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Abstract

Background: Clinical breast examination (CBE) remains a vital component of women’s health assessment, complementing
imaging and patient history. Nurses often serve as first-line evaluators, making proficiency in CBE essential for early detection
of benign and malignant conditions.

Aim: To review advanced breast examination techniques in nursing practice, emphasizing evidence-based assessment, patient-
centered communication, and guideline-informed care.

Methods: A comprehensive literature-based analysis was conducted, integrating anatomical and physiological principles,
clinical indications, contraindications, preparation, and standardized examination techniques. Current screening guidelines from
major organizations (NCCN, ACOG, ACS, USPSTF) were compared to highlight practice variability and risk-stratified
recommendations.

Results: Findings underscore that CBE is indicated for symptomatic patients, abnormal imaging, and selected high-risk
populations. While routine CBE as a universal screening tool is debated, its diagnostic value persists in correlating physical
findings with imaging and guiding timely intervention. Effective preparation and structured palpation techniques improve
accuracy and patient comfort. Documentation precision and interprofessional communication enhance continuity of care.
Conclusion: CBE remains clinically significant for early detection, symptom evaluation, and longitudinal surveillance. Nurses
play a pivotal role in performing accurate exams, educating patients, and ensuring guideline-consistent practice. Integration of
technical skill with empathetic communication fosters trust and improves outcomes.

Keywords: Clinical breast examination, nursing practice, breast cancer screening, patient-centered care, early detection,
guidelines

Introduction

Competent  performance  of  breast
examination techniques is a fundamental clinical skill
within nursing practice and a cornerstone of
comprehensive women’s health assessment. A well-
executed clinical breast examination (CBE) provides
more than a routine inspection and palpation; it
represents a structured, methodical evaluation that can
identify early signs of benign conditions,
inflammatory processes, and malignant disease. In
both community and acute-care settings, nurses
frequently serve as the first professionals to assess
breast-related symptoms, making proficiency in breast

examination essential for timely recognition of
abnormalities, appropriate escalation of care, and
patient reassurance. The clinical breast exam is a key
step in the diagnosis and surveillance of several benign
and malignant breast diseases. When integrated within
a multimodal assessment—alongside patient history,
risk stratification, imaging, and pathology when
indicated—the breast exam contributes valuable
information that helps guide clinical decision-making.
It supports the identification of palpable masses, focal
tenderness, skin or nipple changes, and lymphatic
involvement, each of which may influence the urgency
of referral and the selection of diagnostic

Saudi Journal of Medicine and Public Health (SJIMPH) ISSN 2961-4368
*Corresponding author e-mail: Hanadira@Moh.Gov.Sa (Hanadi Rifadah Alenazi).

Receive Date: 01 December 2025, Revise Date: 28 December 2025, Accept Date: 30 December 2025


https://saudijmph.com/index.php/pub
https://doi.org/10.64483/202522413

Hanadi Rifadah Alenazi et.al. 2419

investigations. Importantly, breast examination is not
limited to detecting cancer; it also assists in evaluating
common presentations such as mastalgia, fibrocystic
changes, lactational complications, benign tumors,
and trauma-related findings, thereby enhancing
differential diagnosis and individualized care planning

[11[2].

Breast cancer screening practices vary across
organizations, reflecting differences in population
risk, resource availability, and evolving evidence.
Nevertheless, many clinical guidelines emphasize that
CBE retains a role in specific contexts, particularly for
individuals with abnormal imaging results, those
presenting with breast symptoms, and selected
populations at increased risk of breast cancer. As a
result, nursing professionals must understand both the
technical execution of the exam and the clinical
reasoning that frames its interpretation. Current
recommendations for breast cancer screening intervals
and tests vary; however, many guidelines agree that a
clinical breast exam is warranted for women with
abnormal findings on mammography and as part of
annual screening for certain groups of women at
increased risk for breast cancer.[1] Equally important
is the nurse’s role in patient-centered communication
during breast assessment. Respectful consent
processes, attention to privacy and cultural needs, and
clear explanations of findings strengthen trust and
improve adherence to follow-up care. In this way,
advanced breast examination techniques function not
only as a diagnostic competency, but also as an
essential component of health promotion, early
detection, and holistic nursing practice [1].

