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Abstract. In the present study we evaluated three angles, obtained from the main slopes of the QRS 
complex, and used them to assess ischemic-induced changes in patients undergoing percutaneous 
coronary intervention (PCI). These QRS angles, denoted by 𝜑𝑅 , 𝜑𝑈 and 𝜑𝐷 , were evaluated in 12-lead 
electrocardiogram (ECG) recordings of 79 patients obtained before and during coronary occlusion. At 
baseline (before occlusion) the QRS angles showed very little variations, while after start of occlusion 
both 𝜑𝑈 and 𝜑𝐷  developed a fast and abrupt change. Relative ischemic changes of 𝜑𝑈  and 𝜑𝐷  during 
PCI reached up to 98 and 126 times their normal variations observed at baseline, respectively, being 
V2 and V3 the most sensitive leads. We conclude that evaluation of QRS angles from the standard 12-
lead ECG represents a sensitive marker for detection of acute myocardial ischemia. 
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1. Introduction 
The standard 12-lead electrocardiogram (ECG) is the most widely used non-invasive tool in the 

evaluation of acute myocardial ischemia, both in the pre-hospital setting and in the emergency room. 
By convention, changes occurring during the repolarization phase (ST-T segment) are conventionally 
used for detection. In addition to that, changes also develop in the depolarization phase (QRS complex) 
of the ECG during acute ischemia, which could add information beyond the ST-T analysis. 
Nevertheless, all these changes have historically been more difficult to characterize and have not come 
into clinical practice.  

A more reliable method for characterizing changes in the QRS complex due to both amplitude and 
duration changes has been proposed by measuring the two main slopes of the QRS complex, i.e. the 
upward and downward slopes of the R wave [Pueyo et al., 2008]. Subsequently, that method has been 
improved by incorporating a normalization process to attenuate the normal variations of the slopes at 
baseline, thereby increasing their sensitivity to ischemia-induced changes [Romero et al., 2011].  

In this study we propose the evaluation of three QRS angles, which are obtained as the angles of 
the triangle formed by the lines of the QRS complex shown in Fig. 1. The main objective of the present 
study is to assess the dynamic evolution of these indices during coronary occlusion and characterize the 
spatial distribution of their changes in relation to the occlusion site. 

2. Material and Methods 

2.1. Data 
The study population comprised 79 patients taken from the STAFF III dataset [García et al., 2000]. 

All these patients were admitted to the Charleston Area Medical Center in West Virginia, USA, for 
prolonged, elective percutaneous coronary intervention (PCI) due to stable angina pectoris. Patients 
undergoing an emergency procedure or who presented signal loss during acquisition were not 
considered. 

All ECG signals were recorded using equipment provided by Siemens-Elema AB, Solna, Sweden. 
Nine standard leads (V1-V6, I, II and III) were recorded and digitized at a sampling rate of 1 kHz with 
an amplitude resolution of 0.6 µV. Subsequently, the three augmented leads aVL, -aVR and aVF were 
generated from the limb leads to yield the complete standard 12-lead ECG. 



Prior to the PCI procedure, a control recording was acquired continuously during 5 min at resting 
state and in supine position for each patient. Another continuous ECG was acquired during the PCI, 
starting before balloon inflation and ending after balloon deflation. The duration of the occlusion 
procedure ranged from 1’30” to 7’17” (mean: 4’26”). The occluded arteries during the PCI procedures 
were: left anterior descending coronary artery (LAD) in 25 patients, right coronary artery (RCA) in 38 
patients, and left circumflex artery (LCX) in 16 patients.  

2.2. ECG preprocessing 
All signals involved in the study were preprocessed as follows: (1) QRS detection, (2) normal beats 

selection according to [Moody and Mark, 1982], (3) baseline drift attenuation via cubic spline 
interpolation, (4) delineation using a wavelet-based technique [Martínez et al., 2004], and (5) ECG 
normalization [Romero et al., 2011]. 

2.3. QRS angles 
The QRS angles measured in this study are illustrated in Fig. 1: 
• the R wave angle 𝜑𝑅: the angle opposite to the R line 𝑙𝑅. 
• the up (U) angle 𝜑𝑈 : the angle opposite to the down line 𝑙𝐷. 
• the down (D) angle 𝜑𝐷 : the angle opposite to the up line 𝑙𝑈. 
 

 

 
 

Figure 1. Example of the QRS angles for a particular beat of a recording analyzed in this study. 

