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2.0
research n

S
CI stem cell research hit a low 
note last year, when California-
based biotech company Geron 
abandoned its stem cell human 

clinical trial research. In a world rife 
with highly questionable, unscientific 
and even fraudulent stem cell research 
and therapy schemes, Geron’s research 
was seen as a rare example of stem 
cell research that was legitimate, due 
in large part to the fact that it had met 
rigorous standards imposed by the US 
Food and Drug Administration. 

Attempting to fill the void is Rockville, 
Maryland biotech company Neural-
stem. On January 14th, Neuralstem 
announced that it had been granted 
FDA approval to test its NSI-566 neural 
stem cells in people with chronic SCI. 

The study will enrol up to eight people 
with complete paraplegia (T2-T12) who 
have had their injuries for between one 
and two years. All participants will re-
ceive six injections of neural stem cells 
in or around their injury site. The first 
four patients will receive 100,000 cells 
per injection, and the second four pa-
tients will receive 200,000 cells per 
injection. After the procedure, all pa-
tients will also receive physical therapy 
and immunosuppressive therapy, a 
technique to prevent rejection of the 
transplanted cells. Each participant will 
be carefully monitored for six months. 

Ultimately, it’s hoped that the trans-
planted stem cells will grow into 
neurons within the spinal cord, where 
they will thrive and help restore com-
munication across the injury site. 

But the primary goal of this study is 
not to see if the therapy works. Instead, 
it’s to determine the safety of the pro-
cedure. Other goals are to evaluate the 
survival rate of the transplanted cells, 
evaluate the tolerance and effective-
ness of transient immunosuppression 
to help boost the survival rate, and 
explore methods of measuring the 
efficacy, or effectiveness, of the pro-
cedure—methods that could then be 
used in future phases, provided safety 
is proven in the first phase. 

The study is scheduled to begin this 
summer in a number of US centres, 
which haven’t yet been announced.

The FDA’s clearance appears to be 
based on several factors. First, Neur-
alstem has proven it can consistently 
create high quality neural stem cells. 
These stem cells all continue to be 
replicated from neural stem cells that 
were harvested from brain and spinal 
cord tissue of a seven to eight-week-
old, legally-aborted foetus that was 
donated more than a decade ago. The 
age appears to be critical—at seven to 
eight weeks old, the stem cells have all 
the information they need to become 

neurons, yet they can still be eas-
ily divided. Over the ten years that’s 
elapsed since the original donation, 
Neuralstem Chief Scientific Officer Dr. 
Karl Johe has developed and patented 
techniques for extracting, multiplying 
and transplanting these cells.

Second, the company’s stem cells 
appear to work in an animal model of 
SCI—albeit a very specific one. Last 
August, in the peer-reviewed jour-
nal Cell, independent researchers 
provided compelling evidence that 
Neuralstem’s cells can “bridge the 
gap” and return function in rats with 
transected (severed) spinal cords. The 
transplanted neural stem cells turned 
into neurons that, in turn, grew mul-
tiple axons which extended above and 
below the injury site. The rats then 
regained movement in all lower ex-
tremity joints. 

Third, the company’s stem cells have 
already been tested in humans—last 
year, Neuralstem conducted an FDA-
approved Phase I trial in 18 people 
with ALS, or amytrophic lateral scler-
osis, with the same stem cells being 
injected into the spinal cords of par-
ticipants. The results demonstrated 
safety, which, like the upcoming SCI 
trial, was the primary goal. But sev-
eral of the study’s participants seem 
to have shown signs that the disease 

Stem Cell 
Research
US biotech company Neuralstem is 
attempting to restore some legitimacy 
to SCI-specific stem cell research.
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Back in the Saddle 
recreation  n

L
ynn Turner and Terry Forster live in different 
corners of the province, and while they’ve never 
met, they have a lot in common—they’re both 
quadriplegics who have rediscovered a long-lost 

passion for horses, albeit in two different ways. 
When Turner was a young girl, she knew the value 

of one hour on a horse. It cost her exactly six hours of 
babysitting, but it was worth it. 

