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ABSTRACT: Successful management of focal spasticity requires access to botulinum toxin type A (BoNT-A) injections, physiothera-
py, occupational therapy, and orthoses/bracing. To assess the quality of focal spasticity care across Canada, we sent a survey consisting of
22 questions to physiatrists involved in the management of outpatient spasticity. Thirty-four physiatrists from all 10 provinces responded
to the survey. Wait time for BoNT-A treatment averaged 12.7 weeks from time of referral across Canada. More than 75% of patients faced
barriers to obtaining physical therapy and orthoses. Access to best quality care for spasticity patients across Canada varies widely.

RÉSUMÉ : Accéder à des soins quand on est atteint de spasticité focale : une enquête pancanadienne auprès des physiatres. La prise en charge
efficace de la spasticité focale nécessite l’accès à des injections de toxines botuliques de type A mais aussi à des soins de physiothérapie et d’ergothérapie
et à des orthèses et autre appareillage orthopédique (bracing). Dans le but d’évaluer la qualité des soins destinés aux patients atteints de spasticité focale, et
ce, partout au Canada, nous avons fait parvenir un sondage à des physiatres travaillant en clinique externe et engagés dans la prise en charge de patients
atteints de spasticité focale. Au total, 34 physiatres présents dans les dix provinces du pays ont répondu aux 22 questions de notre sondage. Les délais
d’attente moyens avant de pouvoir obtenir un traitement de toxines botuliques de type A ont atteint 12,7 semaines une fois les patients aiguillés. Plus de 75
% d’entre eux ont dû faire face à des obstacles dans l’obtention de soins de physiothérapie et d’orthèses. En somme, l’accès aux meilleurs soins quand on
est atteint de spasticité focale semble varier grandement au Canada.
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Spasticity is a sensory motor control disorder that results from an
upper motor neuron lesion and presents as an intermittent or
sustained involuntary contraction of muscles.1 Patients who
develop focal spasticity include populations, such as multiple
sclerosis, cerebral palsy, spinal cord injury, traumatic brain
injury, and stroke, with focal spasticity affecting from 35% to
85% of these populations.2 When spasticity is left untreated,
rheologic changes occur in the affected muscles, compounded
due to immobilization and disuse, leading to contractures.3

Contracture, in turn, causes pain, limb deformity, and severe
limitations in activities of daily living.3 The financial burden of
poststroke patients with spasticity is often cited as four times the
medical costs as those without spasticity.4 Additionally, the 2019
Canadian Stroke Best Practices Recommendations (CSBPR)
notes that barriers to funded services for spasticity care can lead
to an incomplete recovery.5

Treatment of spasticity is dependent on presentation, severity,
and the goals of the patient and healthcare team.6 The CSBPR states
that botulinum toxin A (BoNT-A) is recommended first-line thera-
py for focal spasticity – a treatment approved by Health Canada.5,7

BoNT-A injections for focal spasticity are typically administered at
3 to 4 months intervals.7 In addition, the CSBPR recommends an
interdisciplinary approach to managing spasticity.5 Thus, function-
oriented therapies and interventions – such as stretching, bracing,
and strengthening exercises – are typically prescribed.

Referral for spasticity management is first limited by recog-
nition of the disorder and the need for expert care. BoNT-A
access may be limited by individual provincial formularies and
by the number of physicians available to administer injections.

Adjuvant therapies are also subjected to provincial and private
insurance policies. To date, little data exist outlining provincial
differences in access to comprehensive focal spasticity care.
Therefore, it is unclear whether significant health inequities
exist across Canada for patients with spasticity and whether
these individuals have “reasonable access to health services
without financial or other barriers,” as mandated by the Canada
Health Act.

The purpose of this study is to assess the provision of
comprehensive focal spasticity treatment across Canada. This
cross-sectional study examined two main topics: (1) variations in
coverage and accessibility of BoNT-A and (2) differences in
availability of non-pharmacological spasticity treatment, includ-
ing physiotherapy (PT), occupational therapy (OT), and bracing/
orthotics care. This survey aims to assist decision-makers and
healthcare administrators in establishing a national standard
practice guideline for spasticity care.

We surveyed practicing physiatrists who treat focal spasticity
in outpatient clinics. Inclusion criteria for recruited physiatrists
included a minimum 3-year experience providing focal spasticity
care. Potential respondents were identified through three separate
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methods. First, email contact was made with the department head
of every Canadian Physical Medicine and Rehabilitation academ-
ic program (n= 13) to request study participation of physicians
treating focal spasticity. An additional list of physiatrists was
generated from each individual provincial physician directory.
Physiatrists from both lists were contacted (n= 73) by telephone
to determine whether they fit the study’s inclusion criteria.
Additionally, all study participants were asked to identify other
physiatrists directly involved in treating patients with focal
spasticity. These recommended physicians (n = 12) were also
invited to participate in the study.