 
These three angles are calculated from the URD triangle, which is built by the intersection of the 

three lines 𝑙𝑅 , 𝑙𝑈  and 𝑙𝐷  shown in Fig. 1. The angles𝜑𝑅 ,𝜑𝑈  and 𝜑𝐷  inside the URD triangle are 
calculated using the methodology described in the following: 

 
1. 𝑙𝑈 and 𝑙𝐷 are the lines obtained by least square fitting the ECG signal 𝑥(𝑛) in 8-ms windows 

centered at points of maximal inflection 𝑛𝑈 and 𝑛𝐷, respectively: 
 

𝑙𝑈 =  𝛼1𝑛 + 𝛼0, 𝑛 =  𝑛𝑈 − 4, … , 𝑛𝑈 + 4                                               (1) 
 

𝑙𝐷 =  𝛽1𝑛 + 𝛽0 , 𝑛 =  𝑛𝐷 − 4, … ,𝑛𝐷 + 4                                               (2) 
 

where 𝑛 represents the time in samples and 𝛼0 , 𝛼1 , 𝛽0  and 𝛽1  are the coefficients obtained 
from the fitting. 
 

2. 𝑙𝑅 is the line obtained by joining the points [𝑛𝑈 ,𝑥(𝑛𝑈)] and  [𝑛𝐷 ,𝑥(𝑛𝐷)]. The slope 𝜃 of 𝑙𝑅  is 
given by: 
 

𝜃 =
 𝑥(𝑛𝐷)−   𝑥(𝑛𝑈)

 𝑛𝐷 −  𝑛𝑈
                                                                     (3) 



3. The angles 𝜑𝑅 ,𝜑𝑈 and 𝜑𝐷   are subsequently calculated. Assuming 𝜑𝑅  is an acute angle (0º < 
𝜑𝑅   < 90º), it can be calculated as: 
 

𝜑𝑅 =  arctan��
𝛼1 − 𝛽1

1 + 𝛼1𝛽1
�� ,                                                          (4)  

 
Depending on the sign of the slope 𝜃, we first calculate 𝜑𝑈  or 𝜑𝐷 . If 𝜃 > 0, 
 

𝜑𝑈 =  arctan��
𝛼1 − 𝜃

1 + 𝛼1𝜃
�� ,         

 
𝜑𝐷 = 180º − (𝜑𝑈 + 𝜑𝑅).                                                             (5) 

 
If  𝜃 < 0, 

𝜑𝐷 =  arctan��
𝛽1 − 𝜃

1 + 𝛽1𝜃
�� ,         

 
𝜑𝑈 = 180º − (𝜑𝐷 + 𝜑𝑅).                                                             (6) 

 
The two possible orders are set to guarantee that the angles are well-evaluated, as equations Eq. 4, 

Eq. 5 and Eq. 6, are only valid for the smaller of the two angles generated by the interception of two 
lines. 

2.4. Change quantification during PCI 
Absolute ∆∅ and relative 𝑅∅ changes during the PCI procedure were tracked for each angle ∅ = 

{𝜑𝑅 , 𝜑𝑈, 𝜑𝐷}. ∆∅(𝑡) was calculated every 10 s from the start of occlusion (𝑡 = 0) until the end, by 
subtracting from the current value ∅(𝑡) the initial reference ∅𝑟𝑒𝑓, which is given by the averaged value 
of the index ∅ during the first 5 s of the occlusion. 𝑅∅(𝑡) was calculated as the ratio between the 
absolute change observed during PCI, ∆∅(𝑡), and the normal fluctuations of ∅ observed during the 
control recording prior to the PCI, defined by the standard deviation (SD) 𝜎∅  of ∅ [García et al., 2000]: 
 

𝑅∅(𝑡) =  ∆∅(𝑡) 𝜎∅⁄ .                                                                     (7) 
 

2.5. Other QRS indices 
To assess the sensitivity of the QRS angles to the ischemia-induced changes in comparison to other 

depolarization indices, the following indices were computed: R-wave amplitude (𝑅𝑎), upward slope of 
the QRS complex (𝐼𝑈𝑆) and downward slope of the QRS complex (𝐼𝐷𝑆) [Romero et al., 2011]. 

