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Examination of the innominate movements in 
individuals with and without a positive march 
test
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Abstract. [Purpose] The March Test (MT), evaluating hypomobility of the sacroiliac joint (SIJ), is often used in 
clinical practice to evaluate low back pain but has limited reported validity and reliability. Capturing the innomi-
nate movement at SIJ associated with the results of MT has not been examined. The purpose of this study was to de-
termine if there was a significant difference in the motion of the innominate between a positive and a negative MT. 
[Participants and Methods] Sixteen healthy volunteers were assigned into two groups: positive or negative results of 
the MT. All participants were asked to perform three different tasks: standing on both limbs, static standing on one-
limb and flexing the hip to 90 and 100 degrees, and active flexing the hip past 90 degrees. In a 3D motion analysis 
system, virtual vectors created by landmarks over the ilium defined innominate movement of the ilium related to 
the sacrum, which were compared between the groups. [Results] There was significantly limited innominate move-
ment in the March Test positive group compared to the March Test negative group. [Conclusion] This study showed 
hypomobility at SIJ in the March test positive groups. Further investigation is needed for clinical applications.
Key words:  March test, Sacroiliac joint, Innominate

(This article was submitted Apr. 13, 2021, and was accepted May 13, 2021)

INTRODUCTION

Low back pain (LBP), a very common condition that affects many individuals, is estimated as a lifetime prevalence at 
approximately 75–84%1). Unfortunately standardized care for patients with low back pain is still controversial because of 
multi-factorial causes and lack of consensus diagnosis2). Although there are many potential causes for low back pain, one 
potential cause is dysfunction associated with the sacroiliac joint. The rate of sacroiliac joint (SIJ) dysfunction associated 
with non-specific LBP is found to be approximately 15%3). This prevalence increases up to 63% after failed back surgeries4).

Despite the high prevalence of SIJ dysfunction, quantification of SIJ movement is a challenge. Motion as small as 1–2 
degrees at the SIJ is currently accepted in the literature5). Abnormal movement of the SIJ is a commonly reported cause for 
low back pain6, 7). Though radiologic evaluation is helpful in ruling out other etiologies of low back pain, it has poor sensitiv-
ity and specificity for sacroiliac joint dysfunction, necessitating a thorough history and physical exam for clinical diagnosis7).

Standardizing a physical examination of sacroiliac joint dysfunction has been difficult. Several SIJ provocation special 
tests such as the POSH, sacral thrust, FABER tests demonstrate excellent agreement (kappa coefficient k=0.78–0.90)8).Yet, 
varied concerns for SIJ special tests (both provocation and pain provoking) have been discussed as having lower reliability, 
specificity and sensitivity due to challenging palpation in this region7). In general, any SIJ special tests that require a repro-
duction of symptoms (i.e. pain) seem to demonstrate higher reliability and clinical validity while any SIJ screening simply 
assessing movements of the lumbar and pelvic regions demonstrate lower reliability8, 9). This discrepancy in reliability and 
validity may be due to difficulty in locating landmarks used in testing or could be due to operator difficulty in assessing this 
change of movement presented under soft-tissue.
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The March Test, also referred to as Gillet Test or Stork Test, is one of the most commonly used motion related palpation 
test7, 10). This test assesses the movement of the posterior superior iliac spine (PSIS) and the ischial tuberosity during active 
hip flexion in order to examine anterior/posterior innominate movement of the ilium10). Unlike provocative tests, this motion 
palpation test assesses the motion of the innominate as it relates to the sacrum and examines arthrokinematic or biomechani-
cal impairments (hypomobility) in the SIJ. A March test is positive when the examiner palpates minimal movement in the 
PSIS which indicates hypomobility of the SIJ or a lack of motion with normal innominate rotation that occurs with greater 
than 90 degrees of hip flexion10). Despite its use in common clinical practice, the March Test, has also faced challenges 
regarding low reliability and questionable validity11). One study found that experienced physical therapists were able to 
reliably detect altered patterns of intra-pelvic motion during the March test12).

