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says Worrall. “I have a beautiful soul 
mate in Gisela, as well as two beautiful 
girls and a son in England, and a three-
year-old granddaughter who makes life 
really special for both Gisela and I.”

Support—financial and otherwise—also 
came from Worrall’s friends and fellow 
competitors in the tight-knit motocross 
community. “Fortunately for me, I was 
blessed with having many, many friends 
and acquaintances throughout the great 
sport of motocross—they supported my 
family and I on many levels post injury. 
The sport and the community wouldn’t 
allow me to let go of my passion, and I 
made it my mission to one day give back 
what was so unconditionally given to me.”

The opportunity came earlier this year 
when Worrall was asked by Future West 
Productions to come out and try his hand 
at track announcing. “I said I would give 
it a go, as I was going to be at the races 
as a spectator anyway,” he says. “They 
pretty much hired me on the spot, and 
today I’m very honoured to be able to 
share my passion for the sport through 
the microphone. It’s given me a special 
connection with my moto community and 
a purpose within the sport I truly love.”

The indoor motocross season takes 
place in the Lower Mainland with Fu-
ture West Kawasaki Arenacross events 
throughout the winter. That’s where 
you’ll find Worrall, announcing and inter-
viewing participants for the BC Moto 
Show, his weekly online radio broadcast—
another opportunity to reconnect with 
and contribute to the community that was 
offered to him by the sanctioning body. 

“It’s been a lot of fun—it’s nice to be 
able to be a part of a sport where risk 
is a factor and yet feel safe,” he laughs. 

Worrall also praises the support and 
friendship he’s found at SCI BC’s Oka-
nagan Peer Support Program. For the 
past year, he’s been connecting with his 
peers during weekly group meetings and 
events, which are organized by Sonja 
Gaudet, Paralympic curler and SCI BC’s 
Vernon Peer Coordinator.

“I can tell you that, two years ago, I 
didn’t think that the life I’m living today 
would be possible,” he says. “I remem-

ber being in GF Strong and being very 
afraid of what life would be like once I 
left that safety net.”

It was during his stay in rehab that 
Worrall was encouraged to get involved 
with his peers. “It was not an easy step 
to make, but once I did, I wished I had 
reached out sooner,” says Worrall. “I feel 
an honest, unconditional connection with 
each and every individual I have met 
through my peer group. I can honestly 
say I have not felt that with any other 
group, and my motocross family is pretty 
tight. I have never left a peer gathering 
wondering why the heck I went. Not only 
have my peers opened my eyes, they’ve 
opened doors for me that I probably 
couldn’t have opened myself. To all of 
them—and they know who they are—I 
am happy and proud to call each and 
every one of you my friends. I would not 
advise anyone to deprive themselves of 
the wonderful opportunities that a para 
peer connection provides.”

Worrall is so grateful for the Okanagan 
Peer Support Program that he recently 
took it upon himself to give something 
back to it. Working with SCI BC organ-
izers, he played key roles during two 
fundraisers in October—one at the Ke-
lowna Dirt Bike Club, and one at the 
Laurel Packing House in Kelowna. Both 
events were well-attended and hugely 
successful. “We raised over $13,000, 
and it was so rewarding to watch and 
participate with both my para peers and 
motocross friends as we worked towards 
a common goal. With the money raised, 
I’m hopeful that there will be many more 

peer outings and endeavours.”
Looking to the future, Worrall is taking 

things one step at a time. He’s back on 
a bike, albeit an unmotorized one—with 
encouragement from his peers, he’s be-
come passionate about handcycling, 
which provides him with much needed 
cardio exercise. And he’s looking forward 
to getting out to his peer group meetings 
and even trying some wheelchair sports 
over the winter months ahead. 

“I feel I’m on the right track, and I look 
forward to my ‘new normal’ being a little 
more comfortable in the days ahead. I still 
deal with a lot of pain and have good days 
and bad days. I’m hopeful that, in time, I 
will have more pain-free days, but I know 
it’ll take time. I broke a lot of bones when 
I was racing, and the pain always eventu-
ally went away. This crash was huge, so it 
might just take a little longer!”