3. Results and Discussion 

3.1. QRS indices 
Figure 2 (a) shows an example of the QRS angles 𝜑𝑅 , 𝜑𝑈  and 𝜑𝐷  evaluated for a particular patient 

in lead V4. Figure 2 (b) and (c) display the QRS slopes and R-wave amplitude, used here for 
comparison. As can be observed from Fig. 2, the QRS angles are very stable at baseline and then show 
a fast and abrupt change after the start of the occlusion, specially  𝜑𝑈  and 𝜑𝐷 , which are almost 
complementary. 𝜑𝑅  presents smoother variations. From Fig. 2 it is possible to appreciate that the 
absolute variation of 𝜑𝑅  is approximately around 1º, whereas it is around 170º for  𝜑𝑈  and 𝜑𝐷 . The 
QRS slopes and R wave amplitude, evaluated for the same recording and lead, show a notable change 
during occlusion as well, but their evolution is slower as compared to the angles  𝜑𝑈  and 𝜑𝐷 . 

In control (before the start of coronary occlusion), the mean values of 𝜑𝑅  computed in each lead 
and averaged over patients, 𝜑�𝑅(𝑙), were 1.2 ± 0.8º  for lead V4 and 6.6 ± 5.9º for lead I, which 
represent the lowest and highest values of all the leads. Normal fluctuations given by the SD of the 
index in control, and averaged over patients, 𝜎�𝑅(𝑙), ranged between 0.02º and 0.71º, depending on the 
lead. In the case of  𝜑𝑈  and 𝜑𝐷 , mean values and normal variations in control were higher. Mean 
values of  𝜑𝑈  angle varied between 54º (lead V6) and 174º (lead V3), with normal variations in control 
of 0.75º and 5.83º, respectively. For 𝜑𝐷  angle, mean values in control ranged between 4º and 122º, for 
leads V3 and V6, and their variations in control were of 0.73º and 5.80º, respectively. Both angles  𝜑𝑈 



and 𝜑𝐷  were found to be almost complementary, so that when one increases the other one decreases, as 
reflected in Fig 2 (a). Quantification of QRS changes following PCI-induced ischemia are presented in 
the following section. 

 
 

 
 

Figure 2. (a) Time course of QRS angles and illustrative beats taken at specific time instants representative of 
pre-occlusion and occlusion periods. (b) QRS slopes and (c) R-wave amplitude evolution. All  
represented indices were evaluated for a particular patient in lead V4. Dashed lines mark the 
occlusion period during recording. 

 

3.2. Temporal evolution of ischemia-induced changes 
The evolution of changes observed for the QRS angles  𝜑𝑈  and 𝜑𝐷  are shown in Fig. 3. In this 

figure, absolute ∆∅(𝑡) and relative 𝑅∅(𝑡) changes, averaged over patients of the whole study population 
and of the LAD subgroup, are displayed along 4 min of occlusion in the most sensitive leads V2 and 
V3. The other two subgroups, RCA and LCX, presented lower changes, well below those observed for 
the whole study population in the same leads. Maximum relative changes of  𝜑𝑈 , determined from the 
whole study group, achieved up to 98 and 84 times their normal variations observed in control in leads 
V2 and V3, respectively. In the case of  𝜑𝐷 , the maximum relative changes were of 126 and 97 for the 
same leads. In the LAD subgroup, the maximum relative changes of  𝜑𝑈  were of 571 (lead V2) and 736 
(lead V3) and for  𝜑𝐷  they were of 817 (lead V2) and 736 (lead V3), being significantly higher than for 
the total population. Regarding absolute changes ∆∅(𝑡) for these two indices, it can be observed from 
Fig. 3 that the angles vary, in mean, around 80-100º in the LAD subgroup, whereas for the whole study 
population, the variation caused by the induced ischemia was around 15-20º. 

The results observed for the 𝜑𝑅 angle were considerably less notable than for  𝜑𝑈 and 𝜑𝐷 , which 
can be explained by the lower changes observed in the amplitude and width of the R wave. The relative 
change of this index achieved up to 15 times their normal variations in lead V3 and 19 in lead -aVR, 



when averaged over the whole population. Maximum relative changes were of 66 and 62 for the same 
leads in the LAD subgroup. Nevertheless, the increase in the averaged absolute changes of 𝜑𝑅 in most 
of the leads suggests a widening of the QRS complex due to the induced ischemia. This index 𝜑𝑅  could 
be a robust and potential tool to estimate a surrogate measure related to the QRS complex duration.  

 

 
Figure 3. Averaged absolute ∆∅(𝑡) (top panels) and relative 𝑅∅(𝑡) (bottom panels) changes (∅ =  𝜑𝑈 and 𝜑𝐷) 

averaged over patients during occlusion for LAD subgroup (solid lines) and the whole study 
population (dashed lines) in leads V2 and V3. 

