate level of manual interac-
tion. With this method, explicit planning principles, which
can be translated to mathematical models, are handled by
the computer and/or the medical robot. Empirical factors
and uncertainties during the planning process are handled
by the surgeon. With computer-assisted SAP, the robot
can adjust its path according to certain control strategies
and/or affect the manual input via certain feedback mech-
anisms; e.g., haptic/tactile feedback [15]. The concept
of a “virtual fixture” (VF) [16]-[18] is commonly used in
SAP. Park et al. [19] reported a planning method by
establishing a VF-based “virtual wall”. This method may
prevent medical tools from entering certain restricted ar-
eas when using the Zeus surgical robot for cardiac surgery.
Kapoor et al. [20] reported a VF-based task primitive
library such that the surgical operation is transformed
into a constrained optimization problem, which is used to
assist in surgical planning. Duan et al. [21] present a
semi-automatic planning method to decide the placement
of the radiofrequency ablation (RFA) needle. A cost func-
tion is defined, where the number of needle, number of
voxels in each spherical destruction and the target are all
considered. Then, the downhill simplex optimization is
used to find the optimal needle placement. However, lots
of constraints in real surgery were not considered, such as
the insertion path cannot be too close to the vital tissues,
the shortest insertion path and so on. Ren et al. [22] de-
veloped a semi-automatic planning and guidance method
for multiple overlapping RFAs. Multiple-objective opti-
mization, including both clinical and technical constraints,
was used. However, at the beginning, the clinician must
specify a set of entry points manually. Thus, the optimal
results are local optima. This method can be used for both
preoperative and intraoperative planning, because the al-
gorithm can be implemented in real time. One problem
with these method, however, is that it has many empirical
coefficients (the values must be identified experimentally),
which limits its further application.

AP is an efficient preoperative planning method that
requires very few manual interactions. It is based on 3D
imaging information and parameterized empirical models,
and an appropriate surgical plan can be obtained using
optimization methods. The planning results mainly de-
pend on empirical models, rather than the surgeon’s ex-
perience. For this reason, AP is commonly used in robot-
assisted cardiovascular surgery [23], [24] and neurosurgery
[25] because the empirical models (which are translated
into mathematical criteria suitable for optimization) are
considered well established. Shamir et al. [26] reported
a preoperative planning method for selecting the safest
insertion path for straight tools in image-guided keyhole
neurosurgery. With their method, the trajectory risk
was evaluated based on the uncertainty in the tool place-
ment, the proximity of critical brain structures and on a
predefined table of quantitative geometric risk measures.
Essert et al. [27] reported an optimal electrode trajectory
planning method to assist surgeons in deep brain stimu-
lation. Optimization of possible solutions proceeds using

442

a formal geometric solver using multimodal brain images
and a template. To use AP in robot-assisted abdominal
interventions, the procedure should be thoroughly studied
to establish appropriate empirical models and optimiza-
tion criteria. The insertion depth, volume of healthy tissue
that is ablated and the distances between the needle and
important organs are candidates for optimization criteria.
Baegert [28], [29] and Villard [30] reported an automatic
insertion-trajectory planning method based on hard con-
straints, which was used to determine the insertion zones
on the skin. A given needle-insertion trajectory can then be
rated using a weighted sum that combines several soft con-
strains. However, some researchers have pointed out that
the weighted sum rating may be misleading [31]. Moreover,
the precision of the proposed algorithms is determined by
the discrete size of the surface, and an exact mathemati-
cal description of the insertion zones cannot be obtained.
Seitel et al. [31] extended the work of Baegert and Villard
to achieve a fast and robust implementation for automatic
or semi-automatic trajectory planning. The Pareto opti-
mality was used to consider insertion trajectories without
requiring weightings. Furthermore, the planning results
were based on mesh points of critical structures; therefore,
the resolution of the mesh should be carefully chosen to
balance the runtime and planning accuracy. Moreover, the
method was limited by the resolution of the screen that
was used. Schumann et al. [32], [33] developed a method,
in which a feasible insertion path for a given target can be
obtained based on techniques from the fields of computer
graphics and image processing, using the path constraints.
Kapoora et al. [34] developed an automatic surgical plan-
ning scheme by integrating virtual reality, haptic feedback
tools and real-time deformation analysis of soft tissues,
which enhances the realism of planning tool. With the
help of surgical planning, the optimal needle-insertion path
can be obtained. Chen et al. [35] reported a method
for searching electrode placements, which couples finite-
element method models of RFA with an optimization strat-
egy. Hasse et al. [36] reported an optimization procedure
to determine optimal probe positions with RFA surgery.
Using semi-finite constraints, they ensured that the probe
did not harm high-risk structures. Jaberzadeh et al. [37]
developed an automatic preoperative path planning algo-
rithm to propose a placement for multiple needles in 3D.
The location of liver, tumour, skin and vessels is recon-
structed firstly. And then the needle tip is placed at an
initial position manually. In reference [37], through, opti-
mization process, the needles’ placements are determined
with the optimization objective which is to maximize the
amount of frozen tumour and minimize non-damaged tu-
mour parts and damaged healthy tissue. However, a set
of feasible insertion paths was not obtained, and the con-
straints on the motion of the robot were not considered
during the surgical planning. The solution set is useful
for adjusting the planned insertion path to satisfy some
requirements during the surgery. For example, placement
of the US probe should enable monitoring of the process
of insertion to ensure safety during surgery [2]. With the
help of the solution set, the surgeon can easily adjust the
planned insertion path to satisfy these requirements.
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Figure 2. A flow chart describing the operation of the RALTCT system: (a) surgery environment and (b) operation process.

According to the above analysis, SAP or AP is more
suitable for MW ablation of liver tumours surgery as the
interaction between multiple manipulators of the robot and
the deformation of soft tissue during insertion should be
considered. In addition, a set of feasible insertion paths
is useful for surgeon to choose an available insertion path
or adjust the planned path. Therefore, in this paper, we
propose an SAP planning method. It is a mathematic
method of obtaining the set of all feasible needle-insertion
paths. Each path in this set should satisfy the clinical
requirements and the constraints of the motion of the robot,
including avoiding interference with critical structures, and
the constraint that the insertion depth should less than
the length of the needle and so on. With the aid of the
solution set, even an inexperienced surgeon can select a
feasible needle-insertion path rapidly. Furthermore, with
appropriate optimization criteria, the proposed method
can be turned into the AP method to choose the optimal
needle-insertion path automatically in the solution set. The
contributions of our work are a mathematical description
of the critical structures in the abdominal cavity and the
analytical solution of the needle collision-free reachable
workspace (CFRW) used to verify that the needle-insertion
path within it will not interfere with the ribs or primary
blood vessels and could meet the clinical needs.

3. Materials and Methods

3.1 Operating Procedure and the Constrains for
Surgical Planning

Before discussing our approach to preoperative planning,
it is necessary to describe the operating procedure of the
RALTCT system to clarify the constraints and the purpose
of the preoperative planning. In the following, we describe
the operating procedure in detail.

The procedure of the RALTCT system can be divided
into three steps: preoperative surgical planning, intraop-
erative therapy and postoperative assessment [2]. Figure 2
shows a flow chart describing this process.

During the preoperative step, the tasks include the
calibration of the robot, a two-dimensional (2D) liver tu-
mour scan, 3D liver tumour model reconstruction, target
point selection (the optimal location to destruct the entire

443

malignant liver tumour specified by the surgical naviga-
tion software), and planning of the needle-insertion path,
which depends on the surgeon’s experience and the recon-
structed 3D operating environment. It should be noted
that the planned needle-insertion path should avoid any
vital organs or tissues (e.g., primary blood vessels or ribs).

In the intraoperative step, the first task is to transform
the different coordinate systems (e.g., the robot frame, the
physical patient frame and the 3D reconstructed model
frame) into a uniform frame (generally the robot frame)
using an electro-magnetic (EM) tracking device, such as
the Ascension Bird ™position sensor of the RALTCT
system. The planned needle-insertion path is then mapped
to the uniform frame such that the robot can move to
the desired pose (position and orientation) according to
the calculated joint angles corresponding to the planned
needle-insertion path. The needle is then inserted manually
through a needle-guiding device at the end of the robot,
and at the same time, the treatment is conducted with
real-time monitoring of the surgical navigation software to
ensure safety. It is should be noted that the patient must
hold their breath during insertion to maintain the body
static, resulting in better operation accuracy.

