
normal breast exam soap note
normal breast exam soap note documentation is a critical component in
clinical practice, enabling healthcare providers to accurately record
findings during breast examinations. The SOAP note format—Subjective,
Objective, Assessment, and Plan—ensures a structured and comprehensive
approach when evaluating breast health. This article explores the essential
elements of a normal breast exam SOAP note, detailing the key components
required for thorough documentation. It also highlights best practices for
performing and recording breast exams, emphasizing the importance of clear
and precise language. Additionally, the article provides examples and
templates to guide clinicians in creating effective notes that support
patient care, enhance communication, and facilitate continuity. Understanding
how to properly document a normal breast exam within the SOAP framework
improves diagnostic accuracy and patient outcomes. The following sections
will cover the components of the SOAP note, tips for conducting a breast
exam, common findings in a normal exam, and sample notes for clinical use.
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Understanding the SOAP Note Format
The SOAP note format is a widely accepted method for organizing clinical
documentation. Each section serves a specific purpose in capturing patient
information and clinical impressions. For a normal breast exam SOAP note,
understanding how to apply this structure is essential to ensure clarity and
completeness.

Subjective Section
This section focuses on the patient's reported symptoms, history, and
concerns related to breast health. It includes any complaints of pain, lumps,



nipple discharge, or changes noticed by the patient. In a normal breast exam
SOAP note, the subjective section may often indicate the absence of symptoms
or concerns.

Objective Section
Objective data involve the clinician’s direct observations and physical
examination findings. This includes inspection and palpation results of the
breasts and axillary regions. For a normal breast exam, this section will
detail the absence of abnormalities such as masses, skin changes, or nipple
retraction.

Assessment Section
The assessment summarizes the clinician’s interpretation of the findings. In
the case of a normal breast exam, it typically notes normal breast tissue
without signs of pathology. This section can also include differential
diagnoses if relevant.

Plan Section
The plan outlines the next steps in management, including patient education,
recommendations for routine screening, or follow-up instructions. For normal
findings, the plan often emphasizes continued surveillance and preventive
care.

Performing a Normal Breast Exam
A thorough and systematic approach is vital when conducting a breast exam to
ensure accurate evaluation and documentation. Proper technique enhances
detection of abnormalities and supports the validity of a normal breast exam
SOAP note.

Inspection
Inspection involves visually assessing the breasts with the patient in
various positions, including arms at the sides, raised overhead, and pressing
hands on hips. The clinician looks for symmetry, skin changes, nipple
abnormalities, and any visible masses.

Palpation
Palpation is performed using the pads of the fingers to methodically examine



all breast quadrants and the axillary lymph nodes. The clinician evaluates
for lumps, tenderness, texture, and any irregularities. Consistent technique
and thoroughness are crucial.

Patient Positioning
Proper patient positioning facilitates comprehensive examination. The patient
should be seated and then lying supine with a small pillow under the shoulder
on the side being examined to spread the breast tissue evenly.

Documenting Subjective Findings
The subjective portion of a normal breast exam SOAP note should succinctly
capture the patient's history and current concerns or lack thereof. This
provides context to the physical findings and guides clinical decision-
making.

Key Elements to Include

Patient’s age and relevant medical or family history

Any reported breast symptoms such as pain, lumps, or discharge

Menstrual and reproductive history if relevant

Previous breast surgeries or biopsies

Patient’s concerns or reasons for the visit

Example of Subjective Documentation
“The patient reports no breast pain, lumps, nipple discharge, or skin
changes. No family history of breast cancer. No prior breast surgeries.
Patient presents for routine breast examination.”

Recording Objective Findings
Objective findings in a normal breast exam SOAP note detail the clinician’s
physical examination results. Clear, concise documentation supports accurate
clinical assessment and future reference.



Inspection Findings
Document observations related to breast symmetry, skin appearance, nipple
position, and absence of visible masses or abnormalities.

Palpation Findings
Include details about breast tissue consistency, absence of lumps or nodules,
no tenderness on palpation, and normal axillary nodes.

Example of Objective Documentation
“Breasts are symmetrical with no skin dimpling, erythema, or nipple
inversion. Palpation reveals no masses, tenderness, or thickening in all
quadrants bilaterally. Axillary lymph nodes are non-palpable.”

Assessment in a Normal Breast Exam
The assessment synthesizes subjective and objective information to form a
clinical impression. In the case of a normal breast exam SOAP note, it
confirms the absence of pathological findings.

Typical Assessment Statements

“Normal breast examination with no palpable masses or skin changes.”

“No clinical evidence of breast pathology.”

“Breast exam consistent with benign findings.”

When to Include Differential Diagnoses
If the patient has symptoms but the exam is normal, the assessment may
include possible benign conditions such as fibrocystic changes or hormonal
fluctuations, with recommendations for monitoring or further evaluation if
needed.

Planning and Follow-up
The plan section outlines the recommended next steps after a normal breast



exam. It focuses on patient education, preventive care, and appropriate
screening intervals.

Common Plan Elements

Reinforce breast self-awareness and regular self-exams

Recommend routine mammography screening based on age and risk factors

Advise return to clinic if new symptoms develop

Schedule follow-up visits as per guidelines

Sample Plan Statement
“Patient advised to perform monthly breast self-exams and maintain regular
screening mammograms starting at age 40. No further intervention required at
this time. Return to clinic if any new breast symptoms occur.”