Quantification of SIJ movements is a challenging task for all clinical researchers. Many conventional biomechanical 
models define the pelvis as a rigid segment without counting SIJ motion13, 14). In order to establish clinical validity for 
the March Test, a study to investigate if a biomechanical model can quantify movement of the ilium related to the sacrum 
is needed. Bussey and her colleagues could successfully define SIJ movement during hip abduction and external rotation 
with higher reliability and clinical validation by digitizing motion using a Polhemus LibertyTM electromagnetic tracking 
device15). The authors stated successful quantifying of innominate angle calculation (ICC >0.97) and low standard error of 
measurement (<2.02mm). Another study also established a method of quantifying the SIJ movements with higher reliability 
(ICC=0.91–0.94) by using a 3D kinematic analysis16). These studies indicated the possibility of quantifying SIJ movements 
using motion analysis to investigate clinical meaning of the March Test. Therefore, the objective of this experiment is to ex-
amine innominate movement measured by using a 3D motion capture system in those with a positive or negative March test.

PARTICIPANTS AND METHODS

This project was approved by the Institutional Review Board in Human Research Protection Office at University of New 
Mexico Health Science Center (No. 17-164). Volunteer participants for the study were recruited from the Metropolitan 
Albuquerque area via flyers. Eligibility was screened by a designated research assistant based on inclusion criteria. Inclusion 
criteria for the study were applied to individuals who were 1) between the age of 18 and 70, 2) capable of hip flexion beyond 
95 degrees, capable of standing on one leg for at least 30 seconds with reasonable accommodation, 3) able to understand 
English at least to the 9th grade level, and 4) having reliable transportation to and from the testing site. Exclusion criteria were 
applied to the individuals who demonstrated 1) inability to perform the physical tasks required for the March Test includ-
ing standing on 1 leg for 30 seconds with reasonable accommodation, 2) neurologic symptoms or deficits (recent stroke, 
unilateral weakness, tremor, positive Trendelenburg sign, recent changes in bowel and bladder), 3) inability to consent due 
to deficits with memory, cognition, or mental capacity, 4) diagnosed leg length discrepancies, and 5) bilateral involvement of 
SIJ as determined by a physical therapist during screening. After the screening, a total of sixteen volunteers participated in 
this study after obtaining their approved informed consents. All testing procedures were performed at a single site; the Gait 
and Motion Analysis Laboratory in Division of Physical Therapy at University of New Mexico.

The participants began by filling out a questionnaire for demographic information (age, gender, body height and body 
weight, and bodily pains). Although all participants were healthy volunteers, common complaints of pain and dysfunction 
could be found in this population. To capture all complaints of pain and dysfunction, all participants completed three clinical 
outcome scales; visual analog scale (VAS), Lower Extremity Functional Scale (LEFS) and the Modified Oswestry Low 
Back Disability Questionnaire (m-OSW)18). These clinical outcome measures were used because of the established validity 
and reliability (VAS; ICC=0.90, LEFS; ICC=0.89–0.99, m-OSW; ICC=0.90)17–20). Because of previous evidence related to 
inter-rater reliability, the lumbopelvic screening and identifying of the marker positions for ASIS and PSIS were performed 
by the primary tester14–16). The primary tester was a board certified clinical specialist in orthopedic physical therapy with 
over 37 years of clinical experience in this field who did not have experience in using a motion capture system and was 
blinded to the algorithm to calculate SIJ movement. The primary tester performed a lumbopelvic screen to eliminate those 
with structural dysfunctions (alignment of the bony pelvis, long sit test, pubic symphysis assessment of alignment and hip 
dysfunction/range of motion). Once cleared for obvious structural issues, the March test for upper and lower poles in both 
SIJs was assessed (Fig. 1). The results of the March test was blinded to the secondary tester, a clinical biomechanist.

To quantify the innominate movements, the markers’ locations in the lab coordinate system were captured using a motion 
analysis system (Vicon Motion System Ltd, Oxford, UK). The given tasks during data acquisition were: 1) static standing 
2) one limb standing with the contralateral hip flexed at both 90 degree and 100 degree by resting the foot on an adjustable 
stool, and 3) active one legged standing with the participant flexing the hip from 0 to greater than 90 degrees, much like the 
March Test. The first two tasks are static tasks while the last one was a dynamic trial capturing motion of the pelvis during 
hip flexion. Hip flexion positions were passively created by resting a foot on an adjustable box. One investigator measured 
the hip flexion positions for each of the participants. The participant was asked to relax and stand still for 3 seconds for both 
the 90 degree and 100 degree positions. Lastly, the participant was asked to actively flex the hip with an instruction ‘just like 
you did during the March Test’. Five trials were captured for each task (i.e. standing, hip flexion at 90 degree and 100 degree, 
and the March Test) while the therapist oversaw if the marker maintained its location over the anatomical landmark. The 
averaged data from the 5 trials were used for analysis.



