
Condition Specific Protocols 
 

      A  static distraction for acute muscle spasm and grade I-II 
spondylolisthesis/spondylolysis anterior or posterior 

      B  very painful individuals, vertebral compression fracture (healed) or 
osteoporotic/osteopenic patient, spinal fusions 

      C  starting point for most mechanical low back pain, sciatica, disc hernia, disc 
protrusion, disc extrusion, disc bulge, facet arthropathy etc.…  

D, E, H, I,   left side sciatica, left lateral disc bulge, left facet arthropathy 
P, Q 
 
F, G, J, K,   right side sciatica, right lateral disc bulge, right facet arthropathy 
R, S 
 

L, M, N, O  lumbo-sacral transitional segments, Grade I-II 
spondylolisthesis/spondylolysis anterior or posterior (these conditions do 
not respond well to intermittent axial distraction due to the shear forces 
on the disc and facets, they do respond extremely well to static axial and 
bilateral sweeping distraction 

    T, U  bilateral flexion is the ultimate goal when clinically appropriate for all 
mechanical low back pain, disc derangement and sciatic patients due to 
the neurological re-education of cross/crawl as well as agonist and 
antagonist of the core musculature (multifidus, erector spinae, quadratus 
lumborum and intertransversarii) 

 

Contraindications: 

unstable spine, ligamentous instability, rheumatoid arthritis, osteomyelitis, 
discitis, neoplasm, severe osteoporosis, untreated 
hypertension, severe anxiety, cauda equina syndrome and myelopathy 

  



Indications: 
 

Herniated disc, ligament encroachment, narrowing of the inter vertebral 
foramen, osteophyte encroachment, spinal nerve root swelling, joint hypo 
mobility, spondylolisthesis, degenerative joint disease, extrinsic muscle 
spasm and muscle guarding, discogenic pain, joint pain, compression 
fracture, lumbar disc disorders of primary origin, lumbar disc disorders of 
secondary origin, sciatica 
 

Spinal Fusion: 

 Spinal fusion must be stable with no signs of infection for at least 1 year 
post surgery. Surgical clearance the surgeon prior to the 1 year mark is 
highly recommended. Fusions under 3 months old are an absolute 
contraindication. The biggest concern is infection harbored in the junction 
between the hardware and bone which my lead to erosion of the bone. 
Once these concerns are cleared spinal fusion patients will do very well 
with the Back on Trac especially since there is no body entrapment 
strapping system to create Valsalva (internal body cavity pressure). 
Maintaining and correcting intervertebral motion segment above and 
below the spinal fusion is critical in preventing additional spinal fusions 
because of aberrant motion of the spine due to fusion. 

 

Scoliosis: 

Will need to be assessed for both function and structural lateral curvature 
through functional exam and motion study lumbar x-ray (AP, Lateral, R/L 
Lateral Bending, Flexion and Extension). Axial distraction with decrease of 
functional curves during lateral distraction along with SOT blocking to 
imbibe the discs and motion segments in dysfunction. Example: right 
convex lumbar curve with apex at L2. Protocol “S” moving feet left and 
SOT block on left side of spine at L2 to diminish counter rotation. 
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