By her mid-thirties, Turner didn’t have to save up 
loose change to go riding anymore. She had her own 
horse, an Arabian Welsh pony-cross named Feathers. 
Coasting on his flanks, she rode the trails of the East 

Kootenays whenever she had the chance, soaking in the 
amazing scenery. 

Then, in her early 40’s, a motorcycle accident turned 
her life around. It would take a decade before she rode 
again. 

“I knew it was possible, but the further you move 
away from the hub of most injured people, the further 
away you are from all that equipment, from all those 
opportunities,” says Turner, who lives in Quesnel.

Then, last summer, Turner saw a poster for the 
Cariboo Hoofbeat Assisted Activity Program Society 
(CHAAPS), a non-profit organization focused on animal-

“There’s nothing so good 
for the inside of a man as 
the outside of a horse,” 
once said Ronald Reagan. 
SCI BC peers Lynn 
Turner and Terry Forster 
wholeheartedly agree.
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Back in the Saddle 
assisted therapy. CHAAPS had never 
worked with anyone with quadriplegia 
before, but after a few emails, they in-
vited Turner to Pen-Y-Bryn Farm to plot 
a strategy to get her back in the saddle. 

It took a couple visits and a home-
made wooden horse, hand-crafted by 
Paul Nichols, the co-owner of the farm, 
for Turner to comfortably and safely 
mount the saddle. But by September, 
she was back on a horse. 

“It was the most amazing thing in 
my life,” she says. “I was now planning 
absolutely everything around my riding 
lesson.” 

At first, Turner was accompanied by 
volunteers on either side of her horse 
while she rode, but after four or five 
lessons, she was riding on her own. 

“It opened my horizons—it made me 
think that someday I might not just be 
in the arena, I might be back on a trail,” 
says Turner. “I was just overwhelmed 
by the size of the gift these people were 
giving me.”

For Turner, the benefits of getting 
back in the saddle have been plentiful. 
“It helps you with all sorts of things, 
emotional and physical. It helps with 
spasticity. Physically, it’s helped me 
with my balance, and emotionally, it 
helps me through the connection I 
get with the animal. The feeling of, 
‘he’s so big and strong’, and suddenly 
I’m not so small and weak in a chair 
anymore. I’m tall. I’m moving without 
having to wheel somewhere. It’s a dif-
ferent perspective. “

Turner had to stop riding in October 
after the first snowfall, but know-
ing that she’ll be riding again in the 
spring has helped her get through a 
tough Quesnel winter. “It got me back 
into the gym to get in shape so I could 
do this,” she says. “It was my carrot.” 

Turner encourages others to seek 
out riding opportunities in their 
hometown, and says if you live near 
Quesnel, it’s worth giving CHAAPS a 
call. “They’re really trying to expand 

their program. I think these people are 
just amazing and the gifts they give to 
people, they’re so healing.”

Unlike Turner, Forster found his 
love for riding later in life. He was al-
ready 56 years old when he discovered 
horses during a charity event. One 
ride was all it took for Forster and his 
wife Gale to quit sailing and devote 
themselves to learning everything 
they could about horses. 

They found a ranch in Merritt owned 
by “a horse whisperer kind of guy” 
who agreed to share his wisdom in ex-
change for their time. Undeterred by 
the commute from their home in Delta, 
they volunteered on weekends through 
the winter and as much as possible in 
the summer. They also volunteered at 
another dude ranch in Langley. “It was 
a total commitment,” says Forster. “We 
were hooked. Our friends thought we 
were crazy, but I was always happy to 
be in a barn somewhere, to be outside.” 

Then, in 2000, a horse threw For-
ster over the fence from the ring and 
onto the concrete. For a few years fol-
lowing his rehabilitation, riding was Facing page: Lynn Turner gets a helping hand from CHAAPS volunteers before enjoying a 

turn around the corral. Below: Terry Forster aboard a fully accessible carriage.
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Dr. Daniel Rapoport, a urologist 
at Richmond Hospital and clin-
ical instructor with the UBC 
Department of Urologic 
Sciences.

