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ABSTRACT
There is a growing concern around concussions in 
rugby union, at all levels of the game. These concerns 
highlight the need to better manage and care for 
players. However, consistency around concussion-
related responsibilities of stakeholders across the 
community rugby system remains challenging. 
Taking a systems thinking approach, this pragmatic, 
qualitative descriptive study explored key stakeholder 
groups within New Zealand’s community rugby 
system’s perceptions of their own and others’ 
concussion-related responsibilities. Participants 
included players from schools and clubs, coaches, 
parents, team leads and representatives from 
four provincial unions. A total of 155 participants 
(67 females and 88 males) were included in the 
study. Focus groups and individual interviews 
were conducted. Thematic content analysis was 
used to analyse data. Thirty concussion-related 
responsibilities were identified. These responsibilities 
were contained within four themes: (1) policies and 
support (responsibilities which influence policy, 
infrastructure, human or financial resources); (2) rugby 
culture and general management (responsibilities 
impacting players’ welfare and safety, attitudes 
and behaviour, including education, injury reporting 
and communication); (3) individual capabilities 
(responsibilities demonstrating knowledge and 
confidence managing concussion, leadership or 
role/task shifting) and (4) intervention following a 
suspected concussion (immediate responsibilities as 
a consequence of a suspected concussion). The need 
for role clarity was a prominent finding across themes. 
Additionally, injury management initiatives should 
prioritise communication between stakeholders and 
consider task-shifting opportunities for stakeholders 
with multiple responsibilities. How concussions 
will realistically be managed in a real-world sports 
setting and by whom needs to be clearly defined and 
accepted by each stakeholder group. A ‘framework 
of responsibilities’ may act as a starting point for 
discussion within different individual community 
rugby contexts on how these responsibilities translate 
to their context and how these responsibilities 
can be approached and assigned among available 
stakeholders.

INTRODUCTION
Between 2011 and 2019, on average, 6589 
sports-related concussions were reported 
annually in New Zealand (NZ).1 A growing 
body of evidence suggests that concussions 
may be associated with long-term symp-
toms and disability.2–4 With the tendency for 
concussions to be under-reported and asso-
ciated with delayed clinical management, 
the true burden of concussions may be far 
greater, highlighting concussions as a major 
concern to the public health system.5 These 
concerns emphasise the need to translate 
evidence-based concussion management 
strategies into real-world sporting contexts, 
especially those with high risk of concussion, 
such as rugby union.6–9

Injury prevention and management strat-
egies have shifted from linear approaches 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ Although guidelines for managing concussion in the 
community are available, the real-world implemen-
tation of these guidelines remains challenging.

WHAT THIS STUDY ADDS
	⇒ The community rugby system is complex, involving 
several important concussion-related responsibili-
ties and multiple stakeholders across different sys-
tem levels. Within this study, a lack of clarity around 
concussion-related responsibilities was evident and 
may lead to gaps in concussion care.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ Clarity around these responsibilities and how they 
can be fulfilled in a rugby system could help to opti-
mise concussion management. The findings of this 
study may serve as a foundation for other rugby 
communities to develop their context-sensitive con-
cussion strategies with clearly delineated responsi-
bilities and involved stakeholders.
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towards more complex, multifactorial system-wide 
perspectives in recent years.10 11 Rasmussen’s Risk 
Management Framework (RMF) is a methodological 
approach that examines accident causation by consid-
ering stakeholders’ actions at multiple system levels.12 
Research using this approach has identified that sports 
injuries and their management are influenced by factors 
not only in the immediate context of the incident but also 
by stakeholder groups’ actions across multiple levels of 
a system (eg, schools, parents, managers and regulatory 
bodies).11 13 14 Rather than focusing on the immediate 
environment surrounding the person who has sustained 
an injury, ‘systems-thinking’ aims to understand the 
network of systemic contributory factors involved in the 
injury. Thus, stakeholders’ decisions and behaviours 
across different levels of a system should be considered 
when investigating opportunities for improved injury 
prevention and/or management.11 This type of broader, 
context-specific and systematic approach to addressing 
athlete injury management has been recommended to 
create a culture that results in earlier identification and 
improved disclosure of concussions. As such, NZ Rugby 
(NZR) has developed and delivered a community-based 
concussion care initiative and concussion management 
pathway (CMP) that aims to improve concussion culture 
from injury prevention through to early intervention, 
management and return to play.15 16 The NZR concussion 
strategy recognises that concussion awareness, education 
and management involve stakeholder groups at personal 
(eg, players and coach), interpersonal (team), commu-
nity (eg, provincial union (PU), healthcare providers and 
schools), organisational (NZR) and policy levels (eg, NZ 
sport, World Rugby).

Although resources such as the International 
Consensus Statement on Concussion in Sport and 
World Rugby’s community concussion guidelines 
are available, stakeholder attitudes and behaviours 
regarding the identification and treatment of 
concussions lack consistency.17–20 Previous research 
in Australian community rugby specifically identi-
fied confusion around real-world, ‘on-the-ground’ 
concussion management responsibilities as an 
important challenge.11 14 Examining these concus-
sion management responsibilities in the NZR 
community rugby system as a collective may lead to 
a greater understanding of potential gaps in concus-
sion management and facilitate the development 
of strategies to fill these gaps.18 21 Therefore, this 
study explored key stakeholder groups within the 
NZ community rugby system’s perceptions of their 
own and others’ concussion-related responsibili-
ties. A secondary aim was to develop a framework of 
concussion-related responsibilities as it applies to key 
stakeholders within the NZ community rugby system 
that may serve to enhance the current system and 
inform future concussion strategies in NZ and inter-
nationally.

METHODS
Design
This project is part of an ongoing evaluation of a CMP in 
community rugby in NZ. A pragmatic, descriptive qualita-
tive study was conducted using semi-structured interviews 
and focus groups underpinned by Rasmussen’s RMF.12 
Additional information regarding development of 
the interview schedule, data collection and analysis is 
contained in online supplement A.

Participants and data collection
Purposeful sampling was used to facilitate the inclusion 
of participants across different levels of the commu-
nity rugby system.11 The project was conducted in four 
geographically and socioeconomically diverse PUs in NZ 
to facilitate maximum variation in views. From this pool 
of PUs, we purposefully sampled male and female rugby 
playing schools and premier-level community clubs from 
a range of socioeconomic backgrounds. Club and school 
representatives were asked to recruit teams from which 
team leads, coaches, players and parents were invited to 
participate in the study. Additionally, PU representatives 
and NZR representatives involved in NZR’s CMP within 
the four unions were invited to participate. ‘Team leads’ 
refer to those responsible for using the NZR phone appli-
cation (App), allowing them to log concussions. These 
could be team managers, physiotherapists or coaches, 
depending on the team’s preferences or resources. 
Role multiplicity was evident within certain stakeholder 
groups. For example, team leads were often also physio-
therapists, but for this study, they were included in their 
capacity as team lead, irrespective of their professional 
backgrounds/responsibilities. Participants were thus 
enrolled according to their primary role in relation to 
the CMP. Written informed consent was obtained before 
the interviews and focus groups started. Focus groups 
and interviews followed a semistructured approach and 
were conducted by four experienced interviewers. The 
focus groups and interviews were audiorecorded, lasting 
30–75 min. Twenty-eight focus groups (n=151) and 
four individual interviews were convened, comprising 
155 participants (table  1). Individual interviews were 
conducted in instances where focus groups were not 
practically possible. Of the 93 players, 74 (80%) were 
high school players and 19 (20%) were club players. The 
sample represented 16 schools, 5 clubs, 4 PUs and NZR.

