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Who we are
Founded in 1951, the World Confederation for 
Physical Therapy (WCPT) is the sole international 
voice for physical therapy, representing more than

WCPT operates as a

non-profit
organisation and is registered as a charity in the UK.

Our vision
To move physical therapy forward so the profession 
is recognised globally for its significant role in 
improving health and wellbeing

450,000
physical therapists worldwide through its

108
member organisations.

Our mission
unite the profession internationally

represent physical therapy and physical 
therapists internationally

promote high standards of physical therapy 
practice, education and research

facilitate communication and information 
exchange among member organisations,  
regions, subgroups and their members

collaborate with national and 
international organisations

contribute to the improvement of 
global health
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President’s message
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In 2017, I learned, among many other things, about ubuntu and indaba – both 
as a result of the WCPT Congress 2017 in Cape Town.

Ubuntu has, at its essence, the meaning of shared humanity – ‘I am because 
we are’ – and our indaba space at congress was a space where we could 
explore new concepts and innovations for our profession and begin having 
some of the challenging discussions about our future.

This annual review embraces both of those concepts. It is both a symbolic 
and tangible change in how we report the work of WCPT in the year 2017 to 
our members, the global PT community and our external stakeholders.

We have changed as an organisation, not in our fundamental aspirations 
and actions – we continue to work to raise the standards and capacity in 
physiotherapy around the world, to advocate for the profession and its key 
contribution to health and wellbeing – but we have made an intentional 
decision to be more engaged and outward-facing. We continue to deliver 
our strategic plan on target and on budget.

This review tells the story of a year filled with activities that support the 
implementation of that plan. It tells of an organisation and a global 
community that has a shared vision and humanity. It showcases our 
development and innovation.

The WCPT board (Margot Skinner, Esther Munalula Nkandu, Marco Pang, 
John Xerri de Caro, Stacy de Gale, and Gabriela Mallma), our staff, and our  
corps of volunteers and experts from our member organisations, subgroups 
and networks enable this work to happen. We are the best version of 
ourselves as an organisation because of their commitment.

This is a review of the work of WCPT in 2017. It is a report of an organisation 
and a community that has much to celebrate and be proud of. 

Emma K. Stokes
President
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Executive summary
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WCPT now represents more than 450,000 physical therapists across the globe 
through 108 member organisations – with nine more organisations due to join 
us in 2019. This growth demonstrates the value placed on WCPT support and 
services by physical therapy organisations worldwide. 

This year has been my first full year working for WCPT and I’ve been impressed 
by the contribution of WCPT staff and volunteers to achieve our vision of moving 
physical therapy forward so the profession is recognised globally for its role in 
improving health and wellbeing.

It was an honour to be able to hold congress in Africa for the first time, and it 
was exciting and energising to see how well-received the event was. WCPT’s 
continued good financial management and the success of the congress in Cape 
Town has contributed to the positive financial result for the year. 

This has meant we’ve been able to recruit to key roles within the WCPT team – 
Head of Finance and Congress Manager in 2017 and Head of Communications in 
2018 – and continue to build a strong and experienced staff team. 

The move to biennial congress events has not been without challenges but 
the staff team and volunteers have been impressive in responding to these 
challenges and I’d like to thank them all for their contribution and commitment.

In 2016 we developed a strategic plan to shape WCPT’s direction and work, and 
set five strategic outcomes to build:

A global community of physical therapists, 
where everyone feels connected

A community that has global influence and brings 
about changes to health policy and practice

A global community that promotes the unique 
role/value of physical therapy

An organisation that shares knowledge

An organisation that is fit for purpose.

We’ve continued to progress our work against the strategic plan: reviewing and 
updating internal policies and procedures, completing a member engagement 
project, launching a governance review. These measures are all designed to 
shape WCPT as an effective and efficient organisation – providing support and 
services to all its member organisations in all regions of the world.

Jonathon Kruger
Chief Executive Officer



Connecting members
A global community of physical therapists, where everyone feels connected

Membership 
engagement

Member organisations and 
individual physical therapists 
have continued their involvement 
and engagement with WCPT 
during 2017: physical therapists 
from member organisations in 
26 countries (Australia, Belgium, 
Benin, Bermuda, Canada, Colombia, 
Denmark, Ghana, Hong Kong, 
Ireland, Japan, Jordan, Kenya, Malta, 
New Zealand, Peru, Rwanda, South 
Africa, Sweden, Switzerland, Taiwan, 
Thailand, Trinidad and Tobago, UK, 
USA, Zambia) took the opportunity 
to play a part in WCPT’s committees 
and expert groups, and 360 people 
volunteered as abstract reviewers  
for WCPT Congress 2017.

During 2017 WCPT carried out 
a membership engagement  
project in English, French,  
Japanese, and Spanish. WCPT is 
now developing a strategy to 
address the expectations and  
needs of its member organisations 
and other stakeholders.

WCPT Congress 2017

WCPT held its first congress in Africa 
in 2017 – connecting physical 
therapists and providing the chance 
to meet and share knowledge. The 
WCPT Congress 2017 in Cape Town 
won an Incredible Impacts award 
for the range of outstanding legacy 
activities that have benefitted Africa 
and the wider community. 

The congress was recognised for 
funding bursaries, raising money for 
community exercise programmes, 
and developing partnerships which 
promoted physical activity in 
schools, as well as its commitment to 
knowledge translation.

Accreditation

The WCPT accreditation programme 
has developed well beyond initial 
expectations and is now seen as 
providing a valuable quality assurance 
review and development opportunity for 
entry level physical therapy education 
programmes around the world.

Many of the requests for accreditation 
have come from educational providers 
in countries where physical therapy is 
not yet well-established. Educational 
providers in countries where the 
profession is established have also made 
applications: to gain an international 
accreditation and to increase recognition 
of their qualifications. 
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17 
 focused 
symposia

12 
discussion 
sessions

32 
networking 
sessions

4 
WCPT 
professional 
seminars

10 
seminars

7
state of the 
art platform 
presentations

22
rapid five 
platform 
presentations

19 
classic 
platform 
presentations

8
poster walks

 897 
poster 
presentations

31 
Indaba 
sessions

Networking

Discovery

Engagement

Learning

Discussion

1266
abstracts 
presented 
from the

1659 
submitted

2392
participants from 

101
countries

176

sessions
delivered by

1089
speakers

WCPT Congress 2017

?
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Advocating for change

SUDA

The SUDA project, funded by USAID, 
focused on Mali,Niger and Senegal. 
Demand for physical therapists in 
these countries was high, the quality 
of physical therapy educational 
programmes was poor, national 
physical therapy associations were 
weak, and there was limited access 
to wheelchairs.

The project outcomes include:

• developing governance for national
physical therapy associations

• improving quality and standard of
physical therapy education

• providing CPD clinical training

• establishing a platform for local
physical therapists to share and
exchange knowledge

• creating a model of capacity building

As a result of the SUDA project, WCPT 
has received membership applications 
from Ivory Coast, Mali, Morocco, 
and Senegal.  The SUDA project has 
established a model that can be 
adapted and applied to other countries 
– this model will be used by WCPT to
deliver similar projects in Tajikistan.
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A community that has global influence and brings about 
changes to health policy and practice

Advocacy workshops

WCPT delivered advocacy workshops 
in Senegal and Japan and organised 
a popular advocacy session at WCPT 
Congress 2017.

World Health 
Organization

WCPT agreed a four-year work plan 
with the World Health Organization 
(WHO), and continued to work with 
the Ageing and the Life Course 
Department and the Disability and 
Rehabilitation Unit, to participate in 
the Rehabilitation 2030 Call to Action 
and lead as a founding member of the 
Global Rehabilitation Alliance.

Formal collaborations

WCPT signed Memorandums of 
Understanding with Humanity & 
Inclusion (HI) and the International 
Network of Physiotherapy Regulatory 
Authorities (INPTRA) to share 
information and work collaboratively 
on projects of mutual interest.



DIFFÉRENTS EXEMPLES DE RÉADAPTATION À TRAVERS LE CYCLE DE PRISE EN CHARGE

QUE PEUT FAIRE LA RÉADAPTATION?

Programme de développement durable SDG 3 (2015) – cible 3.4 | ONU (2013): Global NCD Action Plan 2013-2020 | NICE 
(2013): Stroke rehabilitation: Long term rehabilitation after stroke.

POLITIQUES ET LIGNES DIRECTRICES SUR LES MCV ET LA RÉADAPTATION

Il y a près d’un an, Dambar Kumari, âgée de 79 ans, a subi 
un AVC, causant une hémiplégie affectant son bras et sa 
jambe droite. Après cet accident, Dambar fût hospitalisée, 
et les médecins lui annoncèrent qu’elle aurait besoin d’une 
rééducation pour stimuler ses membres paralysés et lui 
redonner la force de marcher.
Elle reçut les visites régulières des travailleurs 
communautaires du centre de rééducation voisin, 
soutenu par Handicap International. Laxmi, travailleuse 
communautaire, dit: « J’aide Dambar et je lui donne des 
conseils techniques pour faire ses exercices, mais je 
suis aussi là si elle a besoin de parler à quelqu’un de ses 
problèmes de tous les jours. Quel que soit l’âge, c’est très 
dur de voir ses compétences physiques se dégrader. C’est 
traumatisant et il est vraiment important de pouvoir en 
parler à quelqu’un. Il faut donc se rapprocher des patients et 
gagner leur confiance.».

Dambar ne pourrait rien faire sans les visites de Laxmi. Son fils se fait soignant improvisé et l’aide beaucoup, mais il ne sait 
pas toujours quels exercices sont les plus appropriés. « Les visites de Laxmi me donnent une vraie motivation, parce que je 
sais que, chaque semaine, il faut que je lui montre à quel point j’ai progressé depuis sa dernière visite.».

ÉTUDE DE CAS: AVC AU NÉPAL

Prévention
●  Prévention sur le long terme, en démystifiant 
l’incompatibilité des activités physiques avec les 
MCV.
●  Prévention des MCV sur le long terme et 
des autres comorbidités, puisque la mobilité 
restreinte peut être une conséquence des AVC 
et maladies cardiaques.

Prise en charge et soutien
●  La rééducation cardiaque – exercice, 
apprentissage d’un mode de vie plus sain, 
soutien psychologique – peut aider à récupérer 
après un évènement cardiaque significatif.
●  La fourniture d’aides à la mobilité pour pallier 
aux séquelles de l’AVC.
●  Une formation à la gestion des soins 
chroniques, des conseils aux soignants.

Collecte de données
Collecte des données 
appropriées sur les 
déficiences liées aux MCV 
afin de:
●  Donner plus de 
visibilité aux besoins de 
réadaptation, mais aussi 
aux conséquences sur la 
qualité de vie et l’impact 
économique.
●  Faire pression sur 
les décisionnaires 
responsables.

Diagnostic
●  Détection initiale et 
évaluation des séquelles 
invalidantes des accidents 
vasculaires.