Worrall has some hard-earned advice 
for anyone that is newly injured or is just 
home from rehab and not sure what lies 
ahead. “I would recommend, if you’re 
able, to get out in your community. I 
remember Walt Lawrence, my counsel-
lor at GF Strong, saying to me, ‘Brent, I 
know you’re going to do the right thing.” I 
said, ‘Walt, what’s that?’ He said, ‘Get out 
and be involved in your community. You 
need your community, but more import-
antly your community needs you.’ Walt, 
so true! Our communities need us to be 
who we are and what we are, no matter 
what our purpose on this broad and all 
inclusive journey is. We have absolutely 
nothing to be afraid of—in my opinion the 
toughest days are in the past.” n

PEER RIDE: (left to right): Sonja Gaudet, Brent Worrall, Daniel Shermeto and Shawn Baxter
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Bionic Bladder 
British researchers have developed a neuroprosthetic system that restores bladder control in paralyzed 
rats. So what are the chances of a human version being developed? 

research  n
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I
n October, we saw widespread 
media coverage about technology 
that could one day restore bladder 
function to people with SCI. The 

system, developed by researchers at the 
University of Cambridge in Britain, has 
been successfully tested in spinal cord 
injured rats. 

While the public and media remain fo-
cused on a “cure” for SCI, we know the 

powerful, positive 
impact that re-
stored bladder 
function would 
make in our 
readers’ lives. 
Even those 
who have suc-
cessfully used 
Botox to con-

trol neurogenic bladder report incredible 
improvements in their health and quality 
of life. In addition to the obvious benefit 
of eliminating embarrassing accidental 
leaks, these people report significant-
ly lowered incidence of UTIs. In turn, 
emerging research is making it clear 
that eliminating UTIs and bladder issues 
results in fewer bouts of autonomic dys-
reflexia, which allows our immune system 
to stay stronger in the long term. 

With all this in mind, we set out to find 
out more about the neuroprosthetic blad-
der and its potential for human use. 

In a nutshell, an SCI blocks signals that 
the bladder attempts to send to the brain 
to let it know that it’s full and needs to be 
drained. Meanwhile, even when the brain 
knows the bladder is full (for example, 
if you drank four cups of coffee in two 
hours, you’d probably realize it was time 
to void even if your brain didn’t get the 
signal from your bladder), the SCI would 
block the brain’s command to release the 
bladder once you were at a toilet. 

The device developed by the research-
ers was described in a recent issue of the 
journal Science Translational Medicine. 
It consists of a set of electrodes that are 
wrapped around the sensory nerve fibres 
coming from the bladder. A “full” signal 
from the bladder is picked up by the elec-
trodes and sent to a control unit on the 
outside of the rat’s body. The control 
unit is then manually activated, send-
ing a signal back into to the body to 
other nerves which control contrac-
tion of the bladder and opening of 
the valve to release the stored urine. 

There has been at least one 
other method devised to electric-

ally stimulate the bladder to empty—the 
Brindley Procedure. But what makes this 
new device so compelling is that, unlike 
the Brindley Procedure, it doesn’t re-
quire surgical destruction of the sensory 
nerve fibres coming from the bladder. 

“Sparing and making use of sensory 
signals from a filling bladder adds a wel-
come degree of sophistication to elective 
voiding whilst retaining other functions 
normally lost such as erectile function—
a distressing consequence of current 
methods,” lead researcher Dr. Daniel 
Chew told the BBC in October. 

Most importantly, according to Chew 
and his colleagues, the device was “very 
effective” when tested with rats. 

So what is the potential to develop a 
human application of this technology? 

Chew stated in the BBC interview that 
he believes it is possible to modify and 
surgically implant the necessary technol-
ogy in people with SCI. This technology 
would be used conjunction with a hand-
held controller that would buzz when 
users need to void, and when they’re 
ready, they just press a button to start 
emptying their bladder.