In the postoperative step, the surgeon collects surgical
information to evaluate the effectiveness of the operation.

Clearly planning of the needle-insertion path is im-
portant in the RALTCT system for MW ablation of ma-
lignant liver tumours. With the RALTCT system, pre-
operative planning focuses on the needle-insertion path
planning. The abdominal operation environment is compli-
cated. As shown in Fig. 3, there is much important tissue
and many organs. The basic requirements of the needle-
insertion path are that the path should avoid interference
with these important anatomical structures, to meet the
needle kinematic constraints, and to guide the tip of the
needle precisely to the target. Therefore, the constraints
for the insertion path planning include the following: (1)
The needle-insertion path should avoid interfering with the
obstacles in the abdominal operation environment, such as
blood vessels, ribs. Because unavoidable deviation from a
planned path in practice may cause a fatal injury, needle-
insertion paths that are very close to vital organs should
be abandoned. (2) To destroy the entire tumour with
the minimum damage and decrease the recurrence rate,
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the tip of the needle should reach the target in the tu-
mour accurately. (3) The insertion path should be shorter
than the length of the needle, and (4) the needle-insertion
path should meet the movement capabilities of the robot.
In other words, the planned insertion path can be carried
out by the robot.

Traditionally, planning is performed based on 2D slices
of CT or magnetic resonance imaging scans. However,
the identification of an optimal access path to the target
under consideration of the abovementioned constraints can
be challenging using visualization alone. Note that, cur-
rently, the needle-insertion path is determined manually,
and hence relies on the surgeon’s skill; the accuracy of
the operation is therefore dependent on the skill of the
surgeon, which limits the applications and increases the
surgeon’s workload. Additional, the identification of an
optimal access path to the target under consideration of
the abovementioned criteria can be challenging using the
traditional visualization alone. To address this, in this
paper we propose an approach to needle-insertion path
planning.

In summary, our proposed preoperative planning
method is expected to aid the surgeon (especially inex-
perienced surgeons) in rapidly selecting a feasible needle-
insertion path that satisfies the aforementioned basic
requirements.  To achieve the proposed preoperative
planning capabilities, we solve the CFRW of the needle,
determine a pose set, which the needle can reach without
interference between the needle and the obstacles, and
which satisfies the clinical constraints and the constraints
of the motion of the robot. The surgeon may then select
a needle-insertion path within the CFRW of the needle
easily. The advantage is that the needle-insertion path
in the CFRW can avoid collisions with structures in the
body, and can satisfy the clinical constraints.

3.2 Physical Model of the Needle

First, we introduce a simplified physical model of the nee-
dle, which is the foundation of our preoperative planning
strategy. With the RALTCT system, the desired pose of
the robot depends on the entry point P4 on the patient’s
abdominal epidermis and the target point Pp in the ma-
lignant tumour; therefore, the line connecting points P4
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and Pp is the needle-insertion path. The target point Pp
is automatically calculated using the surgical navigation
software, where the area of the malignant tumour is ex-
tracted from the scanned US images [2]. Therefore, the
free parameter of the needle-insertion path is the entry
point P4, and so needle-insertion path planning becomes
the problem of determining the entry point P4. With
such problems, physical models have been used previously,
whereby the target is generally regarded as a fixed point
in the space. The task then becomes determining the
entry point on the skin. For example, Seitel et al. [31]
simplified the physical model as a virtual camera fixed on
the target. This camera had a 360° panoramic view, and
the patients’ epidermis celiac, which can be seen from the
camera, was the entry point region corresponding to the
feasible needle-insertion path. The potential constraints of
the model are that the line-of-sight to the camera is not
blocked by the important structures within the abdomi-
nal cavity, and that the needle-insertion paths are straight
lines. Schumann’s research [32] was also based on a given
lesion target. A cylindrical projection method was used,
whereby the centre point was fixed on the lesion target.
The puncture paths were discrete, and the constraints and
feasible needle-insertion paths were determined. However,
none of these methods can obtain accurate mathematical
expressions for the feasible solution set of needle-insertion
paths.

In this work, an analytical method is proposed to ob-
tain the precise solution set of the feasible needle-insertion
paths. A physical model of the inserted needle is then
simplified as follows. Because the target point Pp is fixed,
the inserted needle can be regarded as an arm with a
single ball-hinge joint, that has three degrees of freedom
(DOF), and whereby the centre coincides with the target
point Pp (Fig. 4). Because rotation of the needle about
its axis will not affect the needle pose, the needle pose can
be represented by the other two rotational DOF. From the
above analysis, the target Pp is known at a given fixed
point in the space, and the entry point P4 is the planning
object. The movement poses of the arm correspond to the
needle-insertion paths. Each pose of the arm corresponds
to the entry point P4, (n=1,2,...,+00) on the abdominal
epidermis. The solution set of the feasible needle-insertion
path is a set of poses of the arm that do not interfere with
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Figure 4. Physical model of the needle.

any obstacles (i.e., blood vessels and ribs) and meet the
clinical constrains; this is the CFRW of the arm.

3.3 Analytical Description of the Boundary of the
Reachable Workspace of the Needle with No
Obstacles

Based on the single ball-hinge joint model of the needle
described in the previous section, here we provide an
analytical description of the boundaries of the reachable
workspace of the needle with no obstacles, which is based
on our previous work [38]. An analytical description of
the needle CFRW will then be analysed in detail in the
following section, where the obstacles (i.e., primary blood
vessels and ribs) are introduced to the surgical planning
environment.

We set up a global coordinate system 3., where the
z-axis is vertical and the origin coincides with Pp, as shown
in Fig. 5. Because rotation of the needle about its own
axis does not affect the pose of the needle, the pose can be
represented by the rotation angles 6 about the y-axis and
¢ about the z-axis. In the physical model of the needle,
the needle-insertion path may be considered as the pose of
the arm that corresponds to the angles 6 and ¢, and the
entry point is the intersection between the needle-insertion
path and the abdominal epidermis of the patient. Because
of the limited space of the abdomen and the length of
the inserted needle r, the angles # and ¢ are both finite
in the global coordinate system 3. Without considering
the obstacles (i.e., primary blood vessels and ribs), the
workspace of the needle-insertion path will be a 3D cone,
as shown in Fig. 5, where the boundaries of the workspace
in each 2D zy plane layered along the z-axis are circles.
When the obstacles are taken into account, we must solve
the needle CFRW in the global coordinate system 3, which
will be analysed in detail in the following section.

In the coordinate system >, the generalized coordi-
nates q =[z,v,2,0,¢]T € R® are used to describe the po-
sition and orientation of the needle, and the end-point of
the needle is given by P4 =[z,y,2]T € R®. In the system
where the needle can move around the ball-hinge joint, the
output coordinates’ dimensions of the generalized coordi-
nates are n, =3. The number of dimensions 0A of the
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Figure 5. The global coordinate system of the needle 3.

boundaries of the reachable workspace of the needle is
ny —1=2. Therefore, 0A is a 2D surface in three-
dimensional (3D) space. To simplify the calculations, the
boundaries are decomposed into a group of layers along
the z-axis in the global coordinate system X. In each zy
planar layer, the boundary is a 1D manifold. In this case,
the boundary in the 3D space is considered a group of 1D
manifolds. As shown in Fig. 5, for a given zy plane, the
needle may be considered a telescopic link. For the differ-
ent poses of the needle, the inserted length r is a variable
and only relates to the rotation angles 6. This is consistent
with the actual physical insertion properties of the needle
during surgery; i.e., the length of the needle into the skin
differs when the insertion angle varies.