 
In comparison to other depolarization indices, the results obtained for the QRS angles, especially 

for  𝜑𝑈  and 𝜑𝐷 , far exceed those obtained for other QRS-derived indices like QRS slopes, 𝐼𝑈𝑆 and 𝐼𝐷𝑆, 
and R-wave amplitude 𝑅𝑎. Maximum relative changes reached up to 9.3 in lead V3 for 𝐼𝐷𝑆 and 6.01 for 
𝐼𝑈𝑆  in lead V2 as was previously reported in [Romero et al., 2011]. In the case of 𝑅𝑎  index, the 
maximum relative change was achieved in lead II, being of 7.7 times their normal variations in control.  

 

 
 

Figure 4. Changes distribution across leads for 𝑅𝜑𝑈 and 𝑅𝜑𝑅   measured at the end of the occlusion. LAD: left 
anterior descending coronary artery; LCX: left circumflex artery; RCA: right coronary artery.  

3.3. Spatial distribution of ischemia-induced changes 
To further explore the clinical value of the QRS angles proposed here, ischemia-induced changes 

were analyzed across leads by clustering patients according to their occluded artery. Relative changes 
for both 𝜑𝑈  and 𝜑𝑅  angles were computed at the end of the occlusion and averaged over patients. 



Results for 𝜑𝐷  are not presented, as associated spatial distribution nearly coincide with those of 𝜑𝑈 . Fig. 
4 shows mean ± standard error of the mean (SEM) for 𝜑𝑈  and 𝜑𝑅 in each lead for each of the three 
subgroups. Lead V1 is not represented, as in several patients the QRS angles could not be measured in 
that lead due to the QRS morphology (usually QS complex). According to the results shown in Fig. 4 
the LAD subgroup could be separated from the LCX and RCA subgroups by evaluating 𝜑𝑈  and 𝜑𝑅  
changes in leads V2-V5. The three subgroups could be separated by evaluating  𝜑𝑈  in leads V3-V4 and 
𝜑𝑅  in lead V5. These results suggest that identification of the occluded artery could be performed based 
on evaluation of QRS angles. 

4. Conclusions 
In this study QRS angles have been proposed for evaluation of ischemia-induced changes. Relative 

changes of the three QRS angles (𝜑𝑅 , 𝜑𝑈 and 𝜑𝐷) are suggested as an adjunct tool to conventional      
ST-T analysis for improving acute ischemia diagnosis. QRS angles could additionally help in the 
identification of the occluded artery. The nonlinear nature of the QRS angles with respect to other QRS 
indices (slopes and amplitude) results in a higher sensitivity to ischemia-induced alterations, and abrupt 
relative changes of QRS angles could be used as a trigger for ischemia alarm. 

Acknowledgements 
This work was supported by projects TEC2010-21703- C03-02 and TEC2010-19410 from 

MINCIN, Spain, and by Grupo Consolidado GTC from DGA, Spain. E. P. acknowledges the financial 
support of Ramón y Cajal program from the Spanish Ministry of Economy and Competitiveness. 

References 
García J, Wagner G, Sörnmo L, Olmos S, Lander P,  Laguna P. Temporal evolution of traditional versus transformed ECG-based 
indexes in patients with induced myocardial ischemia.  Journal of  Electrocardilogy, 33(1): 37–47, 2000. 
Martínez J P,  Almeida R, Olmos S,  Rocha A P,  Laguna P. A wavelet-based ECG delineator: evaluation on standard databases. 
IEEE Transactions on  Biomedical Engineering, 51(4): 570–581, 2004. 
Moody  G B, Mark  R G. Development and evaluation of a 2-lead ECG analysis program. In Proceedins of  Computers in  
Cardiology, IEEE Computer Society Press,  1982,  39–44. 
Pueyo E,  Sörnmo L,  Laguna P. QRS slopes for detection and characterization of myocardial ischemia. IEEE Transactions on 
Biomeical . Engineering, 55(2): 468–477, 2008. 
Romero D, Ringborn  M,  Laguna  P, Pahlm O,  Pueyo E. Depolarization changes during acute myocardial ischemia by  
evaluation of QRS slopes: standard lead and vectorial approach. IEEE Transactions on  Biomedical Engineering, 58(1):110–120, 
2011. 
 
 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /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 /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /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 true
  /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

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  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 /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