But he also added the caveat that he 
and his colleagues are now “limited by 
miniaturisation of the technology.” While 
the internal electrode array could con-
ceivably be modified for human use, the 
external controller portion is now a two 
meter high stack of equipment. 

We wanted to know more about the 
potential for human application, so we 
contacted Chew. The first thing we want-
ed to know was what kind of surgical 
procedure would be required to implant 
the electrodes in the human body. 
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guest column  n

Vancouver’s Dustin Paul explains how breaking ambitious educational and 
career goals down into small steps turned into his ticket to success.

Eagle
Legal

N
ovember was a big month for me. After three 
years of law school and a total of seven years 
of higher learning, I passed the bar exam 
and joined one of BC’s leading law firms, 

Bull, Housser & Tupper, to complete my articles and be-
come a lawyer. It’s the culmination of a journey to secure 
a brighter future and financial self-sufficiency for myself 
post-injury. It’s rarely been easy, but I’m starting to get 
the feeling it’ll all be worth it.

I know some readers might be thinking, “Geez, that’s 
just simply beyond me—I wouldn’t even know where to 
start, and there would just be way too many hurdles to 
overcome.” I used to think the same way, and sometimes 
I still do. It usually happens when I’m admiring some-
one’s accomplishments from afar, without considering the 

simple steps that I could take to accomplish something 
similar. At first glance, even the smallest undertakings 
can appear to be overwhelming for those of us with SCI. 

When I feel that way, I force myself to focus on the indi-
vidual steps that can bring me closer to my goals, rather 
than looking at the enormity of the entire undertaking 
from the outset. I start with the smallest steps and quickly 
find myself on the way. If you try this yourself, I think you’ll 
find your goals are rarely beyond you.

In 2007, three years after my injury, I was a 22-year-old 
with high-level quadriplegia, no money and barely a high 
school education. I was faced with a dwindling number 
of friends, massive insecurities, and depression so deep 
I couldn’t see the light of day. Somehow, through the fog, 
it dawned on me that higher learning was my only hope. 
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Botox    for 
Spasticity
When we think of treatments for spasticity, 
baclofen usually comes to mind. But for 
certain types of spasticity, Botox may provide 
better results without major side effects.

I
n recent issues of The Spin, we’ve 
told you about Botox and its increas-
ing popularity as a treatment for 
neurogenic bladder. The number of 

our readers who have experienced a real 
life improvement from this treatment 
continues to grow—for example, for-
mer motocross star Brent Worrall raves 
about the difference Botox has made in 
his life on page eleven of this issue.

But when it comes to SCI, Botox has 
another potential use—spasticity. In 
fact, Botox been available in Canada as 
a spasticity treatment for several dec-
ades. Despite this, it’s not well-known for 
this use, and there seems to be a little 
confusion about what specific types of 
spasticity make good candidates for the 
treatment. 

As we set out to learn more about Bo-
tox, we contacted Dr. Heather Finlayson, 
a physiatrist at GF Strong Rehabilitation 
Centre who is also the champion behind 
the centre’s relatively new Interdisci-
plinary Spasticity Management Clinic.

“Botox has been used much more fre-
quently over the past ten years as we 
have gained greater understanding of 
the potential benefits when used ap-
propriately, and research studies have 
demonstrated efficacy,” says Finlayson. 

To understand how Botox works with 

spasticity, it’s probably a good idea to 
revisit what exactly it is. Botox is actually 
a trade name used by pharmaceutical 
company Allergan for its formulation 
of botulinum toxin type A, a neurotoxin 
produced by the bacterium Clostridium 
botulinum. In addition to SCI, Botox is 
being successfully used in a number of 
other medical and cosmetic applications.

“Botox works by temporarily block-
ing the connection between nerve and 
muscle,” explains Finlayson. “After it has 
been injected into a muscle, the Botox 
spreads to points where the nerve-to-
muscle connection normally causes 
muscle contraction. By blocking this con-
nection, the muscle’s ability to contract 
is reduced.”