J. Phys. Ther. Sci. Vol. 33, No. 8, 2021 598

The angle between the cross-products of the two vectors from the ASIS and PSIS can be used to define innominate move-
ments in the sagittal plane (i.e. innominate angles). Innominate angles of the ilium were defined by processing the vector 
between anterior superior iliac spine (ASIS) and posterior superior iliac spine (PSIS). The 3-dimensional coordination for 
each bony prominence was calculated as the cross-products to define the angle based on the previously reported algorithm 
(Fig. 2)21). The anterior/posterior tilt of ilium created by both right and left ASIS-PSIS vectors indicated the angle of in-
nominate movements in the sagittal plane.

Repeated Measures Analysis of variance (ANOVA) test was used to test whether there was any significant interaction 
between groups over positions of the hip in innominate angle. Tukey HSD (“honestly significant difference”) test was used 
for post-hoc analyses to determine which specific group means were different. An independent t-test was used to analyze 
differences in innominate movement in the sagittal plane during the March tests between groups. Alpha level of significance 
was set as 0.05.

RESULTS

Ten out of sixteen participants were diagnosed as having a positive March Test (March+). There were no significant 
differences in participant demographics (Table 1). Clinical outcomes show no significant difference for the VAS, LEFS or 
m-OSW, however participants in the March + group demonstrated greater score on the m-OSW, exceeding the minimal 
clinical important difference (MCID) defined as a change of 4.2 or greater as outlined by Mehta20).

For the group with a negative result of the March Test (March−), inter-limb differences were tested using paired t-tests. 
Because all results between inter-limb differences in the March- were not significant (p>0.05), the average of each tested 
variable between limbs was used for analysis (Table 2). There was a significant interaction between groups over three hip 
positional tasks (static 90 degrees and 100 degrees and dynamic motion reproducing the March Test) for the innominate 
movements in the sagittal plane (F(2, 36)=12.539, p<0.001). The post-hoc test revealed a significant greater innominate angle 
at static standing in the March+ group compared to the March- group (Δ=3.47°, p=0.015). This angle difference became 
significantly less in the March+ group compared to the March-group at 90 degree of the contralateral hip flexion (Δ=7.00°, 
p=0.004) and at also at 100 degree of the contralateral hip flexion (Δ=6.39°, p=0.018). Additionally, independent t-test 
revealed that there were significant differences in innominate movement in the sagittal plane during the March Test (Δ=7.73°, 
p=0.005).

Fig. 1.  Demonstration of the March Test portion of the study.

Fig. 2.  Basic Diagram for the algorithm in this study.
Each marker location indicates the 3-demensional coordi-
nate system (x, y, z) in the laboratory space.
R-: Right side; L-: Left side, ASIS: Anterior superior iliac 
spine; PSIS: Posterior superior iliac spine.
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DISCUSSION

Our methods could successfully differentiate the innominate movement of the ilium in the sagittal plane as those who had 
a March Test positive compared to those who were negative. Those who had March Test positive demonstrated hypomobility 
of the ilium compared to those with negative results. The magnitude of movement of the ilium were approximately twice 
greater in the March Test negative group compared to those with positive results of the March Test.

Some reviewers may be surprised by the large magnitude of anterior/posterior tilt of the innominate within the results. 
This can be explained by the different method of measurement as compared to previous studies. By creating virtual vectors 
between ASIS and PSIS, our measurement of the angle increased accuracy through linear displacement away from the 
anatomical joint center of the SIJ as similar to the previous report22). A clinically important take away from this study is that 
greater innominate movement differences are only captured when the volunteer elevated to at least 90 degrees of hip flexion 
as seen in the previous work by Cooperstein and his colleagues23). This indicates that clinicians must instruct their patients to 
flex their hip to at least 90 degrees in order to observe asymmetrical innominate movements during the March test.

