@

WATER POLO
AUSTRALIA

Concussion Policy
(High Performance)

Version 1
Effective: 29 May 2026
Ref: HP-004
# Review Date Effective Date Approved By Changes
1 2026 29 May 2026 Board New policy.

Review frequency: annually, subject to more frequent review if material changes in medical position



1.1 Purpose

This policy is made by Water Polo Australia Limited (“WPA”) under its constitution
(“Constitution”) with the purpose of:

(@)  providing medical practitioners with best practice guidelines for the diagnosis and
management of sport related concussion (SRC) for WPA’s high performance athletes;
and

(b)  ensuring that athlete health is prioritised in the management of SRC in both the short
and long term.

1.2  Scope
1.2.1 This Policy applies to:
(a)  the National Teams;

(b)  the National Squads or if no National Squad has been nominated for the male or female
teams, this Policy will apply to the top 25 categorised male and female athletes
respectively; and

(c)  any categorised athlete that has been identified by the Chief Medical Officer (CMO) due
to a concussion history as requiring ongoing monitoring,

when participating in Matches or High Performance Activities.

1.2.2 Concussion risks in relation to Individual Members participating in other teams and
competitions within the sport of Water Polo should be appropriately managed by the relevant
State Member or Affiliate Member, in conjunction with the Individual Member’s medical
practitioner. Members should have regard to:

(a)  the guidance from the Australian Institute of Sport on Concussion in Sport (available
here), including the Australian Concussion Guidelines for Youth and Community Sport;
and

(b)  anyother concussion related guidance and information materials provided by WPA from
time to time, including on the WPA website.

1.3 Context

1.3.1 This Policy adheres to the principles and recommendations outlined in the most recent
International Consensus Statement, which was developed through the 6th International
Conference on Concussion in Sport, Amsterdam 2022. This policy therefore represents best
practice in the identification and management of SRC and is underpinned by the systematic
reviews and assessment tools developed by the expert working group present at the
conference.

1.3.2 The definition of SRC from the Consensus Statement of the 6th International Conference on
Concussion in Sport is as follows:

Sport-related concussion is a traumatic brain injury caused by a direct blow to the
head, neck or body resulting in an impulsive force being transmitted to the brain
that occurs in sports and exercise-related activities. This initiates a neurotransmitter
and metabolic cascade, with possible axonal injury, blood flow change and
inflammation affecting the brain. Symptoms and signs may present immediately, or
evolve over minutes or hours, and commonly resolve within days, but may be
prolonged.
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2.1

No abnormality is seen on standard structural neuroimaging studies (computed
tomography or magnetic resonance imaging T1- and T2-weighted images), but in
the research setting, abnormalities may be present on functional, blood flow or
metabolic imaging studies. Sport-related concussion results in a range of clinical
symptoms and signs that may or may not involve loss of consciousness.

The clinical symptoms and signs of concussion cannot be explained solely by (but
may occur concomitantly with) drug, alcohol, or medication use, other injuries (such
as cervical injuries, peripheral vestibular dysfunction) or other comorbidities (such
as psychological factors or coexisting medical conditions).

Defined Terms
The following words have the corresponding meaning in this Policy:
Applicable Athletes means the athletes that this Policy applies to, set out in section 1.2.1.

Attending Doctor means the medical practitioner who is present at a Match or High
Performance Activity in the absence of the CMO or team doctor, and who is responsible for
completing concussion assessments and making appropriate management recommendations
at that Match or High Performance Activity.

CMO means the WPA Chief Medical Officer.

Cognigram means a computer based neurocognitive test that is validated for use in concussion
management.

High Performance Activity means any activity that is part of a WPA program for Applicable
Athletes, including Preparation Programs, other training and camps.

Maddocks Questionnaire means the validated sideline screening questionnaire for SRC.

Match means any match of the National Squad or National Team, whether a friendly, part of
an international competition or otherwise.

National Squad means any group of players selected to participate in a Preparation Program
which will be defined for each campaign.

National Team means each open-age team selected by or with the approval of WPA to
represent Australia at a competition or match, including the male “Sharks” team and female
“Stingers” team.

Preparation Program means the program relating to the preparation of a National Squad or
National Team to compete in any competition or match.