Traitement
●  Une réadaptation post-AVC 
le plus précoce possible afin 
d’assurer une récupération 
maximale des fonctions.
● Intervention thérapeutique 
appropriée avec l’aide d’équipes 
multidisciplinaires afin de 
permettre la récupération de la 
mobilité, de la communication, 
de la cognition et des fonctions 
après un AVC.
●  Formation progressive liée 
aux compétences et tâches 
journalières afin d’améliorer 
l’endurance, le retour à la 
routine quotidienne, ou 
l’apprentissage de nouvelles 
compétences en compensation 
de celles perdues.

© Brice Blondel – Handicap International

Promoting physical therapy
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A global community that promotes the unique 
role/value of physical therapy

Rehabilitation factsheets

Humanity & Inclusion and WCPT, in collaboration with the International Society 
for Prosthetics and Orthotics and the World Federation of Occupational Therapy, 
produced seven factsheets on the added value of rehabilitation. The factsheets 
were aimed at improving the awareness and understanding of the role that 
rehabilitation plays in global health and the contribution of physical therapists.

LES CHIFFRES CLÉS

Le terme Maladies Cardiovasculaires (MCV) se réfère aux conditions 

qui affectent le cœur et les vaisseaux sanguins. Cela comprend 

communément les maladies coronariennes (crises cardiaques), les maladies 

cérébrovasculaires  ou la tension artérielle élevée (hypertension). L’accident 

vasculaire cérébral (AVC) se produit lorsqu’un caillot sanguin (ischémie) ou 

un saignement (hémorragie) perturbe l’alimentation sanguine du cerveau, 

privant d’oxygène les zones en aval. 

Les MCV sont la principale cause de mortalité dans le monde, une des 

quatre Maladies Non Transmissibles (MNTs) majeures figurant dans la 

Déclaration Politique des Nations Unies sur les MNTs et le Plan d’Action 

Mondial 2013-20 de 2011.
Les facteurs de risque des maladies ou des crises cardiaques peuvent être 

modifiables ou non-modifiables:

 • Alimentation déséquilibrée, inactivité physique, tabac et consommation 

d’alcool sans modération sont des facteurs de risque majeurs. Les 

personnes atteintes de MCV étant généralement moins enclines à 

pratiquer une activité physique, cela augmente d’autant plus le risque 

d’AVC ou de crise cardiaque.

 • Les facteurs de risques non-modifiables comprennent l’âge, le sexe, et 

les facteurs congénitaux (historique familial). Utilisateurs: Personnes affectées par les maladies cardiovasculaires, personnes les plus à risques, leurs familles et 

communautés | Fournisseurs de services dans tous les secteurs pertinents y compris les ONGs | Ministères: Santé, Affaires 

Sociales, Education | Organisations Professionnelles Internationales: World Stroke Organization | Corps et partenaires 

internationaux: Organisation Mondiale de la Santé (OMS), World Heart Federation, Alliance Internationale contre les MNT, 

ONG internationales.

Le cerveau contrôlant les fonctions corporelles, les AVC 

peuvent causer une variété de déficiences motrices, 

sensorielles, et cognitives.
 • La Paralysie Musculaire d’un côté du corps, ou 

hémiplégie, est un effet commun qui peut être de 

courte durée ou permanent. Elle peut causer le 

raidissement ou au contraire le relâchement des 

muscles qui entrave le mouvement avec un impact sur 

la mobilité et/ou l’utilisation des bras et des mains.

 • Des difficultés à prononcer des mots et des troubles 

de l’élocution peuvent se produire avec un impact 

social important. Cette paralysie peut causer des 

troubles la déglutition, avec un impact sur l’alimentation 

et une augmentation du risque d’infections respiratoires 

mortelles.

 • Les fonctions cognitives peuvent être détériorées, 

impactant les capacités à planifier, traiter les pensées, ou 

comprendre les langues.
 • La dépression est fréquente après un AVC.

Pour les personnes souffrant de maladies cardiaques, la 

mobilité physique et les activités quotidiennes peuvent être 

limitées:
 • Les maladies touchant les artères coronariennes peuvent 

aussi causer la perte sensorielle, particulièrement dans 

les périphéries comme les doigts et les orteils.

 • Les maladies cardiaques et les arrêts cardiaques 

entrainent souvent un essoufflement au moindre effort 

et restreignent l’activité physique. Celles-ci peuvent aussi 

causer la fatigue et la léthargie.

QUE SONT LES MALADIES CARDIOVASCU-

LAIRES?

QUI SONT LES PRINCIPAUX ACTEURS?

DÉFICIENCES ET LIMITATIONS D'ACTIVITÉ COMMUNES DES MALADIES 

CARDIOVASCULAIRES 

 ● Toutes les 2 secondes, quelqu’un est 

victime d’un AVC.
 ● Les MCV sont la cause de mortalité 

n°1 dans le monde. Chaque année, 17.5 

millions de personnes meurent d’une 

MCV (estimation de 2012). ● Les MCV diminuent de 11.89% le 

nombre d'années de vie corrigées du 

facteur invalidité (AVCI) au niveau 

mondial. Les AVC sont une cause majeure 

de déficience permanente. ● Au moins 80% des décès prématurés 

dus à une maladie cardiaque ou à un 

AVC peuvent être évités si les principaux 

facteurs de risques (tabac, mauvaise 

alimentation et inactivité physique) sont 

contrôlés.

RÉFÉRENCES: OMS (2016), Maladies Cardiovasculaires | OMS (2016), Activité physique |CDC (2015), Stroke Facts | CDC (2015), Heart Failure 

Factsheet | OMS (2015), Tabagisme | World Heart Federation (2015), Cardiovascular Disease Risk Factors | World Heart

Federation (2015), Small Steps to Secondary Prevention | World Stroke Campaign (2015), Disorders after stroke | NCD Alliance (2015), Global NCD 

Action Plan | Handicap International (2012), Diabetes and Other Cardiovascular Risk Factors.

LES MALADIES CARDIOVASCULAIRES (MCV) & LA 

RÉADAPTATION

FICHEPlaidoyer

Quick Facts

Cardiovascular disease (CVD) refers to conditions that affect the heart 

and blood vessels. Most commonly this includes coronary heart disease 

(heart attacks), cerebrovascular disease (stroke) or raised blood pressure 

(hypertension). A stroke occurs when a blood clot (ischaemia) or a bleed 

(haemorrhage) disrupts the blood supply to part of the brain, starving that 

area of oxygen. CVDs are the leading cause of deaths globally and CVDs is identified as one 

of the four major non communicable diseases (NCDs) in the 2011 United 

Nations Political Declaration on NCDs and Global Action Plan 2013-20.

Risk factors of heart disease and stroke may be modifiable or non-

modifiable: • Modifiable risk factors include unhealthy diet, physical inactivity, 

tobacco use and harmful use of alcohol. People with CVD may be less 

likely to be able to complete physical activity, thus further increasing 

their risk of a stroke or heart attack.

 • Non-modifiable risk factors are age, gender and family history. Users: persons affected by cardiovascular diseases, persons most at risk, their families and communities | Service 

providers in all relevant sectors including NGOs | Ministries: Health, Social Affairs, Education | International professional 

organisations: World Stroke Organization | International bodies and partnerships: World Health Organization (WHO), World 

Heart Federation, NCD Alliance, international NGOs.

Since the brain controls bodily functions, strokes 

can cause a range of motor, sensory and cognitive 

impairments. • Muscle paralysis down one side of the body, or 

hemiplegia, is a common effect that may be short 

lasting or permanent. This may cause tightening or 

loosening of the muscles and can inhibit movement and 

impact on mobility and/or arm and hand use.

 • Word forming difficulties and slurring of speech may 

occur due to paralysis of facial muscles and swallowing 

can be affected, impacting on eating and drinking 

and increasing the risk of life threatening respiratory 

infections.

 • Cognitive function may be impaired impacting on a 

person’s ability to plan, process thoughts or understand 

language. • Depression is common in people after a stroke.

For people with heart disease, physical mobility and daily 

activities can be limited:
 • Coronary artery disease can also cause sensory loss, 

particularly in the peripheries such as fingers and toes.

 • Heart disease and heart failure can lead to shortness of 

breath and restricted tolerance for physical activity. This 

can also cause fatigue and lethargy.

What are CarDIovaSCUlar DISeaSeS?

Who are the main StakeholDerS?

common IMpaIrMeNtS aND aCtIvIty lIMItatIoNS  

From cardiovascular diseases 

 ● Every 2 seconds, somebody has a 

stroke. 
 ● CVDs are the number 1 cause of 

death globally. An estimated 17.5 million 

people die each year from CVD (2012).

 ● CVD accounts for 11.89% of global 

DALYs. Stroke is a leading cause of 

serious long-term disability.
 ● At least 80% of premature deaths 

from heart disease and stroke could 

be avoided if the main risk factors, 

tobacco, unhealthy diet and physical 

inactivity, were controlled.

reFerences: WHO (2016), Cardiovascular Diseases Factsheet | WHO (2016), Physical Activity Factsheet |CDC (2015), Stroke Facts | CDC 

(2015), Heart Failure Factsheet | WHO (2015), Tobacco Facts | World Heart Federation (2015), Cardiovascular Disease Risk Factors | World Heart 

Federation (2015), Small Steps to Secondary Prevention | World Stroke Campaign (2015), Disorders after stroke | NCD Alliance (2015), Global NCD 

Action Plan | Handicap International (2012), Diabetes and Other Cardiovascular Risk Factors.

CARDIOVASCULAR DISEASES (CVD) & REHABILITATION

Factsheet
advocacy

LES CHIFFRES CLÉS

La santé infantile englobe le bien-être physique, mental et social 

des enfants de moins de 5 ans. Les principales causes de décès 

des enfants de moins de 5 ans sont les complications en cas de 

naissance prématurée, de pneumonie, d’asphyxie néonatale, de 

diarrhée et de paludisme. La malnutrition contribue à la moitié 

des décès des enfants de moins de 5 ans. Toutes ces conditions 

contribuent grandement à l’apparition du handicap chez les 

enfants et ont un impact disproportionné sur les enfants qui 

y survivent, malgré les quelques initiatives de lutte contre la 

mortalité infantile.A l’ère du Programme de Développement Durable, la santé des 

enfants est abordée de façon globale, et fait partie d’une initiative 

plus large, la Stratégie globale pour la santé des Femmes, des 

Enfants et des Adolescents. 

Familles et enfants | Fournisseurs de services: Centres de rééducation et structures associées gérées par des ONG, 

ONGs internationales, services publics de santé infantile | Ministères: Santé, Affaires Sociales, Education | Organisations 

professionnelles nationales des spécialistes de la rééducation | Organisations professionnelles internationales telles que 

l’International Pediatric Association | Organismes internationaux: l’Organisation Mondiale de la Santé, l’UNICEF, les ONG 

internationales.

Non traitées, les anomalies congénitales peuvent mener à 

une situation de handicap. Les blessures causées par les 

chutes, les noyades, les brûlures, et/ou les accidents de la 

route sont la troisième cause de décès et de handicap à 

vie parmi les enfants âgés de 5 à 15 ans. Les enfants sont 

susceptibles d’être affectés par des blessures liées aux 

conflits, comme l’amputation, les déficiences sensorielles 

suivant l’explosion de mines, les fractures sévères causées 

par des éclats d’obus, les balles ou les destructions 

d'infrastructures (maisons, écoles, routes…). 

