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Increased Sexual Health After Restored Genital Sensation in

Male Patients with Spina Bifida or a Spinal Cord Injury:

the TOMAX Procedure

M. L. E. Overgoor,* T. P. V. M. de Jong, P. T. Cohen-Kettenis, M. A. Edens and M. Kon
From the Department of Plastic, Reconstructive and Hand Surgery (MLEO), and Department of Clinical Epidemiology, Isala Academy (MAE), Isala
Clinic, Zwolle; Pediatric Renal Centre, Department of Pediatric Urology, University Children’s Hospital UMC Utrecht and AMC Amsterdam
(TPVMDJ), and Department of Plastic, Reconstructive and Hand Surgery, University Medical Centre Utrecht (MK), Utrecht; and Department of
Medical Psychology and Medical Social Work, VU University Medical Centre, Amsterdam (PTCK), The Netherlands

Purpose: In this study we prospectively investigated the contribution of restored
penile sensation to sexual health in patients with low spinal lesions.
Materials and Methods: In 30 patients (18 with spina bifida, 12 with spinal cord
injury, age range 13 to 42 years) with no penile sensation but good groin sensa-
tion the new TOMAX (TO MAX-imize sensation, sexuality and quality of life)
procedure was performed. This involves microsurgical connection of the sensory
ilioinguinal nerve to the dorsal nerve of the penis unilaterally. Extensive preop-
erative and postoperative neurological and psychological evaluations were made.
Results: A total of 24 patients (80%) gained unilateral glans penis sensation.
This was initially felt as groin sensation but transformed into real glans sensa-
tion in 11 patients (33%). These patients had better overall sexual function
(p � 0.022) and increased satisfaction (p � 0.004). Although 13 patients (43%)
maintained groin sensation, their satisfaction with sexuality was only slightly
less than that of those with glans sensation. Improved sensations helped them
manage urinary incontinence, thereby improving personal hygiene and indepen-
dence. Most patients felt more complete and less handicapped with their penis
now part of their body image. They also reported having more open and mean-
ingful sexual relationships with their partners.
Conclusions: Tactile and erogenous sensitivity was restored in the glans penis in
patients with a low spinal lesion. This new sensation enhanced the quality of
sexual functioning and satisfaction. The TOMAX procedure should become stan-
dard treatment for such patients.

Key Words: spinal dysraphism, spinal cord injuries, sexuality, pudendal
nerve, spinal nerve roots

Abbreviations

and Acronyms

BCR � bulbocavernosus reflex

DNP � dorsal nerve of penis

SB � spina bifida

SCI � spinal cord injury

SL � spinal lesion

VAS � visual analogue scale
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0031-38-4246042 [work], 0031-651171905 [cell];
FAX: 0031-384527368; e-mail: m.l.e.overgoor@
isala.nl).

MOST male patients with spina bifida
or a spinal cord injury do not have any
sensation in the penis, although most
can achieve erection with ejacula-
tion.1–3 Despite having erectile func-
tion and an active interest in sex,1 the
absence of penile sensation leads to
frustration. In the quality of life im-
provements desired by patients with
SL, regaining sexual function has the

highest priority.4,5 Many studies have
reported decreased sexual health,5–7

but no study to our knowledge has
dealt specifically with the role of pe-
nile sensation in patients with SL.

Normally sensory impulses from the
glans penis are transmitted through
dorsal penile and pudendal nerves to
sacral nerve roots 2 to 4. They con-
tinue through the spinal cord to the

0022-5347/13/1892-0001/0 http://dx.doi.org/10.1016/j.juro.2012.10.020
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sensory cortex unless interrupted by a spinal lesion.
We hypothesized that restoring penile sensation in
patients with SL would contribute to their sexual
satisfaction and health, and designed an operative
procedure called TOMAX. Because of the high spinal
entry level (L1) of the ilioinguinal nerve we were
able to use this nerve as a neurological bypass to
restore penile sensation in 3 patients with low
lesion SB.8 The sensory information from the
glans was rerouted via the DNP and ilioinguinal
nerve to the sensory cortex. Our first 3 patients
claimed that the penis became more integrated in
their body image, 2 found masturbation more
meaningful and 1 became more sexually active.
These promising results justified this study to test
our hypothesis and investigate the outcome of the
TOMAX procedure in 30 patients with a low spinal
lesion.