“It’s a little difficult to 
know exactly how many 
patients have received 
Botox treatment for NDO 
both in Canada and BC,” 
says Rapoport, who has 
provided many Botox 
treatments. “However, 
according to Allergan, 
between 150 to 200 injections 
for NDO have been provided in BC, 
which would be approximately 130 to 
150 patients. Allergan also tells me that 
17  urologists throughout the province 
are providing Botox, and that figure will 
increase in 2013.”

Rapoport adds that Allergan is 
currently creating a referral list for phys-
iatrists and rehab physicians so they’ll 
know which urologists provide Botox. 

As for the procedure itself, injections 
into the bladder sounds complicated. 
But the process is generally quite sim-
ple and routine, according to Rapoport. 

 “The procedure can be done under 
local anesthetic in the cystoscopy clinic 
or, if needed, in the operating room with 
sedation,” he explains. “The injections 
are given through a long needle that 
runs inside a cystoscope, a special in-
strument that a urologist uses to see 
inside the patient’s bladder. The patient 
will be given either a general or a local 
aesthetic depending upon where the 
procedure is being done. The Botox is 
administered across numerous sites in 
the bladder and the procedure takes ap-
proximately fifteen minutes.”

He explains that, while some pa-
tients my feel some slight discomfort, 
the procedure is not usually painful. 
“The procedure is typically very quick 
and painless. And on follow up, we find 
it has a good rate of effectiveness.” 
We’ve included the experiences of one 
SCI BC peer on the previous page. 

If you’re reading this and wonder-
ing if Botox could be beneficial for you, 

here are some other 
things you should 
know about the treat-
ment. 

First, efficacy—
to what degree 
does Botox work? 
Without getting 
into the details 
(which you can 
easily find your-

self online), there’s 
been a significant 

amount of highly credible research 
delving into this question. One of the 
first studies, published in 2011 in the 
journal European Urology, concluded 
in this way: “(Botox) significantly re-
duced incontinence and improved 
urodynamic parameters (for example, 
bladder capacity) and (quality of life) 
in patients with (urinary incontinence) 
secondary to NDO.” In plainspeak, 
Botox helped study participants hold 
more urine longer without leakage, 
while reducing bladder pressure levels 
at the same time. Subsequent studies, 
including a study published in January 
that analyzed the long-term safety and 
effectiveness in people who have had up 
to five treatments of Botox, confirmed 
the European Urology study. But it’s 
important to note that not everyone ex-
periences the same benefits, and that 
Botox effects are not permanent—in 
ideal candidates, the benefits last be-
tween eight to ten months, although 
some people have experienced longer-
lasting effects. 

Second, there’s the question of who 
is eligible. The main criteria for treat-
ment is that you are able to perform 
clean intermittent cathing. There’s no 
benefit for anyone using an indwell-
ing catheter. As well, you must have 
tried using antimuscarinic therapy 
(anticholingeric drugs) to rule out the 
potential of receiving the same benefit 
without using an invasive procedure. 

Third, there are potential side-
effects—UTIs from the procedure, 
insomnia, constipation, increased 
spasming, painful urination, sweat-

ing and upper body weakness are all 
possibilities. But studies alluded to 
above, including the long-term study, 
demonstrated that any side effects are 
generally short-lived and that Botox is 
typically well-tolerated.

Finally, there’s the matter of who 
pays? It’s a great question, considering 
that the cost of a single treatment is 
about $700. Across Canada, several 
provinces are already footing the 
bill: Alberta has both hospital formu-
lary coverage as well as provincial 
coverage; Saskatchewan has special 
authority provincial coverage; and 
Ontario has just granted limited use 
formulary status for Botox for NDO.