This study was approved by the Research Ethics Board of
the Vancouver Island Health Authority. A 22-question survey
(Supplementary Material 1) was developed to assess three
domains of focal spasticity treatment: (1) BoNT-A, (2) PT and
OT, and (3) orthotic bracing. This questionnaire was subsequently
reviewed and approved by a panel of five physicians involved with
focal spasticity care. An email including the survey, study protocol,
and consent form was sent to all participants.

Forty-eight surveys were distributed to eligible physicians; of
these, 34 (71%) were completed and returned. All completed
surveys were used for analysis. Completed surveys were defined
based on the guidelines of the American Association for Public
Opinion Research: if ≥80% of the questions were answered by
the respondent.

The respondents were evenly distributed throughout each
province by population: Alberta (7), British Columbia (4),
Manitoba (3), New Brunswick (2), Newfoundland (1), Nova
Scotia (2), Ontario (7), Prince Edward Island (1), Quebec (4),

and Saskatchewan (3). Table 1 contains the demographic
information.

Wait time was classified as the length of time between the
initial referral and the first treatment (i.e., BoNT-A injection).
The average wait time for an initial outpatient assessment by a
physician for focal spasticity was 12.7 weeks (median 12 weeks)
and ranged from 3 weeks to 32 weeks between provinces. Wait
time variations also existed between centers in the same province,
for example, the wait time ranged from 3 weeks to 12 weeks in
different cities in Ontario (Table 2).

All respondents indicated that the delay for spasticity treat-
ment and the length of wait time was primarily due to a lack of
physicians able to provide BoNT-A injection.

The second most common contributor to wait time was due
to patient financial limitations. Twenty-one out of 34 (62%)
individuals with representation from every province claimed that
the cost of BoNT-A was a restriction and a deterrent for focal
spasticity treatment. Five respondents (15%) indicated that the
delay in timely treatment was due to the lack of recognition, thus
late referral from the patient’s treating physician. As one respon-
dent explained “spasticity is an often underrecognized disorder
in patients with many accompanying issues.” All respondents
indicated that there were no delays for patients who required
re-injection at the 3–6-month interval.

Drug coverage was inconsistent between provinces for differ-
ent diseases that cause spasticity and for patients of different age
and income brackets. Alberta was the only province that provided
regular toxin coverage (not requiring special provincial authori-
zation) to treat all indications (i.e., multiple sclerosis, cerebral
palsy, stroke). Canada has no guaranteed Pharmacare program for
all, thus those that have coverage under provincial programs vary
widely and are dependent on patient demographic factors (such as
age and income). All respondents reported no issues with timely
access to BoNT-A from their local pharmacy. A detailed review
of the requirements for BoNT-A coverage by province is listed in
Table 3.

Table 1: Respondent demographic

Responded

Total 34

Gender

Male 17 (50%)

Female 17 (50%)

Position

Physiatrist 34 (100%)

Location

Alberta 7 (21%)

British Columbia 4 (12%)

Manitoba 3 (9%)

New Brunswick 2 (6%)

Newfoundland and Labrador 1 (3%)

Nova Scotia 2 (6%)

Ontario 7 (20%)

Prince Edward Island 1 (3%)

Quebec 4 (12%)

Saskatchewan 3 (9%)

Years in Practice

3–10 years 12 (35%)

10 years + 22 (65%)

Table 2: Wait time for initial spasticity treatment by
province

Wait time (weeks)

Average 12.7

Median 12

Range 3–32

Location Average wait time (weeks)

Alberta 13.2

British Columbia 16.2

Manitoba 12

New Brunswick 18

Newfoundland and Labrador 16

Nova Scotia 12.6

Ontario 12

Prince Edward Island 6

Quebec 17

Saskatchewan 13
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Table 3: Provincial coverage for BoNT-A and adjuvant therapies

Onabotulinum 
toxinA 

Incobotulinum
toxinA

Abobotulinum 
toxinA

Physiotherapy 
(PT)

Occupa�onal 
Therapy (OT) 

Ortho�cs 
Coverage 

Alberta 

Bri�sh 
Columbia 

Manitoba 

New 
Brunswick  

Newfoundland  
and Labrador 

Nova Sco�a 

Ontario 

Prince Edward 
Island 

Quebec 

Saskatchewan  

Non-Insured 
Health 
Benefits 

Regular Coverage 
(No Restric�ons) 

Variable 
Coverage 
(Restric�ons in 
Place)*  

 No Coverage 

Coverage informa�on is gathered from both the online drug formulary of each province and our survey response. 
Provinces ul�mately determine coverage and therefore indica�ons may differ from Health Canada. 