 • Les anomalies congénitales peuvent causer des anomalies 

osseuses, articulaires ou des tissus mous (pied bot...), 

une luxation congénitale de la hanche, une fente labio-

palatine, une paralysie du plexus brachial, des déficiences 

congénitales des membres, des troubles neurologiques 

comme l’hydrocéphalie, le spina bifida, ou des déficiences 

sensorielles comme la cataracte congénitale ou la surdité 

génétique. • L’Infirmité Motrice Cérébrale (IMC) peut survenir à 

cause de lésions cérébrales intra-utérines ou en 

conséquence d’une hémorragie cérébrale durant 

l’accouchement. Elle affecte les capacités de l’enfant 

selon la zone du cerveau touchée (motricité fine et 

globale, capacités cognitives et de parole, etc).

 • Les retards de développement peuvent être 

le résultat d'un accouchement prématuré, de 

déficiences, de malnutrition, de maladies physiques, 

et des conditions de vie de l’enfant (maltraitance, 

manque de stimulation).
 • Les brûlures, les chutes et les blessures: les chutes 

non mortelles peuvent faire perdre de manière 

significative des années de vie en bonne santé 

(DALY). Les accidents de la route sont une cause 

majeure de handicap pour les enfants âgés de 10 à 19 

ans. Les enfants ayant subi des blessures non-létales 

sont susceptibles de vivre avec un handicap pouvant 

affecter leur développement social, leur éducation, et/

ou leur capacité à participer à la vie communautaire. 

QU'EST-CE QUE LA SANTÉ INFANTILE?

QUI SONT LES PRINCIPAUX ACTEURS?

DÉFICIENCES ET LIMITATIONS D'ACTIVITÉ COMMUNES POUR LA SANTÉ 

INFANTILE

 ● Le taux mondial de mortalité des 

enfants de moins de 5 ans a chuté de 91 

morts pour 1000 naissances en 1990 à 43 

en 2015.
 ● Il y a au moins 93 million d’enfants 

handicapés dans le monde. 
 ● Chaque année, 3,2 millions d’enfants 

développent un handicap suite à des 

anomalies congénitales. 
 ● La paralysie cérébrale est le handicap 

moteur le plus fréquent chez l’enfant.

LA SANTÉ INFANTILE & LA RÉADAPTATION

FICHE
Plaidoyer

RÉFÉRENCES: Handicap International (2016), Beyond mortality: Inclusive and Integrated MNCH Programming | OMS (2016), Enfants: réduire 

la mortalité | OMS (2015), Global strategy on Maternal, Children and adolescent health 2016-2030 | UNICEF (2015), Levels and trends in Child 

Mortality | CDC (2015), Data and Statistic for Cerebral Palsy | UNICEF (2008), Monitoring Child Disability in Developing Countries | Handicap 

International (2008), Handicap International and Reproductive Health: Prevention of impairments in reproductive health.

Quick Facts

Child health encompasses physical, mental and social well-being 

of children under the age of five. The leading causes of under-five 

deaths are pre-term birth complications, pneumonia, birth asphyxia, 

diarrhoea and malaria. Malnutrition contributes to nearly half of all 

under-five deaths. All these conditions contribute hugely to child 

impairments too and have a disproportionate impact on children 

who do survive, however there have been relatively few initiatives 

that target child morbidity.
In the SDGs era child health is covered in a comprehensive way and 

it is part of a wider initiative called the Global Strategy for Woman, 

children and adolescent health. 

Families and children | Service providers: Rehabilitation centers & related structures managed by NGO, international NGO, 

child health public services | Ministries: Health, Social Affairs, Education | National professional organisations of rehabilitation 

specialists | International professional organisations such as the International Association of Pediatrics | International bodies: 

the World Health Organization, the UNICEF, international NGOs.

Birth defects, left untreated, can be significantly disabling. 

Injuries, including falls, drowning, burns and road traffic 

injuries, are the third cause of death and lifelong disability 

among children aged 5-15. Children might be affected by 

conflict related injuries such as amputation and sensory 

impairments following mine explosion, severe fractures caused 

by shrapnel and bullets or environmental destruction (houses, 

schools, roads...).  • Birth defects range from bone, joint and soft tissue 

abnormalities such as club foot, developmental dislocation 

of the hip or cleft lip/palate or brachial plexus paralysis; 

congenital limb deficiencies; neurological disorders such as 

hydrocephalus, spina bifida; or sensory impairments such as 

congenital cataracts and genetic deafness.

 • Cerebral palsy may arise as a result of intrauterine brain 

damage or as a consequence of a hemorrhage during 

childbirth. It affects a child’s abilities according to the 

different brain areas affected (fine and gross motor 

ability, speech and cognitive, etc).

 • Developmental delays can also result from premature 

birth, impairments, malnutrition, physical illness, 

and the living conditions of the child (abuse, lack of 

stimulation). • Burns, falls and injuries: Non-fatal falls result in 

significant Disability Adjusted Life Years (DALYs) lost. 

Road traffic injuries are a leading cause of disability 

for children aged 10-19.  Non-fatally injured children 

may live with a disability that affects their social 

development, their education, and/or their ability to 

participate to community life. 

What is ChIlD health?

Who are the main StakeholDeRS?

common IMpaIRMeNtS aND aCtIvIty lIMItatIoNS  

related to child health?

 ● The global under-5 mortality rate 

dropped from 91 deaths per 1000 live 

births in 1990 to 43 in 2015.
 ● There are at least 93 million children 

with disabilities in the world. 
 ● 3.2 million children develop disabilities 

related to birth defects every year. 

 ● Cerebral Palsy is the most common 

motor disability in childhood.

CHILD HEALTH AND REHABILITATION

Factsheet
advocacy

reFerences: Handicap International (2016), Beyond mortality: Inclusive and Integrated MNCH Programming | WHO (2016), Children: 

Reducing mortality | WHO (2015), Global strategy on Maternal, Children and adolescent health 2016-2030 | UNICEF (2015), Levels and trends 

in Child Mortality | CDC (2015), Data and Statistic for Cerebral Palsy | UNICEF (2008), Monitoring Child Disability in Developing Countries | 

Handicap International (2008), Handicap International and Reproductive Health: Prevention of impairments in reproductive health.

Rehabilitative approaches can reduce the risks of diabetes, support the needs and address impairments and activity limitations 
that may arise as a result of diabetes.

diFFerent eXamPLes oF rehabiLitation in the care continuum

What can RehabIlITaTIoN Do?

United Nations Sustainable Development Agenda SDG 3 (2015) – target 3.4 | UN (2013): Global NCD Action Plan 2013-2020 | IDF 
(2013): Managing Older People with Type 2 Diabetes. Global Guideline | IWGDF (2012): Practical guidelines on the management 
and prevention of the diabetic foot | WHO (2002): Innovative Care for Chronic Conditions: Building Blocks for Action.

Global PoLicy and guidance oN DIabeTeS aND RehabIlITaTIoN

Driving a tricycle around Tagum City is what 54-year old Felix Basingan does 
for a living. But one ordinary day, his journey back home with his wife led to 
the start of his ordeal with diabetes.

Whilst driving in April 2015, his wife suddenly smelled the strong odor of 
something burning. She looked around the vehicle and saw Felix’s right shoe 
on fire due to the heat from the smoke exhaust. Perplexed, Felix drove home 
as fast as he could. 

When they arrived home, Felix quickly removed his shoe and found his right 
toe with bits of rubber had stuck like glue to his skin because of the heat. 
Despite this, he did not feel any pain. Dorothy provided first-aid treatment by 
applying antibiotics and antiseptics to her husband’s toe. But after a month of 

repeating the same form of remedy, the couple noticed no improvement of the wound but instead it got infected. After hearing 
from a neighbor about the CVD (Cardiovascular Diseases) Program which offers treatment for patients with diabetic foot 
injuries, the couple decided to visit the nearest health center on May 23, 2015.

There, Felix was diagnosed with diabetes. Immediately, diabetes educators trained by the CVD Program debrided the wound, 
cleansed it with saline solution, and applied wet to dry dressing. A physician also prescribed the medications for diabetes and 
gave him basic education on the non-communicable disease, and how he should live with it. 

Three months later, his wound healed and his blood sugar dramatically decreased. “I am thankful that we were able to visit the 
health center and were given appropriate care. If not, maybe my husband’s foot would have been amputated,” says Dorothy. 
Feeling better, Felix says that he’s blessed that his blood sugar was controlled. “The most amazing thing is that I am able to feel 
with my feet now. That’s why, I also referred my sister to the health center for consultation,” he says.

case study: diabetes in the PhiLiPPines

Prevention
● Rehabilitation can reduce obesity and improve  
or maintain physical activity. 

● Training on skin and wound care can reduce the 
risk of infection and ulceration. Orthotics may 
also help to “off load” weight on a foot wound or 
pressure area to enable healing or prevent skin 
damage. 

● Regular eye checks can identify retinopathy early.

● Helping with recognizing and accepting changes 
in mood, physical abilities and stamina will establish
and enrich clear coping strategies, personal 
resources and strength.

care and support
●  Access to rehabilitation 
for those with mobility 
limitations as a result of a 
diabetic foot, including in 
the event of an amputated 
limb, helps to restore or 
maintain mobility. 

●  Adaptations and training 
for those with visual loss 
is essential to facilitate 
independence. 

●  Ongoing education and 
support including, pain 
management, falls prevention 
and psycho-social support 
may also significantly aid 
quality of life for people living 
with diabetes.

data collection 
Ensure appropriate data collection 
on diabetes related impairments in 
order to:

●  Give more visibility to the rehabilitation 
needs, but also the consequences on 
quality of life and economic impact, 

●  Lobby the responsible duty bearers.

diagnosis
●  Overall assessment of functionality and limitations, 
namely of the foot status by podiatrist.

treatment
● Provision of prosthesis post-amputation. 

● Balance, strength and mobility training. 

● Overall assessment and training in 
abilities of self-care, managing the 
changing environment, returning to 
roles in the family and community.

© Handicap International

Quick Facts

Diabetes is a chronic disease that occurs either when the pancreas does not 

produce enough insulin or when the body cannot effectively use the insulin it 

produces. This causes an increased concentration of glucose in the blood (hyper 

glycaemia). There are three types of diabetes:

Type 1, also known as juvenile diabetes or insulin-dependent diabetes, is an auto-

immune reaction and normally manifests in childhood.

Type 2, also known as adult-onset or non-insulin dependent diabetes, is 

characterized by progressive organ resistance to insulin. Commonly linked to 

lifestyle related risk factors, type 2 makes up about 80% of all forms of diabetes.

Gestational diabetes is caused by hormones of pregnancy or a shortage of insulin. 

Mother and child have an increased risk of developing Type 2 diabetes.

Diabetes is one of the four major non-communicable diseases (NCDs) mentioned  

in the 2011 UN Political Declaration on NCDs and Global Action Plan 2013-20.

Users: Persons living with diabetes and persons at risk, their families and communities | Service providers in all relevant sectors 

including NGOs | Ministries: Health, Social Affairs, Education, Agriculture | International professional organisations: International 

Diabetes Federation, International Working Group on the Diabetic Foot (IWGDF) | International bodies and partnerships: World Health 

Organization (WHO), Non-Communicable Diseases Alliance, international NGOs. 