Analysis
Audio recordings were transcribed verbatim and 
imported into NVivo software (QSR International, V.1.5). 
Thematic content analysis was used to analyse data.22 The 
analysis phase consisted of two separate steps to answer 
the research objectives.

Step 1: coding and development of a list of responsibilities
First, MB and JC independently coded the transcripts 
inductively to identify concussion-related responsi-
bilities. Codes from the transcripts were organised 
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independently into preliminary categories repre-
senting the responsibilities discussed by participants. 
After that, in an iterative process, both researchers’ 
preliminary categories were discussed among the 
research team and subsumed into a composite list of 
categories representing stakeholders’ responsibili-
ties. To further summarise the key responsibilities, we 
created a thematic map by grouping the categories 
into higher-order themes.

Step 2: developing a hierarchical framework of concussion 
responsibilities across NZ’s community rugby system
In this stage, each transcript was revisited and deductively 
coded according to the categories in the responsibilities 
list. These responsibilities were labelled based on whether 
it was related to:

	► Stakeholders’ self-identified (perception of their 
responsibilities).

	► Expected responsibilities (expectations of the respon-
sibilities of other stakeholders).

These ‘self-identified’ and ‘expected’ responsibilities 
were collated according to the different levels of the 
hierarchical NZ community rugby system. During this 
process, it was indicated if any of the responsibilities 
within the stakeholder group were ‘interwoven’:

	► Interwoven responsibilities were defined where 
agreement or overlap between self-identified and 
expected responsibilities for a single stakeholder 
were observed.

The hierarchical levels of this framework were adapted 
from previous research grounded in Rasmussen’s 
RMF.11–13 23 During the focus groups and interviews, 
participants referred to the responsibility expectations 
they had of additional stakeholder groups who were not 
interviewed in the current study. As such, the responsi-
bilities of these stakeholder groups were still included 
in the framework but are labelled only as ‘expected’ 

responsibilities. Using an iterative process, the research 
team then explored the potential pressure points, gaps 
or inefficient replication of responsibilities that appeared 
to be present within this specific sample of a community 
rugby system.

Patient and public involvement
The public was not involved in the design of this research. 
The provincial rugby unions who agreed to participate in 
the study assisted with recruiting schools and clubs.

RESULTS
Step 1 results: concussion-related responsibilities
Thematic content analysis of the focus group data 
produced 264 preliminary categories (including dupli-
cates). Refinement of these categories produced 30 
categories representing stakeholders’ responsibilities. 
The categories were diverse, from developing rugby 
policy to providing education and disclosing concussions 
on the field (table 2). Detailed descriptions are contained 
in online supplement B, table 1.

Four key themes describing the different responsibil-
ities related to concussion management were identified 
from the 30 overarching content categories: (1) policies 
and support, referring to responsibilities which influ-
ence system-wide strategies or policy, infrastructure, 
human or financial resources; (2) rugby culture and 
general management, which refers to responsibilities 
impacting players’ welfare and safety, buy-in, attitudes 
and behaviour, including education, injury reporting and 
communication; (3) individual capabilities, which refers 
to responsibilities that require knowledge, skills and 
confidence managing concussion, leading, enforcing 
protocols or role/task shifting and (4) intervention 
following a suspected concussion, concerning the 
responsibilities stakeholders assume as a consequence of 
a suspected concussion.

Step 2 results: hierarchical framework of concussion 
responsibilities across the community rugby system
The framework of concussion responsibilities across 
stakeholders that form part of the NZR community 
system is presented in table 3.

Level 1: responsibilities of the governing body (NZR)
The nature of the responsibilities identified was concep-
tually broader in scope compared with the lower levels 
of the community rugby system. NZR representatives 
described high-level governing responsibilities, including 
education, supporting players’ welfare and safety, 
enforcing protocols and facilitating buy-in and favour-
able attitudes towards optimal concussion management 
(see table 2 for role definitions). Supporting and driving 
the delivery of educational programmes with respect to 
injury prevention and management was perceived as a 
key responsibility at this level. NZR representatives noted 
they were responsible for promoting a high-quality expe-
rience, described as a ‘safe game culture’. With respect 

Table 1  Demographic characteristics of stakeholder 
groups included in the study, based on their primary role in 
the NZR CMP (N=155)

Representative 
stakeholder groups

Age mean±SD 
(range)

Female
n (%)

Coaches (n=7) 53±11 (41–75) 1 (14.3)

NZR representatives (n=2) 40±8 (34–46) 0 (0)

Parents (n=24) 45±6 (26–57) 13 (52)

Players* (n=93) 17±3 (13–26) 33 (35.5)

PU representatives (n=6) 46±17 (26–69) 2 (33.3)

Team leads (n=15) 30±11 (20–53) 12 (80)

School or club 
representatives (n=8)

38±10 (24–53) 6 (75)

*n=26 (28%) were diagnosed with a concussion in the 2018 rugby 
season.
CMP, concussion management pathway; NZR, New Zealand 
Rugby; PU, Provincial Union.
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to buy-in and attitudes, the focus was on the facilitation 
of these concepts among lower-level stakeholders. For 
example, NZR staff felt that part of their responsibility 
was influencing individuals to participate in educational 
programmes to change the game culture. Developing 
and implementing policy was described in the context 
of aligning strategic goals across different organisation 
sectors, such as game experience, safety and growth. 
Schools and PU reps at the local area government level 
also perceived this as a responsibility. However, their 
perception was more related to developing processes or 
policies specifically for concussion management within 
their schools or clubs.

Other participants’ expectations of NZR’s responsibil-
ities were similar to the governing body’s self-identified 
responsibilities. However, additional expectations were 
mentioned in communication between stakeholders 
and resource support, such as personnel resources and 
support for smaller schools and girls’ teams.

Level 2: responsibilities of the PUs, schools and clubs
Overall, there was an imbalance between the high number 
of responsibilities (n=10) assumed by PU representatives 
and the responsibilities expected of schools (n=11) vs 
the interwoven responsibilities for these stakeholders 
(n=1 and n=2, respectively). Clubs, in general, were 
fulfilling expectations about their responsibilities in the 
rugby system. However, stakeholders expected additional 
responsibilities to those mentioned by club represen-
tatives to be fulfilled, such as authority and leadership, 
managing the recovery process and injury reporting.