“In BC, the submission for cover-
age with Pharmacare has taken place 
and is currently being reviewed,” says 
Rapoport. “My understanding is that 
the Pharnacare application is in the 
final review stages and we are very 
optimistic it will be approved for NDO 
use of Botox. We’re expecting an an-
swer very soon. Meanwhile, in some 
Health Authorities, Botox is covered on 
hospital formulary and is therefore pro-
vided to patients free of charge. And 
third party coverage is provided by 
almost all private insurance compan-
ies. For now, however, without private 
coverage or hospital coverage, the cost 
would be paid by the patient.”

Given the quality of life and long-term 
health benefits experienced by Botox 
patients, SCI BC is optimistic that BC 
Health will make a positive decision 
about coverage in the near future. 

“Studies from the US show that the 
cost of treating a single catheter-relat-
ed UTI is almost $3,000,” says Chris 
McBride, SCI BC Executive Director. 
“We believe Botox treatment for NDO 
will, over the long term, provide not 
only a tremendous quality of life boost 
to many of our members, but also a 
substantial cost savings to our provin-
cial health care system.”

For more information about Botox 
treatment for NDO, please ask your 
family physician for a referral to a par-
ticipating urologist. n
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At SCI BC, we try to feature pain research in The Spin 
for two reasons. First, pain is a top issue for people with 
SCI, and in a world that often seems to be obsessed with 
“cure” research, we believe it’s important to generate 
more support for SCI pain research and the researchers 
involved in it. Second, we believe we have an obligation 
to keep our readers—many of whom suffer greatly from 
neuropathic pain—informed of any new developments in 
the field of pain management. This story provides an over-
view of fascinating research, but we want to make this 
disclaimer: it’s not going to lead to any type of treatment 
or breakthrough in the short term. We do, however, believe 
the longer term implications are important. 

M
any of mankind’s greatest scientific and 
medical discoveries have come via a com-
bination of chance and astute observation. 
Of these, the discovery of antibiotics stands 

out. In 1928, Scottish physician and researcher Alexander 
Fleming left a culture plate smeared with Staphylococ-
cus bacteria on his University of London lab bench and 
went on vacation for two weeks.  When he returned, he 
discovered that the bacteria’s growth had been stopped 
dead in its tracks by the arrival of a fungus. The fungus 
was penicillin, and it and other antibiotics have been sav-
ing lives ever since. 

Recently, another case of scientific serendipity in jolly 
old England has changed the way many researchers 

are thinking about chronic pain—pain that is persistent 
for long periods of time. The discovery revolves around 
a device called the MIRAGE—a kind of virtual reality 
box that uses a system of cameras and mirrors that the 
subject inserts their hand into. When the subject looks 
down to see their hand, they see a real-time video im-
age of their hand reflected in a mirror. This video image 
appears to be in the same location as their actual hand, 
which is hidden below the mirror.  

The video image can then be distorted—for example, 
the fingers can appear to be stretching or shrinking. At 
the exact same time as the distortion takes place, an as-
sistant sitting on the opposite side of the device applies 
a  gentle pull or push to the subject’s fingers from within 
the box. The result is a combination of tactile and visual 
stimuli that can be extremely convincing for the subject.

This powerful bit of multi-sensory trickery was origin-
ally developed by Dr. Roger Newport of the Nottingham 
University’s School of Psychology. He believed the 
device would help him study the way our brains put 
together what we see and feel happening to our bodies. 

In 2010, during an open house at the university, re-
searchers were busy demonstrating the device to some 
school children. A grandmother of one of the students 
wanted to try the device. But she cautioned the staff to 
be gentle, explaining that she had painful osteoarthritis 
in her fingers.

During the demonstration, the woman stunned 

the power of 

illusion
Recently, British researchers stumbled upon a way to reduce arthritis 

pain through video illusions, adding to existing evidence that suggests that 

the key to relieving chronic pain resides in the brain. Dr. Tasha Stanton, 

a Canadian researcher in Australia, believes the discovery could 

someday play a role in relieving SCI neuropathic pain.

  n  research
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the researchers with a simple pro-
nouncement. “My finger doesn’t hurt 
anymore,” she said. And she asked 
whether she could take the machine 
home with her. 