To simplify the calculations, the boundaries of the
reachable workspace of the needle are decomposed into
a group of layers to be solved. The zy plane with
z1=h,h€ RT is described as the 2; plane, as shown in
Fig. 5, and then the coordinates x,y of the intersection
point P4 between the needle and the z; plane can be rep-
resented as a function of the angles of rotation 6 and ¢ at
the needle pose q as follows:

= h X tanf X cos ¢
(1)

y=hXxtanf x sinp

The following kinematic constraints in the global co-
ordinate system ¥ are applied:

x —h x tanf x cos g
@:

y —h x tanf X sin @

=0

where z,y, 6 and ¢ are variables and & is a constant.
The parameters 6 and ¢ are subject to the following
constraints:

emin S 0]' S emax

Pmin < ©j < Pmax



The limits of the two parameters are set based on the
clinical constraints and constraints of the motion of the
robot. For example, there must always be a safety margin
around target, and the length of inserted needle should be
shorter than the needle length. Based on the US image
of the patient and the 3D reconstructed model of liver,
the constraints can be translated into the limits of these
two parameters. Based on the structure of the robot, we
know that the insertion angle, which is determined by the
two parameters 6 and ¢, is also limited by joints four and
five of the robot [2]. The limits of these two parameters
can be calculated from the robot kinematics, and the final
parameters Opnin, Gmax, Pmin and @max can be determined
by integrating all of the constraints.

To transform the inequality constraints to equality
constraints, the unconstrained variables v; and v, are
introduced; (3) is then rewritten as follows:

—_

1
9j = §(amax + emin) + *(emax - emin) sin w1

[\]

(4)

1 1 .
Y; = 5(@max + Qomin) + §(§0max - @min) S wq

By substituting this expression into (2), we may elim-
inate the inequalities through the use of the variables vy
and vs.

In the 21 plane, the output coordinates are u= [z, y]7,
and v = [v1, v2]T are the input coordinates. The intermedi-
ate coordinates are w =0 and z=[w”, vT]T =v. Based
on the kinematic constraint equation ® and the vector z,
the sub-Jacobian matrix ®, (i.e., the Jacobian of ® with
respect to z) can be solved. We then arrive at an analytical
description of the boundaries of the reachable workspace
of the needle with no obstacles; i.e.,

®(u,z)
&, (u,2)C
¢"¢-1

G(z) = =0, (5)

where ¢ €R?, & =[uT,27,¢"])T. This equation contains
five expressions and six variables, and the number of di-
mensions of JA is one.

An analytical description of the boundaries of the
reachable workspace of the needle in the other zy-planar
layers can be obtained using the same method, only by
changing the value of h. Therefore, the set of 1D boundaries
at each zy plane is the 3D boundary of the reachable
workspace of the needle.

3.4 Analytical Description of the Boundary of the
Needle CFRW

The environment of the abdominal operation is compli-
cated. There are many important tissues and organs
around the liver, which are located in a narrow space, some
of which are located under the ribs. In the liver, there
resides the portal vein and other primary blood vessels.
The needle-insertion path must avoid interference with the
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Figure 6. The global coordinate system ¥ and the local
coordinate system X'.

primary blood vessels and ribs to ensure safety of the op-
eration. In our simplified mathematical model, primary
blood vessels and ribs are considered as obstacles, and the
needle is considered as an arm with two DOF's and a single
ball-hinge joint (note that we have neglected the DOF due
to rotation about its own axis because of the symmetry
of the needle). Using the mathematical model, we can
describe the complex physical environment. Because of
the variations among patients (such as the location and
shape of primary blood vessels and ribs), here we describe
a generalized method to obtain an analytical description of
the boundaries of the needle CFRW. The criterion is the
basis for the computation and visualization of the bound-
ary surfaces, while the boundary surface is the basis of the
optimal needle-insertion path in the preoperative planning.
The primary benefit of this approach is that the analytical
criterion of the boundaries is convenient for the subsequent
selection of the needle-insertion path.

The mathematical descriptions of the needle and the
obstacles (ribs and primary blood vessels) are the prereq-
uisites of the boundary of the needle CFRW. The needle
is described as a cylinder, whereas a third-order continu-
ously differentiable super-quadric [39], [40] is employed to
represent the obstacles.

The mathematical description of the needle segment
inserted within the abdominal cavity is represented. The
mathematical description of the needle varies with different
poses, and so we use a local coordinate system Y’ for the
needle, where the z’-axis coincides with the axis of the
needle and the origin o’ corresponds to the centre of the
needle, as shown in Fig. 6.

The curved surface of the needle can be represented by
a super-quadric, with a canonical form as in (6) in the local
coordinate system ¥’, which is attached to the geometric
centre of the needle, i.e.,

Freeare([b: by, U2]T) = (07,/60)° + (b, /0.1)°
+(v./0.1)* — 1,000 = 0

(6)
where [b),,b],b,]" is the point coordinate for the needle

curved surface in ¥'.



We consider the local coordinate system of the needle

3" as shown in Fig. 6, which varies with the motion of
needle. The z"-axis of the coordinate system X coincides
with the axis of needle, and the origin o’ coincides with
the tip of the needle and also with the target point Pg.
Let T be the homogeneous transformation matrix between
the local coordinate system X’ and the local coordinate
system X'; the relationship between the point coordinates
07, by, b7]" in the local coordinate system " and point
in the local coordinate system X'

coordinates [0/, b, b,]"
can be expressed as follows:

[, by, b2" = T, b, b.]" (7)

Because the length r of the needle is constant, T can
be expressed as follows:

1 00 0 cos(m/2) 0 sin(w/2) 0

0 1.0 O 0 1 0 0
T =

0 0 1 r/2||—sin(x/2) 0 cos(n/2) 0

0 0 0 1 0 0 0 1

(8)

Let T, be the homogeneous transformation matrix
from the local coordinate system X’ to the global coor-
dinate system ; the point coordinates [, b/, b7]" in the
local coordinate system %" can be converted by [by, by, b,]T
in the global coordinate system ¥ as follows:

(b, by, b, 1T = T, [0, 67,07, 1]

z) Yys Yz (9)
The pose of the needle g corresponds to the rotation

angles 6 and ¢ in the global coordinate system ¥; thus, we

may obtain the transformation matrix T, as follows:

cose —sing 0 0 cosf@ 0 sinf 0
sinp cose 0 0 0 1 0 O
o 0 1 0| |-sin0 0 cost 0
0 0 0 1 0 0o 0 1

(10)

According to (6)—(10), the function fpeedre describing
the curved surface of the needle in the global coordinate
system 3 can be obtained.

The points of obstacles (ribs and primary blood vessels)
can be obtained from segmentation of the reconstructed
3D model [2]. These sample points are then used to obtain
implicit polynomials describing the obstacles, which will
be discussed in detail in the following section. To obtain
the analytical description of the boundary of the needle
CFRW, we take a rib as an obstacle. In this section, the
rib is represented by a super-quadric with canonical form
[41]; i.e.,

f([a;na;/’ alz]T) =
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where [a},,a),,a’]" € R* are the coordinates of a point of
the curved surface of the rib in the canonical coordinate
system; a1, as and ag indicate the semi-axis length of the
super-quadric along the x, y and z axes, respectively, which
can be determined from least squares fitting. Note that
f(lal,,a},,a’]") is a third-order continuously differentiable
convex function [39].

The location of the rib relative to the target in the
global coordinate system Y can be represented using the
homogeneous transformation based on the image segmen-
tation results. For this reason, the function f.;;, describing
the surface of the rib in the global coordinate system X
may be obtained.

Similarly, the other obstacles (primary blood vessels)
may also be represented by f,ps as third-order continuously
differentiable implicit polynomials.

Once the mathematical descriptions of the obstacles
and the needle are obtained, the collision-free equation
describing the needle and obstacles can be formulated as
follows [38]:

_8f0(77) + A\ 8fneedle(‘]a77) NI 8fobs(7]) ]

on on an
,fneedle(Q777) + 51
! __ —
e = Fobs (1) + 52 =0
LSe — pe
i ||ag_bg||§_’72_5§ |

(12)

where a, = [ay,ay,a.]T, by=[bz,by, b7, n= [agT, b;{]T,

fom)=llag — bgH; and A=[A;, 2]T is a 2x 1 vector of
Lagrange multipliers; L is a 2 x 2 diagonal matrix of \;
and Ag; S is a 2 x 2 diagonal matrix containing the slack
variables s; and sp; e=[1,1]T; and y>0 is the safe-
distance parameter. It is important to minimize the risk of
fatal injuries, and hence, « can be determined according to
clinical requirements. The term p is the barrier parameter
and sg4 is a slack variable. Note that (12) is composed of 11
expressions with 11 variables, and wy = [n7, AT, sT, s4]7.