MATERIALS AND METHODS

Patient Selection and Procedure
With ethics committee permission we selected 30 patients
with SL with no penile sensation but normal groin sensa-
tion. They gave written consent, were assessed as psycho-
logically stable and had no negative sexual experiences.
We used our operative procedure called TOMAX,8 in
which the sensory ilioinguinal nerve was cut distally in
the groin and joined by microneurorrhaphy to the divided
DNP at the base of the penis. All interventions were
performed by 1 plastic surgeon (MO). The patients were
evaluated preoperatively and twice postoperatively after a
median (range) of 6 (5 to 10) and 15 months (11 to 24)
when no further sensory improvement was expected.

Sensitivity Testing
The right and left halves of the shaft and glans of the penis
and both groins were subdivided into 3 regions for testing.
We used neurological sensory tests for touch (pointed vs
blunt stimuli) and temperature stimuli (at 37C and 4C) to
determine what sensation was present.9,10 The patient
was blindfolded and each region was stimulated 3 times at
random intervals. If all the stimuli were correctly experi-
enced all 3 times, we concluded they had sensation.

Quantitative fine touch sensitivity was determined us-
ing Semmes-Weinstein monofilaments (North Coast Med-
ical Supply, Morgan Hill, California).9,11,12 The monofila-
ments of ascending intensity (2.83 to 4.74, corresponding
target force 0.07 to 6 g) were applied perpendicular to the
skin of the groin and glans for about 1.5 seconds, with the
threshold being the smallest stimulus identified correctly.
The most sensitive region was taken to represent the
amount of fine touch sensitivity for the groin and glans.
Sensitivity testing was repeated postoperatively. Apart
from the presence of sensation, we noted where the stim-
ulus of the glans was actually experienced in the groin,
penile shaft or on the glans itself.

Bulbocavernosus Reflex
To preserve reflex erections we decided not to operate
bilaterally but to keep 1 DNP intact. We determined if the

right or left DNP still had a role in erectile function by
studying the integrity of the reflex arc S2–S4 bilaterally
using needle electromyography-BCR measurements.13 In
this reflex the perineal bulbocavernosus muscle contracts
to DNP stimulation. If the BCR was bilaterally positive or
negative, we could operate on either side, but if it was
unilaterally positive we operated on the contralateral neg-
ative side.

Psychological Functioning and Sexuality
Psychological functioning and sexuality were measured by
a clinical psychologist trained in sexology, using the
HADS (Hospital Depression and Anxiety Scale) question-
naire to determine patient level of distress14 and the
SCL-90-R® (Symptom Checklist-90-Revised) to measure
psychoneuroticism.15 We used the GAS (Groninger Arous-
ability Scale) to assess the ability to experience the stages
of the sexual response cycle.16 The psychologist also used
a semi-structured interview to assess sexuality and sexual
satisfaction. The plastic surgeon interviewed the patients
to obtain a clinical perspective on sexual and genital func-
tioning and urinary continence management.

Statistical Analysis
Categorical data are presented as n and tested using Fish-
er’s exact test (using SISA [Simple Interactive Statistical
Analysis] for more than 2 scoring categories, http://
www.quantitativeskills.com/sisa) or the McNemar test for
unpaired or paired comparisons, respectively. Continuous
data are presented as median (range) and were tested
using the Mann-Whitney U test or the Wilcoxon signed
rank test for unpaired or paired comparisons, respec-
tively. All analyses were performed 2-tailed with alpha
0.05 significant using PASW® version 18 (SPSS® Inc.)
unless stated otherwise.