The researchers flew into action to 
find out if the result could be repli-
cated. They recruited 20 volunteers, 
all  around the age of 70, and all with 
osteoarthritis and arthritic hand pain. 

The results were striking: 85% of 

the participants reported immediate 
and significant reduction of their pain, 
and almost a third reported that their 
pain had completely disappeared. The 
researchers also determined that the 
illusion only worked when the painful 
part of the hands was being manipu-
lated. And follow-up suggested that, at 
least for a small number, the effect had 
some staying power—some reported 
still feeling less pain as they were leav-

Photo courtesy University of Nottingham/Dr. Roger Newport

ing, and one even reported feeling 
less pain weeks later.

Since that time, the research-
ers have been developing more 
rigorous experiments with MIR-
AGE that will help them rule out 
placebo effect or other causes be-
yond what they’re really hoping is 
happening—that the brain can be 
influenced to turn pain off, or not 
turn it on at all in the first place. 
Along the way, they’ve generat-
ed quite a buzz worldwide, with 
many researchers seeking to play 
a complementary role and con-
tribute to this new and emerging 

body of knowledge.
Among them is a transplanted Al-

bertan who now lives and works in 
Australia—Dr. Tasha Stanton. Stan-
ton is a Canadian Institutes of Health 
Research Postdoctoral Fellow who in-
vestigates pain neuroscience at both 
the University of South Australia in 
Adelaide and Neuroscience Research 
Australia in Sydney.
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it actually is. It’s thought that this in-
congruence may cause pain.” 

She adds that illusions may work by 
temporarily ‘re-setting’ those faulty 
brain maps so that, suddenly, where 
you expect your hand to be is where 
it actually is. “Many people with 
osteoarthritis respond best to the il-
lusion where the fingers or hand are 
stretched and then appear longer than 
normal,” she says. “Preliminary work 
suggests that many people with osteo-
arthritis seem to perceive their hand as 
smaller than it actually is, suggesting 
that their brain maps for that hand are 
altered. Thus the stretching illusion 
may work by temporarily ‘re-sizing’ 
the brain map for the hand.”

The second theory, says Stanton,  
relates to how our brain analyses in-
coming information. “The brain’s role 
is to interpret all the incoming informa-
tion about a specific body part or area, 
and then make a decision on whether 
or not this information warrants a pain 
response in order to deflect further 
damage—real or perceived—to that 
body part. In other words, our brain 
evaluates how much threat something 
poses to us. In the case of chronic 
pain, we believe the brain is wrongly 
assigning increased threat value to in-
coming information.”

In this theory, brain maps are again 
involved. “The maps help us localize 
where information is coming from on 
our skin. However, to be able to move 
around in the world, our brain also 
has to know where our body part is in 
space, in relation to our body. In order 
to do this, our brain has to combine 
the information coming from our skin 
with information about the space sur-
rounding the body. This is a complex 
process. Perhaps illusions work by 
giving us visual information that is 
different from the actual information 
coming from our hand. For example, 
in the MIRAGE, our eyes tell us our 
fingers are being stretched, but our 
fingers are telling us they haven’t. It’s 
possible that this conflicting informa-
tion is difficult to process and reduces 

our brain’s ability to produce pain. Or 
because our vision is giving us ‘faulty’ 
information about our hand, perhaps 
our brain disregards all the incoming 
information from the hand because it 
can’t be trusted, and thus the threat 
value is reduced, and pain is also re-
duced. Yet another possibility is that 
illusions may work because we may 
‘disown’ the body part involved—the  
vision doesn’t match how our hand 
feels, so it must not be ours, so let’s 
ignore incoming information from it.”

Stanton concedes that illusions may 
also just work via distraction—we’re 
paying less attention to the painful 
body part and so pain decreases. 

“However,” she says, “if this is the 
case, we would expect an illusion to 
decrease pain in a painful hand even 
if we did the illusion on a non-painful 
body part. We don’t see this in our ex-
periments.” 