Over time, high blood glucose levels can cause damage to 

nerves and blood vessels, leading to various complications. 

The injurious effects of hyperglycemia are separated into 

macrovascular complications (coronary artery disease, 

peripheral arterial disease, and stroke) and microvascular 

complications (diabetic nephropathy, neuropathy, and 

retinopathy): • Neuropathy: the presence of symptoms and/or 

signs of peripheral nerve dysfunction in people with 

diabetes after the exclusion of other causes. Peripheral 

neuropathy in diabetes may manifest in several different 

forms, including sensory, focal/multifocal and autonomic 

neuropathies. More than 80% of amputations occur 

after foot ulceration or injury, which can result from 

diabetic neuropathy.
 • Peripheral Vascular Disease, peripheral vascular disease 

(PVD) refers to diseases of blood vessels outside the 

heart and brain. It is often a narrowing of vessels that 

carry blood to the legs, arms, stomach or kidneys. 

Peripheral artery disease (PAD) is a type of organic PVD. 

PVD and neuropathy can lead to diabetic foot, in which 

loss of sensibility can lead to lesions that cannot heal as 

PVD reduces blood flow, leading to amputations.

 • Retinopathy may be the most common microvascular 

complication of diabetes. It is responsible for 10,000 new 

cases of blindness every year in the United States alone. 

It is divided in background retinopathy and proliferative 

retinopathy. Left untreated, it can lead to partial or total 

blindness. • Diabetes kidney complications are the leading causes of 

renal failure worldwide: the damage mechanism is similar to 

the one mentioned for retinopathy.

 • Stroke: patients with type 2 diabetes have a much higher 

risk of stroke, with an increased risk of 150-400%. Risk of 

stroke-related dementia and recurrence, as well as stroke-

related mortality, is elevated in patients with diabetes.

 • Depression rates amongst people living with diabetes are 

significantly high. Whether from physiological causes or as 

a result of living with a chronic and disabling condition, this 

mental health issue can impact adherence to medications, 

further increasing the risk of complications.

What is DIabeTeS?

Who are the main STakeholDeRS?

common IMPaIRMeNTS aND aCTIVITy lIMITaTIoNS From diabetes 

 ● In 2015, 415 million people worldwide 

are estimated to have diabetes.
 ● The number of people with diabetes 

is expected to increase by more than 

50% in the next 20 years. ● Diabetes is the 9th most common 

cause of years lived with disability.

 ● Diabetes is a major cause of 

blindness, kidney failure, heart attacks, 

stroke and lower limb amputation.

reFerences: WHO (2016), Global report on diabetes | International Diabetes Federation (2015), Diabetes Atlas Seventh Edition | WHO (2015), 

Diabetes Factsheet #312 | NCD Alliance (2015), Global NCD Action Plan | IAPB (2015), Diabetic Retinopathy: An overview | Hyacinthe Tchewonpi 

Kankeu, Priyanka Saksena, Ke Xu, and David B Evans (2013), The financial burden from non-communicable diseases in low- and middle-income 

countries: a literature review | Handicap International (2012), Policy Paper: Diabetes and other cardiovascular risk factors. | International Diabetes 

Federation (2005), Diabetes and foot care: time to act.
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LES CHIFFRES CLÉS

Le diabète est une maladie chronique qui se produit lorsque le pancréas 

ne produit pas assez d’insuline ou lorsque le corps ne peut pas utiliser 

efficacement l’insuline produite. Ces symptômes engendrent une augmentation 

de la concentration de glucose dans le sang (hyperglycémie). Il existe trois 

types de diabète:Type 1, également connu sous le nom de «diabète juvénile» ou «diabète 

insulinodépendant», est une réaction auto-immune et se manifeste d’habitude 

durant l’enfance.Type 2, également connu sous le nom de «diabète acquis» ou «diabète non-

insulinodépendant», est caractérisé par la résistance progressive des organes à 

l’insuline. Liée à des facteurs de risques liés au mode de vie, le diabète de type 

2 constitue 80% de toutes les formes de diabète.

Le diabète gestationnel est causé par les hormones de grossesse ou un 

manque d’insuline. Les mères et les enfants possèdent un plus grand risque de 

développer un diabète de type 2.

Le diabète est une des quatre Maladies Non Transmissibles (MNT) majeures 

mentionnée dans la Déclaration Politique des Nations Unies de 2011 et le Plan 

d’Action Mondial 2013-20.

Utilisateurs: personnes atteinte de diabète et personnes à risque, leurs familles et communautés | Fournisseurs de services 

dans tous les secteurs pertinents y compris les ONGs | Ministères: Santé, Affaires Sociales, Education, Agriculture | 

Organisations Professionnelles Internationales: International Diabetes Federation (IDF), International Working Group on the 

Diabetic Foot (IWGDF) | Organismes et partenaires internationaux: Organisation Mondiale de la Santé (OMS), World Heart 

Federation, Non-Communicable Diseases Alliance, ONG internationales.

Avec le temps, un niveau élevé de glucose dans le sang 

peut causer des dégâts aux nerfs et aux vaisseaux 

sanguins, pouvant mener à diverses complications. Les 

effets nuisibles de l’hyperglycémie sont séparés en 

deux catégories: les complications macrovasculaires 

(maladies des artères coronariennes, maladies 

artérielles périphériques et AVC) et les complications 

microvasculaires (néphropathie, neuropathie, et 

rétinopathie diabétiques):
 • La neuropathie: La présence de symptômes et/ou de 

signes de dysfonctionnement des nerfs périphériques 

chez les diabétiques après l’exclusion d’autres causes. 

La neuropathie périphérique peut se manifester sous 

plusieurs formes différentes chez les diabétiques, comme 

par exemple en tant que neuropathies sensorielles, 

focales/multifocales et autonomes. Plus de 80% des 

amputations ont lieu après ulcération ou blessure du 

pied, ce qui peut être le résultat d’une neuropathie 

diabétique. • Maladie Vasculaire Périphérique: Le terme de maladie 

vasculaire périphérique (MVP) se réfère aux maladies 

des vaisseaux sanguins, hors cœur et cerveau. Il s’agit 

souvent du rétrécissement des vaisseaux conduisant 

le sang vers les jambes, bras, estomac, et reins. Les 

maladies artérielles périphériques sont un type de 

MVP organique. Les MVP. La perte de sensibilité pouvant 

entrainer des lésions ne pouvant pas guérir étant donné 

que les PVD réduisent le flux sanguin et les neuropathies 

peuvent mener à un pied diabétique, voir à l’amputation.

 • La rétinopathie est une des causes de complications 

microvasculaire du diabète les plus fréquentes. Elle est 

responsable de 10 000 cas de cécité chaque année aux 

Etats-Unis seulement. Elle est divisée en deux catégories: 

rétinopathie d’arrière plan et rétinopathie proliférative. Non 

traitée, elles peuvent mener à une cécité partielle ou totale.

 • Les complications rénales du diabète sont la première 

cause mondiale d’insuffisance rénale: le mécanisme des 

lésions est similaire à ceux mentionné pour la rétinopathie.

 • AVC: les patients souffrant du diabète de type 2 ont un bien 

plus grand risque d’AVC, avec un risque augmenté d’environ 

150-400%. Le risque de démence et de récidives liées à 

l’AVC, ainsi que la mortalité liée aux AVC sont élevés chez 

les patients atteints de diabète.

 • Le taux de dépression parmi les personnes atteintes de 

diabète est significativement élevé. Qu’il soit de cause 

physiologique ou causé par le fait de vivre avec une 

condition handicapante et chronique, ce problème de santé 

mentale peut avoir un impact sur la prise de médicament, 

augmentant encore plus le risque de complications.

QU'EST-CE QUE LE DIABÈTE?

QUI SONT LES PRINCIPAUX ACTEURS?
DÉFICIENCES ET LIMITATIONS D'ACTIVITÉ COMMUNES POUR LE DIABÈTE 

 ● En 2015, on estime à 415 millions 

le nombre de personnes atteintes de 

diabète.

 ● Le nombre de personnes diabétiques 

devrait augmenter de 50% dans les 20 

prochaines années. ● Le diabète est la 9ème cause d’années 

de vie vécues avec une incapacité.

 ● Le diabète est une cause majeure 

de cécité, d’infarctus du myocarde, 

d’Accident Vasculaire Cérébral 

(AVC), et d’amputation des membres 

inférieurs.

RÉFÉRENCES: OMS (2016), Rapport mondial sur le diabète | International Diabetes Federation (2015), Atlas du Diabète de la FID, septième 

édition| OMS (2015), Diabète | NCD Alliance (2015), Global NCD Action Plan | IAPB (2015), Diabetic Retinopathy: An overview | Hyacinthe 

Tchewonpi Kankeu, Priyanka Saksena, Ke Xu, et David B Evans (2013),  | Handicap International (2012), Policy Paper: Diabetes and other 

cardiovascular risk factors. | International Diabetes Federation (2005), Diabetes and foot care: time to act.

LE DIABÈTE & LA RÉADAPTATION
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QUICK FACTS

INTRODUCTION

 ● 92% of the burden of disease relate to 

causes that require assistance of health 

services associated to rehabilitation.

 ● Over a billion people (about 15% of the 

world's population) live with a form of 

disability.
 ● Between 110 million and 190 million 

adults have significant difficulties in 

functioning.
 ● Population ageing and the rise in 

non-communicable diseases is seeing an 

increase in disability and potential need 

for rehabilitation services.

REHABILITATION FACTSHEETS

INTRODUCTION TO

Advocacy

Handicap International was created in the 1980s to 

provide physical and functional rehabilitation services in 

Cambodian refugee camps. It has a long and rich history 

and experience of this issue since its founding. The 

organisation is now implementing physical rehabilitation 

projects in 40 countries, from community-based services 

to national referral centres, training specialised human 

resources and setting up logistical, management and 

referral mechanisms to policy support to health and/

or social ministries. Based on this experience, Handicap 

International considers that rehabilitation services are a 

key element to achieve inclusive health; it is an essential 

component of the continuity of care and of Universal 

Health Coverage. Since 2011, it has therefore been 

engaging on advocacy to ensure greater recognition of 

rehabilitation services within the global health agenda.

What is rehabilitation? 

Physical and functional rehabilitation aims to restore, 

compensate, prevent or slow deterioration in functioning 

(sensory, physical, intellectual, mental, cognitive, or 

social) to help individuals to reach their optimal levels. It 

places the person at the center and uses a broad range 

of therapeutic measures including exercise, provision 

of assistive technologies (e.g. hearing aids, wheelchairs, 

prosthetics & orthotics), adaptation of the environment 

to eliminate barriers (physical barriers; financial barriers: 

e.g. lack of funding mechanism; geographical barriers: 

e.g. lack of decentralized services; resource barriers: 

e.g. lack of assistive devices or trained personnel; 

institutional barriers: e.g. lack of relevant standards 

and policies, etc). Rehabilitation services may be found 

in a variety of health care settings, from hospitals to 

community.  
Rehabilitation added value 

Rehabilitation is beneficial for people with all kinds of 

diseases and injuries, including conditions related to 

maternal and child health issues, diabetes, cardiovascular 

diseases, HIV/AIDS and injuries.
What are the challenges?