PU representatives reported broad responsibilities, 
which included acting as a conduit for information 
sharing, influencing rugby culture and monitoring players’ 
recovery from concussion (ie, following up with players 
and seeking evidence of medical clearance before 
returning to play). Their responsibilities also reflected 
those found at lower system levels, such as follow-up 
and clearance. PU representatives expressed discom-
fort with the extent (and uncertainty) to which they 
should follow-up with players to monitor their condition 
following a suspected concussion. No expected responsi-
bilities were identified which were not being met by PU 
representatives.

A school representative (director of rugby) reported 
that his primary responsibility was facilitating commu-
nication between stakeholders and developing and 
implementing policy. However, stakeholders across the 
rugby system expected schools to undertake a broader 
range of responsibilities, essentially combining the 
responsibilities of PU representatives, clubs and responsi-
bilities relevant to the intervention following a suspected 
concussion at the lower levels of the rugby system. Inter-
estingly, the same school representative did not identify 
education as the school’s responsibility and noted some 
discomfort with the amount of responsibility associated 
with this role.

Clubs undertook responsibilities closely tied to imple-
menting concussion care (eg, ensuring the concussion 
protocol is adhered to following a concussion), commu-
nication between stakeholders, and generally supporting 
players’ welfare and safety. Other stakeholders also 
expected clubs to be more active in other aspects, such as 
managing the recovery process, injury reporting, admin-
istration and education.

Both PU and the school representatives expressed role 
multiplicity and task shifting as one of their responsibil-
ities, that is, to take more responsibility and make more 
decisions if the stakeholder primarily responsible for 
duty is unavailable.

Level 3: responsibilities of direct supervisors
Four stakeholder groups were presented at the direct 
supervisor level: coaches, parents, physiotherapists and 
general practitioners (GPs) (although only data on the 
‘expected’ responsibilities of physiotherapists and GPs 
were collected). Across all framework levels, coaches held 
the greatest number of interwoven responsibilities (n=9) 
and the greatest number of self-identified, expected and 
interwoven responsibilities (n=20). Coaches identified 
and were expected to undertake a broad range of respon-
sibilities from both a leadership and supervisory position, 
such as injury reporting, education, facilitating buy-in 
and attitudes and communication between stakeholders 
and responsibilities related to the acute concussion inci-
dent and recovery phase.

Participants shared the view that coaches played a role 
in intervening following a suspected concussion (eg, 
recognise and remove or stop the game), through to 
leadership and logistical management/coordination as 
part of acute incident (including medical management 
and being knowledgeable about first aid) and managing 
players’ recovery. Unlike stakeholders at any other 
level of the rugby system, it was both self-identified and 
expected that coaches were adept at multiple roles and 
task shifting (one stakeholder assuming or alternating 
between different roles). Some coaches voiced uncer-
tainty regarding the transfer of duty of care, that is, where 
their responsibility ends and to which point they should 
follow-up to ensure the player’s welfare.

Generally, parents self-identified and were expected 
to be knowledgeable about concussion support, players’ 
welfare and safety, and provide acute side-line support. 
Some parents also reported removing a player with a 
suspected concussion from the field was their responsi-
bility.

Physiotherapists and GPs were expected to deliver 
clinically relevant responsibilities, such as acute medical 
management, diagnosis and clearance. However, 
compared with GPs, physiotherapists were expected to 
undertake a broader set of responsibilities that reflected 
their closer relationship with teams, such as on-field 
support, managing the recovery process, leadership 
and logistical management/coordination as part of the 
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acute incident, concussion recognition, recording injury 
details and following the recovery protocol.

Level 4: responsibilities of stakeholders involved in acute 
concussion incident and recovery phase
Five remaining stakeholder groups are represented at 
the level of persons involved in the acute concussion inci-
dent and recovery phase: team leads, wider team, players, 
referees and medics (first-aid personnel).

Team leads held a broad range of self-identified, 
expected and interwoven responsibilities, reflecting the 
multiple roles this stakeholder group assumed in the 
rugby system. For example, team leads also identified as 
physiotherapists, rugby medics or undergraduate phys-
iotherapy students and non-medical staff (eg, school 
teachers) consequently meant that they had responsibil-
ities which often overlapped with the leadership, team 
culture and acute injury management responsibilities 
held by the coach and other stakeholders with clinical 
backgrounds in the system—physiotherapists, medics 
and GPs. Medics, in particular, had expectations confined 
to the acute injury setting that were also duplicated by 
physiotherapists. Undergraduate physiotherapy students 
within the team lead group expressed uncertainty with 
identifying concussions on the field. Interestingly, players 
expected team leads to remove a player from the field 
before they got blue-carded so that they would not have 
to be subjected to the mandatory stand down period (‘to 
have each other’s backs’).

The ‘wider team’ referred to participants’ discus-
sions of the team as a collective, thus including both 
players, coaches or team leads as a unit. Relative to other 
stakeholders in the system, participants noted fewer 
responsibilities for the wider team and players specifically 
(total n=5 and 9, respectively). Participants felt that the 
wider team, as a collective, had a role to play in creating a 
culture which supported players’ welfare and safety, buy-in 
and attitudes, and actions that led to better concussion 
awareness, injury reporting and communication between 
stakeholders. It was a shared perception that players were 
responsible for disclosing concussions and being respon-
sible for themselves or others during play. Players also 
felt that their responsibilities included communicating 
openly about their history of injury, seeking diagnosis 
and treatment, being knowledgeable about concussions 
and stopping the game. However, some players reported 
that it is up to the player to decide on the field whether 
what they are experiencing is serious enough to disclose 
(ie, assess their health and make their own decisions).

Stakeholders expected referees to take on a leadership 
position following a concussion, from early recognition to 
utilising game rules to support concussion care (eg, stop-
ping the game, issuing a ‘blue card’) and acute medical 
management. However, some PU representatives felt that 
young, inexperienced referees could not be expected 
to have the same responsibility as experienced referees. 
Additionally, players felt it was the referee’s responsi-
bility to send the player off the field to be assessed for 

concussion but not necessarily give a blue card (which 
would result in a mandatory stand-down period during 
which the player is not allowed to return to playing 
rugby).

Considering the system as a whole
Considering these themes and the hierarchal repre-
sentation of responsibilities by level in the community 
rugby system revealed areas of concern regarding role 
gaps or overlaps across levels. These areas of concern 
act as important recommendations for the future. For 
example, the need for clarity on specific stakeholder 
responsibilities was a prominent finding across aspects of 
injury reporting, education, facilitating attitudes, leader-
ship, authority and various actions as part of the CMP. 
Additionally, aspects that may require future support 
included the following: ensuring communication within 
the system, finding support for and task-shifting oppor-
tunities for stakeholders with multiple responsibilities 
(including delegation or enhancing the role of parents), 
encouraging all stakeholders to prioritise concussion 
knowledge in themselves, building trusting relation-
ships for the hand-over of duty of care, fostering positive 
player attitudes and beliefs around disclosure. A detailed 
description of these ‘pressure points’ is contained in 
Supplement B.

DISCUSSION
This study reported participants’ perceptions of their 
own, and others’ concussion-related responsibilities. The 
findings illustrated that some stakeholders have complex, 
interdependent and multidimensional responsibilities, 
which may be challenging to fulfil.