Anatomy and Physiology

A rigorous understanding of breast anatomy
and physiology is essential for accurate clinical
assessment and for interpreting findings encountered
during breast examination. Many disorders of the
breast emerge from disruption of normal structure or
function, progressing along a continuum from
transient physiologic variation to benign pathology
and, in some cases, malignant transformation. For
nursing professionals, anatomical and physiologic
literacy strengthens clinical reasoning, supports safer
patient education, and improves the quality of
symptom triage, documentation, and referral. Because
the breast is hormonally responsive and dynamically
remodels across the lifespan, the examiner must also
distinguish normal developmental or cyclical changes
from features suggestive of disease. Breast
development begins early in fetal life. The mammary
glands originate from ventral ectodermal thickenings
that appear during the fifth to sixth week of gestation.
These form bilateral ridges extending from the future
axilla to the inguinal region, referred to as the
mammary ridge or “milk line.” Residual tissue may
persist anywhere along this embryologic line,
explaining the presence of accessory nipples
(polythelia) or ectopic breast tissue (polymastia) in
some adults. Within the thoracic portion of the ridge,

Saudi J. Med. Pub. Health Vol. 2 No. 2 (2025)

ectodermal  buds penetrate  the underlying
mesenchyme and form primary buds, which then
branch into approximately 15 to 20 secondary buds.
These secondary structures ultimately give rise to the
lobes of the mature breast. The epithelial components
form the ductal and glandular elements, while the
surrounding stromal and connective tissues develop
from local mesenchymal contributions. Importantly,
breast development in utero is similar for males and
females, and breast tissue remains relatively
comparable between sexes until puberty, when sex
hormones drive divergent maturation patterns. During
female puberty, endocrine signaling—particularly
estrogen and  progesterone—stimulates  ductal
elongation, branching, and stromal proliferation,
establishing the characteristic female breast
architecture and volume.[2]

Full functional maturation of the breast is not
achieved until pregnancy, when profound hormonal
shifts induce expansion of lobular and alveolar
structures and prime the breast for lactation. Under the
influence of estrogen, progesterone, prolactin, and
other regulatory mediators, epithelial tissue
proliferates and differentiates, while the ductal system
becomes more prominent. Milk production begins
after delivery and is sustained through neuroendocrine
feedback triggered by stimulation of the nipple—
areolar complex. This neural input promotes prolactin-
mediated milk synthesis and oxytocin-mediated milk
ejection, reinforcing lactation as long as breastfeeding
continues. When nursing ceases, milk stasis and rising
intraductal pressure contribute to gradual epithelial
regression and involution. Menopause produces
another major transition: declining estrogen and
progesterone levels lead to lobular involution,
reduction of glandular elements, and increasing
relative density of fibrous stroma with progressive
replacement of parenchyma by adipose tissue.[3]
These shifts explain why breast texture, palpability,
and imaging characteristics change substantially with
age and hormonal status. From a clinical anatomy
perspective, the adult breast is commonly described as
a conical or hemispheric structure situated on the
anterior thoracic wall. The base overlies the pectoralis
major muscle and its fascia, and breast tissue extends
variably across the chest depending on body habitus
and developmental factors. Conventional surface
boundaries include the clavicle superiorly, the sternum
medially, the rectus abdominis insertion inferiorly,
and the anterior border of the serratus anterior
laterally.[4] Posteriorly, the breast rests primarily on
the pectoralis major fascia, with a potential plane of
mobility that allows the breast to glide over the chest
wall. Internally, the breast is composed of 15 to 20
lobes, each subdivided into lobules that contain the
functional glandular units responsible for milk
production. Ducts converge toward the nipple,
widening near the areola and opening at the nipple
surface. Structural support is provided by fibrous
connective tissue, including Cooper’s ligaments,
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which traverse from the deep fascia to the dermis and
help maintain breast contour. Because these ligaments
tether the skin, pathological processes that distort or
shorten them—such as malignancy, chronic
inflammation, or fibrosis—can produce clinically
visible dimpling, retraction, or contour asymmetry.