Regardless of which theory proves 
to be correct, Stanton and her col-
leagues believe that control of chronic 
pain lies in the brain, as do many other 
scientists. “The difference is that our 
aim is to target pain via rehabilitation 
strategies instead of pharmacological 
strategies,” says Stanton. “The brain’s 
role is to interpret incoming informa-
tion and, at the end of the day, decide 
whether or not this information should 
be painful. Thus, if we can target this 
faulty analysis of incoming informa-
tion—which one would argue is present 
in people with chronic pain—then we 
may be able to influence pain levels.” 

She adds that it’s important to re-
member that targeting the brain 
isn’t about improving the pain 
sufferer’s willpower or abil-
ity to bear the pain better. 
“Rather, it’s about treating 
an improperly working nerv-
ous system,” she says. “One 
might argue that instead 
of trying to get the 
brain to turn pain off, 

we’re trying to avoid having the brain 
inappropriately switching pain on.”

So where does SCI come into the 
picture? Stanton and her colleagues 
believe that SCI neuropathic pain at or 
below the level of injury appears to be 
an ideal model of chronic pain to study 
with illusion-based research techniques. 

“I think because SCI pain is so resist-
ant to various forms of treatment, both 
drugs and invasive surgeries, it makes 
good sense to follow up avenues that 
aim to determine the role of the brain 
in maintaining and potentially generat-
ing pain,” she says. “And I think this 
is where the MIRAGE and illusions in 
general fit perfectly, since there is al-
tered sensory information going to the 
brain for the body parts below the level 
of the lesion, which then likely results 
in altered brain maps of the body.”

There’s another reason why SCI 
neuropathic pain could become a tar-
geted area of study: there’s already 
been some success testing the power 
of illusions for pain relief in people 
with SCI. That work was done in 2006 
by none other than Professor Lorimer 
Mosely, Stanton’s supervisor.

Mosely’s experiment created the il-
lusion of walking for five people with 
paraplegia. The participants sat with 
their lower bodies concealed, facing a 
mirror stacked on top of a projector 
screen. The mirror reflected the par-
ticipant’s upper body and head, while a 
perfectly-aligned image of legs walking 
was projected onto the screen below. 

One participant withdrew from the 
study just 45 seconds into the test—the 
illusion was emotionally overpowering. 

Dr. Tasha Stanton
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working  n

Practice 
is Perfect

After his injury, Dr. Rex Hawthorne couldn’t 
wait to get back with his staff and patients 
in his busy Okanagan dental practice

L
ike many people with incomplete injuries, Dr. Rex Haw-
thorne deals with ongoing neuropathic pain. “But,” he 
says with a smile, “it never hurts when I’m working.”

Work has been a tonic for Hawthorne ever since he 
sustained a fracture at T12-L1 in a 2005 mountain biking 
accident at Silver Star Mountain Resort. Getting back to his 
busy dental practice in Vernon was one of the first things he 
thought about in hospital as he grappled with his new reality. 

“Your life gets turned upside down,” says Hawthorne, who 
grew up in Vernon and started practicing dentistry there 
in 1995. “I had a family that I had to come back to; my son 
was just going into kindergarten and my daughter was just 
going into grade two. I was fairly motivated to do whatever 
it took to come back.”

He recalls an email he received on day three from Dr. Brian 
Clark, the owner of the other dental practice in the building. 
“It said, ‘Yeah, Rex, we got it all figured out—you’re coming 
back.’ In dentistry, we use a foot-operated rheostat like a gas 
pedal to work the drill. He had a photo of himself with a napkin 
wrapped around the rheostat, and the rheostat in his mouth.”

The email brought some comic relief, but it was also subtle 
message from his staff and colleagues. “I guess it was al-
ways assumed that I would come back,” says Hawthorne. 
“It really wasn’t a question if I would be able to do it. It was 
question of how to do it.”

Turns out it wasn’t that complicated. 
“We built the building—I guess it was 12 years ago now—

to be accessible. Never in a hundred years did I think that 
we’d be building it for myself. As it turned out, it worked 
really well.” The only change made to the building was the 
installation of an elevator to get from the main floor dental 
suites to second floor offices and staff room.