Concussion responsibilities and lack of clarity
This study identified 30 distinct responsibilities related to 
concussion management in community rugby (table 2). 
Our findings also suggest a lack of clarity with respect 
to ‘who should be doing what’, which may partly be 
explained by the sheer number of responsibilities and 
complexities identified within the community rugby 
system. The lack of clarity is consistent with previous work 
conducted in Australian rugby union and has important 
implications.11 14 First, if several different stakeholder 
groups perceive that they are responsible for a specific 
task (eg, spotting for concussions, or educating players), 
it may serve to distribute the load and share the respon-
sibility among stakeholders, which may contribute to 
efficiency in management. Indeed, some specific respon-
sibilities should ideally be assumed across multiple 
stakeholders. One such example, ‘supporting players’ 
welfare and safety’, was a prominent responsibility across 
multiple stakeholders and levels of the system. Conversely, 
overlap in responsibilities between stakeholders and 
the perception that someone else is also responsible 
may lead to certain actions related to that responsibility 
‘slipping through the cracks’, as no designated person 
fully accepts the responsibility or ensures the task/duty 
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is executed or completed. This finding resembles the 
‘by-stander effect’ in injury management, where the pres-
ence of several people in an injury situation have been 
shown to reduce the likelihood of an individual stepping 
in to help.24 Overlapping responsibilities between stake-
holders may also not be the most efficient use of human 
resources, which is not ideal for stakeholders with a 
long list of responsibilities. Second, these uncertainties 
may lead to a sense of anxiety if a stakeholder takes on 
multiple responsibilities (often across multiple levels of 
the system) because they are unsure if it will be taken 
care of by someone else. PU representatives, for example, 
described this as not knowing where their duty of care 
ended once a player was no longer in the rugby environ-
ment following a suspected concussion.

Lack of clarity may also lead to gaps in providing 
concussion care. For example, providing or supporting 
education about concussions was not identified as a 
responsibility related to schools. Yet, it was identified 
as a perceived role by PU representatives (at the same 
level of the rugby system as schools) and among other 
stakeholders in the levels above and below the school (ie, 
Regulatory Bodies and Associations; Direct Supervisors). 
These results suggest that full adoption of concussion care 
may be stymied by a lack of ownership for education and 
injury surveillance at some levels and fragmented adop-
tion of the responsibilities pertinent to concussion care. 
Research conducted in occupational health has similarly 
highlighted the importance of clarifying responsibilities 
in managing employees’ stress and mental health in the 
workplace.25 Multilevel strategies that focus on improving 
education competency and translating evidence into 
practice among all those who care for concussed athletes 
should be investigated and encouraged.7 8

The need for additional support
Our findings suggest that some stakeholders and aspects 
of concussion management appear to require additional 
support. Although it is a positive finding that the impor-
tance of education and player welfare was reported at the 
higher levels of the system (levels 1 and 2), it appears that 
more tangible support and the presence of governing 
bodies are expected at lower levels (eg, human resource 
support for baseline testing, additional support in the 
flow of communication or general support for smaller 
schools and female rugby). Some stakeholders expressed 
discomfort with the extent of their responsibilities, and 
some were uncomfortable assuming responsibilities that 
they did not feel qualified for. Additionally, the findings 
suggest a high burden of responsibility, overlapping and 
multidimensional responsibilities assumed by coaches 
and team leads in the rugby system. For example, coaches 
and team leads had responsibilities that span the aspects 
of leadership through the acute management of concus-
sion on-field and the subsequent recovery process.

PU representatives also perceived their responsibil-
ities spanned from a collation of region-level injury 
surveillance data to direct follow-up with injured players 

and seeking confirmation of their medical clearance. 
Although not specifically interviewed as part of this study, 
physiotherapists have multiple responsibilities in the 
immediate management and recovery of players with 
concussion,26 27 and this was also evident in the expec-
tations of physiotherapists from the participants in this 
study. These findings demonstrate these stakeholders' 
broad influence on concussion care and its direct impact 
on players. This may also explain the discomfort team 
leads and PU representatives reported due to the multiple 
roles they have to assume. Additionally, our framework of 
responsibilities (table 3) suggests that currently, manage-
ment of concussion recovery rests on the shoulders of the 
coach and team lead/physiotherapist, with potentially 
greater opportunities for schools, clubs and parents to 
have more involvement in the player’s recovery process.28

Overall, the multidimensionality of stakeholders’ 
responsibilities in the rugby system demonstrates 
stakeholders’ ability (or need) to readily adapt to the 
capabilities and resources of stakeholders available from 
one community setting and level of the rugby system to 
another. Again, the flip side to this indirect approach 
may be that stakeholders’ responsibilities may become 
implicit rather than explicit, resulting in duplication, 
miscommunication and inefficiencies in concussion care.

Of note, the participants in this study had multiple 
expectations from schools, which raises questions 
about the school’s concussion-related responsibilities 
and whether schools are suitably resourced to fulfil all 
expected responsibilities. Similarly, clubs’ capacity or 
resource constraints to provide education, resources for 
rehabilitation and optimal medical support should also 
be considered. In this sense, task shifting and role multi-
plicity may be unavoidable. Still, acquiring adequate 
knowledge and support structures for these stakeholders 
should be prioritised if we wish to not only enhance 
concussion care efficiency but also address the role 
discomfort reported by some stakeholders. Importantly, 
greater strides towards utilising other stakeholders, 
such as parents, could assist in this regard.29 Moreover, 
school-based nurses can be valuable in many aspects of 
concussion care.30 However, no specific role expectations 
of nurses were identified. The way these stakeholders 
can and should be actively engaged in the management 
system should be further investigated.

Implication for policy and practice
Within community rugby, there appears to be a gap 
between available guidelines and the real-world applica-
tion of these guidelines.11 20 This study has revealed that 
there is a need for the rugby community to actively engage 
in strategies that could bring clarity around concussion-
related responsibilities. A framework that states which 
responsibilities are relevant to concussion care and who 
may be responsible, and how these responsibilities can 
be fulfilled in a rugby system could help optimise stake-
holders’ experience by aligning their expectations with 
their concussion responsibilities. ‘Model of care’ (MoC) 
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is one potential strategy that could help inform how these 
responsibilities are enacted in a local rugby system.31 
These system-strengthening approaches align sociopolit-
ical, organisational, workforce and other health system 
characteristics to support the implementation of best 
practices. MoCs can be used as a facilitator to bridge 
the gap between evidence or guidelines for care delivery 
within a system by considering what to do and how to 
do it across each level of the system.31 In the context of 
rugby-related concussion and trauma, injury outcomes 
are generally dependent on the resources available and 
carers’ skills available at the specific time of care.32 A 
systematic approach in the identification and subsequent 
management of players with concussions using an MoC 
approach could be one way to address the variability of 
concussion care delivered to rugby players in the commu-
nity.