For the purpose of precise documentation and
communication, the breast is typically described by
quadrants or by a clock-face orientation, often with
reference to the distance from the nipple. This
standardized approach helps clinicians localize
abnormalities consistently between examinations and
across disciplines. The upper outer quadrant contains
a comparatively greater volume of glandular tissue
than other regions, and it is also the most frequent site
for breast malignancy to arise. A key extension of this
region is the axillary tail of Spence, which projects
superolaterally toward the axilla and may harbor
palpable tissue or lymphatic involvement. Awareness
of this anatomy is particularly relevant for clinical
breast examination because incomplete evaluation of
the axillary tail can lead to missed findings, especially
when pathology presents as subtle thickening rather
than a discrete mass. Breast physiology is
characterized by continuous responsiveness to
hormonal fluctuation. Across the menstrual cycle,
variations in estrogen and progesterone influence
stromal hydration, ductal caliber, and lobular activity.
In the late luteal phase prior to menses, progesterone-
related changes can promote intralobular edema and
increased breast fullness, sometimes associated with
tenderness or nodularity. These normal cyclical effects
can mimic pathology, particularly in patients with
prominent fibrocystic changes, and may explain why
some individuals report fluctuating lumps that
intensify ~ premenstrually and  regress  after
menstruation. During pregnancy and lactation,
hypertrophy of ducts and lobules, increased
vascularity, and alveolar distension with milk can
cause generalized enlargement and firmness; the
breast may feel denser and more nodular, and the
nipple-areolar complex often becomes more
pigmented  and prominent. In  contrast,
postmenopausal involution typically produces a softer
texture as glandular tissue decreases and adipose tissue
becomes dominant; however, fibrous connective
elements may remain relatively dense, and some
individuals  experience  paradoxical  firmness
depending on overall stromal composition [1][2].

For nursing practice, these physiologic
transitions have direct implications for assessment
accuracy and patient counseling. Timing of
examination relative to the menstrual cycle may
influence palpation findings, patient comfort, and
anxiety levels, making it clinically meaningful to
contextualize symptoms within normal hormonal
variation.  Similarly,  understanding  expected
lactational changes helps nurses differentiate normal
engorgement from concerning signs of mastitis,
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abscess formation, or inflammatory malignancy,
especially when symptoms escalate rapidly or are
accompanied by systemic features. Finally,
appreciation of involutional changes in menopause
supports appropriate interpretation of new masses or
skin changes that warrant urgent evaluation, even
when pain is absent. Thus, integrating embryologic
origins, mature anatomical organization, and
hormonally driven physiologic remodeling provides
the conceptual foundation needed for safe, high-
quality breast examination and for the early
recognition of abnormalities requiring further
diagnostic workup.

Indications

A clinical breast examination (CBE) is
indicated whenever a patient presents with symptoms,
visible changes, or personal concerns suggestive of
breast pathology, regardless of age or baseline risk
status. In routine clinical practice, the primary
indication for performing a breast exam is the presence
of a breast-related complaint, including pain, localized
tenderness, a palpable lump, or a sensation of focal
thickening that the patient perceives as new or
evolving.[5] Breast pain may be cyclical, noncyclical,
or referred from musculoskeletal structures; therefore,
structured palpation and inspection are necessary to
determine whether the symptoms align with
physiologic variation, benign disease, infection, or a
potentially malignant process. Similarly, changes in
breast size, contour, symmetry, or shape—especially
when unilateral—require clinical assessment because
they may reflect benign growth, inflammatory
conditions, traumatic injury, hormonal change, or
neoplastic distortion of the underlying architecture.
Skin changes constitute another essential indication
for CBE. New dimpling, focal retraction, erythema,
peau d’orange appearance, localized edema,
ulceration, persistent rash, or thickening of the skin
over the breast or areola may represent benign
dermatologic conditions; however, these findings can
also indicate inflammatory breast cancer or locally
advanced disease. Nipple abnormalities, including
inversion that is newly acquired, deviation, scaling, or
visible lesion of the nipple-areolar complex, similarly
warrant examination. Nipple discharge—particularly
when spontaneous, unilateral, persistent, or bloody—
requires careful clinical evaluation to assess for
intraductal pathology, infection, endocrine causes, or
malignancy. Even discharge that appears physiologic
should be evaluated when accompanied by a mass,
skin change, or other concerning signs.