Prohibited Conduct means any conduct that does not comply with this Policy.
SRC means sport-related concussion.

SCAT6 means Sport Concussion Assessment Tool, Version 6.

SCOAT6 means Sport Concussion Office Assessment Tool, Version 6.

VOMS means vestibular/ocular-motor screening.

World Aquatics means the international federation for aquatic sports including water polo,
that is based in Lausanne Switzerland and which is recognised by the International Olympic
Committee.
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2.2

3.1

3.2
3.21

3.2.2

5.1
51.1

Terms defined in Constitution

Where a capitalised term is not defined in this Policy, but is defined in the Constitution, it has
the meaning given in the Constitution.

Education
Applicable Athletes will have access to the following:
(@)  annual concussion education and update from the CMO; and

(b)  yearly medical and concussion screening, including concussion history, assessment of
risk factors for prolonged recovery, and previous management required for concussions.

Screening

Applicable Athletes will undergo the following screening annually:
(a)  Baseline SCATS6;

(b)  Baseline Cognigram;

(c)  +/- Baseline VOMS assessment from the SCOAT6 as indicated, based on prior history;
and

(d) more detailed baseline testing (including formal neuropsychological testing +/-
structural brain MRI) may be recommended for any athletes with a significant
concussion history.

This can be conducted by National Institute Network (NIN) medical staff or the CMO. An
external provider with expertise in concussion management (such as a Sport and Exercise
Physician), may also be utilised when NIN/CMO are unable to complete the required screening.

The diagnosis of SRC in a Match or High Performance Activity, and subsequent return to play
of an Applicable Athlete, remains an individual decision by the team doctor/CMO, or the
Attending Doctor following the protocols and principles outlined in this Policy. This is done by
utilising good clinical judgment, reviewing video replays of the incident (where available) and
evaluating all the information available at the time of the Applicable Athlete’s assessment
(subject to compliance with the specific requirements stated in this Policy). The decision to
rule an athlete out of competition due to concussion is final and is made in the best interest
of athlete health.

Concussion Assessment

If an Applicable Athlete sustains a head impact during a Match or High Performance Activity
and an SRC is suspected, the team doctor will determine the appropriate course of action.

(a) The athlete must be removed from play or the activity and undertake a clinical
assessment, including a SCAT6 assessment, if they have clear signs of concussion
(Category 1 in section 5.2.1), or possible or likely signs of concussion (Category 2 in
section 5.2.2).

(b)  The assessment should take a minimum of 10 minutes.

(c) In the case of a Match, the assessment will be completed on the team bench, as per
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5.1.2

5.1.3

5.2
5.21

5.2.2

6.1

article 2.2 set out by World Aquatics for the rules of Water Polo.

If the CMO/team doctor is not in attendance, the Attending Doctor should complete the
concussion assessment and make appropriate management recommendations in conjunction
with the team physiotherapist, given their knowledge of the athlete. The CMO will remain on
call for all Applicable Athletes to assist with initial management and return to play planning.

In the event that no suitably trained medical personnel are onsite for a match / activity, the
assessment and management will be guided by the team physiotherapist. The same principles
as outlined in this Policy will apply. Where feasible, the CMO will assist with the clinical decision
making via telehealth.

Applicable Categories

Category 1: Clear diagnosis of concussion. Immediate removal and no return to play / activity.
(a)  Loss of Consciousness

(b)  No protective action

(c)  Impact seizure or tonic posturing

(d)  Motor incoordination

(e)  Dazed, blank and vacant stare

(f) Behaviour changes atypical of the athlete

(g)  Confusion or disorientation

(h)  Memory impairment

(i) Athlete reports significant, new or progressive concussion symptoms

Category 2: Possible diagnosis of concussion. Requires removal from play / activity for further
assessment.

(a)  Possible tonic posturing or impact seizure

(b)  Possible motor incoordination

(c)  Possible dazed or blank stare

(d)  Possible behaviour changes atypical of the athlete

(e)  Any clinical impression from the doctor or physiotherapist that the athlete is not quite
right following a trauma

Category 1: Clear diagnosis of concussion
Where there is a clear diagnosis of concussion (Category 1):

(a) The athlete should be medically evaluated using standard emergency management
principles and particular attention should be given to excluding a cervical spine injury.
The athlete must not be returned to play (or activity) on the day of injury.