The picture of global health is changing across the world.  

If success in reducing mortality resulted in an increase 

in life expectancy, it also led to an increase in people 

with non-life threatening health issues. The 2010 Global 

Burden of Disease study recognized this trend, noting 

the need for the disabling consequences of living with 

health issues to be better addressed 1. Rehabilitation 

has a clear and important role to play in this regard, 

providing a continuity of care within a health system that 

goes beyond prevention, diagnosis or treatment 

of illness but also includes care and support, 

participation and quality of life. However, 

rehabilitation as a concept is little understood 

by the health sector and often perceived as a 

‘luxury’ service in contexts where even the most 

basic health services are lacking.

© Till Mayer / Handicap International.

1. Murray, Christopher J. L., Theo Vos et al. (2012). “Disability Adjusted Life Years (DALYs) for 291 Diseases and Injuries in 21 Regions, 

1990–2010: a Systematic Analysis for the Global Burden of Disease Study 2010.” The Lancet 380 (9859): 2197–223.

LES CHIFFRES CLÉS

INTRODUCTION

 ● 92% du poids des maladies est lié à des 

causes requérant une action couplée des 

services de santé et de réadaptation.

 ● Près d’un milliard de personnes (i.e. 15% de la 

population mondiale) vivent avec un handicap.

 ● Entre 110 millions et 190 millions d’adultes ont 

des difficultés fonctionnelles importantes.

 ● Le vieillissement de la population et la 

montée des maladies non-transmissibles 

entraînent une augmentation du nombre 

de personnes handicapées et des besoins 

potentiels de services en réadaptation.

SUR LA RÉADAPTATION 

INTRODUCTION AUX FICHES

Plaidoyer

Handicap International a été créé dans les années 1980 

afin d’apporter des services de réadaptation physique et 

fonctionnelle dans les camps de réfugiés cambodgiens. 

Depuis sa fondation, l’organisation témoigne d’une histoire 

et d’une expérience longue et riche dans ce domaine. De 

nos jours, Handicap International met en œuvre des projets 

de réadaptation physique dans 40 pays, depuis les services 

communautaires jusqu’aux centres de référencement 

nationaux. Elle forme également du personnel spécialisé 

et développe des dispositifs logistiques, de gestion et de 

référencement afin d’apporter un appui stratégique aux 

Ministères des affaires sociales et/ou de la santé dans le 

développement de leur politique d’action. Forte de cette 

expérience, Handicap International considère que les 

services de réadaptation sont un élément incontournable 

contribuant au développement d’un système de santé 

inclusif ; c’est une composante essentielle à la continuité 

des soins et de la Couverture de Santé Universelle. Depuis 

2011, l’organisation plaide pour une prise de conscience et 

une reconnaissance plus grande de la place des services de 

réadaptation dans l’agenda mondial de la santé.

Qu'est-ce que la réadaptation? 

La réadaptation physique et fonctionnelle vise à restaurer, 

compenser, éviter ou ralentir la perte ou dégradation 

fonctionnelle de l’individu (sensorielle, physique, 

intellectuelle, mentale, cognitive, ou sociale) afin d’aider 

les personnes à atteindre un niveau de fonctionnement 

optimal. Elle place l’individu au centre du processus et 

utilise une grande variété de mesures thérapeutiques, 

comme les exercices physiques, la provision de dispositifs 

d’aide (exemples: prothèses auditives, fauteuils roulants, 

prothèses & orthèses), l’adaptation de l’environnement 

quotidien afin d’éliminer les obstacles (obstacles physiques; 

obstacles financiers, comme le manque de mécanismes de 

financement; obstacles géographiques, comme le manque de 

services décentralisés; obstacles liés aux ressources, comme 

le manque d’aide technique ou de personnel formé; obstacles 

institutionnels, comme le manque de normes et de lois, 

etc…). Les services de réadaptation peuvent se trouver dans 

une variété d’établissements de soins de santé, qu’ils soient 

hospitaliers ou communautaires.  

La valeur ajoutée de la réadaptation 

La réadaptation est bénéfique pour les personnes vivant 

avec toutes sortes de maladies ou de blessures, y compris 

dans les problèmes de santé maternelle ou infantile, de 

diabète, de maladies cardiovasculaires, de VIH/sida, et de 

blessures.
Quels sont les défis?

Le panorama de la santé mondiale est en mutation au 

niveau international. Si la réduction de la mortalité a 

permis de prolonger l’espérance de vie, elle a aussi entraîné 

l’augmentation du nombre de personnes vivant avec des 

problèmes de santé non létaux. Le rapport de 2010 relatif à 

la charge mondiale de morbidité a reconnu cette tendance, 

et a souligné la nécessité de prendre davantage 

en compte les conséquences invalidantes des 

problèmes de santé1. La réadaptation a un rôle 

important à jouer dans ce sens, en garantissant la 

continuité des soins au sein d’un système de santé 

qui va au-delà de la prévention, du diagnostic ou du 

traitement d’une maladie, mais qui inclut aussi les 

soins, le soutien, la participation et la qualité de vie. 

Cependant, le concept de la réadaptation est peu 

compris par le secteur de la santé, et souvent perçu 

comme un service «de luxe» dans des contextes où 

même les services de santé les plus fondamentaux 

sont manquant.

© Till Mayer / Handicap International.

1. Murray, Christopher J. L., Theo Vos et al. (2012). “Disability Adjusted Life Years (DALYs) for 291 Diseases and Injuries in 21 Regions, 

1990–2010: a Systematic Analysis for the Global Burden of Disease Study 2010.” The Lancet 380 (9859): 2197–223.

World Physical
Therapy Day

The theme for World Physical Therapy 
Day in 2017 was Physical activity for 
life. Physical therapists across the 
world held events and activities to 
highlight the profession’s contribution 
to global health. The WCPT toolkit 
included a range of free materials – 
infographics, postcards, flyers, posters 
which promoted the importance 
of physical activity and included 
suggestions on how to achieve 
recommended activity levels. These 
materials were translated into 12 
different languages and downloaded 
more than 41,400 times from the 
WCPT website. Reports of activities 
were received from 30 countries 
around the world.
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An organisation that shares knowledge

‘Seeing such a beautiful snapshot which can make a clear 
understanding of our position and the characteristics 
of the physical therapy situation in WCPT’s Asia Pacific 
Region. This is very useful.’

Japanese Physical Therapy Association

Practising physical therapists per 10,000 population

Are physical therapist support personnel in the workforce?

Yes (32%) No (22%) Unknown (46%)

Physical therapy:
a global pro�le

<1 (33%) 1-5 (25%) 5-10 (17%) 10-15 (5%) 15-20 (3%) >20 (6%) Unknown (11%)St
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Congress materials

All resources and proceedings 
from the WCPT Congress have 
been made freely available on 
WCPT’s website. This includes 
abstracts of all presentations, 
poster presentations, PowerPoint 
presentations for focused 
symposia and platform sessions, 
and video/audio recordings 
of many symposia. This gives 
physical therapists across the 
world a rare opportunity to learn 
from experts in their field on key 
issues and developments with 
the profession.

International audiences

Members at a glance

For a number of years WCPT has 
published data from its membership 
organisations on a range of issues, 
including professional regulation, 
practice, education, and the 
number of employed physical 
therapists. This data provides a 
comprehensive and valuable global 
profile of the profession.

The most recent update to the 
country profiles is based on 
surveys completed by 102 member 
organisations in mid-2017. The 
profiles and infographics give a global 
snapshot of the profession of physical 
therapy across the world, showing 
variations in the density of physical 
therapists in different countries and 
between regions.

WCPT has continued to enhance the 
value of membership by producing an 
increasing number of documents and 
resources in diverse languages.

A Google translate button has 
been added to every page of 
the WCPT website – this enables 
website visitors to access each 
page of the website in more than 
80 different languages.

WCPT’s education policies and 
guidelines were translated into 
French, thanks to funding from 
USAID as part of the SUDA project, 
and published on WCPT’s website. 
The WCPT report, The role of 
physical therapists in disaster 
management, was made available 
in Chinese.



Building capacity

Governance review

Following a call to member 
organisations, the WCPT Executive 
Board appointed a working group 
to support and guide WCPT’s 
governance review. The group has 
worked to identify key governance 
themes and develop a discussion 
paper to explore key issues. The 
project team includes nine physical 
therapists, representing WCPT’s 
five regions.

As part of the review, WCPT’s policies 
and procedures will be updated to 
ensure best practice is implemented 
for an international non-governmental 
membership-oriented organisation.
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An organisation that is fit for purpose

‘The governance review is one of the most 
important projects to be undertaken by 
WCPT between 2015 and our next General 
Meeting in 2019.’

Emma K. Stokes, WCPT President

Africa 
Region of 

WCPT

WCPT Executive Board
(President, Vice President and 

Executive Board Members)

Asia Western 
Pacific Region 

of WCPT

North America 
Caribbean Region 

of WCPT

European 
Region of 

WCPT

South America 
Region of 

WCPT

Staffing review

Following a staff review, WCPT 
recruited a Head of Finance and 
a Congress Manager during 2017 
to develop capacity and enhance 
the internal skillset.

A Head of Marketing and 
Communications was due to 
be recruited during 2018.



Governance
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Trustees

Emma K. Stokes 
President

Margot Skinner 
Vice President

John Xerri de Caro

Melissa Locke 
Chair of Finance Committee 
(until July 2017)

Marco Y. C. Pang 
(from August 2017)

Esther Munalula Nkandu 
Chair of Finance Committee 
(from July 2017)

Stacy de Gale

Gabriela Mallma

Jonathon Kruger 
Chief Executive Officer 

Solicitors

Veale Wasbrough Vizards 
LLP Narrow Quay House
Narrow Quay
Bristol BS1 4QA

Auditor

Crowe U.K. LLP
St Bride’s House
10 Salisbury Square
London EC4Y 8EH

Investment managers

Brown, Shipley & Co. Limited 
Founders Court
Lothbury
London EC2R 7HE

Bankers

Bank of Scotland plc
33 Old Broad Street
London EC2N 1HZ

Structure, governance and management

WCPT is an unincorporated international professional association founded in 
1951. The organisation’s objectives, membership and governance structures 
are contained in the Articles of Association, approved at the General Meeting 
of member organisations, which is held every four years. The most recent 
revisions were approved at the 18th General Meeting held 29 April-1 May 
2015. The trustees confirm that, during the year, WCPT has complied with the 
provisions of the Articles of Association and current statutory requirements 
applicable to charities.

The trustees also confirm they have had regard to guidance issued by the 
Charity Commission as to operation of the public benefit requirement.

The business of WCPT is conducted through the General Meeting of member 
organisations, Executive Board, regions and subgroups. The WCPT Executive 
Board (Board) is the charity’s Board of Trustees.

The Board meets in person at least once annually and by teleconference as 
necessary to define the strategic plan and areas of activity for WCPT. It considers 
grant making, investment, reserves and risk management, and approves the 
annual budget, policies and performance.

During 2017 the Board met three times in person and held four teleconferences.

WCPT’s Executive Board is elected by WCPT member organisations and consists 
of the President, Vice President and a member from each region. The President 
and Vice President are elected at the WCPT General Meeting held every four 
years. Regional Executive Board members are elected by their region and 
confirmed at the WCPT General Meeting.