There are several potential limitations in this study. Our participants with relatively lower body mass index (BMI) contrib-
ute to our significant findings by minimizing the soft-tissue artifact errors24). We were pleased to be able to show significant 
difference in the innominate movement between the groups. Body composition may also be a limitation for correct palpation 
and identification of placement of the ASIS and PSIS markers. One study indicated that BMI had no effect on accuracy of 
palpation with an experienced manual therapist25).

Despite these limitations, our results could provide insight for quantifying movements of the innominate and potentially 
validate the March test as a clinical tool for SIJ dysfunction. This is the first attempt to quantify innominate movements in the 
3D coordinate space related to the other side of ilium within a limitation of a passive external marker motion capture system. 
Further investigations are certainly needed to address reliability issues regarding the March test screening. Methods could 
include the use of fluoroscopy and/or ultrasound to verify that the markers are perfectly aligned with the bony landmarks or 
possibly the creation of a tracking devise that captures real time motion of the innominate in space.

The reliability and validity of the March Test is clinically controversial, yet innominate movements defined by virtual vec-
tors between ASIS-PSIS showed significantly different movement patterns of the innominate in relatively healthy individuals 

Table 1.  Demographic information (N=16)

Characteristics March− (N=6) March+ (N=10)
Age (years) 27.0 ± 4.70 38.4 ± 19.3
VAS (% of total length) 0.58 ± 0.54 0.30 ± 0.50
LEFS (%) 96.3 ± 3.79 92.5 ± 6.0
m-OSW (%) 3.67 ± 4.27 13.1 ± 28.7
Height (m) 1.69 ± 0.05 1.70 ± 0.10
Weight (kg) 75.9 ± 8.04 66.6 ± 16.7
BMI (m/kg2) 26.5 ± 2.45 23.3 ± 3.0
R-hip e-AROM (⁰) 14.5 ± 7.45 16.0 ± 3.50
R-hip f-AROM (⁰) 122 ± 6.83 116 ± 7.64
L-hip e-AROM (⁰) 16.2 ± 3.77 16.5 ± 5.30
L-hip f-AROM (⁰) 127 ± 7.23 128 ± 8.90

BMI: Body Mass Index; LEFS: Lower Extremity Functional Scale; L-Hip f-AROM: Left 
HIP flexion; Active range of Motion; M-OSW: Modified Oswestry Low Back Disability 
Questionnaire; March+: Match Test positive group; March−: March Test negative group; 
R-Hip e-AROM: Right HIP extension Active range of Motion; VAS: Visual Analog Scale.

Table 2.  Innominate movement in the sagittal plane

 
 

Standing position—Hip positional tasks— Dynamic motion
Standing Hip flexion at 90° Hip flexion at 100° March test

March+ 4.96 ± 2.94°* 8.06 ± 4.29°**## 8.25 ± 4.39°**## 9.03 ± 4.65°**

March− 1.47 ± 0.96° 15.06 ± 3.02° 14.69 ± 4.59° 16.76 ± 4.31°
*p<0.05 for a comparison between March+ and March–.
**p<0.01 for a comparison between March+ and March–.
##p<0.01 for a comparison between standing and single limb stance.
°: degree; March+: Group with positive results of the March Test; March−: Group with negative results of the March Test.
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with negative and positive results of the March Test.

Conflict of interest
All authors declare that there is no potential conflict of interest.

ACKNOWLEDGEMENT

The authors thank our research assistants for data process and other aspects of this project.

REFERENCES

1) Ramdas J, Jella V: Prevalence and risk factors of low back pain. Int J Adv Med, 2018, 5: 1120.  [CrossRef]
2) O’Sullivan P: Diagnosis and classification of chronic low back pain disorders: maladaptive movement and motor control impairments as underlying  

mechanism. Man Ther, 2005, 10: 242–255. [Medline]  [CrossRef]
3) Bogduk N: The anatomical basis for spinal pain syndromes. J Manipulative Physiol Ther, 1995, 18: 603–605. [Medline]
4) Weksler N, Velan GJ, Semionov M, et al.: The role of sacroiliac joint dysfunction in the genesis of low back pain: the obvious is not always right. Arch Orthop 