(b)  The athlete must be monitored regularly for possible signs of deterioration or other
warning signs of a potential underlying structural brain injury. The SCAT6 provides a
useful assessment and monitoring tool and should be used at a convenient time
following the injury (e.g. after the match / activity).

(c)  Any athlete with clinical features including abnormal neurological signs or a serious or
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6.2

6.3
6.3.1

6.3.2

7.1
7.11

7.1.2

7.1.3

7.1.4

7.1.5

7.1.6

7.2
7.2.1

structural head and/or neck injury requires emergency management and ambulance
transport to a hospital with a neurosurgical unit.

Category 2: Clinical suspicion of SRC, but no clear diagnostic sign
Where there is a clinical suspicion of SRC, but no clear diagnostic sign (Category 2):

(@)  The athlete should be removed from the match / activity, and assessed in a quiet,
distraction free environment. The athlete should be fully assessed, including the use of
the SCAT6. The time taken to complete this assessment is at least 10 minutes.

(b) If, after the full assessment, there are no clinical signs to support a diagnosis of
concussion, and/or another condition definitively accounts for the athletes’
presentation, the athlete may return to play / activity. They must, however, be
continually monitored over the coming hours given concussion symptoms and signs can
evolve over time. A clinical reassessment should occur if further symptoms and signs
are identified.

Head impact without clinical signs

Head impacts not associated with the above signs can, at the discretion of the team
doctor/CMO/Attending Doctor, be assessed at the next regular break in play / activity. The
athlete should be monitored during this time, and if any suspicion of concussion signs emerge,
they should be removed immediately for assessment. The use of the Maddocks Questionnaire
during this assessment, in conjunction with history and examination as indicated, is
appropriate.

Once a concussion is diagnosed, the athlete cannot return to play or activity that day and must
enter the concussion protocols as outlined in section 7.

Overview

Return to play should follow an individualised, clinical approach, as guided by the CMO/team
doctor/Attending Doctor.

If the CMO is not acting in the role of team doctor at the time a concussion is sustained, they
should be informed at the earliest opportunity.

Contemporary research suggests that cognitive recovery may lag clinical recovery, and
therefore a conservative approach to return to play is recommended.

The use of the SCAT6 is recommended in the first 72hrs to facilitate assessment, with the
SCOAT® utilised after this point.

Return to play must follow the mandatory stages and requirements set out in sections 7.2 to
7.4.

Relevant personnel should also refer to the framework in Annexure A when determining the
appropriate manner to manage a SRC in relation to the athlete’s specific circumstances. For
clarity, this framework is a guide only — the specific approach for each athlete will be
customised as appropriate, depending on the specific circumstances, such as the athlete’s
position, other injuries and concussion symptoms.

Stage 1: REST

A brief period of relative rest in the initial 24-48hrs is recommended, with athletes engaging
in activities of daily living where appropriate.
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7.2.2
7.2.3
7.3

7.3.1

7.3.2

7.3.3
7.3.4

7.3.5

7.4
7.4.1

7.4.2
7.4.3

7.4.4

7.4.5

8.1.1

8.1.2

Reduce screen time during this period.
Utilise simple analgesics for symptom management .
Stage 2: RECOVERY

Physical activity has known benefits for recovery from concussion, and can be used as part of
the athlete’s treatment plan.

The recovery phase will be individualised based on the athlete’s symptoms, signs and exercise
tolerance. The aim in this phase is to progress both cognitive and cardiovascular loads.

This stage should apply for a minimum duration of 4 days.

Non team based training drills can be included in this phase, provided there is no risk of further
head impact.

Mild, but brief, exacerbation of symptoms is acceptable in this phase (i.e. an increase of no
more than 2 points on a 0—10-point scale for less than an hour). If symptoms are more severe,
24 hours rest is recommended and then that athlete can resume at the previous level tolerated
(subject to medical assessment).

Stage 3: GRADED LOADING PROGRAM

Athletes must have medical clearance to enter stage 3, having clinically recovered and
completed a SCAT6 that has returned to baseline.