 “The rheostat was the big thing—how I could work the 
drill,” continues Hawthorne. “One of our suppliers was real-
ly good—they actually came up with a hand rheostat for me. 
And I did grapple with a number of different wheelchairs. 
On a dental stool, your feet touch the floor. In a wheelchair, 
I’m too high up.”

The answer was a wheelchair that Hawthorne found on 
ebay. “My dad and I basically dismantled it and changed the 
design of it. We modified how the front wheels are attached, 
so that the footplate is only a quarter inch off the ground—

it’s tight to the floor. That works really well, 
and it’s also got a little arm rest just like my 
dental chair used to have.”

Three weeks after his accident, Haw-
thorne flew back home for a visit. 

“It was pretty good,” he recalls. “I had my 
family waiting for me, and I spent the week-

end with them. On Monday I spent the morning at the office, 
seeing my orthodontic patients and trying to figure out what’s 
going to work. It was sort of the first step to realizing, ‘You 
know what? This is very doable.’”
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Hawthorne’s staff—the dentists, hygienists and assistants 
he employs—smoothed the transition.

“I’ve got an amazing staff,” he says. “They really had my 
back from day one. It’s probably a little more challenging for 
them—I can’t reach for tools as well as I used to. You can’t 
spin a wheelchair around to grab something off the counter 
like you can a dental stool while keeping your hands sterile. 
‘Rex is a little bit more high maintenance’ is the joke in the 
office. But they all step up to the plate.”

As for his patients, Hawthorne was pleasantly surprised to 
receive a box containing hundreds of get well cards delivered 
to him in GF Strong. “The support was amazing,” he says. 

Today, eight years into his post-injury life, work is far from 
being Hawthorne’s only passion. His two older children, 
along with new twins that his wife Melissa recently gave 
birth to, are central in his life. He was also a high level athlete 
in a variety of outdoor sports—water skiing, alpine skiing 
and cycling—before his accident, and he’s since found ways 
to enjoy all these sports and more, at a very high level. For 
example, search YouTube for “paraplegic kiteboarder” and 
you’ll see just how gifted and ingenious he is as an athlete. 

But work is hugely important to Hawthorne—to provide 
for his family, and for a number of other reasons. 

“I think everybody likes to feel a sense of accomplishment 
or a sense that they’re contributing to something beyond 
themselves. You know, it’s just nice to not be dependent on 
someone else and to actually be able help other people out. 
For me, at the end of the day, it feels like I’m not in a wheel-
chair, I’m still the same Dr. Hawthorne that I was before my 
accident. It’s peace of mind; my own mental sanity. I don’t 
know what I’d have if I didn’t have work.”

Would he recommend dentistry to others with an SCI? 
“Absolutely. There’s obviously obstacles that would need 

to be overcome. But I think dentistry is a great career. I 
enjoyed it before my accident, and it’s equally as gratifying 
now as it was then—maybe even more so.” n

For more information about Dr. Rex Hawthorne and his Corner-
stone Dental Group, visit www.cornerstonedental.ca. 

Kickstart Your Education
The BC Paraplegic Foundation (BCPF) provides bursaries to 

individuals with a SCI to support them with their post-sec-

ondary education. Awards vary in amounts up to $3,000. The 

BCPF is now accepting applications for the 2013 Bursaries. 

The application deadline is May 24th. To learn about past win-

ners and criteria for consideration, or to download the entire 

application package, visit www.sci-bc.ca/about-sci-bc/spinal-

cord-injury-bc-foundation. While you’re there, check out the 

other scholarships and bursaries for British Columbians with 

SCI and other disabilities.
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last word  n

T
he incredibly popular game 
of wheelchair rugby has an 
unwritten rule: don’t apologize 
after you hit someone. For 

Coquitlam’s Jessica Kruger, one of only 
ten female wheelchair rugby players in 
Canada, it took a while to figure that out. 