Because Botox is injected in minute 
amounts into the affected muscles, it’s 
ideal for focal spasticity. “This means 
that the spasticity is in a specific or ‘fo-
cused’ area of the body,” says Finlayson. 
“For example, a tight elbow that bends 
up involuntarily may make it difficult 
for a person to reach for objects or get 
dressed, or it may lead to pain and skin 
breakdown around the elbow. In this case, 
injection of Botox to the overactive elbow 
flexors—muscles such as the biceps that 
bend the elbow—would be appropriate. 
In the lower body, some people have 

very tight hip adductors, which are the 
muscles that pull the legs together. This 
tightness may make it difficult to perform 
peri-care and catheterizations, and may 
interfere with sexual function. Botox in-
jections to these muscles can help ease 
the tightness and make it much easier to 
bring the legs apart.”

Finlayson adds that these are just two 
examples of focal spasticity, but it can 
occur anywhere in the body. The import-
ant point is that Botox is used in a very 
targeted way, as opposed to treating 
generalized spasticity—spasticity that 
affects a number of areas or almost the 
entire body. 

“In this case, Botox injections wouldn’t 
be appropriate as there are simply too 
many muscles to inject and the max-
imum dose would be exceeded, with a 
risk of significant side effects and a huge 
financial cost,” says Finlayson. “In this 
situation, the use of other treatments 
such as oral medications or intrathecal 
baclofen is more reasonable.” 

But she adds that some people have 
generalized spasticity as well as focal 
spasticity. “An example is a person with 
widespread spasticity in addition to very 
tight hip adductors that are affecting 
their function as described above,” she 
says. “This person would be a candidate 

 health  n 
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for Botox injections to the hip adductors 
as well as oral medications for their gen-
eralized tone.” 

But why not get “blanket coverage” by 
using baclofen? “Side effects (of baclo-
fen) include drowsiness and grogginess, 
which can be a significant limitation, 
particularly when many people with SCI 
or other neurological conditions already 
suffer from fatigue,” says Finlayson. 
“Baclofen is metabolized by the liver so 
there is a small risk of liver damage and 
blood work has to be checked regularly. 
As baclofen affects the whole body, it can 
cause generalized weakness, including 
weakness in muscles that a person with 
spasticity may use to help stabilize them-
selves for activities such as transfers.”

In contrast, Finlayson explains that 
Botox doesn’t cause drowsiness, grog-
giness, or liver damage. “There are 
potential side effects of Botox, includ-
ing those related to the needle poke for 
the injection—bleeding and infection—
as well as a very small risk weakness 
outside of the injected muscles. How-
ever, the frequency of side effects with 
Botox is far less than those associated 
with baclofen. The fact that it’s injected 
into the spastic muscles means that 
treatment can be targeted to maximize 
looseness in the problematic muscle 
groups, while sparing other muscles 
groups that may benefit from increased 
muscle tone to assist with activities such 
as standing and walking.”

The GF Strong Interdisciplinary Spasticity Management Clinic

The GF Strong Interdisciplinary Spasticity Management Clinic began providing service 

to patients with spasticity in 2010. It’s called an “interdisciplinary” clinic because clients/

patients are assessed by a team of health professionals, which includes a physiatrist, 

a physiotherapist, an occupational therapist and a nurse. An orthotist is also available 

for consultation and fabrication of braces or splints as needed. The entire team works 

together with the client/patient to asses the spasticity-related problems and how they 

can best be addressed. 

The clinic is intended for anyone with spasticity—the uncontrolled increase in muscle 

tone or “tightness” caused by SCI, stroke, traumatic brain injury, MS, cerebral palsy and 

any other condition.

People must be referred by a physician, either a GP or specialist. Often, community 

therapists such as physiotherapists or occupational therapists help to initiate a referral 

if they’re working with a client and realize that assessment in the spasticity clinic would 

be appropriate. In this case, the therapist may liaise with the physician to recommend 

a referral. Referrals are sent to GF Strong Rehabilitation Centre.

In addition to Botox for focal spasticity, prescribed treatments may include stretches 

and exercises, braces/splints, adaptive devices, oral medications, and/or phenol injections.