RESULTS

Patient Characteristics

From 2001 to 2009 we operated on 30 patients with
SL. The ilioinguinal nerve could not be used in 3
patients with SCI (median age 41 years, range 21 to
55; lesion level L2, range L1–L5; median time since
injury 5 years, range 5 to 12) as it was absent bilat-
erally in 2 patients and both nerves were severely
damaged in another patient. The other 27 patients
were successfully operated on and followed includ-
ing 18 SB (median age 18.5 years, range 13 to 40;
level of lesion L4, range L2–S1) and 9 SCI (median
age 30 years, range 21 to 42; level of lesion L2, range
T12–L4; median time since injury 5 years, range 2 to
15). Based on BCR measurements we operated on 16
left and 11 right sides.

Sensation in Glans Penis

In many patients the first sign of unilateral penile
sensation was being aware of the cold urinary cath-
eter being introduced into the urethra after 2 to 4
months. This was followed by an electrical/hyper-
sensitive sensation and later a tingling sensation of
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the glans, experienced as if the groin was being
touched. This glans penis sensation then changed
into a nonpainful, normalized sensation, which
stayed in the groin or transformed to actual glans
sensations experienced at the glans itself. No sensa-
tion or only a little sensation developed at the penile
shaft. This resulted in unilateral glans penis sensa-
tion at the second postoperative visit in 24 of 30
(80%) patients, which was experienced as groin sen-
sation in 13 of 24 (54%) and as glans sensation in 11
of 24 (46%). Figure 1 shows the development of
sensation with time.

Semmes-Weinstein

Reliable and reproducible Semmes-Weinstein mono-
filament glans and groin sensory tests were per-
formed in 13 and 15 patients, respectively. Postop-
erative glans sensation at the second visit increased
from absence to having sensations in the range of 0.4
to 6 g (median 1) (fig. 2, A). Donor groin sensitivity
was decreased in most patients compared to preop-
erative sensitivity (fig. 2, B), but none missed the

groin sensation or experienced long-term discomfort
or pain.

Sensory Changes Affecting

Urinary Continence Management

Of the 22 patients using self-intermittent catheter-
ization 14 felt a nonpainful, cold sensation in the
urethra when the catheter was introduced. Two pa-
tients noticed that their condom catheter/diaper be-
came wet while 4 could actually feel urine passing
through the urethra. Two patients could partially
empty their bladder.

Changes in Mechanism of Erection/Ejaculation

All patients retained the preoperative ability to have
an erection and ejaculations. In 5 patients the mech-
anism of erection changed from a psychogenic-only
pathway into a combined psychogenic reflex path-
way postoperatively (p � 0.063, table 1). This
change was seen significantly more in patients in
whom actual glans sensations developed (p � 0.036,
table 2).

Psychological/Sexological Assessment

Postoperative psychosexual evaluations were per-
formed in 19 of 27 patients. Of the 8 patients who no
longer participated 3 had no sensation, 4 had tactile
sensations but without real gain and 1 had eroge-
nous sensation with results similar to those de-
scribed.

Psychological Functioning

Preoperatively these 19 patients reported no signif-
icant distress or psychopathology (mean HADS-A
score 4.06, mean HADS-D score 2.78, mean SCL-
90-R score 117), with scores comparable to those of
the general population.15,17 After surgery the mean
scores were even lower but the changes were not
significant (mean HADS-A 2.8, mean HADS-D 2.5,
mean SCL-90-R 111.8).

