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“www.youtube.com/playlist?list=PL2FWxNouGN9a-NnDNj0_FEMACpRp5raPx € 8 over AWS treatment and will affect AWS treatment number, frequency, duration and outcomes. breast cancer rehabilitation skills.
(Share Cording Protocol Project playlist)

Reference: A systematic review of axillary web syndrome . W. M. Yeung & S. M. McPhail & S. S. Kuys. J Cancer Surviv 2015



Introduction

Mastectomy is associated with increased incidence of upper-body
morbidity, lymphoedema and reduced QOL after breast cancer.
Scar severity may be the underlying impairment to these
dysfunctions, however an objective assessment tool is not
available for clinicians or researchers to measure mastectomy
scar responses.

Patient and Observer Scar Assessment Scale (POSAS) has been
a popular research tool for the evaluation of burns scars and scar
treatments. The POSAS Observer Scale (OS) has been evaluated
against the POSAS patient self-rating scale and the Vancouver
Scar Scale for linear scars after breast cancer.

POSAS has not been validated to assess scar tissue at the
mastectomy chest wall. Clinicians and researchers must be able
to reliably assess below-skin scar features to guide treatment and
measure treatment effectiveness.

A review of POSAS OS is required to determine the usefulness of
this tool for assessment of post-mastectomy scar severity.

Aims
1. Identify scar types that expert clinicians feel should be
addressed after mastectomy.

1. Identify instructions, training and other recommendations that
may improve reliability and validity for POSAS Observer Scale
for mastectomy scar assessment.

2. Identify post mastectomy scars and features that are not
adequately assessed by the POSAS and therefore require
alternative assessment tools.

Method

A survey was distributed to cancer care practitioners from
national and international Linkedin connections and websites
indicating provision of services in oncology rehab, breast cancer
rehabilitation, lymphoedema or oncology massage.

Only data received by therapists with 2+ years experience in
mastectomy scar assessment or treatment was used for analysis.
Two scenarios were considered:

1. To provide a reliable and consistent assessment of
mastectomy linear scar (MLS) using the POSAS observer
scale (OS);

2. To provide a reliable and consistent assessment of
mastectomy chest wall adhesions* (CWA) using the POSAS
observer scale (OS)

The following five items were evaluated for their importance:

Removal of clothing to see the scar tissue and surrounding skin
Stretch of arm or body to assess OS scar features

Palpation skills of scar types

Knowledge of scar types that can occur following mastectomy
Photographs of responses to guide rating.

Median scores were established from the responses.

*Adhesion was chosen to improve clarity of responses compared to scar tissue. Scar tissue may

have referred to the other scar types for example seroma scar tissue ,AWS or radiotherapy fibrosis.

MASTECTOMY SCAR ASSESSMENT:
A REVIEW OF POSAS OBSERVER SCALE

Results and Discussion
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Table 3: What scar types would participants include in POSAS assessment of CWA.
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Data was analyzed from 34 health professionals, with a range of
professional backgrounds and from several countries. Twenty nine (29)
participants had two and more years of experience in breast scar
assessment (Figure 1 and Figure 2).

Twenty six (26) participants reported they assess six of the nine types of
scar (Table 1) after mastectomy. AWS/ cording was the most important
scar type assessed, followed by Radiation Fibrosis and CWA. Only two scar
types are surgical linear scars (MLS, ANLD LS”) and seven scar types are

located under the skin at the dissection sites.
A ANLD LS: Axillary Lymph Node Dissection linear scar

Applicability of Observer Scale to therapists’ practice
Very experienced participants failed to achieve strong agreement for the
potential use of the Observer scale in their practice for tasks such as
measuring change, benefits to clinician and patient screening: median=4
for both MLS and CWA (Table 4).

Participant’s failed to achieve strong agreement in which scar types would
be included in a POSAS assessment of CWA (Table 3). Additionally there

was a lack of strong agreement (median=3) as to whether POSAS should
be performed for MLS and CWA together or separately (Table 4).

These findings could be attributed to lack of training and clinical experience
with POSAS or possibly reflect a lack of confidence in the features of the
tool for mastectomy scar tissue severity.

This also raises questions about which scar features the patient would be
rating if asked to use the Patient Scale to rate the severity of their
mastectomy linear scar.
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POSAS Observer Scale

1. Instruction of clothing removal to see scars

In each POSAS scar feature, participants typically felt that the
clothing removal instruction was strongly important (median=6) for
both the linear scar and the chest wall adhesion.

2. Palpations skills of mastectomy scar types
Participants frequently rated palpation skills as important (median=

5) for all scar features except for pigmentation of the linear scar
(median=4).

3. Knowledge of scar types
Participants typically felt knowledge of scar types to be important

(median =5) when rating the severity of all POSAS scar features for
both MLS and CWA.

4. Placing the scar on stretch instruction
Participants frequently rated the instruction of placing the person or
arm into a stretch position as being important (median= 5) for
rating each feature of CWA -except for pigmentation. In contrast
there was less strength (median= 4-5) of importance for use of
stretch for most POSAS features when considering rating the
severity of the MLS.

5. Use of photographic examples
Participants frequently rated use of photographic examples as being
only somewhat important (median=4) for each scar feature of both
the MLS and CWA.

This could possible be due to the high level of experience these
participants had in post breast cancer scar assessment.

Conclusions

1. Experienced therapists can assess up to nine different types of
scar tissue after mastectomy. AWS, CWA and radiotherapy
fibrosis are seen as the three most important scar types in this
survey.

2. Mastectomy scar responses can be complex and may extend well
beyond the most visible linear scars. The use of OS on the MLS
alone may not reflect the patient’s scar severity. This raises
similar questions about the use of the Patient Scale after
mastectomy.

3. An effective mastectomy scar severity assessment will require
actions to improve agreement of scar types to be assessed and
subsequent training should be considered.

4. Simple instruction changes to POSAS have been supported by
this survey group of experienced clinicians. This will require
consideration and approval by the POSAS organization.

5. A modified version of OS for mastectomy MLS or CWA could be
evaluated against the Patient Scale (POSAS), shoulder
impairment scales and breast cancer specific tests to identify
potential impact on post breast cancer dysfunction as well as
guide and measure treatment effectiveness.

6. New tools that will objectively measure subcutaneous scar
features - vascularity, scar pliability and thickness and especially
scar adhesions of the chest wall tissues, radiotherapy fibrosis and
AWS/ cording would be welcomed by clinicians, researchers and
breast cancer survivors.
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POSAS scar features, mastectomy scar
types and assessment issues

Clothing, local fat and swelling make it difficult for the Observer to see
and evaluate below skin scar features ie vascularity, thickness, relief.
It is unknown if MLS severity represents the severity of scar thickness
and pliability of AWS/ cording and CWA.

Photograph: MLS, cording, CWA and seroma are present.

Stretch of the arm may influence the Observer’s rating of severity for
below skin scar features such as pliability and thickness.

The POSAS instruction for surface area is not suited for below skin scars.
Photograph: MLS, AWS , CWA and pectoral muscle adhesions are present.

Pigmentation and vascularity scar features could be tested using the
POSAS instructions at the skin of the chest wall. It is not known whether
arm stretch will influence ratings of these features.

Photograph: Radiation skin changes, MLS, CWA, pectoral adhesion, AWS.

Palpation skills are currently used by experienced clinicians to identify the
scar type. It is unknown if palpation skills influence severity ratings.
Photograph: MLS, radiation skin changes, pectoral m adhesion, AWS and
drain scar are present.