Athletes must undertake a progressive return to play as guided by medical staff.
In order to return to play, an athlete must have:

(a) Medical clearance — Team doctor and/or CMO. If provided by an international doctor,
this decision must be made in conjunction with the CMO;

(b)  Full recovery from symptoms or clinical signs;

(c) Completed a SCAT6 test that has returned to Baseline;

(d) Completed a Cognigram test that has returned to Baseline; and
(e) Completed an appropriate graded loading program.

In following these guidelines, the earliest an athlete could return to play would be Day 12, with
Day 0 being the day of the concussion.

Applicable Athletes must not return to play:
(@)  lessthan 12 days after a SRC; and

(b) until they fulfil all requirements in section 7.4.3.

Difficult cases of decisions regarding retirement due to SRC are often complex, and require
broad consideration of issues such as mental health, VOMS deficits, persistent symptoms such
as headache or cognitive impairment and autonomic dysfunction. Athlete education should be
a key part of this process, and these cases should be managed in a multi- disciplinary manner.

Complex cases may include:
(a)  athletes with symptoms that last beyond 4 weeks;

(b) any uncertainty regarding recovery, such as an athlete who is unable to progress
through the return to play protocols due to symptom recurrence;
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(c)  athletes with two or more concussions in a single season, or three in a 12 month period;
(d)  concussions occurring with an apparent diminishing force;

()  multiple concussions with increasing symptom duration and/or symptom load; and

(f) an athlete self-reporting concerns regarding their brain health.

8.1.3 Any difficult or complex case should be reported to the CMO (if not already involved), and
further management will be guided by the individual circumstances of the case. It may include:

(a)  formal neuropsychological testing;
(b)  neuroimaging; and

(c) recommendations for review by an independent clinician with expertise in concussion
management or specific treatment techniques.

9.1.1 Computerised cognitive tests are a validated method for the assessment of cognitive recovery
post SRC. It is important that the computerised test only forms one facet of the decision
making, and they do not replace the need for full history and clinical examination.

9.1.2 Conventional imaging such as CT or MRI should be considered in cases where there is a concern
regarding underlying structural injury. Whilst there is ongoing research into other diagnostic
tools, including imaging, these are not yet sufficiently validated to be integrated into regular
clinical practice.

10.1 Record keeping

10.1.1 All medical personnel involved in the assessment or management of an Applicable Athlete
following a suspected or confirmed SRC must maintain comprehensive records of:

(@)  the initial assessment, including the mechanism of injury, symptoms observed or
reported, and any diagnostic tools used (including SCAT6, Maddocks Questionnaire, or
other assessments);

(b)  all subsequent medical reviews and progress through the return to play stages;
(c)  dates of clearance to progress through each stage of recovery;

(d)  results of any baseline and post-injury testing (including SCAT6, SCOAT6, Cognigram,
and any other neuropsychological or imaging studies);

(e)  the final medical clearance for return to play, including the name and qualifications of
the medical practitioner providing clearance; and

(f) any referrals to external specialists or additional investigations undertaken.
10.1.2 All records must be:

(a)  maintained in the Athlete Management System or such other system as determined by
WPA from time to time; and

(b)  retained for a minimum period of 7 years from the date of the SRC or in accordance with
any longer requirements required by law (for example in relation to health information
collected in relation to minors).
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10.2 Reporting

Any WPA staff member, coach, physiotherapist, trainer, or other support personnel who
witnesses or becomes aware of a head impact or suspected SRC involving an Applicable
Athlete during a Match or High Performance Activity must promptly report the incident to:

(a)  the team doctor or Attending Doctor (if present);

(b)  the most senior medical personnel present at the Match or High Performance Activity;
or

(c) ifnodoctoris present, the CMO or, where applicable, the relevant NIN doctor.

11.1.1 The WPA Conduct and Disciplinary Policy applies to any alleged Prohibited Conduct under this
Policy, including the process set out in that policy in relation to complaints, reports,
investigations, sanctions and hearings.