For more information, visit www.vch.ca/403/7676/?program_id=12910.

If you think you might be a candidate 
for Botox treatment for your focal spas-
ticity, the first step is to speak with your 
physiatrist, or seek a referral to the GF 
Strong Interdisciplinary Spasticity Man-
agement Clinic (see sidebar above).

Once you’ve had your referral, you’ll 
visit the clinic for an initial assessment 
from the clinic’s team to determine if Bo-
tox is an appropriate treatment. If that’s 
the case, the team will pinpoint the most 
important muscles to target and an ap-
propriate dose. 

Botox will then be injected into the 
muscles that have been identified as 
targets. The injection(s) will be done by 
a physician. In most cases, the needle 
will be attached to a machine that lis-
tens to and stimulates muscle activity so 
that the physician can be certain that the 
correct muscle is being targeted—par-
ticularly important when the small and 
deep muscles in the forearm or lower 
leg are targeted. Additionally, physicians 
are increasingly using an ultrasound ma-
chine (similar to those used for looking 
at babies in utero or the heart) to get 
an image of the muscles and determine 
where the needle needs to go. It’s only 

in the case of large, easy-to-see muscles, 
such as the calf or hamstrings, that no 
special techniques are required.

It takes about seven to ten days for the 
anti-spastic effect to take place. 

The only downside? Unfortunately, the 
benefits are not often permanent.

“Repetitive treatment is usually neces-
sary in people who have a permanent 
neurological condition such as SCI,” 
says Finlayson. “The Botox typically 
wears off in three months. Some people 
want to have the injection repeated right 
away as they find that their spasticity 
becomes bothersome again as soon as 
the Botox wears off. Other people are 
able to stretch out the time between in-
jections. It’s never essential to have the 
injection repeated if a person doesn’t 
like the effect or doesn’t find it helpful, 
and remember, there are no permanent 
effects or risk of withdrawal.”

Fortunately, as with Botox for neuro-
genic bladder, Botox for focal spasticity 
is approved under BC Health’s Pharma-
care Special Authority plan. Keep in 
mind that a specialist physician needs 
to request special authority approval in 
order to ensure it will be covered.

Our thanks to Dr. Heather Finlayson 
for her assistance with this story. nDr. Heather Finlayson
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 peers  n 

S
he’s the kind of person who celebrates the day she 
was born by doing something that scares her. For 
her 21st birthday, Jenna Reed-Cote pushed herself 
up the 853-foot peak of Mount Douglas in greater 

Victoria with some friends. 
Flying in the face of fear and challenging the limits of 

her endurance—both physical and emotional—has always 
been a big part of Reed-Cote’s life. 

Born with spina bifida, Reed-Cote has been in and out 
of the hospital since she was born. She’s undergone more 
than a dozen surgeries for her feet, her spine, her colon, 
her bladder and even her brain. Although she’s relatively 
healthy now, just a simple cold or flu still has the potential 
to push her body out of equilibrium. 

But Reed-Cote has transformed what started out as a 
weakness into a source of strength. She started training 
in karate with her family when she was only four years 
old, and she didn’t stop until she was 17.

“It’s great to feel strong when everybody sees you as 
disabled in a very physical world,” says Reed-Cote. “I got 
my first degree black belt in karate about one month after 
brain surgery. 

“My karate school was one of the few places where I 
felt like I was strong growing up. I was the only one in a 
wheelchair and there were a lot of students, so it’s not like 
it was a school that had built a name for itself in adaptive 
karate. Right away, the teachers didn’t treat me any dif-
ferently. They decided to figure out how I could do it, not 
if I could do it.”

