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Introduction 

SCI is a traumatic insult to the spinal cord that can result in 

alteration of normal motor, sensory and autonomic function. 

Paraplegia involves the lower extremities and accounts for 

approximately 45% of SCI. Young men, 15 to 29 years old, 

account for approximately 80% of the 10,000 patients who have a 

SCI annually in the United States (Young et al, 1993) (Staas et 

al, 1993). 

  Research center for SCI studies in Australia (1999) 

found that the rate of SCI from traumatic causes is the highest in 

the age group 15-24 years (about 95%). SCI are subdivided into 

complete injury with absence of sensory and motor function in the 

lowest sacral segment, and incomplete SCI with partial 

preservation of sensory and/or motor functions below the 

neurological level, which includes the lowest sacral segment. 

Effect of incomplete SCI varies according to the affected tract. 

Injury to the corticospinal tract or dorsal columns, respectively, 

results in ipsilateral paralysis or loss of sensation of light touch, 

proprioception, and vibration. Unlike injuries of the other tracts, 

injury to the lateral spinothalamic tract causes contralateral loss of 

pain and temperature sensation. Because the anterior 

spinothalamic tract also transmits light touch information, injury 

to the dorsal columns may result in complete loss of vibration 
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sensation and proprioception but only partial loss of light touch 

sensation. Anterior cord injury causes paralysis and incomplete 

loss of light touch sensation (Janssen et al, 1989). 

SCI is associated with changes in endocrine function of the 

male reproductive system, including testosterone hormone levels 

which are decreased mostly due to interruption of the pituitary-

testicular axis (Naftchi et al, 1980). Testosterone, the gonadal sex 

steroid hormone, has various effects on numerous body tissues. 

Beyond its reproductive function, this hormone is responsible for 

increased muscle mass and decreased risk of osteoporosis (Kaiser 

et al, 1995). 

 One of the less known testosterone action is 

neuroprotection. By definition, the neuroprotection is an effect 

that may result in salvage, recovery or regeneration of the nervous 

system, its cells structure and function.These effects are induced 

directly through an androgen receptor on the neuron (Hammond 

et al, 2001) (Tanzer et al, 2004).  

Abnormally low serum testosterone levels are likely to 

negatively affect rehabilitation outcomes among men with SCI by 

increased body fat accumulation, decreased muscle mass and 

strength, depression and low life satisfaction, all of these health 

problems may be a caused by or exacerbated by low testosterone 

levels among men with SCI and interfere with rehabilitation 