Trauma Surg, 2007, 127: 885–888. [Medline]  [CrossRef]
5) Goode A, Hegedus EJ, Sizer P, et al.: Three-dimensional movements of the sacroiliac joint: a systematic review of the literature and assessment of clinical 

utility. J Manual Manip Ther, 2008, 16: 25–38. [Medline]  [CrossRef]
6) Hansen HC, Helm S 2nd: Sacroiliac joint pain and dysfunction. Pain Physician, 2003, 6: 179–189. [Medline]  [CrossRef]
7) Zelle BA, Gruen GS, Brown S, et al.: Sacroiliac joint dysfunction: evaluation and management. Clin J Pain, 2005, 21: 446–455. [Medline]  [CrossRef]
8) Telli H, Telli S, Topal M: The validity and reliability of provocation tests in the diagnosis of sacroiliac joint dysfunction. Pain Physician, 2018, 21: E367–E376. 

[Medline]  [CrossRef]
9) Stovall BA, Kumar S: Reliability of bony anatomic landmark asymmetry assessment in the lumbopelvic region: application to osteopathic medical education. 

J Am Osteopath Assoc, 2010, 110: 667–674. [Medline]
10) Soleimanifar M, Karimi N, Arab AM: Association between composites of selected motion palpation and pain provocation tests for sacroiliac joint disorders. J 

Bodyw Mov Ther, 2017, 21: 240–245. [Medline]  [CrossRef]
11) Vanderwurff P, Meyne W, Hagmeijer R: Clinical tests of the sacroiliac joint—a systematic methodological review. Part 2: Validity. Man Ther, 2000, 5: 89–96.  

[CrossRef]
12) Hungerford BA, Gilleard W, Moran M, et al.: Evaluation of the ability of physical therapists to palpate intrapelvic motion with the Stork test on the support 

side. Phys Ther, 2007, 87: 879–887. [Medline]  [CrossRef]
13) Collins TD, Ghoussayni SN, Ewins DJ, et al.: A six degrees-of-freedom marker set for gait analysis: repeatability and comparison with a modified Helen Hayes 

set. Gait Posture, 2009, 30: 173–180. [Medline]  [CrossRef]
14) Mitchell K, Porter M, Anderson L, et al.: Differences in lumbar spine and lower extremity kinematics in people with and without low back pain during a step-up 

task: a cross-sectional study. BMC Musculoskelet Disord, 2017, 18: 369. [Medline]  [CrossRef]
15) Adhia DB, Bussey MD, Mani R, et al.: Inter-tester reliability of non-invasive technique for measurement of innominate motion. Man Ther, 2012, 17: 71–76. 

[Medline]  [CrossRef]
16) Rebello da Veiga T, Custódio da Silva A, Gomes da Silva RT, et al.: Intra-observer reliability in three-dimensional kinematic analysis of sacroiliac joint mobil-

ity. J Phys Ther Sci, 2015, 27: 1001–1004. [Medline]  [CrossRef]
17) Chapman JR, Norvell DC, Hermsmeyer JT, et al.: Evaluating common outcomes for measuring treatment success for chronic low back pain. Spine, 2011, 36: 

S54–S68. [Medline]  [CrossRef]
18) Fritz JM, Irrgang JJ: A comparison of a modified Oswestry Low Back Pain Disability Questionnaire and the Quebec Back Pain Disability Scale. Phys Ther, 

2001, 81: 776–788. [Medline]  [CrossRef]
19) Chiarotto A, Maxwell LJ, Ostelo RW, et al.: Measurement properties of visual analogue scale, numeric rating scale, and pain severity subscale of the brief pain 

inventory in patients with low back pain: a systematic review. J Pain, 2019, 20: 245–263. [Medline]  [CrossRef]
20) Mehta SP, Fulton A, Quach C, et al.: Measurement properties of the lower extremity functional scale: a systematic review. J Orthop Sports Phys Ther, 2016, 

46: 200–216. [Medline]  [CrossRef]
21) Adhia DB, Milosavljevic S, Tumilty S, et al.: Innominate movement patterns, rotation trends and range of motion in individuals with low back pain of sacroiliac 

joint origin. Man Ther, 2016, 21: 100–108. [Medline]  [CrossRef]
22) Preece SJ, Willan P, Nester CJ, et al.: Variation in pelvic morphology may prevent the identification of anterior pelvic tilt. J Manual Manip Ther, 2008, 16: 