It appears that the boundaries of the CFRW of the
needle can also be described as a 3D surface. To simplify
the calculations, these boundaries are also decomposed into
a group of layers along the z-axis in the global coordinate
system Y. In each xy planar layer, the boundary is a
1D manifold, and the boundaries in the 3D space can be
considered as a group of 1D manifolds. The equations
describing the kinematic constraints of the needle in the
global coordinate system ¥ in the z; plane were established
in the previous section.

By combing (2) and (12), we may obtain the following
extended set of constraint equations:

- i}
o =
q)l

=0 (13)



The analytical criterion describing of the boundaries
of the needle CFRW can be expressed as follows:

T ~
where U:[I,y] ) Z:[a:mayaaZ)b:mbyvaaA17A27515827

- 1T ~
T ET,fT} € R?® and € is a unit vector

Sq,v1,v9) 7, T = [u
with dimensionality 13. As (14) contains 27 expressions,
G(Z) : R*® — RY".

The boundaries of the needle CFRW are obtained as a
1D manifold in the z; plane. The boundaries of the needle
CFRW in the other z planes may be obtained in the same
way, except for the adjusted parameter h (h € [0, hmax],
where hp,ax is determined based on the clinical conditions).
The 3D boundary of the needle CFRW comprises a group
of boundaries of the needle CFRW in the z planes. A line
that connects any of the points on the boundaries on any
of the z planes with Pg will not interfere with obstacles
and also meet the clinical constrains.

3.5 Mathematical Description of the Obstacles

In this section, we use implicit polynomials to describe the
obstacles (i.e., blood vessels and ribs) in the surgical envi-
ronment of the abdominal cavity, as well as the abdominal
epidermis. The mathematical descriptions of those objects
provide constraints for surgical planning of the medical
robotic.

As the sample points of obstacles are obtained from
segmentation of the reconstructed 3D model [2], the fitting
problem is as follows: given a set of points, find an analytic
surface that passes close to these points. Based on the
definition of the implicit polynomials, the surface of the
objects in the space can be described as zero-sets of the
smooth function f : R3— RY; ie., Z(f)={z : f(x)=0,
x € R3}, which has the following properties:

{z|f(z) =0,z € R3} : denotes the objects’ surface
{z|f(z) > 0,2 € R3} : denotes the outside of objects

{z|f(z) <0,z € R®} : denotes the inside of objects
(15)

To obtain the implicit polynomials Z(f), we let

y = f(z) be a single-variable function, where x can be any

point, f(z)#0, and z is the closest point on f to x; we
then obtain

0=f(z) = f(z) + f'(x)(z — @) (16)

therefore, we may write (z — 2)?~[f(z)]?/[f'(z)]?, where

(x — 2)? is the squared distance from x to the zero-set of f.

This conclusion can be generalized to describe the squared
distance for any point to the 3D surface [42]. Assuming
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that the implicit polynomials describing the surface of the
obstacles is given by C'={z : f(z) =0}, we may write

distance(s, O = PG [ (2502) (2] iy

(17)

where F(z)=(f(2))T and F(x)/0x is a 1x 3 Jacobian
matrix. Equation (17) may also be applied to the situation
whereby f(z) : R" — R*, where k <n and where the rank
of the k x n matrix OF (x)/0z is k.

The implicit polynomial f(x) may be written as
follows:

f(z)=FX (18)

where F' is a coefficient matrix and X is the correspond-
ing polynomial vector. For example, when we choose a
quadratic polynomial to describe the surface of the obsta-
cles in the surgical environment, the implicit polynomials
may written as

flz)=FX

X=[1 2 y a 2 2]T

2y zx Yy yr x

a10]

(19)

F:[Ch a2 a3 a4 a5 Aag Gy ag ag

By substituting (18) into (19), assuming that the
point set on the surface of the obstacles is given by
P={z, ..., xp} we obtain

T
distance(z, C)? %XTF[F(aX) (ax) FT]

-1

il FX
ox ox

(20)

From (17), the approximate mean of the squared dis-
tance from P to f(z) is given by

w33 el () ()] )

(21)

however, the computational burden required to minimize
®,(F) is considerable. By substituting a constant ma-

trix (1/p)>21<i<p {(8X/8m)(8XT/8x)} for variable ma-

trix (0X /0x) (8X /0x)", the approximate mean squared
distance can be obtained as follows:

&p(F)

1 T
_pz XT'F|F

1<i<p

-1
X oxT

{88 }FT FX

p

oxr Ox

1<i<

(22)



i.e., & (F) is the approximate mean squared distance from
P to the surface f(z) along the mean normal direction
to the surface. When the set of points describing the
surface of the obstacles is given, and the order of the
polynomial is known, the fitting to the surface of the
obstacles can be converted to minimize &,(F). The order
of the implicit polynomials describing the surface of the
obstacles in the surgical environment can then be obtained
using the following method.

The order of the fitting polynomials should be as
low as possible, because this reduces the computational
complexity and also avoids extraneous components that
may deviate from the surface of the obstacles [43].

Bezout’s theorem can be used to determine the order of
the implicit polynomials. Let C,, be the zero-sets of the
n-th-order polynomial, and let C,, be the zero-sets of the
m-~th-order polynomial. If the two polynomials have no
common component, the two zero-sets cannot meet at more
than n X m points.

Because the ribs and blood vessels are curved struc-
tures, and the blood vessels may bifurcate, the number of
intersection points between an obstacle and a line is four.
From Bezout’s theorem, as the order of linear polynomial
is one, the order of the implicit polynomials should be
four. The form of the implicit polynomials describing the
obstacles can be written as follows:

ag ai ag as a4
F = a12 a3 ai4 ais
ct@23 A24 A25 A26 Q27

as

aie

azs

flz) = FX
1 z oy x 22 zy ozx y? vy 2?28 2%
X =1 zx? 2wy Y3 y2? oyx? 2t iz owy? oyt Pz 22
x2d oy 23 xy? x2? a2t 2By 2l 2%y 2?2 2Pyz ayd

Gg ar as ag aipo aii---
a17 aig aig azp a1 a22- -
29 A3p G31 a32 a33 G34

(23)

Given the set of points and the degree of the polyno-
mials, the process of surface estimation becomes fitting to
the parameter matrix F' to minimize £,(F'). A nonlinear
least-squares algorithm [44] can be used to solve this prob-
lem; however, there are a number of shortcomings with this
approach. For example, it is sensitive to the initial value,
and a poor initial value may cause the result to fail to
converge. For these reasons, we chose another fast method
to solve this problem, which is not sensitive to the initial
value and better higher precision.

Based on the implicit polynomial describing the ribs
and blood vessels (equation (23)), we denote M =(1/p)

i XX and N=(1/p)Y ;. {(0X /00) (0X " jo)}
where NN is the identity matrix. It has been shown
[45] that the parameter matrix F that minimizes &,(F)
is the eigenvectors of M corresponding to the smallest
eigenvalue.

The algorithm to obtain the parameter matrix F' de-
scribing the implicit polynomials of the obstacles is as
follows:

1. Compute the diagonal decomposition of N = UT DU,

with UUT = I, D =diag(d,, ..., d,,)andd; > --- >

ds >dsy1=---=dp,=0.
2. Let Uy, --, U,, denote the rows of U, and let
Ui \/ld—l U,
1
Um NZR Us
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-1
3. Compute T = MHT [HMHT} H.

4. Compute L= G[I — T|MG".
5. Compute the eigenvectors of L, where )\ipcorresponds
to the smallest eigenvalue.
6. Compute F =AG[I — T].
The implicit polynomials describing the obstacles can
be obtained based on the sample data set. These results

can be used to provide constraints to solve the boundaries
of the needle CFRW.