Glans sensation
n=3 (all SB)

Postoperative visit 1
t = 6 (5-10)

Postoperative visit 2
t = 15 (11-24)

No sensation
n=27 (18 SB, 9 SCI)

No sensation
n=7 (4 SB, 3 SCI)

No sensation
n=3 (1 SB, 2 SCI)

Pre-operative

Groin sensation
n=13 (9 SB, 4 SCI)

Glans sensation
n=11 (8 SB and 3 SCI)

Groin sensation
n=17 (11 SB, 6 SCI)

n=2 
(1 SB, 1 SCI)

n=2
(2 SB)

n=11
(8 SB, 3 SCI)

n=6
(3 SB, 3 SCI)

n=3
(all SB)

Figure 1. Development of sensation. t, median months (range).
Groin sensation means touching glans was experienced as if
groin was being touched. Glans sensation means touching
glans was experienced as if glans itself was being touched.

Figure 2. Quantification of sensation by Semmes-Weinstein (SW) monofilaments (touch test sensory evaluators). A, distribution of
postoperative SW glans sensory test results (13) at visit 2. B, distributions of preoperative (15) and postoperative/visit 2 (15) SW groin
sensory tests (Wilcoxon signed rank test p � 0.135). ES, evaluator size. SW evaluator sizes used (target force in g) were 2.83 (0.07), 3.22
(0.16), 3.61 (0.4), 3.84 (0.6), 4.08 (1), 4.17 (1.4), 4.31 (2), 4.56 (4), 4.74 (6). Evaluator size was inversely related to amount of sensation.
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Sexuality

In general all patients were happy to have sensa-
tions instead of being numb. Awareness of their
penis contributed to their body image and they felt
more complete (table 1). Twelve patients were more
strongly aroused and masturbated more frequently,
while 5 started masturbating for the first time post-
operatively. During masturbation patients reported
a significant increase in stiffness (p � 0.008) and
satisfaction (p � 0.016) with their erections. For 8
patients it was easier to achieve an erection and
orgasm while masturbating.

Many patients became more sexually active with
a partner (frequency p � 0.002 and with more sat-
isfaction p � 0.039). Three patients experienced or-
gasmic feelings for the first time. Eight patients felt
the introduction of the penis into the vagina, which

was new for them (p � 0.008). However, 1 patient
reported decreased satisfaction in some situations as
the new sensations did not meet his high expectations.

The semi-structured interview led to 3 items
measuring satisfaction with sexuality, which showed
increased satisfaction with their sex life in general
(p � 0.004). (Cronbach’s alpha for the satisfaction
with sex scale was 0.78 before and 0.85 after the
operation.) The 19 patients also scored significantly
higher on the GAS (p � 0.022) after surgery, indi-
cating better sexual functioning (table 1). On com-
paring the patients whose sensations matured to
actual glans sensations to those whose sensations
stayed in the groin, we noted that the first group was
more easily aroused (p � 0.013), masturbated more
frequently (p � 0.013) and was more satisfied with
their sexuality (table 2).

Table 1. Comparison of preoperative and postoperative results

Preop Postop (visit 2) p Value

Data from clinician (27 pts)
Median mos from operation (range) 15 (11–24) Not applicable
No. glans sensory test:

Sensation (no/yes) 27/0 3/24 Not applicable
Sensation yes, localization of sensation (groin/glans)* Not applicable 13/11 Not applicable

No. penile function:
Erection (no/yes) 1/26 1/26 1.000
Erection yes, origin of erection (psychogenic/reflex)† 21/5 16/10 0.063

No. ejaculation (no/yes) 4/23 4/23 1.000
No. partner:

Sexual partner (no/yes) 18/9 13/14 0.063
Sexual partner yes, introduction in vagina felt (no/yes) 9/0 6/8 Not applicable

Data from psychologist (19 pts)
No. arousal:

Strength of arousal (decreased/no change/increased) 0/7/12 Not applicable
Erection during arousal (decreased/no

change/increased)
1/18/0 Not applicable

No. masturbation:
Masturbation (no/yes) 7/12 2/17 0.125
Masturbation yes, orgasm (no/yes) 1/11 3/14 1.000
Masturbation frequency/mo (decreased/no change/

increased)
0/7/12 Not applicable

Ease of erection (decreased/no change/increased) 0/11/8 Not applicable
Ease of achieving orgasm (decreased/no

change/increased)
1/10/8 Not applicable

Sensation of orgasm (decreased/no change/increased) 1/10/8 Not applicable
No. partner:

Sexual partner (no/yes) 12/7 7/12 0.063
Intercourse (frequency/mo) 0 (0–12) 2 (0–70) 0.002‡
Satisfaction (VAS score) 8 (6–9) 9 (4–10) 0.039‡

Stiffness erection (VAS) 8 (1–10) 9 (4–10) 0.008‡
Satisfaction with sexuality:

Satisfaction with erection during masturbation (VAS) 6.5 (0–10) 8 (0–10) 0.016‡
Satisfaction with sexual function (VAS) 6 (1–9) 8 (2–10) 0.123
Satisfaction with sexual life (VAS) 4.5 (1–8) 6.5 (1–10) 0.002‡
Satisfaction with sexual life in general (sum of 3 VAS

scores above)
17 (3–26) 24 (3–29) 0.004‡

Overall sexual functioning (total GAS score) 37 (28–50) 33 (24–46) 0.022‡

* Groin defined as groin sensation: Touching the glans is experienced as if the groin was being touched. Glans defined as glans sensation: Touching the glans is experienced
as if the glans itself was being touched.
† Psychogenic defined as psychogenic pathway. Reflex defined as combined psychogenic and reflex pathway.
‡ Statistically significant.
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DISCUSSION

Using a new nerve rerouting procedure (TOMAX)
we were able to restore unilateral glans penis sen-
sation in 24 of 30 patients with spinal lesions. Sen-
sation was restored on the operated side of the glans
penis only due the unilateral DNP anatomy.18 The
ilioinguinal nerve has a good cross-sectional caliber
match with the DNP and the distal part of the DNP
functions as a conduit for ingrowing axons of the
ilioinguinal nerve. This axonal growth resulted in
new penile sensations which developed in a se-
quence similar to that seen after traumatic nerve
repair. The average amount of glans sensation ob-
tained for 13 patients was 1.4 � 1.47 g, which was
less than the preoperative donor groin sensation
(0.78 � 0.58 g) and the glans sensation in 2 healthy
populations (0.96 � 0.1512 and 0.83 � 1.00 g9). The
differences are likely due to axonal loss at the nerve
repair site and misdirection during regrowth.19

Patients experienced sensory changes from groin
to glans with the development of pleasurable sensa-
tions. Patients who had glans sensations were more
likely to gain erogenous benefits than those with
sensations in the groin. These sensory changes could
be attributed to brain plasticity. The human brain
can adapt to new peripheral input but this depends
on the pattern and frequency of use.20 This might
explain why glans sensations and beneficial eroge-

nous sensations developed in all the sexually active
patients. Their activities can be seen as sensory
education programs in which visualization and mo-
tivation have major roles.21,22 Although age is the
most important factor in predicting sensory and
functional recovery,19,21,22 we found no differences
related to age or the origin (SB or SCI) and level of
the spinal lesion.

In 4 young patients with SB (age 13 and 14 years)
we could not rule out that some postoperative
changes might also be related to their increasing
sexual awareness in puberty. However, several pa-
tients with SB advised us that nerve transposition
surgery should be performed before puberty to en-
sure the new sensations are incorporated and ac-
cepted as normal before sexual activity starts.
Treatment might also contribute to a more effective
sensory reeducation of the brain and make eroge-
nous sensations even more likely.22,23

Psychologically the penis became a more real part
of the body for most patients. Even the nonpainful,
cold sensation with the introduction of a catheter
contributed to the sense of being complete and less
handicapped, which is important since most pa-
tients with SL use self-catheterization. Some pa-
tients became aware of urine passing through the
urethra, which is hygienically and socially impor-
tant.