11.1.2 Where WPA determines, in its absolute discretion, that the alleged Prohibited Conduct would
be more appropriately dealt with under a different policy, it may refer the alleged Prohibited
Conduct for determination under that other policy. If the alleged Prohibited Conduct may also
constitute Prohibited Conduct as defined under a National Integrity Framework policy, WPA
will manage that alleged Prohibited Conduct under that policy unless and until it is determined
that the matter should be managed as Prohibited Conduct under this Policy.
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Annexure A Return to Play Framework

See enclosed “WWP — CONCUSSION RTP PROTOCOL”
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NO CONTACT OR HIGH-RISK ACTIVITIES

WWP — CONCUSSION RTP PROTOCOL

Pre-injury
Annual medical screen: complete baseline Cognigram and SCAT6 assessment with doctor.

Incident, Day =0

Recognise, remove from play, rest for 24-48 hours. No contact. Avoid training environment temporarily.
Book in with doctor for assessment/diagnosis of concussion.

Resumption of activities of daily living
Mild temporary symptoms are acceptable.

Light aerobic exercise
Up to 60%HRmax with minimal head movement e.g. moderate walk over flat ground or stationary bike seated only.

Gradual resumption of school or work
Start graded return to school or work e.g. depending on symptoms begin with several hours or part days at work or school. Consider
decrease work of visual system by sitting at front of class, schedule short periods at computer & avoid watching fast paced or complex
visuals.
If there are known impairments in cognitive function post-concussion maintain close communication with your doctor.

Stationary sport-specific skills with minimal head & eye movements
e.g. land-based passing drills with partner or against wall - from front only, ball handling drills/skills in front only, kickboard swim with
snorkel — no tumble turns.
Start in quiet environment with bland visual background.

Progress steady-state exercise with minimal head & eye movements
Moderate intensity as a guide i.e. breathing heavily, but able to maintain a short conversation.
Maintain single plane of movement. If swimming, continue to use snorkel - minimal to no rotation and no tumble turns.
Eggbeater in pool — stationary or maintaining single plane of movement (i.e. forwards or backwards, but not lateral).

** Consider that concussive symptoms may be exacerbated by environments that challenge the visual or vestibular system e.g. noise,
lights, team/squad training.

Introduction of sport-specific skills involving head movements
e.g. ball drills form various directions to encourage head rotations, up and downs, etc. on land against wall or with partner, before
transitioning to close proximity in water (e.g. wrist passing).
Swimming strokes with usual movement patterns - no tumble turns.

CHECKPOINT 1
No earlier than Day 6 post-concussion
Can athlete complete 1-minute of sport specific skills with head movement without ANY signs?

Continue progressive steady-state exercises and initiate sport-specific drills
Incremental increases in cardiovascular activities up to 80%HRmax e.g. 5min increments @ 50%, 60%, 65%, 70%.
Eggbeater forwards/backwards/sideways.
Progress wrist passing to short-range passing: cross-body, face to face, strong side.
Shooting practice gradually building up to 80%.

Once cardiovascular activities have been built back up to 80%HRMax, add resistance training in gym
Gradually build strength loads back to individual requirements.

Graded introduction of sport-specific training drills (gradually building up to 90% HRmax)
Ball drills involving 90 degree body rotations, progressing in range in a graded fashion.
Introduce small volumes of tumbling at ends of pool, and diving from blocks/pool-side.
Progress from short-range to moderate-range passing: cross-body, face to face, strong side. Controlled knock downs (working with
skilled partner).
Shooting practice gradually building up to 90%.
Start to increase hand-eye coordination and agility challenge e.g. add in athlete movement with ball and then catch/pass, incorporate
planned or athlete-led directional changes (e.g. stepping around the goal), progress to unrestricted tumbling. Progress to reactionary
change of directions to increase cognitive load. Use speed, volume, to increase challenge.

** Consider volume of skills being introduced, increasing complexity of skills by performing tasks in busy training environments.

Return to full capacity of school or work
Up to 90% HRmax
Up to 90% of full training
NO CONTACT OR HIGH-RISK ACTIVITY

CHECKPOINTS 2 & 3
Following progression through the above RTS framework:
Have you remained concussion symptom-free? Y N
Is skill level below what is expected? N Y
Do you get symptoms during or after activity? N Y
Do you simply “not feel right”? NY

Medical review for clearance to return to contact and high-risk activities.

Return to full contact training

I

Return to game simulation

Persistent symptoms or deterioration of symptoms at any stage

RETURN TO DOCTOR FOR REVIEW
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