3.6 Closest Distance between the Needle-Insertion
Path and the Critical Structures

Once the CFRW of the needle has been obtained, the
surgeon may select a feasible needle-insertion path. The
clinical constraints and the constraints on the motion of the
robot, including the insertion angle and insertion length
has been considered to solve the needle CFRW. During
surgery, needle-insertion paths that pass close to the critical
structures are considered dangerous. Therefore, we develop
an intraoperative risk analysis to obtain the closest distance
from the needle-insertion path to the critical structures to
rate the selected path. The core of surgical risk analysis
is calculating the closest distance between the needle and
critical structures, as well as the time parameters when the
distance between the needle and the obstacles is shortest.
During these critical times, the surgeon should be especially
vigilant. In this section, we calculate the times when
the distance between the needle and the obstacles is the



shortest using a non-discrete method. During the insertion
of the needle, the critical structures in the abdominal cavity
are stationary (relative to the macroscopic motion, soft
tissue deformation of the liver caused by the insertion can
be neglected). The needle has slow and uniform motion
along the needle-insertion path, aided by the guide sleeve
at the end of the robot and controlled manually by the
surgeon. We assume that the surfaces of the obstacles
and the needle can be described by fops(Obs;)=0 and
fNeedie(Needle;) =0 in their respective local coordinate
systems.

Suppose that the needle has uniform linear motion
along the direction of the unit vector g yeeqie, and that the
speed i8S U Needie- In the time interval [0, Tynax], the problem
of solving the shortest distance between the needle and
the obstacles can be converted into a convex optimization
problem [39] as follows:

Min |Obs, — Needleg||§

Subject to:  Obsy = Rops Obs; + p oy,

Needle; = R neeaie Needle, + pyecae

+ UNeedietg Needie
Jobs(0bs;) <0, fncedie(Needle;) <0
0<t< Thax

(24)

where Obs, is a point on the obstacle and Needle, is
a point on the needle in the global coordinate system:;
(Robs, Pops) and (R Needie, P Needie) aT€, respectively, the
transformation matrices from the local coordinate system
of the obstacles and the needle to the global coordinate
system.

We introduce the unconstrained variable ¢’ to describe
t as an equality constraint, so that ¢ can be expressed as
follows:

1 1
t= 7T‘max + 7T‘max Sil’l(t/)

5 5 (25)

By substituting (25) into (24), and substituting Obs,
and Needle, into the expressions for fops(Obs;) and
fneedie(Needley), (24) can be rewritten as follows:

Min ||Obs, — Needleg”g

Subject to:  fops(Obsg) <0, fneedie(INeedleg) <0

(26)

Then, (26) can be transformed to the form of nonlinear
optimization problem as follows:

Min Jo(X)

f(X)+s=0,s>0

(27)
Subject to:

2 T T 4 T
where fo=(|Obs, — Needle,|3; X = [Obs], Needle] .|

is a 7x1 column vector; s is a 2 x 1 column vector
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containing the slack variables s; and so; f : R® — R? is the
two inequality constraints in (26).

The Karush-Kuhn-Tucker (KKT) condition [39] de-
scribes the necessary and sufficient conditions to solve the
shortest distance problem, and the closest points (corre-
sponding to the shortest distance) lie on a curved surface
of the two objects. Using the KKT condition, (27) can be
expressed as the following set of nonlinear equations:

Vo(X) + (VF(X)TA=0
f(X)+s=0

LSe =0

where A= [\, \2]? are the Lagrange multipliers; L is a
2 x 2 diagonal matrix containing A\; and Ay, S is a 2x 2
diagonal matrix of slack variables s; and sz, and e = [1,1]7.

To avoid the problem whereby the general iterative
method depends on the initial value, we choose the interior
point method [39], [46] to transfer (28) to the following
form:

Vfo(X) + (VFA(X)TA=0
f(X)+s=0
LSe —ue=20

(29)

These relations contain 11 variables (X, A, s) and 11
nonlinear equations. An approximate solution can be
calculated when the value of p is known.

Using this method, we can calculate the closest dis-
tance and the corresponding most critical time of the
needle-insertion path. If we only want to rate the needle-
insertion path, the variable ¢ should be set to a constant
value when the needle tip has been inserted into the tar-
get. This value can be calculated from the needle-insertion
length and speed rate of insertion.

4. Simulation and Results

Simulations were performed using a workstation with an
AMD Opteron 248 processor, 4 GB of random access mem-
ory and running the Windows XP operating system.

4.1 Implicit Functional Fitting of Surfaces Based
on Sample Points of Related Structures during
Planning

The sample points on the surfaces of the related structures
were obtained in the coordinate system of the robot by
using the US probe and EM device [47], as shown in
Fig. 7. TFigure 8(a) shows the picture of needles and
Figure 8(b) shows the sample points of needle surface
obtained by plastic probe [47]. Figure 9(a) shows the 3D
sketch of ribs in Solidworks software which is constructed
by the sample points (Fig. 9(b)) obtained by the same
method. Figure 10(a) shows the sketch of blood vessels in
Ansys software which is constructed by the sample points



Figure 8. Needles (a) and its sample
dle (b).

points of one nee-
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Figure 9. 3D sketch of ribs in Solidworks (a) and its sample
points of the rib (b).

(Fig. 10(b)) obtained by edge extraction based on the 2D
image scanning by the US probe. Figure 11 shows the
sample points of abdominal epidermis surface also obtained
by the plastic probe [47].

By using generalized characteristic vector fitting de-
scribed in Section 3.5, the surface of the obstacles can be
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Figure 10. 3D sketch of blood vessels (a) and its sample
points (b).
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Figure 11. Sample points of abdominal epidermis surface.

fitted by implicit polynomials as shown in Fig. 12. Table 1
lists the fitting times and the errors. The fitting error is
defined as the average of the shortest distances between
each of the sample points and the fitted surface. The fits
were obtained in a relatively short time, and the accuracy
of the fits was good. Furthermore, the method does not
require selection of an initial point.

Using this solution process, so long as a suitable set
of sample points of the surface of the object is obtained,
a corresponding implicit function describing that surface
may also be obtained. When deformation of the liver is
considered during surgical planning, we need to obtain only
the sample points of the blood vessels following this defor-
mation, and the surface can be fitted using the method.
This method is also applicable to describe other objects
where the topological structure is not complex. This step
provides effective constraints for subsequent surgical plan-
ning. In other words, the implicit function describing
the obstacle surface can be used to provide constrains to
calculate the needle CFRW.

4.2 Simulated Boundaries of the Needle CFRW

Without loss of generality, a needle CFRW calculation
was simulated using the obstacles (primary blood vessels
and ribs) described in Section 4.1 as the obstacles. The
simulation abdominal operation environment is shown in
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Figure 12. A schematic diagram showing the fitted surface of related structures: (a) the needle; (b) the rib; (c) abnormal
surface; and (d) blood vessels. (We should point out that there is a simplification during the fitting of needle, because the
part marked in Fig. 8(b) is useless for the collision detection.)

Table 1
Times Required to Achieve the

Fits, together with the

Associated Error

Objects Error (mm) | Program Run Time (s)
Needle 0.188 0.205
Rib 4.77e—7 0.243
Abdominal surface 0.218 0.151
Blood vessel 0.375 2.71le—5
200
150,
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Fig. 13, where O =[0,0,0]7 mm is the target point. We
described the needle, ribs, blood vessels and abdominal
epidermis by implicit functions. The simulation task is to
calculate the needle CFRW with the ribs or blood vessels
as obstacles and verify whether the insertion paths in the
needle CFRW will be interfere with the obstacles.

Based on the method above, the 1D boundary of
the needle CFRW in the zp plane with z=h, h € [0, Amax]
(according to our clinical experience, hpax = 200 mm in our
RALTCT system) can be described with (14). Then, the
range of the angle of rotation 6 was determined based on
our RALTCT system, which is 0° < 6 < 45°.
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Figure 13. Schematic diagram of needle surgical planning environment: (a) simulation abdominal operation environment
with ribs as obstacles; (b)needle and ribs; (c) simulation abdominal operation environment with blood vessels as obstacles;

and (d) needle and blood vessels.
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Figure 14. Boundaries of the simulated data for the ribs.