Sample Normal Breast Exam SOAP Note
Below is an example of a comprehensive normal breast exam SOAP note
demonstrating proper use of the format and clinical terminology.

Subjective: Patient is a 35-year-old female presenting for routine breast
examination. Denies breast pain, lumps, nipple discharge, or skin changes. No
family history of breast cancer. No prior breast procedures.

Objective: Inspection reveals symmetrical breasts with no skin dimpling,
erythema, or nipple inversion. Palpation of all quadrants bilaterally reveals
no masses, tenderness, or thickening. Axillary lymph nodes are non-palpable
and non-tender.

Assessment: Normal breast examination with no palpable abnormalities or
clinical signs of breast disease.

Plan: Educated patient on breast self-awareness and recommended continuation
of routine mammography screening according to age guidelines. Advised to
return for evaluation if any new breast changes or symptoms arise.



Frequently Asked Questions

What is a normal breast exam SOAP note?
A normal breast exam SOAP note documents the subjective, objective,
assessment, and plan components of a breast examination where no
abnormalities are found. It typically notes the absence of lumps, masses,
skin changes, or nipple discharge.

What should be included in the subjective section of
a normal breast exam SOAP note?
The subjective section should include the patient's history and any
complaints related to the breasts, such as pain, lumps, or discharge. For a
normal exam, the patient usually reports no breast symptoms or concerns.

What findings are documented in the objective
section of a normal breast exam SOAP note?
The objective section records physical examination findings, including
inspection and palpation results. For a normal exam, it includes no palpable
masses, no skin changes, symmetrical breasts, no nipple discharge, and no
lymphadenopathy.

How is the assessment section written in a normal
breast exam SOAP note?
The assessment section summarizes the clinical impression, often stating
'Normal breast examination with no palpable masses or abnormalities' or
'Benign breast exam findings'.

What is included in the plan section following a
normal breast exam?
The plan may include routine breast care recommendations such as regular
self-exams, mammogram scheduling according to age guidelines, reassurance,
and follow-up instructions if any new symptoms arise.

Why is documenting a normal breast exam important in
a SOAP note?
Documenting a normal breast exam provides a baseline for future comparisons,
ensures thorough patient evaluation, supports clinical decision-making, and
serves medicolegal purposes by showing that a comprehensive breast exam was
performed.



Additional Resources
1. Breast Examination Techniques: A Clinical Guide
This book offers a comprehensive overview of breast examination procedures,
emphasizing the importance of a systematic approach. It includes detailed
descriptions and illustrations to help healthcare professionals accurately
perform and document normal breast exams. The guide also covers common
findings and differentiates normal from pathological signs.

2. SOAP Notes in Clinical Practice: Focus on Breast Exams
A practical resource designed to aid clinicians in documenting breast exams
using the SOAP (Subjective, Objective, Assessment, Plan) format. This book
provides sample notes, tips for efficient documentation, and guidance on
identifying normal versus abnormal findings. It is ideal for medical
students, residents, and practicing clinicians.

3. Fundamentals of Breast Health Assessment
This text delves into the fundamentals of breast health, including anatomy,
physiology, and examination techniques. It discusses the importance of
patient history and physical examination in evaluating breast health. The
book also highlights how to interpret normal exam findings and counsel
patients appropriately.

4. Clinical Breast Examination: Best Practices and Documentation
Focusing on best practices for performing and recording breast exams, this
book is a valuable tool for clinicians aiming to improve their clinical
skills. It provides step-by-step instructions for a thorough breast exam and
offers templates for SOAP note documentation. The content also addresses
common challenges and how to overcome them.

5. Breast Exam Documentation: A Guide for Healthcare Providers
This guide emphasizes the critical role of accurate documentation in breast
exams to ensure quality patient care and medico-legal protection. It outlines
how to write clear, concise, and complete SOAP notes for normal breast exams.
The book includes case studies and examples to illustrate effective
documentation strategies.

6. The Breast Exam Handbook: Techniques and Clinical Pearls
An accessible handbook that covers the essential skills for performing breast
exams, including palpation techniques and patient communication. It
highlights the characteristics of normal breast tissue and how to document
findings appropriately. The book is suited for both beginners and experienced
practitioners.

7. Evidence-Based Approach to Breast Examination and SOAP Notes
This book integrates current evidence-based guidelines with practical advice
for conducting breast exams and documenting findings. It stresses the
importance of standardized documentation using the SOAP note format to
improve clinical outcomes. Readers will find useful checklists and sample
notes for normal breast exam scenarios.



8. Physical Examination of the Breast: Skills for Medical Professionals
A detailed resource focusing on the physical examination of the breast, this
book teaches clinicians how to distinguish normal anatomy from potential
abnormalities. It includes photographic examples and thorough explanations to
enhance understanding. The book also provides guidance on writing succinct
and accurate SOAP notes.

9. Mastering Breast Exam Documentation: From Basics to Advanced
This title covers everything from the basics of breast anatomy and
examination to advanced documentation techniques. It emphasizes the
importance of clear communication through SOAP notes in clinical practice.
The book is filled with practical tips, sample notes, and troubleshooting
advice for documenting normal breast exams effectively.
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