The unwavering patience, dedication and strength she 
learned from her karate community helped Reed-Cote 
get through the difficulties of growing up in and out of a 
hospital setting. Although the medical community tended 

to her physical needs, it was the emotional support 
from her extended karate family that got Reed-Cote 

through those tough early years.
“It’s hard for me to look back on my life as a 

patient and not feel that it represents negativ-
ity,” she says. “In karate there was just as much 
focus on having a strong spirit as there was on 
having a strong body. Without a kickass med-
ical team tending to you, having to deal with 
medical challenges can threaten to crush 
your spirit—and the spirit is the last show 

of strength.”
   That’s why Reed-Cote is today work-

ing hard to help others navigate the 
difficulties of growing up with a dis-
ability. After completing her bachelor’s 
degree in social work at the University 

of Victoria, Reed-Cote moved to Van-
couver where she volunteers at the Spina 

Bifida Clinic at BC Children’s Hospital, and at 

GirlTalk
“Wouldn’t it be cool to figure out how to meet 

all our dreams and goals and aspirations 

together?” asks Jenna Reed-Cote, our new 

                                              Women’s Group 

                                                       Coordinator
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       Knee Jerk 

Reaction
A training regimen designed to suppress abnormal reflexes 
appears to modify the nervous system in people with incomplete 
SCI, significantly improving their ability to walk

U
p until a few decades ago, scien-
tists believed that the structure 
and wiring of the brain and cen-
tral nervous system were fixed 

and permanent once a person aged 
beyond childhood. That view changed 
when research confirmed the exist-
ence of neuroplasticity—the ability of 
the brain to modify its connections as 
required throughout life. 

Researchers in New York recently pub-
lished details of a study in the Journal 
of Neuroscience that builds on previous 
neuroplasticity research to significant-
ly improve the walking ability of some 
people with incomplete SCI. 

Dr. Aiko Thompson and Dr. Jonathan 
Wolpaw, both researchers with the New 
York State Department of Health and the 
State University of New York in Albany, 
conducted the study with 13 participants 
with incomplete SCI whose ability to walk 
was impaired by spasticity.

During the first two weeks of the 
study, all participants received weak 
electrical stimulation of the nerve con-
trolling a calf muscle, which produced a 
knee jerk-like reflex. The size of the re-
flexes were measured to form a baseline 
for each participant. 

During 30 additional sessions over the 
next ten weeks, nine participants viewed 
the size of their reflexes on a monitor 
and were encouraged to suppress them. 
Meanwhile, four control group partici-
pants also received stimulation, but 
weren’t given visual feedback or encour-
agement to suppress the reflex. 

The walking speeds of each partici-
pant were measured before and after 
training sessions.

Among the nine participants who were 
encouraged to suppress their reflex, six 
learned how to do just that. The result? A 
59 percent average increase in walking 
speed, along with a more symmetrical 
gait. These improvements weren’t seen 
in the three participants who were un-
able to suppress their reflexes, or the 
four participants in the control group. 

Wolpaw describes the therapy as 
“targeted neuroplasticity.” To under-
stand how it works, it’s important to 
distinguish between conscious move-
ments and spinal reflexes. Ordinarily, 
when you want to move a part of your 
body, your brain sends signals that travel 
through the spinal cord to the appropri-
ate muscles. Spinal reflexes, on the other 
hand, provide a way for the body to react 
and move quickly without a conscious 
decision from the brain—for example, a 
spinal reflex allows you to jerk your hand 
away from a hot stove before your brain 
has registered the pain, so that you don’t 
get severely burned. 

With incomplete SCI, some reflexes 
may be weakened and others exagger-
ated, or hyperactive. These hyperactive 
reflexes can cause spasticity during 
movement. In this study, it’s hyperactive 
reflexes in the lower leg that participants 

learned how to suppress, improving 
their walking ability in the process. But 
how did they do this?

Wolpaw explains that, by showing the 
participants a positive “reward” (a green 
bar on the screen, as opposed to a red 
bar) on the video monitor when they were 
successful at suppressing the reflex, they 
gradually rewired their nervous system. 

“The observation from human and ani-
mal studies is that, over the course of the 
training, about 75 or 80 percent figure 
out something to do to suppress the re-
flex,” he says. “Now, people say different 
things—they may say they’re meditating, 
they may say they’re trying to anticipate 
the stimulus or not anticipate it, they 
may say they’re concentrating on not 
reacting when it occurs. But what people 
say they’re doing may have very little 
relationship to what’s actually going on 
in their nervous systems.”