In an attempt to avoid the initial-value sensitivity of
the parameterized nonlinear equations, the continuation
method [48] was used to solve the boundary of the needle
CFRW such that the 1D manifold in each zy planar layer
is obtained.

The procedure is as follows:

1. Select a point within the needle workspace and assign

a search direction.

2. Move the point along the search direction until it
reaches a boundary.

3. Trace the 1D manifold from that point on the
boundary.

It has been shown that the trace in step (3) can
repeatedly predict the following point along the tangent
vector [48], and this can be used to correct the predicted
point of the solution manifold, which is the solution of
(14). The simulation software is developed to solve the
boundary of the needle CFRW by using Visual C++ 6.0
and visualize by MATLAB.

On the zy plane with z=160mm, we chose ini-
tial search point P;=[121.6325,98.3184]" within the
workspace to solve (14). Py =[121.6325,130.2372]" mm is
the point on the boundary obtained by searching from P,
along the [0, 1] direction. Setting v=1.5mm and p=0.1,
the 1D manifold was traced using the abovementioned
continuation method. Figure 14 shows the boundary of the
needle CFRW within the zy plane at z =160 for the ribs.

Figure 15 shows the 3D boundaries of the needle
CFRW within zy planes of z =150, 160,170 for the ribs.
It appears that several groups of 1D manifolds in each zy
plane construct the 3D boundary.

As shown in Fig. 16, the lines are the needle-insertion
trajectories, the entry points of which are on the bound-
aries. We calculated the closest distances between the
lines and ribs, all of which are 1.5mm. These results are
consistent with the settings above, such as y=1.5. This
also confirmed that the safe distance v could be adjusted
according to the actual operation to control the closest dis-
tance between the needle-insertion trajectory and obsta-
cles. Also, we can see that the needle-insertion trajectories
in the needle CFRW will not interfere with obstacles.

453

Figure 15. Three-dimensional-simulated boundaries of the
ribs.
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Figure 16. The local enlarged map.
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Figure 17. Simulated boundaries for primary blood vessels.

The same solution process was carried out with the
primary blood vessels as the obstacles, Fig. 17 shows the
boundary of the needle CFRW within the zy plane at
z=160 for the primary blood vessels, and Fig. 18 shows
the 3D boundaries of the needle CFRW within the zy plane
at z=150, 160, 170 for the primary blood vessels.

Similarly, as shown in Fig. 19, the lines are the
needle-insertion trajectories with the entry points on the
boundaries. We calculated the closest distances between
the lines and blood vessels, all of which are 1.5 mm. The
safe distances between the primary blood vessels and the
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Figure 18. Three-dimensional-simulated boundaries for
the blood vessels.
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Figure 19. The local enlarged map.

needle-insertion paths indicate that we may expect no
collisions, and the safe distance can be adjusted according
to the operating conditions.

To sum up, the simulation results indicate that the
needle-insertion trajectories which are in the corresponding
needle CFRW will not damage ribs and blood vessels. Ad-
ditionally, the simulation results indicate that the proposed
method is applicable to different operation environments,
as long as the obstacles can be represented by implicit
functions. Thus, the deformation of the liver caused by
needle insertion can be considered during planning. Based
on the method in [47], the point cloud of obstacles and a
new target can be obtained. According to the point cloud,
the implicit function describing the obstacles can be calcu-
lated by a fitting algorithm in Section 3.5. The proposed
method is also independent of obstacle size and position.

4.3 Simulated Risk Analysis during the Surgery

Once the CFRW of the needle has been obtained, the
surgeon can select a feasible needle-insertion path in it.
However, during surgery, the needle may pass close to
the critical structures. Therefore, an intraoperative risk
analysis which can obtain the closest distance from the
needle-insertion path to the critical structures as well as
the time parameters when the distance between the needle
and the obstacles is closest can help the surgeon avoid some
dangerous operation.

Figure 20 shows a needle-insertion path that the sur-
geon selects in the needle CFRW obtained in the last sec-
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Figure 20. The risk analysis of needle-insertion path.
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Figure 21. The shortest distance between the insertion
needle and blood vessels and the corresponding needle pose
of risk moment.

tion with blood vessels as the obstacles. Based on the risk
analysis method, the closest distance between the selected
path and the critical structures can be obtained, also the
corresponding time can be solved.

The centre of each convex body (blood vessel and
needle) is selected as the initial iteration point X in
the algorithm, and based on the clinical conditions, we
set v=0.01m/s, pup=0.2. During each iteration, p is
multiplied by a constant ¢=0.3 to achieve convergence.
For each value of pu, the nonlinear equations are solved
using the Newton method, where each step is determined
using the trust region method [46]. The tolerance error was
set to 107%, and the closest points of the critical structures
to the needle along the insertion path were calculated
(Fig. 21). At the same time, the corresponding moment
is also obtained. The results are shown in Table 2. The
shortest distance between the needle-insertion path and
blood vessel is 117mm and the corresponding moment is
11.8 s after the beginning of insertion. The shorter the
separation between the needle and the critical structures
is, the more dangerous the needle-insertion path is. The
surgeon may rate the paths according to the result of this



Table 2
Result of Risk Analysis

Object | The Closest | The Corresponding | Program
Distance Moment Run Time
(mm) (s) (s)
Distance 117 11.8 0.893

shortest distance calculation. To prove that the algorithm
is fast, 100 entry points were randomly selected to solve the
shortest distance between the needle-insertion path and
critical structures. The program run time indicates that
the frequency of the program is about 1.5Hz, this fully
meet the real-time requirements of intraoperative surgical
risk analysis.

In conclusion, the results of three simulation exper-
iments indicate that: (1) an implicit function describing
the surface of object in the surgery environment can be ob-
tained by the proposed fitting method. Then the implicit
function which has the enough fitting precision can be used
to calculate the needle CFRW; (2) the needle-insertion
path selected within the boundary of the needle CFRW
will not interference with obstacles such as primary blood
vessels, ribs and other important tissue. The boundary
of the needle CFRW is an effective basis for the optimal
needle-insertion path. We also show that this method can
be applied to any obstacle, as long as the obstacle can
be modelled as the third-order continuously differentiable
implicit function. Therefore, the proposed method is ap-
plicable to various operating conditions. However, the
insertion accuracy will be affected by the target motion,
which is inevitable in the clinical surgery. As the insertion
is monitored by 2D US imaging during the intraoperative
stage in clinical surgery, the US probe was used to exert
some pressure onto the patient abdomen, resulting in the
deformation and motion of the liver. Also, the organ and
lesion motion due to the respiratory effects will severely
affect the needle placement accuracy and even cause the
missing of the target in some cases [49]. Therefore, the
target motion may be caused by the needle insertion, un-
even pressure exerted by the US probe and the respiratory
motion of the patient. Fortunately, the proposed method
can be used to reduce needle placement error by target
displacement compensation, as the displacement can be
easily compensated into the proposed method once a reli-
able organ deformation model is available, which will be
studied in our future work; and (3) during the surgery, the
risk analysis can help surgeon assess the selected path and
calculate the time parameters when the distance between
the needle and the obstacles is closest. Also, the program
run time fully meets the real-time requirements.

5. Conclusion

We have described a method of determining analytical
expressions for the needle CFRW for surgical planning in
abdominal surgery. The needle was modelled as an arm
with a single ball-hinge joint, where the centre coincides
with the location of the target. In this case, planning
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the needle-insertion path is simplified to a search of entry
points because the target is fixed during the procedure. An
analytical expression for the boundary of the needle CFRW
was obtained using the parameterized nonlinear equations.
The surgeon can select the entry point from the needle
CFRW. A risk analysis method was developed to calculate
the closest separation between the needle-insertion path
and the critical structures. Using this method, the paths
can be rated and the surgeon can monitor the insertion
path during surgery using US images.