Although the role of structured breast self-
examination as a population-level cancer screening
tool remains controversial, the presence of patient-
detected findings remains a strong practical indication
for clinician assessment.[6][7][8][9] Many individuals
identify breast cancers or other abnormalities through
intentional self-checks or incidental discovery during
bathing or dressing. Therefore, any change reported by
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the patient—whether discovered through a formal
self-exam practice or casual observation—should be
taken seriously and evaluated with an appropriately
performed CBE. In nursing and interprofessional
settings, this also reinforces the importance of
validating symptoms, documenting their onset and
evolution, and ensuring timely escalation for
diagnostic workup when red flags are present. Finally,
CBE is indicated as a follow-up to abnormal breast
imaging. Suspicious findings detected through
screening, surveillance, or incidental imaging—
including mammography, ultrasound, magnetic
resonance imaging, chest computed tomography, or
positron emission tomography—should prompt a
targeted clinical exam to correlate radiologic
abnormalities with physical findings and guide further
diagnostic planning.[10] When imaging identifies a
mass, architectural distortion, asymmetry,
calcifications of concern, or abnormal lymph nodes,
clinical examination supports localization, risk
stratification, and the determination of whether
immediate biopsy, additional imaging, or specialist
referral is warranted. In this way, CBE remains a
clinically significant, patient-centered component of
comprehensive breast evaluation across symptomatic
and imaging-driven indications.
Guidelines

Contemporary guidance on the role of the
clinical breast examination (CBE) in screening varies
across  professional  organizations,  reflecting
differences in how groups weigh potential benefits,
downstream testing burdens, and the strength of
available evidence. For nursing and interprofessional
practice, this variability underscores the importance of
applying guideline recommendations within the
context of individualized risk assessment, shared
decision-making, and timely evaluation of symptoms.
The National Comprehensive Cancer Network
(NCCN) screening guidance recognizes a role for CBE
in asymptomatic, average-risk women. Specifically,
women aged 25 to 40 years who have no symptoms
and no special risk factors are advised to undergo a
CBE every 1 to 3 years.[9] This interval is intended to
balance routine clinical surveillance with the relatively
low incidence of breast cancer in younger, average-
risk populations. In contrast, the NCCN suggests that
women older than 40 years, women with elevated risk
profiles, individuals with a prior history of breast
cancer, and symptomatic patients should receive CBEs
more frequently.[9] This risk-stratified approach
reflects the principle that clinical assessment should
intensify as baseline risk and the probability of
clinically meaningful findings increase. The American
College of Obstetricians and Gynecologists (ACOG)
similarly supports a structured approach to CBE while
emphasizing patient-centered counseling. ACOG
recommends that screening regimens be preceded by a
discussion with the patient regarding the potential
risks of screening, including false-positive findings,
anxiety, and subsequent diagnostic procedures.[6]
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Within this shared decision-making framework,
ACOG advises offering a CBE every 1 to 3 years for
average-risk women aged 25 to 39 years, and
performing an annual breast examination in women
aged 40 years and older.[6] From a nursing
perspective, this guidance reinforces the value of
communication skills, informed consent principles,
and documentation of patient preferences, particularly
when screening choices are preference-sensitive.

In contrast, the American Cancer Society
(ACS) does not recommend routine CBE for breast
cancer screening in women of any risk group.[11] This
position reflects the ACS interpretation that evidence
does not demonstrate a clear screening benefit from
routine CBE that outweighs potential harms such as
false positives and unnecessary biopsies. However, the
ACS explicitly encourages breast self-awareness,
stating that individuals should be familiar with the
normal appearance and feel of their breasts and should
report any changes promptly to a healthcare
professional.[11] Clinically, this maintains a central
role for nurses and clinicians in symptom triage,
patient education, and rapid escalation when new
breast changes are reported. The United States
Preventive Services Task Force (USPSTF) does not
currently issue a recommendation for or against CBE
as a screening modality, citing insufficient evidence to
assess the balance of benefits and harms in available
studies.[1] Importantly, the USPSTF highlights the
value of risk identification, recommending careful
collection of personal and family history features
suggestive of increased genetic susceptibility. These
include early-onset breast cancer (before age 50),
bilateral breast cancer, family clustering of breast and
ovarian cancer, male breast cancer in the family,
multiple affected relatives, and Ashkenazi Jewish
ancestry.[1] When such features are present, referral
for genetic counseling is recommended, as this
pathway can guide testing decisions and inform
intensified surveillance strategies. For nursing
practice, this guidance elevates the importance of
thorough history-taking, accurate pedigree
documentation, and ensuring appropriate referral
pathways for genetic evaluation.