He explains that all reflexes operate 
within a range in the spinal cord, and 
may change within this range from mo-
ment to moment. “All of a sudden, when 
we start providing this feedback, one 
end of that range is getting rewarded 
and the other one isn’t,” he says. “When 
something gets rewarded, you do it 
again, and if it doesn’t get rewarded, 
you don’t do it again.”

“You’re being rewarded whether you 
consciously know it or not, for providing 
the correct descending activity in your 

A man with an incomplete SCI learns to ad-
just his spinal reflexes, with help from Dr. Aiko 
Thompson. (Helen Hayes Hospital photo)
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paying our respects to...

The Quadfather
Duncan Campbell receives the Paralympic Order for his role in developing 
and promoting the incredibly popular game of wheelchair rugby.

I
n 1976, Duncan Campbell and 
four buddies in Winnipeg were 
thinking outside the box before 
that term ever became popular. 

Through trial and error, they de-
veloped a game that would become a 
passion for wheelchair users around 
the world and a highlight of Paralym-
pic competition. 

On November 23rd, during a cere-
mony in Athens, Greece, Campbell 
was presented with the International 
Paralympic Committee (IPC) Para-
lympic Order—the highest tribute a 
person connected with the Paralym-
pic Movement can achieve—for the 
role he has played in the development 
and promotion of wheelchair rugby. 

Campbell, affectionately known as 
“the quadfather”, is acknowledged as 
the creator of the game which was ori-
ginally named murderball. But he’s quick 
to point out that it took a team effort to 
develop this highly competitive, high 
impact and hugely popular team sport.

“I am extremely appreciative of this 
award and it means a ton, but I look back 
at all the other people who contributed 
to this happening,” says Campbell. “In-
itially, five individuals tried all sorts of 
things, and everyone inputted to some 
degree. I feel I’m kind of a figurehead 
for hundreds of people who worked hard 
since 1976 to create and develop this 
sport from a rehab game to a Paralympic 
competition with more than 30 national 
teams worldwide.”

While Campbell makes it clear that it 
took a team to invent and develop the 

sport, it must be acknowledged that no 
one has worked harder in the past 37 
years to elevate the game to the huge 
popularity it enjoys today. He’s been a 
member of Canada’s national team, pro-
moted the sport tirelessly, personally 
introduced it to thousands of partici-
pants, and mentored some of our 
country’s greatest players such as 
Garett Hickling and Ian Chan.

And he’s far from done. These 
days, in the Canadian Wheelchair 
Sports Association offices in Vancou-
ver (located in the same building as us 
at SCI BC) Campbell works as Director 
of Development for Wheelchair 
Rugby Canada and the 
National Coordin-
ator of CWSA’s 
Bridging the 
G a p  p r o -
gram, which 
introduces 
wheelchair 

rugby and several other sports to thou-
sands of wheelchair users each year. He 
wears numerous other hats, including 
that of a member of the International 
Wheelchair Rugby Federation board of 
directors. And of course, he’s still a pas-
sionate player of the game.

It’s been a journey that, when he looks 
back, Campbell still finds amazing.

“We kind of knew that other quads 
would love to play the game once we 
got a semblance of how to play and the 
rules, but we never thought it would 

get to this,” he says. “It was really 
not our intent to develop a Paralym-
pic Sport—in fact, the Paralympics, 
as they are today, did not exist back 
in the 70’s. We just wanted to play a 
team sport and had an idea that other 
quads would too. It’s an understate-
ment to say I’m amazed at where it 
has gone and continues to go.”

 He adds that wheelchair rugby has 
given him much more than he could 
ever give to it. “Through wheelchair 
rugby, I have travelled the world, and 
made friends around the world. It’s 
even provided gainful employment. 
The sport has kept me fit and healthy 
for a long time and I’m sure it will 

continue to. I can’t imagine my life with-
out this sport.” n

Five pioneers in 1976: From left to right, Jerry Ter-
win, Duncan Campbell, Randy Dueck, Paul LeJeune 
and Chris Sargent