Simulation results indicate that an entry point can
be chosen within the boundary of the needle CFRW that
guarantees that the corresponding needle-insertion path
will not interfere with primary blood vessels, ribs, or other
critical organs or tissues. If mathematical descriptions of
the obstacles are given, the preoperative planning method
can provide a feasible solution set of needle-insertion paths.
Based on our method, the clinical constraints and rating
factors — such as the safety margin around target con-
straints, tangency constraints, needle length constraints,
the distances to critical structures and trajectory length
— are expressed as parameters in the nonlinear equations
that describe the needle CFRW under the prerequisites,
which include segmentation of the important organs and
the implicit expression of these organs’ surfaces. The
needle-insertion path method described here is suitable for
obstacles of various size, shape and position. Additionally,
the method is independent of the mesh representation of
related structures and the resolution of the screen used.
Therefore, it is more accurate. As part of future work,
we plan to consider deformation of soft tissue, constraints
describing the motion of the robot movement, the opti-
mal location of the base of the robot and automatic op-
timal needle-insertion trajectory selection, which can be
obtained within the needle CFRW according to designed
optimization criteria such as the shortest distance between
the entry point and the target point. All of these are
expected to improve the accuracy of the method.

Acknowledgement

Most of the work presented in this paper is conducted by
the Digital Design & Manufacturing Laboratory at Beijing
Institute of Technology, Robot & Automation Lab (RAL)
at Tsinghua University and the Chinese PLA General
Hospital. Financial support is mainly provided by National
Natural Science Foundation of China (NSFC) under Grant
No. 51305031 and National Defense Fundamental Research
Foundation, China (No. JCKY2016204B201).

References

[1] A. Jacobs, Radiofrequency ablation for liver cancer, Radiologic
Technology, 86(6), 2015, 645-664.

2] J.Xu, Z.Z. Jia, Z.J. Song, X.D. Yang, et al., Three-dimensional
ultrasound image-guided robotic system for accurate microwave
coagulation of malignant liver tumors, International Journal of
Medical Robotics and Computer Assisted Surgery, 6(3), 2010,
256—268.

[3] M. Peterhans, A. vom Berg, B. Dagon, D. Inderbitzin, et al.,
A navigation system for open liver surgery: Design, workflow
and first clinical applications, International Journal of Medical
Robotics and Computer Assisted Surgery, 7(1), 2011, 7-16.



(4]

(5]

(17]

18]

N. Shevchenko, B. Seidl, J. Schwaiger, M. Markert, et al.,
MiMed Liver: A planning system for liver surgery, 32nd Annu.
Int. Conf. IEEE EMBS, Buenos Aires, 2010, 1882-1885.

J. Schwaiger, M. Markert, B. Seidl, N. Shevchenko, et al., Risk
analysis for intraoperative liver surgery, 32nd Annu. Int. Conf.
IEEE EMBS, Buenos Aires, 2010, 410—413.

Y.W. Chen, M. Kaibori, T. Shindo, K. Miyawaki, et al.,
Computer-aided liver surgical planning system using CT vol-
umes, 32nd Annu. Int. Conf. IEEE EMBS, Osaka, 2013,
2360-2363.

Y. Zhong, B. Shirinzadeh, J. Smith, Soft tissue deformation
with neural dynamics for surgery simulation, International
Journal of Robotics & Automation, 22(1), 2007, 1-9.

V.M. Banz, P.C. Miiller, P. Tinguely, D. Inderbitzin, et al.,
Intraoperative image-guided navigation system: Development
and applicability in 65 patients undergoing liver surgery, Lan-
genbeck’s Archives of Surgery, 401(4), 2016, 495-502.

B. Abdullah, C. Yeong, K. Goh, B. Yoong, et al., Robotic-
assisted thermal ablation of liver tumours, Furopean Radiology,
25(1), 2015, 246-257.

M.A. Scherer and D.A. Geller, New preoperative images,
surgical planning, and navigation, in Y. Fong, P. Giulianotti,
J. Lewis, B. K. Groot, and T. Reiner (eds.), Imaging and
Visualization in The Modern Operating Room, (New York:
Springer-Verlag, 2015), 342-366.

B. Chebbi, D. Lazaroff, and P.X. Liu, A collaborative virtual
haptic environment for surgical training and tele-mentoring,
International Journal of Robotics & Automation, 22(1), 2007,
69-78.

S. Cristina, G. Gorka, G. Purificacion, G. Tomas, et al., Person-
alized surgical planning to support interventions and training of
surgeons, Clinical Image-Based Procedures, Planning to Inter-
vention Lecture Notes in Computer Science, 7761, 2013, 83-90.
3D Slicer. Available at: http://www.slicer.org.

Available at: neromate.http://www.renishaw.com/en/neuro
mate-the-no-1-image-guided-neurosurgical-robot—-10712.

M. Hayashibe, N. Suzuki, M. Hashizume, Y. Kakeji, et al.,
Preoperative planning system for surgical robotics setup with
kinematics and haptics, International Journal of Medical
Robotics and Computer Assisted Surgery, 1(2), 2005, 76-85.
L.B. Rosenberg, Virtual fixtures: Perceptual tools for teler-
obotic manipulation, IEEE Virtual Reality Annual Int. Symp.,
Seattle, WA, USA, 1993, 76-82.

J.J. Abbott, P. Marayong, and A.M. Okamura, Haptic virtual
fixtures for robot-assisted manipulation, Springer Tracts in
Advanced Robotics, 28, 2007, 49-64.

T. Xia, A. Kapoor, P. Kazanzides, and R. Taylor, A con-
strained optimization approach to virtual fixtures for multi-
robot collaborative teleoperation, 2011 IEEE/RSJ Int. Conf.
Intelligent Robots and Systems, Francisco CA, 2011, 639-644.
S. Park, R.D. Howe, and D.F. Torchiana, Virtual fixtures for
robotic cardiac surgery, Lecture Notes in Computer Science,
2208, 2001, 1419-1420.

A. Kapoor, M. Li, and R.H. Taylor, Constrained control
for surgical assistant robots, IEEE Int. Conf. Robotics and
Automation, Orlando, 2006, 231-236.

B. Duan, R. Wen, C. Chng, W. Wang, et al., Image-guided
robotic system for radiofrequency ablation of large liver tumor
with single incision, 12th Int. Conf. Ubiquitous Robots and
Ambient Intelligence, Goyang, 2015, 284-289.

H. Ren, E. Campos-Nanez, Z. Yaniv, F. Banovac, et al.,
Treatment planning and image guidance for radiofrequency
ablation of large tumors, IEEE Journal of Biomedical and
Health Informatics, 18(3), 2014, 920-928.

L. Adhami and E. Coste-Maniere, Optimal planning for
minimally invasive surgical robots, IEEE Transactions on
Robotics, 19(5), 2003, 854-863.

L. Adhami, E. Coste-Maniere, and J.D. Boissonnat, Plan-
ning and simulation of robotically assisted minimal invasive
surgery, Medical Image Computing and Computer-Assisted
Intervention, 1935, 2000, 624—633.

M. Vaillant, C. Davatzikos, R.H. Taylor, and R.N. Bryan,
A path-planning algorithm for image-guided neurosurgery,
Lecture Notes in Computer Science, 1205, 1997, 467—-476.

456

(28]

[29]

(30]

(33]

34]

(35]

(36]

37]

[40]

[41]

[42]

[43]

[44]

[45]

R.R. Shamir, I. Tamir, E. Dabool, L. Joskowicz, et al.,
A method for planning safe trajectories in image-guided key-
hole neurosurgery, Medical Image Computing and Computer-
Assisted Intervention, 13(3), 2010, 457-464.

C. Essert, C. Haegelen, F. Lalys, A. Abadie, et al., Auto-
matic computation of electrode trajectories for deep brain
stimulation: A hybrid symbolic and numerical approach,
International Journal of Computer Assisted Radiology and
Surgery, 7(4), 2011, 517-532.

C. Baegert, C. Villard, P. Schreck, and L. Soler, Multi-criteria
trajectory planning for hepatic radiofrequency ablation, Med-
ical Image Computing and Computer-Assisted Intervention,
4792, 2007, 676-684.