All new Members will be invited to participate in an induction process on 
commencement. Current Board Members are encouraged to participate so 
there is a shared understanding.

The day-to-day administration and management of WCPT is delegated to the 
Chief Executive Officer.



External relations
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WCPT is in official relations with the World Health Organization (WHO) and 
has consultative status with the United Nations Economic and Social Council 
(ECOSOC) and United Nations Children’s Fund (UNICEF).

Since 2010 WCPT has been a member of the World Health Professions Alliance 
(WHPA), comprising the International Council of Nurses (ICN), the International 
Pharmaceutical Federation (FIP), the World Dental Federation (FDI) and the 
World Medical Association (WMA). 

WCPT has Memorandums of Understanding with Humanity & Inclusion (HI), the 
International Committee of the Red Cross (ICRC), and the International Network 
of Physiotherapy Regulatory Authorities (INPTRA). 

Membership
WCPT members are the national professional associations representing physical 
therapists/physiotherapists. WCPT currently has 108 member organisations, 
and nine provisional member organisations whose membership will be formally 
accepted at the next General Meeting in May 2019.

Each member organisation has the right to be represented at the General 
Meeting and must attend one in two consecutive meetings.

Regions are five geographic groupings of member organisations: Africa, Asia 
Western Pacific, Europe, North America Caribbean and South America. Regions 
exist to assist the development of the profession in the geographic area.
Regions have the right to send a delegate to the General Meeting, but these 
delegates do not have a right to vote.

Subgroups are international physical therapy organisations which represent 
a specific area of professional interest and meet WCPT criteria for subgroup 
recognition. They promote the advancement of physical therapy in their field 
and are organised to exchange scientific knowledge.

Upon application, they are approved as subgroups by the Board and confirmed 
by the General Meeting. They are reconfirmed at each successive General 
Meeting. There are currently 12 subgroups recognised by WCPT.

Subgroups have the right to send a delegate to the WCPT General Meeting, but 
these delegates do not have a right to vote.

Networks support the exchange of ideas, experience and expertise in physical 
therapy among individual physical therapists in defined areas of practice, 
education and management in fields not covered by WCPT subgroups.
There are currently 10 WCPT networks and three affiliated networks.
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The trustees have reviewed the major risks to which WCPT is exposed and have 
established systems to mitigate those risks.

This risk management framework defines WCPT processes for managing risk 
including the implementation, monitoring, reviewing and improvement of 
risk management. WCPT maintains a separate risk register for WCPT and WCPT 
Trading Limited.

The key risks are:

1. Membership: concerns regarding non-renewal of membership or
non-payment of fees are addressed by the strategic plan to undertake
membership engagement project.

2. Membership: concerns regarding member organisations not complying with
membership requirements are addressed by clearly defined procedures and
oversight by the Membership Committee which was established in 2015.

3. Governance: concerns regarding Executive Board members acting outside
of their delegation are dealt with by the development of an Executive
Board Governance Framework. The Governance Framework documents
the required practices and procedures related to the Board and Board
Committees, these include:

Board Charter which identifies the responsibilities, accountabilities and 
relationships between WCPT’s governance bodies.

Board Operating Guidelines which guide the scheduling, agenda and 
timing of meetings and requirements for the presentation, lodgement, 
and approval process for providing information for Board and  
Committee consideration.

The key risks facing WCPT Trading Limited and the process in place to 
manage these risks:

1. Congress income: There is a risk that delegate numbers and/or exhibition/
sponsor income falls short of budget posing risk of financial loss to
WCPT. This risk is managed by conservative budgetary management with
breakeven set at achievable figures based on historical data.

2. Currency fluctuations: There is a risk that major changes in exchange rates
after charges / budget is set will result in a financial loss to WCPT. This risk is
managed through the appointment of a foreign currency adviser and the
establishment of forwarding hedging contracts for known expenses.

Risks
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As the international voice of physical therapy WCPT’s mission is to:

unite the profession internationally

represent physical therapy and physical therapists internationally

promote high standards of physical therapy practice, education and research

facilitate communication and information exchange among member 
organisations, regions, subgroups and their members

collaborate with national and international organisations

contribute to the improvement of global health.

WCPT’s General Meeting of member organisations is held every four years. 
The meeting approves changes to Articles of Association, elects the President 
and Vice President, names the members of the Board (the trustees), admits 
member organisations, approves subscription rates, approves professional 
policy and strategic directions and decides on motions submitted by member 
organisations. The Board determines the priorities within the strategic plan for a 
minimum of four years within the resource constraints of WCPT, and continually 
reviews these priorities in light of changing circumstances. 

While much of WCPT’s project work is ongoing, in general, the work cycle 
emanating from the General Meeting is as follows:

planning in year one

project implementation in years two and three

consolidation of results for presentation to the General Meeting in year four.

The trustees, having have due regard to guidance issued by the Charity 
Commission, confirms that WCPT complies with the public benefit requirement 
in section 4 of the Charities Act.

Objectives and 
activities for the 
public benefit



Financial statements
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The Statement of Financial Activities 
for 2017 shows net expenditure of 
£294,627 and the Balance Sheet 
shows total net assets of £1,245,136 as 
at 31 December 2017.

Activities are funded through an 
annual membership subscription, 
donations and proceeds from a 
congress held every two years. The 
membership subscription rate is set 
at the General Meeting of member 
organisations. The rate for 2017 was 
unchanged at £1.53 per member of 
each member organisation in high-
income countries, £1.15 per member 
in middle-income countries and £0.77 
per member in low-income countries.  

In addition WCPT received a grant 
funding during the period for its 
SUDA Project. The SUDA Project 
focuses on the strengthening of 
physical therapy as a profession 
in Mali, Niger and Senegal. It is 
implemented by Humanity & Inclusion 
(HI) in partnership with the World 
Confederation for Physical Therapy 
(WCPT). The project is funded by the 
United States Agency for International 
Development (USAID) and runs until 
January 2018. The delivery of this 
project is a key part of WCPT’s goal 
of developing the physical therapy 
profession in low resources countries.

The trustees consider WCPT to be 
in robust financial health. The 
Congress in Cape Town was a 
financial and operational success, 
exceeding its targeted surplus and 
winning an award, with the 2017 
WCPT Congress in Cape Town 
receiving an Incredible Impacts award 
for its range of outstanding legacy 
activities that have benefitted Africa 
and the wider community.

Although a smaller surplus than the 
previous event in Singapore the 
budget projections for this event had 
been moderated to recognise that 
moving to a two yearly cycle, and 
holding a congress in Africa for the 
first time, would have an impact on 
income.  The trustees have considered 
the current level of reserves and 
believe that these are adequate to 
meet future needs. 

Reserves

The purpose of the general fund is 
to mitigate the risk of unforeseen 
expenditure or a temporary 
reduction in income. Specifically, 
WCPT is dependent on the financial 
performance of the WCPT Congress 
and so reserves exist to ensure the 
WCPT is able to continue in operation 
in the event of a congress not 
performing as expected. 

In each accounting period during 
the two-yearly cycle between 
congresses, the Board allocates, for 
budgetary and internal accounting 
purposes, a proportion of the surplus 
generated by the preceding 
congress. By adopting this approach, 
the Board and WCPT management 
are able to plan expenditure 
effectively and consistently in the 
inter-congress period.

WCPT’s policy states that reserve levels 
will be reviewed every four years and 
will be a minimum of 25% of annual 
budgeted unrestricted expenditure of 
the year following a General Meeting 
with target of 100%. 

This equates to a minimum of 
approximately £200,000 - £250,000 
with a target of £800,000 - £900,000. 

At 31 December 2017, WCPT’s reserves 
exceeded this target. The reserves 
policy will be reviewed as part of the 
2019 Budget setting process.

Remuneration of key 
management personnel

As part of the 2016 recruitment 
process for a new CEO, WCPT used an 
external recruitment agency, which 
ensured the salary package offered 
was commensurate with comparable 
benchmark organisations.

Investment policy and performance

The trustees invest the WCPT’s 
funds in excess of current cash flow 
requirements with the objective of 
preserving the real value of capital 
and generation of income.  The 
investment portfolio is managed on a 
low risk basis by investment managers 
appointed by the trustees.

For the year under review, the 
average income yield on managed 
investments was 2.66%. During 2017 
the investment managers continued 
the policy of holding and, whenever 
possible, increasing investment in 
securities which were deemed most 
likely to provide growth opportunities 
for the portfolio and an acceptable 
level of income. In the light of the 
prevailing uncertain conditions in 
the world economy, the trustees 
consider that the resultant investment 
performance in 2017, a net increase in 
value of £24,831 was acceptable. 

Financial review 
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Statement of trustees’ responsibilities in relation 
to the financial statements 

The trustees are responsible for 

preparing the Trustees’ Annual 

Report and the financial 

statements in accordance with 

applicable law and United 

Kingdom Accounting Standards 

(United Kingdom Generally 

Accepted Accounting Practice).

The law applicable to charities 

in England and Wales requires 

the trustees to prepare financial 

statements for each financial year, 

which give a true and fair view of 

the state of affairs of the charity 

and of the incoming resources and 

application of resources of the charity 

for that period.  

In preparing the financial statements, 
the trustees are required to:

select suitable accounting policies 
and apply them consistently

observe the methods and principles 
in the Charities SORP

make judgements and estimates 
that are reasonable and prudent

state whether applicable 
accounting standards have been 
followed, subject to any departures 
disclosed and explained in the 
financial statements

prepare the financial statements on 
the going concern basis unless it is 
inappropriate to assume that the 
charity will continue its activities.

The trustees are responsible for 

keeping proper accounting records 

that disclose with reasonable accuracy 

at any time the financial position 

of the charity and enable them to 

ensure that the financial statements 

comply with the Charities Act 2011, 

the Charity (Accounts and Reports) 

Regulations 2008 and the provisions 

of the Articles of Association.  They 

are also responsible for safeguarding 

the assets of the charity and hence 

for taking reasonable steps for the 

prevention and detection of fraud and 

other irregularities.

Auditor
The charity’s auditor, Crowe U.K. LLP was appointed by the Executive Board in 2016 for a three year period. 

Approval
This report was approved by the trustees on 24th September 2018 and signed on their behalf by:

.............................................................................................. .............................................................................................. 

Emma K. Stokes Esther Munalula Nkandu 
President Honorary Treasurer
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Opinion

We have audited the financial 

statements of the World 

Confederation of Physical Therapy 

for the year ended 31 December 

2017 which comprise Consolidated 

Statement of Financial Activities, 

Consolidate Balance Sheet, Charity 

Balance Sheet, Consolidated 

Statement of Cash Flows and notes 

to the financial statements, including 

a summary of significant accounting 

policies. The financial reporting 

framework that has been applied in 

their preparation is applicable law 

and United Kingdom Accounting 

Standards, including Financial 

Reporting Standard 102 The Financial 

Reporting Standard applicable 

in the UK and Republic of Ireland 

(United Kingdom Generally Accepted 

Accounting Practice).