Breast Self Examination

Circular Motion

Up & Down Motion

Wedge Motion
Breast self-exam Manual inspection(standing)
With fingertips close together, gentie probe
each breast in one of these three patterns

Fig. 1: Breast self-examination.
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Contraindications

Clinical breast examination is a low-risk,
noninvasive assessment; therefore, true “medical”
contraindications are uncommon. The most important
contraindications are ethical and practical and center
on the patient’s autonomy, comfort, and ability to
participate. Foremost, a breast examination should not
proceed in the absence of informed consent or when
the patient declines the examination. A refusal may be
explicit, or it may be communicated indirectly through
persistent hesitation, distress, or withdrawal of
cooperation. In such circumstances, the clinician’s
obligation is to respect the patient’s decision, explore
concerns without coercion, and offer alternatives such
as deferring the examination, rescheduling with a
preferred clinician, or arranging a support person or
chaperone if that would improve comfort.[4] A lack of
patient cooperation can also function as a
contraindication when the examination cannot be
performed safely, accurately, or respectfully. This may
occur in the setting of severe anxiety, panic, acute
psychological  distress, cognitive  impairment,
intoxication, or an altered mental state. Although
anxiety may occasionally prevent an exam, clinicians
should recognize that anxiety is not simply a barrier to
“work around,” but a clinically meaningful state that
may require supportive communication, trauma-
informed care principles, and a slower, more
collaborative pace. Calm reassurance, careful
explanation of each step before it occurs, and attention
to dignity and privacy can reduce distress and improve
the likelihood that the patient can tolerate the exam.[4]
However, if distress persists, proceeding may amplify
harm and undermine trust in healthcare, and
postponement is often the most appropriate course. In
addition, situational contraindications may exist when
immediate priorities supersede routine examination,
such as hemodynamic instability or an emergency
presentation requiring urgent intervention. While not
explicitly listed as classic contraindications, these
contexts can make a Dbreast exam clinically
inappropriate at that moment because it does not
contribute to stabilization and may delay time-
sensitive care. In such cases, documentation should
clearly reflect the reason the exam was deferred and
outline a plan for follow-up. Ultimately,
contraindications emphasize that the clinical breast
exam must be patient-centered, consent-based, and
performed only when conditions allow a thorough,
respectful, and diagnostically meaningful
assessment.[4]
Preparation

Preparation for a clinical breast examination
is a structured process designed to maximize patient
comfort, preserve dignity, and ensure that the
examiner can assess the entire breast anatomy
systematically. Although institutional policies vary, it
is often advisable to arrange a same-sex chaperone to
be present during the examination. The chaperone’s
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role is multifaceted: they enhance the patient’s sense
of safety and comfort, support transparent professional
boundaries, and provide protection for both patient
and clinician in sensitive examinations.[4] When a
chaperone is used, it is good practice to introduce
them, clarify their purpose, and document their
presence according to local policy. Equally important
is the clinician’s communication style. Because breast
examinations can provoke apprehension related to
privacy, prior trauma, cultural norms, or fear of a
cancer diagnosis, adopting a courteous, calm, and
gentle approach is essential.[4] Before beginning, the
clinician should explain why the exam is being
performed, what steps it will include (inspection and
palpation), and how long it will take, while explicitly
inviting the patient to pause or stop the exam at any
time. This approach supports informed participation
and can reduce anxiety by restoring a sense of control.
Environmental preparation also matters. The patient
should change into a hospital gown to allow adequate
exposure of the breast and surrounding structures,
including the axillary tail and regional lymph node
basins, while still preserving modesty.[4] A sheet
should be available to cover the lower half of the body
for comfort, and throughout the examination the
contralateral breast should remain covered using the
gown or sheet. This selective draping reduces
vulnerability and helps maintain a professional,
respectful atmosphere without compromising the
quality of the exam.[4] Finally, preparation includes
practical considerations for examiner readiness. The
room should provide appropriate lighting and privacy,
interruptions should be minimized, and the clinician
should ensure warm hands and a measured pace, as
these small details substantially influence patient
comfort and cooperation. In sum, effective preparation
is not merely logistical; it is an intentional clinical
intervention that supports psychological safety,
improves examination quality, and strengthens the
therapeutic relationship.[4]
Technique or Treatment