Bri�sh Columbia 
- OnabotulinumtoxinA: no restric�ons on pa�ent condi�on or site of injec�on 
- IncobotulinumtoxinA: limited to post-stroke spas�city of upper limb  
- AbobotulinumtoxinA: approved for focal spas�city with no restric�ons 

Manitoba 
- OnabotulinumtoxinA: approved for focal spas�city with no restric�ons 
- AbobotulinumtoxinA: approved for focal spas�city affec�ng the upper and lower limbs  

New Brunswick 
-OnabotulinumtoxinA: approved for the treatment of focal spas�city following stroke 
-AbobotulinumtoxinA: approved for focal spas�city affec�ng the upper lower limbs 

Nova Sco�a 
-OnabotulinumtoxinA: approved for focal spas�city following stroke  
-AbobotulinumtoxinA: approved for focal spas�city affec�ng the upper and lower limbs  

Ontario 

-OnabotulinumtoxinA: approved for focal spas�city due to stroke, spinal cord injury, or 
cerebral palsy – not approved for mul�ple sclerosis  
-IncobotulinumtoxinA: approved for focal spas�city due to stroke or spinal cord injury  
-AbobotulinumtoxinA: approved for focal spas�city due to stroke, spinal cord injury, or 
cerebral palsy 
-PT and OT coverage: dependent on regional hospitals, coverage is loca�on dependent  
-Upper extremity ortho�cs: not covered for pa�ents  

Quebec 
-OnabotulinumtoxinA: no restric�ons on pa�ent condi�on or site of injec�on 
-IncobotulinumtoxinA: no restric�ons on pa�ent condi�on or site of injec�on 
-AbobotulinumtoxinA: approved for severe condi�ons of spas�city  

Saskatchewan 
-OnabotulinumtoxinA: restricted for pa�ents with “severe spas�city” 
-AbobotulinumtoxinA: approved for focal spas�city affec�ng the upper and lower limb 

NIHB
-AbobotulinumtoxinA: approved for focal spas�city affec�ng the upper and lower limb
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Appropriate and timely adjuvant treatments (PT, OT, and
bracing) are only reported as covered in Alberta. Twenty-six
out of 34 (76.5%) respondents (including those from Alberta)
reported that the lack of coverage prevented patients from
obtaining the necessary prescribed orthoses. For PT and OT
coverage, 29/34 (85%) respondents indicated that a long wait
time was a significant issue for their patients. These results
suggest that adjuvant care for focal spasticity remains poor across
Canada.

Eleven out of 34 (33%) respondents worked with patients
covered under the Non-Insurance Health Benefits (NIHB) pro-
gram, a coverage plan for (1) First Nations individuals who
are registered under the Indian Act, or (2) Inuks recognized by
an Inuit land claim organization. These respondents experi-
enced significant delays in obtaining coverage for this patient
population. Five respondents cited that this was due to the
failure of the NIHB to cover for spasticity medications.

In conclusion, patients with spasticity receive varying levels
of care across Canada, given the variations in wait time for
BoNT-A injections, coverage, and access to post-injection
care. Delays to spasticity treatment may have serious conse-
quences for patients, leading to increased pain and immobility,
which contribute to decreased quality of life. Untreated spas-
ticity may lead to the formation of contracture by shortening
the affected muscle, resulting in a permanent loss of joint
motion.5,8,9

Progresses in wait times must also be paired with improve-
ments in the lack of interprovincial agreement concerning cover-
age for BoNT-A. While BoNT-A is the established standard for
focal spasticity care in Canada and abroad,5,10 significant inter-
provincial variations in drug coverage programs exist for BoNT-
A. Notably, registered First Nations and recognized Inuit may
receive inferior spasticity care due to the NIHB program. First
Nations patients with spasticity often require extensive paper-
work to obtain coverage in some provinces. British Columbia has
since moved to covering patients previously with NIHB plans
under their provincial formulary.

We acknowledge the limitations that, as an email survey, our
results are vulnerable to voluntary response bias. No responses in
the territories of Canada were collected as there are no permanent
practicing physiatrists in these regions. Our data did not explore
issues related to spasticity care from the patients’ perspective nor
does it address the delay in the identification of spasticity from the
initial presentation to referral for care.

Optimizing treatment for all patients with spasticity has
important implications for quality of life and healthcare spend-
ing. Spasticity is known to have a significant impact on not
only patients but also their caregivers.9 These improvements
must be rooted in not only improved BoNT-A coverage but
also better and more equitable access to multidisciplinary,
adjuvant care. As noted in our study findings, adjuvant therapy
between provinces is variable and may further deteriorate
spasticity care.

By comparing the current state of care, access, and coverage
across the provinces, our study highlights a need to elevate and
equalize the standard of practice to bridge treatment gaps
and improve the care and quality of life for patients living
with focal spasticity. A national consensus on treatment is

necessary to address these gaps to ensure optimal treatment for
all Canadians.

Take-Home Points:

• Eighty-five percent of patients face barriers to timely physi-
cal therapies.

• Seventy-six percent of patients face challenges in the
funding of orthotic devices.

• Financial barriers to BoNT-A lead to delays in treatment.
• First Nations covered under Non-Insurance Health
Benefits face increased barriers to BoNT-A treatment
compared to those on provincial formularies.
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