Apart from support for community rugby systems 
to recognise concussion symptoms and follow specific 
recovery guidelines, how concussions will realistically be 
managed in a real-world sports setting and by whom needs 
to be clearly defined and accepted by each stakeholder. 
The development of this ‘framework of responsibili-
ties’ is intended as a starting point for discussion within 
different individual community rugby contexts on how 
these responsibilities translate to their context and, 
importantly, how these responsibilities can be approached 
and assigned among available stakeholders. Specifically, 
ensuring clarity around who is responsible for various 
concussion management responsibilities and identifying 
and supporting task-shifting opportunities are critical.

Future work should explore the engagement of other 
stakeholders that could alleviate some of the pressure 
experienced by stakeholders with multiple responsibili-
ties. Parents appeared well positioned to play an active 
role in managing recovery and could provide additional 
support within the system.29 33 However, stakeholders step-
ping into new roles should be adequately educated and 
supported.34 It must also be remembered that knowledge 
alone does not predict behaviour.35 Rugby has long-
standing challenges with players and sometimes coaches 
and parents, placing performance above welfare (to win 
at all costs, not let the team down or be ‘tough’).18 36 Even 
if clarity around responsibilities is achieved, enacting 
these responsibilities may still be restricted by unfavour-
able attitudes.37 38 Thus, strategies that aim to facilitate a 
positive change in concussion attitudes should similarly 
remain a priority.

Limitations
The results of this exploratory study should be consid-
ered with its limitations in mind. First, due to practical 
constraints within the study design, not all stakeholders 
that could form part of concussion management in the 
community (eg, GPs) were interviewed as part of this 
study. However, participants referred to the responsibility 
expectations they had of GPs, and as such, these respon-
sibilities were still included in the framework. Second, 

role multiplicity played a critical part in this study. For 
example, participants were classified according to their 
primary role in the team. Although some team leads were 
also physiotherapists, physiotherapists were not specifi-
cally represented as a primary stakeholder group. In this 
sense, role multiplicity likely affected participants’ expe-
riences, as a team lead who is also a physiotherapist may 
have more experience and knowledge in injury manage-
ment compared with a team lead who is a teacher without 
medical training. Third, there were a limited number of 
school representatives in the current study, which may 
limit the transferability of the results more broadly across 
the school context. Further research is recommended 
to evaluate the transferability of the study findings in 
different cultural and sporting contexts.

CONCLUSION
The community rugby system is complex, involving 
several important concussion-related responsibilities 
and multiple stakeholders across different system levels. 
A context-sensitive approach to clarification of respon-
sibilities is needed to facilitate optimal concussion 
management. Stakeholders need clarity around their 
concussion responsibilities, and more support is needed 
for those with multiple responsibilities. The findings 
of this study may serve as a foundation for other rugby 
communities to develop their context-sensitive concus-
sion strategies with clearly delineated responsibilities and 
involved stakeholders.
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Supplement A. Additional information regarding methods 

 

Development of the interview schedule  

As part of the broader project, our interdisciplinary research team developed a semi-structured 

interview schedule exploring actors’ perceptions about: (a) concussion knowledge, (b) attitudes 

towards concussion reporting, (c) roles and responsibilities in concussion management, (d) 

experience in the CMP, and (e) future considerations and improvements. The schedules were 

piloted among a convenience sample of school contacts (n=2), physiotherapists (n=3), NZ 

Rugby representative (n=1) and players (n=10) and revised according to their feedback.  

Interview questions and probes were tailored to each specific interview group, resulting in 

seven separate interview schedules. For the purpose of this study, the analysis focused on a 

general question pertaining to concussion-related roles and responsibilities:  

• With respect to concussions, what do you think your role and responsibilities are? 

In addition, all data referring to concussion-related responsibilities identified in other parts of 

the interview were similarly included. For example, these questions included: 

• Can you give me an example of an instance when a concussion may have happened this 

past season to a player on your team or to a player at one of your games? Can you walk us 

through what happened? Who was involved? Thinking back, do you think anything should 

have been done differently?  

• Thinking about the whole concussion management process, from education and 

baseline testing, to a player potentially sustaining a concussion and getting them back to 

playing, what suggestions would you have to improve the process? 

 

Data collection  

Focus groups were conducted at the end of the 2018 rugby season by four interviewers 

experienced in qualitative methods. The interviewers consisted of MSc and PhD level 

researchers, 3 females and 1 male. These researchers were employed by New Zealand Rugby 

(n=3), and by an academic institution as part of a collaboration on the CMP project (n=1). As 

the interviewers we are all involved in the implementation of CMP to varying degrees, and in 
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different areas, we arranged each focus group to be facilitated by an interviewer who was not 

known to the focus group participants. To ensure consistency between interviewers, 

experienced qualitative researchers conducted training sessions with the interviewers prior to 

the focus groups. Additionally, interviewers met weekly with the research team to discuss 

interview consistency, the use of probing questions and paraphrasing to confirm understanding. 

The focus groups were held at a familiar location (i.e., school or rugby club) and time 

convenient to the participants and lasted for approximately 30-75 mins. Demographic data were 

collected using a paper survey.  

Analysis 

Both researchers involved in the analysis process were experienced in qualitative methods. 

During the coding and analysis process weekly meetings were held between the two researchers 

to discuss coding and test assumptions. The broader research team discussed the coding process 

and provided input on a bi-weekly basis. 

Rigor and Trustworthiness 

In keeping with the broader project, a study-specific approach to rigor and trustworthiness was 

adopted.[1,2] In line with our pragmatic approach, it was important to consider how these 

findings could enhance our understanding of concussion responsibilities within a community 

rugby system. Developing a practical framework that could aid in this understanding, while 

being supported by the data, required an iterative process of analysis with numerous reviews 

by different members of the research team. For this reason, two researchers independently 

coded and developed a preliminary framework that was then discussed and combined into a 

composite framework by the research team over the course of several meetings. Supplemental 

material was included to enhance the transparency of the analysis process. In addition, JC and 

DMS were actively employed by NZR at the time of study. It was important to consider that 

these members of the research team have an in-depth understanding, as well as existing 

perceptions of the context in question, informed by their work within the NZ community rugby 

system. Although these views aided in contextual understanding, the inclusion of the 

multidisciplinary research team (from various research affiliations) in the analysis was 

important to test assumptions, generate discussion, and ultimately develop findings backed by 

the data collected as part of this study. 

Secondly, for the findings to be practically useful, we felt that it was important to maintain and 

present the detail (the 30 distinct responsibilities), as well as how these responsibilities 
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contribute to broader themes. As discussed in our limitations section, we were not able to 

include all potential stakeholders within the community rugby system.  Instead, we regard this 

framework as a foundation for understanding the complexity of concussion responsibilities, 

from which future research can continue to expand.  Within this study and the broader project, 

we have adopted an approach to saturation as described by Braun and Clarke[12] and Low[13]. 

These authors suggest that there is always the possibility of new insights and understandings 

to be gained, for as long as data continues to be collected and analysed. Instead, our focus was 

on an iterative and rigorous analysis process, of data collected from a variety of diverse 

stakeholders within the New Zealand community rugby system. Given this was a qualitative 

study, with a sample size of 155 participants, we believe that our approach to recruitment 

facilitated a broad and deep understanding of stakeholders within a community rugby system, 

in which players and parents would make up the largest number of participants, followed by 

concentrated numbers of stakeholders in supervisory capacities, such as team leads, coaches 

and finally union NZR representatives.[10]  
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1 

Supplement B.  