Table 2. Comparison of patients with glans sensation and groin sensation at second visit

Groin Sensation Glans Sensation p Value

Data from clinician
No. pts 13 11
No. SB/SCI 9/4 8/3 1.000
Level of lesion L3 (T12-S1) L4 (T12-L5) 0.976
Median mos since operations (range) 15 (12–22) 13 (11–24) 0.220
No. origin of erection (psychogenic/reflex)* 10/2† 4/7 0.036‡

Data from psychologist
No. pts 8 10
No. arousal:

Strength of arousal (decreased/no change/increased)§ 0/6/2 0/1/9 0.013‡
Erection during arousal (decreased/no change/increased)§ 1/7/0 0/10/0 0.444

No. masturbation:
Masturbation (no/yes) 2/6 0/10 0.183
Masturbation frequency/mo (decreased/no change/increased)§ 0/6/2 0/1/9 0.013‡
Ease of erection (decreased/no change/increased)§ 0/7/1 0/4/6 0.066
Ease of orgasm (decreased/no change/increased)§ 0/6/2 1/4/5 0.342
Sensation of orgasm (decreased/no change/increased)§ 0/6/2 1/3/6 0.153

Stiffness erection (VAS) 7.5 (4–10) 9 (8–10) 0.067
Satisfaction with sexuality:

Satisfaction with erection during masturbation (VAS) 8 (0–10) 8 (7–10) 0.294
Satisfaction with sexual function (VAS) 5 (2–9) 8 (7–10) 0.027‡
Satisfaction with sexual life (VAS) 4.5 (1–9) 8 (3–10) 0.052
Satisfaction with sexual life in general (sum of 3 scores

above)
17 (3–27) 24 (19–29) 0.055

Overall sexual functioning (GAS score) 36 (27–46) 31.50 (24–41) 0.196

* Psychogenic defined as psychogenic pathway. Reflex defined as combined psychogenic and reflex pathway.
† In 12 patients.
‡ Statistically significant.
§ Compared to preoperative status.

RESTORING GENITAL SENSATION IN MALE SPINA BIFIDA/SPINAL CORD INJURY CASES 5

tapraid4/jur-juro/jur-juro/jur99911/jur1533d11z panigrahis S�1 11/12/12 12:29 Art: 9534

Dochead: Adult Urology



Patients had more satisfaction with their erec-
tions during masturbation. The ability to have erec-
tions depends on preserving the psychogenic and/or
reflex pathways of erectile function. Five patients
with psychogenic-only pathways reported postoper-
atively that direct stimulation of the penis could
induce erections and that these could be maintained
more easily. The neurological bypass did not recon-
struct the reflex arc S2–S4, so they are more likely
sensory feedback enhanced (psychogenic) erections
rather than real reflex erections, but they are still
beneficial because maintaining erections is a recog-
nized problem in patients with SL.24

With patients being more strongly aroused and
more conscious of their new feelings, they mastur-
bated more frequently and had more pleasurable
sensations and sometimes orgasms. Five patients
including 2 young patients with spina bifida mastur-
bated for the first time ever, while 3 patients expe-
rienced their first orgasm. Patients were more con-
fident in their sexual activities, aware of their
partner touching the penis and able to appreciate
the moment of intromission. This led to more fre-
quent and more satisfying sexual activities, and a
more open and meaningful sexual relationship.

Four patients with SCI had had sexual experi-
ences before their trauma and 3 appreciated their
improved situation. One sexually active patient with
SCI was pleased with the results and experienced
satisfaction comparable to that of his pre-trauma
period. At his request, we are planning a similar
procedure on the contralateral side to introduce sen-
sation to the entire glans.

This study had several limitations such as the
absence of a control group and the use of question-
naires/interviews to measure psychological function
(although they were conducted by an independent
psychologist). In addition, the sensory tests were
performed only on the flaccid penis so the outcomes
might have lower scores. Several patients reported
more sensitivity of the glans in erections at home
and some experienced glans instead of groin sensa-
tions.