Thanks to her merciless mentor Dun-
can Campbell, one of the inventors of 
the sport that’s since become a global 
phenomenon, Kruger is finally catching 
on. “She’s gradually gotten a lot more 
aggressive and she now puts some 
impact into her hits,” says Campbell. 
“She also does a lot of other things like 
bringing cupcakes to practice, which 
everyone appreciates.” 

Aggressiveness and baking aren’t 
the only skills Kruger has picked up 
since she started playing five years 
ago. She might be the youngest female 
player on the BC provincial team, but 
Campbell and her teammates have al-
ways pushed her hard. “I remember 
one time I saw her transfer out of her 
chair,” says Campbell. “It was a really 
messy transfer, and I gave her hell. 
‘You have to lift! No wonder you can’t 
transfer, you have to lift!’ I don’t think 
an OT in rehab would tell her that.”

It’s that kind of mutual support and 
no-nonsense attitude that kept Kruger 
coming back for more. “The first year 
I was so painfully slow and weak,” she 
says. “But it’s totally a community of 
friends and they’re so encouraging—
I came out just to be around people 
who were experiencing similar things 
to me. Then I started coming more 
and more because I started to love the 
game. But for sure I stayed at the be-
ginning because I loved all the people.”

After five years of playing, Kruger is 
glad to finally be training competitively 

on the provincial team. Since Septem-
ber, she’s been working out five days a 
week at the Richmond Oval. One of her 
long-term goals is to one day make the 
national wheelchair rugby team. 

“That’s the hope,” she says. “I’m a 
long ways off right now, but in the next 
few years, I hope to get to that point.”

Campbell says Kruger has lots to 
learn, but that “she’s improved tons” 
since she started. “She can carry the 
ball now, she can beat people every 
once in a while, and she’s learned to 
move in the right way,” says Campbell. 
“But she has to make quicker decisions. 
That comes with playing at a higher 
level. It gets faster and it gets harder.”

In the mean time, Kruger keeps her-
self busy, coming into her own as an 
athlete, a part-time cupcake entrepre-
neur, and a student—she attends night 
classes at Simon Fraser University, 
where she’s three years into complet-
ing a degree in literature. She’s also 
an avid traveller, who has already been 
to 43 countries—six of those in a chair. 
She credits a lot of her ambition and 
independence to her participation in 
wheelchair sports. 

“It’s through sports that you find 
that community of people. You see 
them travelling as a sports team; you 
see what all those people are doing and 
it’s super inspiring. In the beginning 
I didn’t realize that people in wheel-
chairs played sports and travelled and 
did all those things. At first I was dev-
astated; I thought I would lose all that. 
It wasn’t until the third or fourth year 
(after my injury) that I came to accept 
that this is how my life is going to be, 
and it doesn’t necessarily mean that 
my life is over. It’s an ongoing process 
and I’m still figuring it out.”

Campbell says that mutual men-
torship is an essential element in 
wheelchair rugby. “It’s a huge part of 
the game because quads, those who 
play rugby, are on the verge of being 
independent and not being independ-
ent. And if they don’t work at it, they 
may not become independent. They 
learn how to travel, they learn how 
to transfer, they learn how to adapt. 
That’s why I like to call the sport the 
mentor rather than the individuals 
who contribute to it. It never ceases 
to amaze me how this thing that was 
supposed to be fun has turned out to 
be what it is.” n

No Apologies
How wheelchair rugby helped one girl get her groove back

BC Wheelchair Sports Association (BCWSA) will visit community centres and schools 

in Smithers, Terrace and Prince Rupert this May during the second leg of a northern 

tour. In an effort to engage new participants in wheelchair sports, BCWSA will be giving 

demos on various sports, including wheelchair rugby and wheelchair basketball. For 

more information, or to learn how you can get involved in wheelchair sports in your com-

munity, visit www.bcwheelchairsports.com or contact program director Kevin Bowie at 

kevin@bcwheelchairsports.com or 604.333.3520.

Wheelchair Rugby: Your Chance to Get in the Game