Table 1. Responsibilities of community-based rugby stakeholders in NZ 

 Theme Content category (numbered): definition Summative description by category 

Policies and 

support 

1. Develop and implement policy: To develop or 

implement policies, protocols or guidelines 

specific to concussion management 

 

 

2. Resource provision and support: To provide 

human resources/ trained personnel, or other 

forms of service or financial support 

 

1. Standardising how players’ concussion were managed (e.g., through a unified system, 
structure or protocol) was perceived as an important component for supporting the optimal 

management of concussed players from a systemwide perspective. NZR and PU 

representatives and schools felt it was their responsibility to develop and implement policy. 

Resource provision and support was both expected and perceived as a responsibility from 

clubs. NZR and schools were expected to provide resources and support, while provincial 

union representatives and parents perceived that they were also responsible. 

 

2. Provincial union representatives and clubs described how their ability to provide teams 

with medically trained staff and support players’ welfare (e.g., follow-up post-concussion), 

was limited by the resources made available to them through the national rugby governing 

body, Rugby New Zealand. This responsibility was absent at lower levels (4 & 5) but 

expected of schools and clubs. 

 

Rugby culture, 

and general 

management 

1. Support players’ welfare and safety: To 

promote a safe game culture; oversee, lead or 

support actions related to general player welfare, 

health and safety. Taking responsibility for 

players/ duty of care was a sub-category that 

formed a large component of this overarching 

content category. 

 

2. Buy-in, attitudes and behaviour: To facilitate 

change by fostering buy-in for concussion-related 

initiatives, relationships and work towards 

developing favourable concussion attitudes and 

behaviours. Two sub-categories, ‘team culture, 

trust and support’ (e.g. fostering trust) and 
‘compliance’ (e.g. adhering to the game rules) 

formed part of this category. 

 

 

1. Participants with regulatory, local area governance and supervisory or management 

positions were responsible for fostering player welfare and safety. For example, NZRU 

officers noted that they were responsible for promoting a quality experience, which was 

described as a ‘safe game culture’. Provincial Union representatives expected clubs and 
their coaches promote general player welfare and safety through the support and promotion 

of education sessions and/or programmes.  

 

Sub-category: taking responsibility for players/ duty of care 

At the team-level of the rugby system, participants expressed the importance of taking 

responsibility for themselves, as well as others. This was conveyed in terms of sharing the 

responsibility for players’ welfare in the team (e.g. being aware of their own wellbeing ‘in 
the moment’ and looking out for teammates), enforcing rules (e.g. blue card) and 
transferring the duty of care from one actor to another. 

 

2. This theme cut across multiple levels and actors in the rugby system. Participants at the 

regulatory level, and those responsible for enacting concussion policy/guidelines, felt that 

their responsibility was to facilitate favourable attitudes from individuals with authority 

and/or leadership qualities. For example, NZRU officers felt that part of their responsibility 
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 Theme Content category (numbered): definition Summative description by category 

3. Communication between stakeholders: To 

act as a high-level conduit for information 

sharing and decision-making; facilitation of 

communication and action of communication 

between stakeholders to allow optimal 

concussion management; or to communicate 

one’s medical history (e.g. history of 
concussion and other injuries)  

 

 

4. Injury reporting and administration: To 

report serious injuries and utilise information 

systems within the rugby system to formally 

record these data. 

 

 

5. Education: To provide or support the delivery 

of concussion specific education initiatives, 

including the delivering day-to-day education 

 

was to influence individuals, such as coaches, to take part in educational programmes 

about concussion. 

 

Sub-category: team culture; trust and support 

In the lower levels of the rugby system, this responsibility was described as influencing 

team culture. For example, coaches felt that fostering trust (e.g., by listening to concerns, 

supporting and encouraging dialogue through honesty) influenced concussion attitudes and 

behaviours (good or bad; e.g. to disclose a suspected concussion, or adhere to concussion 

protocols).  

 

Sub-category: compliance 

Participants expressed that parents’ attitudes and buy-in influenced players’ compliance. 
Players noted that their ability to disclose was influenced by the support of their leadership 

team, and that implementing change within a team was influenced by the coach, 

management and the characteristics of players, such as being a star or senior player. 

 

3. Communication was described as a responsibility at every level of the system. Participants 

referred to communication as: creating networks with other actors in the rugby system; 

exchanging information about players’ injuries with actors, to help support a consistent 
approach to their management; acting as a conduit to refer actors to sources of information; 

and the ability of players to communicate openly about their injury history. 

 

4. Participants felt that actors in the rugby system had a responsibility to report players’ 
serious injuries (including concussions) to managers (e.g., PU reps and coaches) for injury 

surveillance and injury awareness, management and coordination between actors. 

 

5. Education was described at multiple levels of the rugby system. At a national (NZRU) and 

jurisdictional (Provincial Union) level, supporting and driving the delivery of educational 

programmes with respect to injury prevention and management (e.g., education about 

concussion, blue cards, concussion process) was perceived as a key responsibility. At a 

team level, participants felt there was a responsibility from leaders to reinforce or provide 

education or seek to empower themselves with knowledge. For example, parents reported 

the need to educate their children about concussion, but also be knowledgeable about 

concussion itself. 

Individual 

capabilities 

1. Knowledgeable about concussion: To be 

knowledgeable about concussion and concussion 

1. This responsibility was a common expectation of actors across the rugby system. For 

example, participants expect coaches, team leads, players, referees and medics to 
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 Theme Content category (numbered): definition Summative description by category 

care (including the self-pursuit of self-education 

and the rules of the game pertinent to concussion 

(e.g., stand down period) 

 

2. Knowledgeable about first-aid: To be 

knowledgeable and/or have the capability to act 

as a first responder in an accident 

 

3. Authority and leadership: To demonstrate 

authority and leadership through decision-

making, supervision and influence 

 

4. Enforcing protocols: To monitor and enforce 

concussion protocols and consistency in 

management between stakeholders 

 

5. Role multiplicity and task shifting: To take 

more responsibility and make more decisions if 

the actor primarily responsible for duty is 

unavailable 

 

knowledgeable about concussion. Parents, however, considered this to be important self-

identified responsibility. 

 

2. Coaches and team leads were expected to be first aid trained; however, it was not a 

responsibility that they perceived themselves. Referees were also expected to be 

knowledgeable about first-aid. 

 

3. Making authoritative management and/or clinical decisions, such as stopping the game, 

deciding whether a player should play or not, or delegating responsibilities of other actors 

in the system (e.g., spotting for injuries).  

 

At the managerial level of the system, participants felt that coaches, physiotherapists and 

general practitioners had authority and leadership responsibilities. There was less overlap 

at the lowest level of the rugby system, with referees expected to, and team leaders self-

identifying in this responsibility. 

 

4. Participants considered that New Zealand Rugby, provincial union representatives, clubs 

and coaches had a responsibility to enforce protocols or rules for managing concussion. 