We have started to perform this procedure in
patients with similar pathology due to a persistent

cauda equina syndrome and are now transposing
the nerves bilaterally if BCR measurements are neg-
ative on both sides. In cases of positive BCR, end-to-
side neurotization unilaterally or bilaterally could
also be considered. In the future we plan to operate
on patients with SB before puberty. Postoperative
sensory education programs will be developed to
make achieving erogenous sensation even more fea-
sible.

The estimated incidence of SB is 1.9 per 10,000
newborns25 and of SCI is 40 per million in the
United States alone.26 Thus, the new TOMAX pro-
cedure can be used to restore erogenous penile sen-
sation and improve quality of life and sexual health
in large numbers of patients. The procedure is
straightforward, and can be performed by any sur-
geon trained in peripheral nerve surgery and micro-
surgery. Recently we introduced the technique in
the United States resulting in the first 2 clinical
cases outside the Netherlands.27

In conclusion, we show that restoring penile sen-
sation can enhance sexual health and satisfaction in
most male patients with a low spinal lesion. They
felt more complete and less handicapped, discovered
sexual activities for the first time or experienced
them as more exciting and pleasurable. The devel-
opment of a new reflex pathway in patients with
solely psychogenic erections helped them gain and
maintain more rigid erections. Improvements in
managing urinary incontinence helped increase per-
sonal hygiene and independence and, thus, social
participation. The TOMAX procedure should be of-
fered to any patient with a spinal lesion with good
sensation in the groin but no sensation in the glans,
and it should become standard treatment for many
patients in the future.

ACKNOWLEDGMENTS

J. L. Sandberg, psychologist trained in sexology,
VUMC Amsterdam, The Netherlands, was involved
in the preoperative and postoperative psychological
evaluations, and was supported by the Johanna
KinderFonds. J. L. Senior provided assistance and
was supported by the Department of Plastic Sur-
gery.

REFERENCES

1. Sandler AD, Worley G, Leroy EC et al: Sexual
function and erection capability among young
men with spina bifida. Dev Med Child Neurol
1996; 38: 823.

2. Palmer JS, Kaplan WE and Firlit CF: Erectile
dysfunction in spina bifida is treatable. Lancet
1999; 354: 125.

3. Dik P, Van Gool JD and De Jong TP: Urinary
continence and erectile function after bladder
neck sling suspension in male patients with spi-
nal dysraphism. BJU Int 1999; 83: 971.

4. Anderson KD: Targeting recovery: priorities of the
spinal cord-injured population. J Neurotrauma
2004; 21: 1371.

5. McDonald JW and Sadowsky C: Spinal-cord in-
jury. Lancet 2002; 359: 417.

6. Lassmann J, Garibay Gonzalez F et al: Sexual func-
tion in adult patients with spina bifida and its
impact on quality of life. J Urol 2007; 178: 1611.

7. Verhoef M, Barf HA, Vroege JA et al: Sex edu-
cation, relationships, and sexuality in young

RESTORING GENITAL SENSATION IN MALE SPINA BIFIDA/SPINAL CORD INJURY CASES6

tapraid4/jur-juro/jur-juro/jur99911/jur1533d11z panigrahis S�1 11/12/12 12:29 Art: 9534

Dochead: Adult Urology



adults with spina bifida. Arch Phys Med Rehabil
2005; 86: 979.

8. Overgoor ML, Kon M, Cohen-Kettenis PT et al:
Neurological bypass for sensory innervation of
the penis in patients with spina bifida. J Urol
2006; 176: 1086.

9. Bleustein CB, Eckholdt H, Arezzo JC et al: Quan-
titative somatosensory testing of the penis: op-
timizing the clinical neurological examination.
J Urol 2003; 169: 2266.

10. Yarnitsky D, Sprecher E and Vardi Y: Penile ther-
mal sensation. J Urol 1996; 156: 391.

11. Bell-Krotoski J and Tomancik E: The repeatability
of testing with Semmes-Weinstein monofila-
ments. J Hand Surg Am 1987; 12: 155.