113–117. [Medline]  [CrossRef]
23) Cooperstein R, Truong F: Does the Gillet test assess sacroiliac motion or asymmetric one-legged stance strategies? J Can Chiropr Assoc, 2018, 62: 85–97.
24) Hara R, Sangeux M, Baker R, et al.: Quantification of pelvic soft tissue artifact in multiple static positions. Gait Posture, 2014, 39: 712–717. [Medline]   

[CrossRef]
25) Harlick JC, Milosavljevic S, Milburn PD: Palpation identification of spinous processes in the lumbar spine. Man Ther, 2007, 12: 56–62. [Medline]  [CrossRef]

http://dx.doi.org/10.18203/2349-3933.ijam20183413
http://www.ncbi.nlm.nih.gov/pubmed/16154380?dopt=Abstract
http://dx.doi.org/10.1016/j.math.2005.07.001
http://www.ncbi.nlm.nih.gov/pubmed/8775022?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17828413?dopt=Abstract
http://dx.doi.org/10.1007/s00402-007-0420-x
http://www.ncbi.nlm.nih.gov/pubmed/19119382?dopt=Abstract
http://dx.doi.org/10.1179/106698108790818639
http://www.ncbi.nlm.nih.gov/pubmed/16883378?dopt=Abstract
http://dx.doi.org/10.36076/ppj.2003/6/179
http://www.ncbi.nlm.nih.gov/pubmed/16093751?dopt=Abstract
http://dx.doi.org/10.1097/01.ajp.0000131413.07468.8e
http://www.ncbi.nlm.nih.gov/pubmed/30045603?dopt=Abstract
http://dx.doi.org/10.36076/ppj.2018.4.E367
http://www.ncbi.nlm.nih.gov/pubmed/21135198?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/28532864?dopt=Abstract
http://dx.doi.org/10.1016/j.jbmt.2016.06.003
http://dx.doi.org/10.1016/S1356-689X(99)90229-1
http://www.ncbi.nlm.nih.gov/pubmed/17472953?dopt=Abstract
http://dx.doi.org/10.2522/ptj.20060014
http://www.ncbi.nlm.nih.gov/pubmed/19473844?dopt=Abstract
http://dx.doi.org/10.1016/j.gaitpost.2009.04.004
http://www.ncbi.nlm.nih.gov/pubmed/28841866?dopt=Abstract
http://dx.doi.org/10.1186/s12891-017-1721-z
http://www.ncbi.nlm.nih.gov/pubmed/22119542?dopt=Abstract
http://dx.doi.org/10.1016/j.math.2011.09.005
http://www.ncbi.nlm.nih.gov/pubmed/25995542?dopt=Abstract
http://dx.doi.org/10.1589/jpts.27.1001
http://www.ncbi.nlm.nih.gov/pubmed/21952190?dopt=Abstract
http://dx.doi.org/10.1097/BRS.0b013e31822ef74d
http://www.ncbi.nlm.nih.gov/pubmed/11175676?dopt=Abstract
http://dx.doi.org/10.1093/ptj/81.2.776
http://www.ncbi.nlm.nih.gov/pubmed/30099210?dopt=Abstract
http://dx.doi.org/10.1016/j.jpain.2018.07.009
http://www.ncbi.nlm.nih.gov/pubmed/26813750?dopt=Abstract
http://dx.doi.org/10.2519/jospt.2016.6165
http://www.ncbi.nlm.nih.gov/pubmed/26144685?dopt=Abstract
http://dx.doi.org/10.1016/j.math.2015.06.004
http://www.ncbi.nlm.nih.gov/pubmed/19119397?dopt=Abstract
http://dx.doi.org/10.1179/106698108790818459
http://www.ncbi.nlm.nih.gov/pubmed/24220204?dopt=Abstract
http://dx.doi.org/10.1016/j.gaitpost.2013.10.001
http://www.ncbi.nlm.nih.gov/pubmed/16781182?dopt=Abstract
http://dx.doi.org/10.1016/j.math.2006.02.008