While participants expected PU reps and coaches to enforce protocols, this responsibility 

was both expected from the participants and perceived as responsibility by clubs. It was 

not a self-perceived responsibility by actors in the lowest level of the system parents or 

healthcare providers (GP, physiotherapists and school nurses), though it was an expected 

responsibility by other actors. 

 

5. Team leads and medics/undergrad physiotherapists identified a need to assume the 

physiotherapist’s and coach’s responsibility, when required. Some stakeholders expressed 

discomfort and anxiety related to task-shifting and accepting responsibility usually aligned 

with other responsibilities. 

Intervention 

following a 

suspected 

concussion (in 

the context of the 

New Zealand 

Rugby 

Concussion 

1. Disclose: To tell someone about a suspected 

concussion, whether personally experienced or 

externally observed  

 

2. Spot and recognise (awareness): To be aware/ 

alert to concussions, in self and others 

 

1. Disclosing a concussion was both perceived by, and expected only of players.  

 

2. Coaches, parents and team leads (including medics and physiotherapists) were both 

expected to and perceived this as a responsibility. Schools and referees were also expected 

to undertake this responsibility. 

 

3. This was a self-identified responsibility of physiotherapists and medics. It was not 

expected nor perceived as a responsibility of other actors in the system. However, team 
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 Theme Content category (numbered): definition Summative description by category 

Management 

Pathway) 

3. Log Concussion: To be responsible for logging 

concussions specifically via the CMP phone-

based application  

 

4. Remove: To remove self or others from field 

following a suspected concussion 

 

5. Stop game: To stop the game following a 

suspected concussion 

 

6. Use blue card: Referee issuing a blue card 

during game play as part of the game rules 

 

7. Acute medical management: To provide on-

field medical support following a suspected 

concussion, including assessment of injuries, 

deciding if return to play is appropriate and 

diagnosing injuries 

 

8. Leadership and logistical 

management/coordination as part of acute 

incident: Where an actor undertakes a 

leadership responsibility specifically in the acute 

phase of an injury. For example, delegating an 

actor’s responsibility, using authority to override 

other’s decisions about return to play and 
undertaking the immediate coordination of care 

for the injured player 

 

9. Acute on-field support: To provide support on 

the field following a concussion incident, which 

includes supporting the coach and/or assisting 

with transferring duty of care (e.g., following up 

with the injured player on the side-line) 

 

leads did allude to feeling pressure to log concussions, which overlapped with the 

‘responsibility discomfort’ and ‘task shifting’ categories. 
4. Coaches, parents, team leads and players all identified this as their responsibility; this 

responsibility also was expected of referees. 

5. Parents and players expected coaches to stop games, however coaches did not perceive this 

as their responsibility. Players self-identified in this responsibility, for example if a 

suspected concussion was not identified by side-line spotters. Referees were also expected 

to stop the game. 

 

6.  Referee issuing a blue card during game play to trigger the immediate removal of a player, 

mandatory stand-down period, and the reporting of the suspected concussion to the 

provincial union. Referees and team leads were expected to use the blue card; however, the 

latter actor was expected to intervene before a blue card could be issued to avoid triggering 

the mandatory stand down period (rather than use it) 

 

7. Coaches did not identify with this responsibility; however it was expected by other actors 

in the rugby system. This was a perceived and expected responsibility from team leads 

(through physios and medics) and expected from referees. 

 

8. Coaches and team leads (through physiotherapists and medics) were both expected to, and 

self-identified in this responsibility. Parents, in particular, were the only actors who 

expected this responsibility from coaches. There were no expectations from other actors in 

the system to undertake this responsibility except from referees. 

 

9. Acute on-field support was self-identified and expected of parents. Team leads and 

coaches were the only other two actors which identified it as one their responsibilities; it 

was not expected of any other actors in the rugby system 

 

10. The general practitioner was the only actor in the rugby system which was expected to 

provide a medical diagnosis for concussion. 

 

11. Coaches, parents and team leads felt responsible for directing players to medical support 

following a suspected concussion; however, the same was not true of other actors in the 

system. Similarly, players felt that it was their responsibility to seek diagnosis and 

treatment following a concussion, too. 
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 Theme Content category (numbered): definition Summative description by category 

10. Diagnose: Providing a medical assessment of 

the player for a diagnosis of concussion 

 

11. Seek diagnosis and treatment: Advising 

players to seek medical help specifically 

following a suspected concussion  

 

12. Follow recovery protocol: Specifically 

following aspects of the gradual return to play 

and graduated return to learn protocols; to guide 

players through, or be an active participant (to 

action) in the GRTP and GRTL, treatment and 

individual rehabilitation  

 

13. Manage recovery process: Manage, oversee 

and coordinate the recovery and clearance 

process, ensuring the recovery protocol is 

followed, including training and medical 

clearance 

 

14. Follow-up: The general actions of follow-up on 

player’s diagnosis status, recovery and 
subsequent management, including players’ 
progression through the CMP 

 

15. Clearance: To seek or provide medical 

clearance as a prerequisite for players to return 

to play 

 

16. Quality of care: To deliver healthcare that is 

multidisciplinary and consistent in objective and 

optimal management 

 

17. Responsible for Baseline testing (BLT): To 

conduct, champion and/or utilise baseline 

12. The responsibility was perceived by coaches and players, and physiotherapists were 

expected to provide this responsibility (it was not perceived nor expected from team leads). 

 

13. Schools and clubs were expected to undertake this responsibility but they did not identify 

themselves in it. Coaches perceived that this was one of their responsibilities, but other 

actors did not expect it from them. Team leads were the only actors that were expected 

(including physiotherapists and GPs) and perceived by other actors to drive this 

responsibility. 

14. Team leads were the only actors in the system which both self-identified and were 

expected to undertake this responsibility. Provincial union representatives and coaches 

perceived this as one of their responsibilities (but not clubs), while schools, physios and 

GPs were expected to fulfil this responsibility. Provincial union representatives, in 

particular, expressed uncertainty with the scope/ end-point of follow-up (e.g., who’s 
responsibility is it at home) 

 

15. Provincial union representatives perceived that it was their responsibility to ensure that 

players had received medical clearance prior to return to play. Actors expected GPs to 

provide medical clearance, and physiotherapists to check that players had sought medical 

clearance before returning to play. Coaches, parents, schools and clubs were not associated 

with this responsibility. 

 

16. Participants expected general practitioners to be knowledgeable about concussion, deliver 

evidence-based care (e.g., follow rugby protocols and baseline assessment), provide 

medical clearance, education, follow up and facilitate communication between actors. This 

responsibility was not identified in any other actor in the rugby system. 

 

17. Physiotherapists and team leads perceived that one of their responsibilities was to 

support/facilitate baseline assessment of players. This responsibility was also expected of 

coaches, however it was not a self-identified responsibility. 