Clinical breast examination is both a
technical skill and a patient-centered interaction.
Although practitioners may favor different hand
positions, palpation patterns, and documentation
styles, the guiding principle is consistency. A
structured approach—performed in the same sequence
on every patient and repeated the same way from visit
to visit—reduces the likelihood of omitting an
anatomic  region  or  overlooking  subtle
change.[4][10][11] Equally important is maintaining
patient dignity and comfort, since anxiety and
discomfort can limit cooperation and compromise
examination quality. In practice, the technique is
typically organized into inspection, palpation of the
breast and regional lymph nodes, and
contemporaneous documentation that accurately
conveys normal findings and clinically significant
abnormalities. Inspection begins with the patient
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seated upright facing the examiner in a well-lit, private
environment. The examiner first observes the breasts
at rest, noting overall contour, relative volume,
symmetry, and the relationship of the breasts to the
chest wall. It is essential to remember that minor
asymmetry is common; therefore, the key clinical task
is distinguishing a longstanding, stable difference
from a newly developed change. The patient is then
instructed to place the hands on the hips and press
inward to contract the pectoralis muscles, and
subsequently to raise the arms above the head. These
position changes place tension on Cooper ligaments
and the skin envelope, potentially exaggerating
retraction, dimpling, or fixation caused by underlying
pathology.[4][10][11] During inspection, the clinician
evaluates skin color and integrity, paying particular
attention to focal erythema, thickening, edema, or a
“peau d’orange” appearance, which can suggest
lymphatic obstruction. The nipple—areolar complexes
are examined for symmetry, size, contour, and
orientation, including inversion or deviation that is
new compared with prior examinations. The areola is
assessed for scaling, crusting, or eczematous change,
because persistent unilateral areolar dermatitis may
warrant further evaluation. Any scars, contour
deformities, venous prominence, or visible masses
should be described precisely, and the clinician should
compare each finding to the contralateral side and to
prior documented exams whenever
available.[4][10][11]

Palpation follows inspection and is generally
performed with the patient supine. Positioning is not a
cosmetic preference,; it is a technical requirement. The
patient is asked to place the ipsilateral arm above or
behind the head to flatten the breast and spread the
tissue across the chest wall, thereby improving access
to deep structures.[4][10][11] A small pillow or folded
towel placed beneath the ipsilateral shoulder can
further optimize exposure, particularly in individuals
with larger breasts. If the patient presents with a
unilateral complaint, many clinicians begin palpation
on the asymptomatic side to establish the baseline
texture and to reduce patient anticipatory tension; once
the patient understands the sensations involved in the
exam, examination of the symptomatic breast is often
better tolerated.[4] Throughout palpation, the
contralateral breast should remain covered, which
supports privacy and reduces distress. Effective
palpation uses the pads of the middle three fingers,
with a deliberate sequence that progresses from
superficial to deeper tissue planes. The clinician
applies small circular motions at each point of contact,
varying pressure to assess the skin and superficial
subcutaneous tissue, the mid-level glandular tissue,
and the deep tissue adjacent to the pectoralis
fascia.[4][10][11] Several mapping strategies are
widely used. In the radial “wagon wheel” technique,
palpation proceeds outward from the nipple in spoke-
like lines. In the vertical strip technique, the examiner
palpates in parallel strips from the clavicle to the
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inframammary fold, typically moving from the sternal
border laterally to the midaxillary line. In the
concentric circle approach, palpation proceeds in
enlarging circles around the nipple—areolar complex.
While each method can be effective, the decisive
factor is that the clinician selects one method and
performs it consistently and comprehensively,
ensuring that all quadrants, the retroareolar region, and
the axillary tail of Spence are examined on every
patient.[4][10][11]