In our opinion the 
financial statements:

give a true and fair view of the 

state of the group’s and of the 

parent charity’s affairs as at 

31 December 2017 and of the 

group’s incoming resources and 

application of resources, including 

its income and expenditure for the 

year then ended;

have been properly prepared in 

accordance with United Kingdom 

Generally Accepted Accounting 

Practice; and

have been prepared in accordance 

with the requirements of the 

Charities Act 2011.

Basis for opinion

We conducted our audit in 
accordance with International 
Standards on Auditing (UK) (ISAs 
(UK)) and applicable law. Our 
responsibilities under those standards 
are further described in the Auditor’s 
responsibilities for the audit of the 
financial statements section of our 
report. We are independent of the 
group in accordance with the ethical 
requirements that are relevant to our 
audit of the financial statements in 
the UK, including the FRC’s Ethical 
Standard, and we have fulfilled 
our other ethical responsibilities in 
accordance with these requirements. 
We believe that the audit evidence 
we have obtained is sufficient and 
appropriate to provide a basis for 
our opinion.

Conclusions relating to 
going concern

We have nothing to report in respect 
of the following matters in relation 
to which the ISAs (UK) require  us to 
report to you where:

the trustees’ use of the going 
concern basis of accounting in 
the preparation of the financial 
statements is not appropriate; or

the trustees have not disclosed 
in the financial statements any 
identified material uncertainties 
that may cast significant doubt 
about the group’s or the parent 
charity’s ability to continue to 
adopt the going concern basis 
of accounting for a period of at 
least twelve months from the date 
when the financial statements are 
authorised for issue.

Other information

The trustees are responsible 
for the other information. The 
other information comprises the 
information included in the annual 
report, other than the financial 
statements and our auditor’s report 
thereon. Our opinion on the financial 
statements does not cover the 
other information and we do not 
express any form of assurance 
conclusion thereon.

In connection with our audit of the 
financial statements, our responsibility 
is to read the other information and, in 
doing so, consider whether the other 
information is materially inconsistent 
with the financial statements or our 
knowledge obtained in the audit or 
otherwise appears to be materially 
misstated. If we identify such material 
inconsistencies or apparent material 
misstatements, we are required 
to determine whether there is a 
material misstatement in the financial 
statements or a material misstatement 
of the other information. If, based 
on the work we have performed, 
we conclude that there is a 
material misstatement of this other 
information, we are required to 
report that fact. 

We have nothing to report in 
this regard.

Independent Auditor’s Report to the Members of 
the World Confederation of Physical Therapy 
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Crowe U.K. LLP
Statutory Auditor

17th October 2018

Crowe U.K. LLP is eligible for appointment as auditor of the charity by virtue of its eligibility for appointment as auditor of a company 
under section 1212 of the Companies Act 2006.

Matters on which we are required 
to report by exception

We have nothing to report in respect 
of the following matters in relation 
to which the Charities (Accounts and 
Reports) Regulations 2008 require us 
to report to you if, in our opinion:

the information given in the 
financial statements is inconsistent 
in any material respect with the 
trustees’ report; or

sufficient accounting records have 
not been kept by the parent 
charity; or

the financial statements are not in 
agreement with the accounting 
records and returns; or

we have not received all the 
information and explanations we 
require for our audit

Responsibilities of trustees

As explained more fully in the 
trustees’ responsibilities statement, 
the trustees are responsible for 
the preparation of the financial 
statements and for being satisfied 
that they give a true and fair view, 

and for such internal control as the 
trustees determine is necessary to 
enable the preparation of financial 
statements that are free from material 
misstatement, whether due to fraud 
or error.

In preparing the financial statements, 
the trustees are responsible for 
assessing the group’s and the parent 
charity’s ability to continue as a going 
concern, disclosing, as applicable, 
matters related to going concern 
and using the going concern basis of 
accounting unless the trustees either 
intend to liquidate the charity or to 
cease operations, or have no realistic 
alternative but to do so.

Auditor’s responsibilities for the 
audit of the financial statements

We have been appointed as auditor 
under section 151 of the Charities Act 
2011 and report in accordance with 
the Act and relevant regulations made 
or having effect thereunder.

Our objectives are to obtain 
reasonable assurance about whether 
the financial statements as a whole 
are free from material misstatement, 
whether due to fraud or error, and to 

issue an auditor’s report that includes 
our opinion. Reasonable assurance is 
a high level of assurance, but is not a 
guarantee that an audit conducted in 
accordance with ISAs (UK) will always 
detect a material misstatement when 
it exists. Misstatements can arise from 
fraud or error and are considered 
material if, individually or in the 
aggregate, they could reasonably be 
expected to influence the economic 
decisions of users taken on the basis 
of these financial statements.

Use of our report
This report is made solely to the 
charity’s trustees, as a body, in 
accordance with Part 4 of the 
Charities (Accounts and Reports) 
Regulations 2008. Our audit work has 
been undertaken so that we might 
state to the charity’s trustees those 
matters we are required to state to 
them in an auditor’s report and for no 
other purpose. To the fullest extent 
permitted by law, we do not accept or 
assume responsibility to anyone other 
than the charity and the charity’s 
trustees as a body, for our audit work, 
for this report, or for the opinions we 
have formed.

A further description of our responsibilities for the audit of the financial statements is located on the Financial 
Reporting Council’s website at:  www.frc.org.uk/auditorsresponsibilities.  

This description forms part of our auditor’s report.

17th October 2018
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Consolidated Statement of Financial Activities of the year ended 31st December 2017

2017 2016
Unrestricted Restricted TOTAL Unrestricted Restricted Total funds 

2016

£ £ £ £ £ £

Income from:

Donations and legacies 12,442  0  12,442  3,455  - 3,455  

Charitable activities (note 2) 1,859,124  260,542  2,119,666  573,584  96,922  670,506  

Investments 11,530 0  11,530  11,323  100  11,423  

Total 1,883,096  260,542  2,143,638  588,362  97,022  685,384  

Expenditure on:

Raising Funds 9,764  0  9,764  3,570  - 3,570  

Charitable activities: (note 3) 1,594,276  264,431  1,858,707  867,867  82,263  950,130  

Total 1,604,040  264,431  1,868,471  871,437  82,263  953,700  

Operational (deficit) / surplus 279,056  (3,889) 275,167  (283,075) 14,759  (268,316)

Gains on investment assets 

(note 8)
19,460  0  19,460  17,219  - 17,219  

Net (expenditure) / income 
and net movement in funds

298,516  (3,889) 294,627  (265,856) 14,759  (251,097)

Reconciliation of funds

Total funds brought forward 929,313  21,196  950,509  1,195,169  6,437  1,201,606  

0  0  

Total funds carried forward 1,227,829  (17,307) 1,245,136  929,313  21,196  950,509  
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Balance sheet for year ended 31st December 2017

GROUP CHARITY

2017 2016 2017 2016

£   £   £   £   

Fixed assets:

Tangible assets (note 7) 7,745 7,572 7,745 7,572

Intangible assets (note 7) 20,242 29,193 20,242 29,193

Investment assets (note 8) 368,142 343,311 368,142 343,311

Total fixed assets 396,129 380,076 396,129 380,076

Current Assets:

Debtors (note 9) 100,564 463,078 459,610 335,470

Cash at bank and in hand 897,887 691,701 484,689 589,977

Total current assets 998,451 1,154,779 944,299 925,447

Liabilities:

Creditors: amounts falling due within 

one year (note 10)
(149,444) (584,346) (136,220) (84,562)

Net current assets 849,007 570,433 808,079 840,885

Net assets 1,245,136 950,509 1,204,208 1,220,961

The funds of the charity:

Restricted income fund (note 12) 17,307 21,196 17,307 21,196

Unrestricted funds – general funds 1,195,848 897,332 1,154,920 1,167,784

Unrestricted funds – designated 31,981 31,981 31,981 31,981

Total unrestricted funds (note 13) 1,227,829 929,313 1,186,901 1,199,765

Total charity funds 1,245,136 950,509 1,204,208 1,220,961

Approved and authorised for issue by the Board of Trustees and signed on its behalf by:

.............................................................................................. .............................................................................................. 

Emma K. Stokes Esther Munalula Nkandu 
President Honorary Treasurer



20

Consolidated Statement of Cash flows for the year ended 31st December 2017 

GROUP

2017 2016

£   £   

Cash flows from operating activities:

Net (expense)/income for the reporting period 294,627 (251,097)

Adjustments for:

Depreciation 3,023 2,915

Amortisation 8,950 1,717

Gains on investments (19,460) (24,905)

(Increase)/decrease in debtors 362,514 (281,612)

Increase/(decrease) in creditors (434,902) 413,679

Net cash (used in)/provided by operating activities 214,752 (139,303)

Cash flows from investing activities:

Purchase of tangible fixed assets (3,196) (8,887)

Purchase of intangible fixed assets 0  (30,910)

Receipts from sales of tangible fixed assets 0  228

Purchase of investments (97,161) (137,772)

Proceeds from sale of investments 96,295 146,269

Change in cash awaiting investment (4,503) (7,215)

Net cash used in investing activities (8,565) (38,287)

Change in cash and cash equivalents in the reporting period 206,186 (177,591)

Cash and cash equivalents at the beginning of the reporting period 691,701 869,292

Cash and cash equivalents at the end of the reporting period 897,887 691,701
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Company information

The World Confederation for Physical Therapy is a registered charity in England and Wales, number: 234307. The WCPT’s 
registered address is Victoria Charity Centre, 11 Belgrave Road, London SW1V 1RB, UK.

1. Accounting  policies

1.1 Basis of Accounting

The consolidated financial statements are prepared under the historical cost convention with the exception of investment 
assets, which are included at market value. The financial statements have been prepared in accordance with the Statement of 
Recommended Practice: Accounting and Reporting by Charities (SORP FRS102), applicable to accounting periods commencing 
1st January 2015, UK Accounting Standards and the Charities Act 2011. The accounts are denominated in £ sterling. 

Going concern

The trustees have considered the current level of reserves and the expected performance of the 2017 Congress. The trustees 
are satisfied that the WCPT is a going concern and have therefore prepared the financial statements on this basis.

1.2 Income and debtors

Income is recognised when the charity is legally entitled to it, receipt is probable and income can be measured with reasonable 
accuracy. Donations are credited to income when received. Subscription income is recognised in the year in which it entitles 
an organisation to be a member of the WCPT. Income in respect of events including the Congress is recognised in the year to 
which it applies.

1.3 Expenditure and liabilities

Liabilities are recognised as expenditure when there is a legal or constructive obligation committing the charity to the 
expenditure. Expenditure is accounted for on an accruals basis, inclusive of VAT which cannot be recovered.

Expenditure on raising funds includes investment management fees.

Overhead and support costs, including staff costs and governance costs, have been allocated to charitable activities on the 
basis of staff time.

1.4 Pension costs

The Confederation contributes to money purchase schemes.   Pension costs payable are charged to the Statement of Financial 
Activities as incurred.

1.5 Operating Lease

Rent and service charges payable in respect of the lease commitment for the Confederation’s office premises are charged to 
the Statement of Financial Activities on a straight line basis over the term of the lease.

1.6 Tangible and intangible fixed assets

Individual fixed assets costing £100 or more are capitalised at cost.