 

18. Coaches and team leads expected general practitioners to utilise the CMP portal to inform 

their clinical decision-making when assessing players. 
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 Theme Content category (numbered): definition Summative description by category 

concussion assessment either before, or after a 

suspected concussion has occurred 

 

18. Use portal: To use a bespoke online website, 

which grants general practitioners access to 

players’ baseline assessment, as part of the New 
Zealand Rugby CMP 

 

 

 

 

Table 2. Potential pressure points identified in the NZ rugby system 

Theme location Potential Pressure points identified in findings 

Policies and 

support 

Support for implementation and 

continuation of initiatives 
• The governing body places importance on education and player welfare, however stakeholders appeared 

to expect more tangible support / presence at grass roots (for example, human resource support, support 

for smaller schools and female rugby) 

 

Rugby culture and 

general 

management 

Ensuring communication flow • NZR was expected by team leads and players to be more involved with communicating new research 

evidence; however, it was not a responsibility they identified in themselves. Some parents also perceived 

NZR to be more interested in communicating game promotion (e.g. making sure the field ‘looked good’) 
rather than players’ welfare per se.  
PU representatives perceived that it was their responsibility to communicate with schools, parents and 

healthcare providers about a players recovery status; yet other actors in the rugby system did not expect 

this from PU representatives. Instead, coaches and team leads were expected to facilitate communication 

flow. This may explain the discomfort PU representatives expressed about where their duty of care 

ended once a player returned to their normal daily activities and their need to engage in role multiplicity 

and task shifting. Parents also perceived that they were responsible for facilitating communication 

between actors, yet other actors in the rugby system did not expect this from parents. Clearly defined 

stakeholder responsibilities may facilitate the flow of communication.  

 

Clarity on responsibilities pertaining 

to injury reporting 
• Injury reporting and administration is inconsistently considered across the rugby system. It was 

considered a ‘shared’ responsibility of PU representatives, coaches and the wider team.  Yet while 
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schools, clubs, team leads and parents were expected to undertake this responsibility by other actors in 

the NZ rugby system, it was not perceived or self-identified.  

• These findings suggest that injury reporting and administration is may not be optimally monitored in 

schools, and that PU representatives rely on coaches to report injuries without support from their club. 

This highlights that there may be an injury surveillance gap within the school setting.  

 

Clarity on education responsibility, 

and facilitation of positive concussion 

culture for all relevant stakeholders – 

move towards continuous, multi-level 

and multi-medium (formal and 

informal) education initiatives and 

building of a positive concussion 

culture 

 

• Education about concussion was a responsibility that was commonly perceived or shared by actors in the 

NZ rugby system. However, in schools, it was not expected nor perceived as a responsibility and, in 

clubs, it was expected but not perceived. 

• Buy-in, attitudes and behaviours concerned with facilitating change (e.g. game culture) was prominent at 

higher levels of the rugby system while at the lower levels it was more related to the actions of actors in 

a team that support trust and compliance (e.g. with the game rules). Schools and clubs did not perceive 

this as one of their responsibilities. 

• Our interpretation is that there may be underleveraged assets within schools and clubs to better shape 

concussion culture in the rugby system. 

 

Individual 

capabilities 

Clarity on leadership and authority 

responsibilities, with emphasis on the 

delegation of responsibilities 

according to available stakeholders. 

 

Support and task -shifting 

opportunities for stakeholders with 

multiple responsibilities and 

‘responsibility overload’ 

• Authority and leadership’ were a ‘shared’ expectation of coaches. It was expected from schools, clubs 
and team leads (including physiotherapists, GPs, referees and medics) who did not perceive this 

responsibility. There was cross-over with ‘role multiplicity and task shifting’ among the actors of coach 
and team lead; however, this responsibility was also present among schools and PU reps.  

• The school representative also noted some discomfort with the amount of responsibility associated with 

his responsibility, while the extent of expected responsibilities of the school was substantial. 

 

Being knowledgeable about 

concussion perhaps perceived as a 

‘given’ but should be key priority of 
all stakeholders 

 

• Players and parents perceived being knowledgeable about concussion as their responsibility, but coaches 

and team leads did not identify this as their responsibility. 

Clarity on responsibilities between 

PU representatives and schools/clubs, 

especially with regards to follow-up 

 

Building trusting relationships in 

relevant stakeholders regarding duty 

of care and establishing clear 

responsibility demarcation 

• PU representatives take on a lot of responsibility, the uncertainty with regards to where duty of care 

stops, creating potential overlap or gaps with the responsibility of the school or the club  
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Intervention 

following a 

suspected 

concussion (in the 

context of the New 

Zealand Rugby 

Concussion 

Management 

Pathway) 

Clarity on responsibilities for 

recognising / spotting / removing 

If it is everyone’s responsibility, who 
takes ultimate responsibility to ensure 

it is done (who is actually doing it, 

and at which time-points?) 

 

Support for players to stop the game 

 

• Substantial overlap was evident in ‘spotting and recognising’ a concussion. A shared responsibility for 
coaches, team leads and players was to remove players from play following a suspected concussion. 

Parents perceived this as their responsibility, but other actors did not expect them to fulfil this 

responsibility, perhaps reflecting the power dynamic between parents and coaches. To stop the game was 

expected from coaches who did not perceive this as their responsibility. Players perceived this as their 

responsibility in the absence of other actors stopping the game. Notwithstanding referees, who were not 

interviewed, this suggests that players are the only actors in the system who believe it is their 

responsibility to stop the game following a suspected concussion. 

Player attitudes and beliefs around 

disclosure and avoiding be ‘blue 
carded’ 
 

• Some players reported that it is up to the player to decide on the field whether what they are 

experiencing is serious enough to disclose.  

• Looking out for each other was favourable responsibility identified in players and wider team. 

However, players also understood this as ‘having each other’s backs’ to avoid being blue carded. 
Clarity on responsibilities for 

coaches, team leads and healthcare 

professionals during acute concussion 

incident  

 

First aid training for coaches for 

instances when no medics or team 

leads available 

• ‘Leadership and logistical management/ coordination as part of acute incident’ was a ‘shared’ 
expectation of coaches and team leads also perceived that this was part of their responsibility (and 

expected of physiotherapists, medics and referees). Acute medical management’ was self-identified in 

team leads (and as an expectation of physiotherapists, medics and referees). It was also expected of 

coaches, who did not perceive this as a responsibility. 

Clarity on responsibilities regarding 

follow-up to enhance efficiency 

 

If it is everyone’s responsibility, who 
takes ultimate responsibility to ensure 

it is done (who is actually doing it, 

and at which time-points?) 

• Extensive overlap was evident in the ‘follow up’ responsibility, which was identified as a shared 

responsibility among PU representatives, coaches, physiotherapists and team leads. It was also 

expected of schools. Physiotherapists were expected to follow up with GPs about the medical clearance 

of players. 

Clarity on the school and club’s 
responsibility in managing recovery 

 

Enhancing parents’ responsibility 
(including knowledge and awareness) 

in recovery process 

• Coaches and team leads were expected to manage recovery process with the latter also perceiving this 

as their responsibility. Interestingly, schools and clubs were also expected to manage this 

responsibility, while parents did not perceive nor were they expected to undertake this responsibility.  
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