C. Baegert, C. Villard, P. Schreck, and L. Soler, Precise
determination of regions of interest for hepatic RFA planning,
Studies in Health Technology and Informatics, 125, 2007, 31-36.
C. Villard, C. Baegert, P. Schreck, L. Soler, et al., Optimal tra-
jectories computation within regions of interest for hepatic RFA
planning, Medical Image Computing and Computer-Assisted
Intervention, 8, 2005, 49-56.

A. Seitel, M. Engel, C.M. Sommer, B.A. Radeleff, et al.,
Computer-assisted trajectory planning for percutaneous needle
insertions, Medical Physics, 38(6), 2011, 3246-3259.

C. Schumann, J. Bieberstein, C. Trumm, D. Schmidt, et al.,
Fast automatic path proposal computation for hepatic needle

placement, Medical Imaging 2010: Visualization, Image-
Guided Procedures, and Modeling, 7625, 2010, 76251J—
76251J-10.

C. Schumann, C. Rieder, S. Haase, K. Terchert, et al., In-
teractive multi-criteria planning for radiofrequency ablation,
International Journal of Computer Assisted Radiology and
Surgery, 10(6), 2015, 879-889.

A. Kapoora, M. Li, and B. Wood, Mixed variable optimization
for radio frequency ablation planning, Medical Imaging 2011:
Visualization, Image-Guided Procedures, and Modeling, 7964,
2011, 796420-1-796420-7.

C.C. Chen, M.I. Miga, and R.L. Galloway Jr, Optimizing
electrode placement using finite-element models in radiofre-
quency ablation treatment planning, [EEE Transactions on
Biomedical Engineering, 56(2), 2009, 237-245.

S. Haase, P. Siiss, J. Schwientek, K. Teichert, et al., Radiofre-
quency ablation planning: An application of semi-infinite mod-
elling techniques, Furopean Journal of Operational Research,
218(3), 2012, 856-864.

A. Jaberzadeh and C. Essert, Pre-operative planning of
multiple probes in three dimensions for liver cryosurgery:
Comparison of different optimization methods, Mathematical
Methods in the Applied Sciences, 39(16), 2015, 4764-4772.

X. Yang, H. Wang, C. Zhang, and K. Chen, A method for
mapping the boundaries of collision-free reachable workspaces,
Mechanism and Machine Theory, 45(7), 2010, 1024-1033.

N. Chakraborty, J. Peng, S. Akella, and J.E. Mitchell, Proxim-
ity queries between convex objects: An interior point approach
for implicit surfaces, IEEE Transactions on Robotics, 24(1),
2008, 211-220.

A.J. Hanson, Hyperquadrics: Smoothly deformable shapes
with convex polyhedral bounds, Computer Vision, Graphics,
and Image Processing, 44(2), 1988, 191-210.

S. Boyd and L. Vandenberghe, Convezx optimization (Chicago:
University of Chicago Press, 2004).

G. Taubin, Nonplanar curve and surface estimation in 3-space,
IEEE Int. Conf. Robotics and Automation, Philadelphia, PA,
USA, 1988, 644—645.

D. Keren and C. Gotsman, Fitting curves and surfaces
with constrained implicit polynomials, IEEE Transactions on
Pattern Analysis and Machine Intelligence, 21(1), 1999, 31-41.
J.E. Dennis and R.B. Jr Schnabel, Numerical methods for un-
constrained optimization and nonlinear equations, (Eaglewood
Cliffs: Prentice-Hall, 1983).

G. Taubin, F. Cukierman, S. Sullivan, J. Ponce, et al.,
Parametrizing and fitting bounded algebraic curves and sur-
faces, IEEE Computer Society Conference on Computer Vision
and Pattern Recognition, Champaign, USA, 1992, 103-108.
R. Byrd, J. Nocedal, and R.A. Waltz, An integrated package
for nonlinear optimization: Large scale nonlinear optimization
(New York: Springer-Verlag, 2006).



[47] S.L. Liu, Research on multi-needle surgical planning of robot-
assisted microwave coagulation in liver cancer therapy, Doctoral
Diss., Tsinghua University, Beijing, China, 2012 (in Chinese).
W.C. Rheinboldt, Numerical analysis of parameterized non-
linear equations (New York: John Wiley & Sons, 1986).

E.M. Boctor, M.A. Choti, E.C. Burdette, and R.J. Webster
II1, Three-dimensional ultrasound-guided robotic needle place-
ment: An experimental evaluation, The International Journal
of Medical Robotics and Computer Assisted Surgery, 4(2),
2008, 180-191.

(48]

[49]

Biographies

Shaoli Liu received the B.S. de-
gree in mechanical engineering
from Beijing Institute of Tech-
nology, Beijing, China, in 2007,
and Ph.D. degree in mechanical
engineering from Tsinghua Uni-
versity, Beijing, China, in 2012.
Since 2012, she has been work-
ing at the School of Mechanical
Engineering, Beijing Institute of
Technology, Beijing, China. Her
research is in the areas of medical
robot, machine vision and on-line detection. She is inter-
ested in the image processing and 3D reconstruction for
machine vision-based detection. Specifically, she is study-
ing the calibration of cameras, point clouds processing, 3D
reconstruction for precision detection.

Jianhua Liureceived the B.S. and
M.S. degrees in mechanical engi-
neering from Chongging Univer-
sity, Chongqing, China, in 1999
and 2002, and Ph.D. degree in me-
chanical engineering from Beijing
Institute of Technology, Beijing,
China, in 2005. Since 2005, he
has been working at the School of
Mechanical Engineering, Beijing
Institute of Technology. His re-
search interests include digital as-
sembly, bolted joints and digital inspection. Specifically,
he focuses on modelling and simulation of digital assem-
bly process for complex mechanical and electrical prod-
ucts; digital layout design, assembly and inspection of pipes
and cables; tightening process, loosening mechanism and
anti-loosening measures of bolts.

Jing Xu received the B.S. degree
in mechanical engineering from
Harbin Institute of Technology,
Harbin, China, in 2003, and the
Ph.D. degree in mechanical en-
gineering from Tsinghua Univer-
sity, Beijing, China, in 2008. He
was a Postdoctoral Researcher in
the Department of Electrical and
Computer Engineering, Michi-
gan State University, East Lans-
ing. He is currently an Associate

457

Professor in the Department of Mechanical Engineering,
Tsinghua University, Beijing, China. His research interests
include vision-guided manufacturing, image processing and
intelligent robotics.

Xiaoyu Ding received the B.S.
and M.S. degree in mechanical en-
gineering from Tsinghua Univer-
sity, Beijing, China, in 2006 and
2009, and Ph.D. degree in me-
chanical engineering from Geor-
gia Institute of Technology, At-
lanta, USA, in 2014. Since 2014,
he has been working at the School
of Mechanical Engineering, Bei-
jing Institute of Technology. His
research is focused on exploring
computer-aided design and virtual assembly technologies
to inform design decisions and enhance or predict the per-
formance of products. In addition, he develops innovative
computer-aided tolerancing methods that allow for accurate
and efficient prediction of stress-induced assembly errors.

Tong Lu received the B.S. de-
gree in Clinical Medicine from The
Fourth Military Medical Univer-
sity, Xi’an, China, in 2000, and the
Ph.D. degree in Clinical Medicine
from Medical School of Chinese
PLA, Beijing, China, in 2010. He
is currently the Chairman of the
Board in Beijing Wei Zhuo Zhi
Yuan Medical Science and Tech-
nology Development Co., LLC,
Beijing, China. His research inter-
ests include medical image 3d visualization, mixed reality,
and surgical navigation.

&
-y

Ken Chen received the B.S.
degree, M.S. degree and Ph.D.
degree in mechanical engineer-
ing from Zhejiang University,
Hangzhou, China, in 1981, 1984
and 1987 separately. He was the
associate professor at the School of
Mechanical Engineering, Sichuan
University from 1988 to 1991,
the visiting professor at the Uni-
versity of Illinois from 1991 to
1992, the post doctor at Purdue
University from 1993 to 1995. Since 1995, he has been
working at Tsinghua University. He is currently a professor
in the Department of Mechanical Engineering, Tsinghua
University, Beijing, China. His research interests include
robotics and manufacturing automation.





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /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 ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. 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 Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