12. Sorrells ML, Snyder JL, Reiss MD et al: Fine-
touch pressure thresholds in the adult penis. BJU
Int 2007; 99: 864.

13. Amarenco G and Kerdraon J: Clinical value of
ipsi- and contralateral sacral reflex latency mea-
surement: a normative data study in man. Neur-
ourol Urodyn 2000; 19: 565.

14. Bjelland I, Dahl AA, Haug TT et al: The validity of
the Hospital Anxiety and Depression Scale. An

updated literature review. J Psychosom Res
2002; 52: 69.

15. Arrindell WA and Ettema JH: SCL-90: Manual for
a Multidimensional Indicator of Psychopathology.
Lisse, The Netherlands: Swets Test Publishers
2003.

16. van de Wiel HB, Weijmar Schultz WC, Molenaar
IW et al: Zelfbeoordeling van genitale sensaties
en lichaamsperceptie bij vrouwen; de constructie
van twee vragenlijsten. Tijdschr Seksuol 1995;
19: 119.

17. Crawford JR, Henry JD, Crombie C et al: Norma-
tive data for the HADS from a large non-clinical
sample. Br J Clin Psychol 2001; 40: 429.

18. Yang CC and Bradley WE: Neuroanatomy of the
penile portion of the human dorsal nerve of the
penis. Br J Urol 1998; 82: 109.

19. Lundborg G and Rosen B: Sensory relearning after
nerve repair. Lancet 2001; 358: 809.

20. McAllister RM and Calder JS: Paradoxical clinical
consequences of peripheral nerve injury: a review
of anatomical, neurophysiological and psycholog-
ical mechanisms. Br J Plast Surg 1995; 48: 384.

21. Lundborg G and Rosen B: Hand function after
nerve repair. Acta Physiol (Oxf) 2007; 189: 207.

22. Dellon AL: Somatosensory Testing and Rehabili-
tation. Bethesda: American Occupational Therapy
Association, Inc. 1997.

23. Lundborg G: Brain plasticity and hand surgery: an
overview. J Hand Surg Br 2000; 25: 242.

24. Game X, Moscovici J, Game L et al: Evaluation of
sexual function in young men with spina bifida
and myelomeningocele using the International
Index of Erectile Function. Urology 2006; 67: 566.

25. Centers for Disease Control and Prevention (CDC):
Racial/ethnic differences in the birth prevalence
of spina bifida-United States, 1995–2005.
MMWR Morb Mortal Wkly Rep 2009; 57: 1409.

26. Jackson AB, Dijkers M, Devivo MJ et al: A
demographic profile of new traumatic spinal cord
injuries: change and stability over 30 years. Arch
Phys Med Rehabil 2004; 85: 1740.

27. Jacobs M, Avellino A, Shurtleff D et al: Ilioingui-
nal to penile neuro-neurorrhaphy in the myelome-
ningocele patient: presentation of 2 cases. J Urol,
suppl., 2012; 187: e754, abstract 1865..

RESTORING GENITAL SENSATION IN MALE SPINA BIFIDA/SPINAL CORD INJURY CASES 7

tapraid4/jur-juro/jur-juro/jur99911/jur1533d11z panigrahis S�1 11/12/12 12:29 Art: 9534

Dochead: Adult Urology


	Increased Sexual Health After Restored Genital Sensation in Male Patients with Spina Bifida or a ...
	Materials and Methods
	Patient Selection and Procedure
	Sensitivity Testing
	Bulbocavernosus Reflex
	Psychological Functioning and Sexuality
	Statistical Analysis

	Results
	Patient Characteristics
	Sensation in Glans Penis
	Semmes-Weinstein
	Sensory Changes Affecting Urinary Continence Management
	Changes in Mechanism of Erection/Ejaculation
	Psychological/Sexological Assessment
	Psychological Functioning
	Sexuality

	Discussion
	Acknowledgments
	References


	customer_number: 