Depreciation is provided on all tangible fixed assets at rates calculated to write off the cost on a straight line basis over their 
expected useful economic lives as follows:

Office furniture and equipment 25%- straight line basis

Computer equipment, software and website 33%- straight line basis

Leasehold  improvements 25%- straight line basis

Notes to the financial statements for the 
year ended 31st December 2017
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1.7 Investments

Investments are stated at market value at the balance sheet date.  The Statement of Financial Activities includes the net gains 
and losses arising on revaluation and on disposals during the year.

1.8 Funds

Unrestricted Income Funds

The General Fund may be used at the Confederation’s discretion, for the objectives contained in the Articles of Association.

The General Reserve has been established to safeguard the Confederation in the event of unbudgeted expenditure arising as 
a result of unforeseen circumstances and to recognise costs which would be incurred on a winding-up of the Confederation.  
The trustees may make transfers between the General Fund and General Reserve as considered appropriate in the light of the 
Confederation’s financial resources.

The Grants Fund has been established to further the work of WCPT and support full participation in WCPT activities. The 
trustees may make transfers between the General Fund and Grants Fund as considered appropriate in the light of the 
Confederation’s financial resources.

Restricted Income Fund

The Mildred Elson Award Fund may make awards to physical therapists who have contributed significantly to the development 
of the profession on an international basis.

1.9 Foreign Currencies

Assets and liabilities in foreign currencies are translated into sterling at the rates of exchange ruling at the balance sheet date. 
Transactions in foreign currencies are translated into sterling at the rate of exchange ruling at the transaction date.  Exchange 
differences are taken into account in the Statement of Financial Activities.

1.10 Financial instruments

Other than forward current contracts, WCPT only has financial assets and financial liabilities of a kind that qualify as basic 
financial instruments. Basic financial instruments are initially recognised at transaction value and subsequently measured at 
their settlement value with the exception of bank loans which are subsequently measured at amortised cost using the effective 
interest method. Forward contracts are revalued at fair value at the balance sheet date with gains or losses being allocated to 
the relevant activity heading in the Statement of Financial Activities.

1.11 Significant estimates and judgements

The trustees do not consider that any significant estimates or judgements have been used in the preparation of these financial 
statements.

1.12 Congress and Subsidiary Company

Congress is held regularly in financial partnership with the host member organisation. A wholly-owned subsidiary company, 
WCPT Trading Limited, has been incorporated to undertake Congress operations. Expenditure on Congress incurred by WCPT 
and the subsidiary is charged to the consolidated profit and loss account for the year.  Income received and receivable in 
respect of the congress at the balance sheet date is treated as deferred income until the event has taken place.
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2017 2016

2. Analysis of income from charitable activities

Membership subscriptions 566,623  526,170  

Congress 2017 1,178,341  

Other income 75,994  723  

Accreditation income (net of expenditure) 36,864  19,982  

Congress 2017 abstract income (net of expenditure) 1,039  26,709  

Project grant income (SUDA) 260,542  96,922  

General meeting and anniversary dinner income 263  

2,119,666  670,506  

3. Analysis of expenditure on charitable activities

Direct costs Support costs Total 2017 Total 2016

£ £ £    £

Member services 825,726  380,194  1,205,920  571,091  

Education, practice and research 332,192  126,722  458,914  205,284  

Communication 16,135  63,357  79,492  83,338  

Collaboration with national and 

international organisations
51,025  63,357  114,382  90,417  

1,225,078  633,629 1,858,707  950,130  

Allocation of support 
costs to activities Total allocated

Member 
services

Education, 
practice and 

research Communication

Collaboration 
with national 

and international 
organisations

£ £ £ £ £

Governance 73,149  43,890  14,629  7,315  7,315  

Staff costs 418,412  251,049  83,682  41,841  41,841  

Office rental and overhead costs 130,094  78,058  26,022  13,007  13,007  

Depreciation 11,973  7,196  2,389  1,194  1,194  

633,629  380,193  126,722  63,357  63,357  

The basis of apportionment is staff time.

Direct costs Support costs TOTAL 2017

Restricted/|Unrestricted split £ £ £

Restricted - SUDA Project 264,431 0  264,431 

Unrestricted 960,647  633,630  1,594,277  

1,225,078 633,630 1,858,708
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4. Net Income / (Expenditure) 2017 2016

£ £

Depreciation 11,974  4,632  

Operating lease rental 30,340  28,000  

Auditor remuneration - audit 14,964  14,000  

- non audit 9,976  2,000  

67,254  48,632  

5. Salaries and other staff costs

2017 2016

£   £   

Salaries and other staff costs 402,868  320,932  

Social Security costs 46,589  38,230  

Pension costs 18,399  23,285  

0  

467,856  382,447  

The number of employees whose emoluments during the year exceeded £60,000 were

£70,001 - £80,000

£80,001 - £90,000 1  1 

£90,001 - £100,000

£100,001 - £110,000

£110,001 - £120,000 1 

6. Trustees expenses and remuneration

2017 2016

£   £   

Travel, subsistence, accommodation, professional dev’t 73,154  47,281  

73,154  47,281  

Neither the Trustees nor any persons connected with them 

have received any remuneration during the year
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7. Tangible and intangible fixed assets CHARITY AND GROUP

2017 2016

£   £   

Tangible fixed assets - fixture, furniture & equipment

Cost

At 1st January 58,959 50,300

Additions 3,196 8,887

Disposals 0 (228)

At 31st December 62,155 58,959

Depreciation

At 1st January 51,387 48,472

Charge for year 3,023 2,915

At  31st December 54,410 51,387

Net book value

At 1st January 7,572 1,828

At  31st December 7,745 7,572

Intangible fixed assets - website

Cost

At 1st January 30,910 0

Additions 0 30,910

Disposals 0 0

At 31st December 30,910 30,910

Depreciation

At 1st January 1,717 0

Charge for year 8,951 1,717

At  31st December 10,668 1,717

Net book value

At 1st January 1,828

At  31st December 20,242 29,193

29,193
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8. Fixed asset Investments CHARITY AND GROUP

2017 2016 Movement

U.K. Listed Investments £   £   £   

Market value of managed funds at 

1st January 

322,810 306,400 16,410  

Acquisitions 97,161 178,458 (81,297)

Disposals (96,295) (179,268) 82,972  

Net profit on revaluation 19,460 17,219 2,241  

Market value of funds 31st December 343,136 322,809 20,326  

Cash held as part of the portfolio 25,006 20,502 4,504  

368,142 343,311 24,830  

Management fees 3,204  

Investment income (8,574)

Investment gain 19,460  

Investments are held in a mixture of equities, fixed income, cash and other investments and are managed by Brown Shipley.

2017 2016

At 31st December non-cash investments were £   £   

Equities 201,514  175,455  

Fixed income 90,706  69,891  

Other 50,916  77,463  

343,136  322,809  

9. Debtors: amounts due within one year

GROUP CHARITY

2017 2016 2017 2016

£ £ £ £

Subscriptions in arrears 6,838 7,965 6,839 7,965 

Other Debtors 84,013 418,547 22,821 22,191 

Prepayments 9,713 36,566 9,713 9,802 

Amount due from subsidiary company - - 420,237 295,512 

100,564 463,078 459,610 335,470 
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10. Creditors: amounts due within one year

GROUP CHARITY

2017 2016 2017 2016

£ £ £ £

Subscriptions in advance - 2,626 - 2,626 

Other creditors 27,537 23,644 15,432 16,724 

Accruals 79,727 69,113 79,725 55,579 

Taxation & social security 14,621 68,893 14,063 9,633 

Deferred  income 27,000 420,070 27,000 -

SA Tax 559 - - -   

149,444 584,346 136,220 84,562

Deferred income as at 31st December 2017 represented amounts receivable during 2018.

In respect of Accreditation 2018, where review will take place in Q1 2018 if payment is received ahead of the timetabled review.

11. Operating lease

2017 2016

£ £

27,650 26,000 

55,300 84,500 

As at 31 December 2017, the Confederation had the following 

minimum non-cancellable commitments under operating lease

Less than one year

Between one and five years

Lease expiring after five years

82,950 110,500
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12. Movement in funds

Unrestricted funds:

1st January 
2017 Income Expenditure

Gift Aid 
Donation Taxation Transfers Gains

31st December 
2017

£ £ £ £ £ £ £

General fund 1,167,784 694,728 (727,053) 0 0 0 19,460 1,154,919

Designated fund: 0 0 0 0 0 0 0 0

Grants Fund 31,981 0 0 0 0 0 0 31,981

Charity 1,199,765 694,728 (727,053) 0 0 0 19,460 1,186,900

Subsidiary (270,451) 1,188,369 (876,430) 0 (559) 0 0 40,929

Group 929,314 1,883,097 (1,603,483) 0 (559) 0 19,460 1,227,829

Restricted income  funds:

1st January 

2017 Income Expenditure

Gift Aid 

Donation Taxation Transfers Gains

31st December 

2017

£ £ £ £ £ £ £

SUDA Project 14,659 260,542 (264,431) 0 0 0 0 10,770

Mildred Elson Award 6,537 0 0 0 0 0 0 6,537

Charity 21,196 260,542 (264,431) 0 0 0 0 17,307

Subsidiary 0 0 0 0 0 0 0 0

Group 21,196 260,542 (264,431) 0 0 0 0 17,307

TOTAL FUNDS: 950,510 2,143,639 (1,867,914) 0 (559) 0 19,460 1,245,136

The SUDA Project focuses on the strengthening of physical therapy as a profession in Mali, Niger and Senegal. 
The project is funded by the United States Agency for International Development (USAID) and runs until January 2018 
and is implemented by Humanity & Inclusion (HI).

The Mildred Elson Award is the highest honour that WCPT can bestow. It is for outstanding leadership contributing 
significantly to the development of physical therapy internationally. It was established in 1987 with funds donated 
by the American Physical Therapy Association and only one Mildred Elson Award is given at the time of each WCPT 
General Meeting.
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13. Analysis of group net assets between funds at 

31st December 2017

Unrestricted 

funds

Restricted 

funds

Total  

funds

£ £ £

Tangible and intangible fixed assets 27,987 0 27,987

Fixed asset investments 368,142 0 368,142

Net Current Assets 831,700 17,307 849,007

Total net assets 1,227,829 17,307 1,245,136

Analysis of group net assets between funds at 

31st December 2016

Tangible and intangible fixed assets 36,765 0 36,765

Fixed asset investments 343,311 0 343,311

Net Current Assets 549,237 21,196 570,433

Total net assets 929,313 21,196 950,509

14. Trading subsidiary : WCPT Trading Limited

WCPT Trading Limited (a company limited by guarantee no: 08322671, incorporated in England & Wales) was incorporated 
on 7 December 2012 as a wholly-owned subsidiary of WCPT to undertake future congress operations, commencing with 
the 2015 Congress which took place in Singapore.

Summary of subsidiary assets and liabilities and results 2017 2016

£   £   

Current assets 474,387  524,845  

Current liabilities (433,460) (795,296)

Net current assets/(liabilities) 40,927  (270,451)

Income 1,188,368  26,891  

Expenditure (876,989) (296,351)

311,380  (269,460)

During the year prior year balances were settled with WCPT (as shown in Note 9).
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