During palpation, the clinician characterizes
the global breast texture, which may be described as
soft, firm, nodular, fibrocystic, or dense, recognizing
that nodularity can be physiologic and cyclical. When
a discrete abnormality is identified, the examiner
should define it with clinically descriptive detail rather
than vague terms. This includes the exact location
using a clock-face description and the distance in
centimeters from the nipple, or by quadrant
designation supplemented with depth (superficial
versus deep), because such precision improves follow-
up consistency and supports imaging
correlation.[10][11] The clinician should estimate the
size in two dimensions, describe the shape (round,
oval, irregular), borders (well-circumscribed versus
ill-defined), surface and consistency (smooth, rubbery,
firm, hard), mobility relative to the skin and
underlying chest wall, tenderness, and whether the
lesion feels fixed. The examiner should also look for
associated findings such as focal warmth, fluctuance,
or surrounding induration, which may suggest
inflammatory or infectious processes rather than a
solid mass. Palpation then focuses on the nipple—
areolar complex, assessing for subareolar masses and
textural abnormalities. If nipple discharge is a concern,
the examiner may attempt expression by placing
fingers on either side of the areola and applying gentle
but firm pressure back toward the chest wall and then
forward toward the nipple, observing for discharge
and describing it when present by laterality, color,
character, spontaneity, and whether it arises from a
single duct or multiple ducts.[4][10][11]

Regional lymph node assessment is an
essential extension of the breast examination rather
than a separate task. After completing palpation of
breast tissue, the clinician palpates the axillary basin
and the supraclavicular and infraclavicular regions for
lymphadenopathy.[4][10][11] Axillary palpation may
be performed with the patient seated or supine; in
either position, the examiner supports the patient’s
arm to relax the axillary contents and uses the opposite
hand to palpate systematically through the central,
anterior (pectoral), posterior (subscapular), and lateral
nodes. Nodes that warrant attention are often enlarged
and firmer than the typical soft, mobile, “rubbery”
nodes encountered in benign conditions. As with
breast masses, lymph nodes should be described by
approximate size, texture, mobility, tenderness,
delimitation, and whether they appear matted or fixed.
The clinician should also note situations in which the
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axilla feels diffusely “full” without discrete nodes,
documenting whether this may reflect body habitus,
muscle bulk, or suspected matted adenopathy
requiring further assessment.[10][11] The same core
principles apply when examining the male breast. The
smaller tissue volume can make the exam technically
simpler, but careful palpation of the subareolar region
remains important, especially in the setting of a
unilateral mass, nipple changes, or gynecomastia. In
individuals with obesity or significant glandular
proliferation, a systematic approach is still required to
avoid missing a deep lesion.[4][10][11]

Documentation is the final critical
component of technique because it determines
continuity of care. High-quality documentation
communicates both what was found and what was
intentionally assessed and found to be normal.
Common descriptors include whether the breasts are
symmetrical or asymmetrical; the overall shape and
presence of scars or deformities; texture (soft, nodular,
fibrocystic, dense); whether masses are present or
absent; and detailed assessment of the nipple-areolar
complex (including inversion, discharge, and any dry
or scaly change concerning for Paget-like
pathology).[4][10][11] Skin findings should be
recorded clearly, including warmth, erythema, edema,
peau d’orange appearance, ulceration, or draining
lesions. When abnormalities are present, precision in
location and lesion characteristics is essential, as it
guides diagnostic imaging, informs specialist referral,
and supports reliable comparison across serial
examinations.[10][11]
Clinical Significance

The clinical breast examination remains a
consequential component of contemporary breast care
because it links patient-reported concerns, imaging
findings, and management decisions within a single
bedside assessment. Even when screening strategies
rely predominantly on mammography and other
imaging modalities, the physical examination provides
contextual information that can refine diagnostic
reasoning and determine the most appropriate next
step. When a suspicious lesion is detected on imaging
but is not palpable, the absence of a corresponding
physical finding does not diminish clinical concern;
rather, it often redirects the diagnostic pathway toward
image-guided tissue sampling to ensure accurate
histopathologic confirmation.[5] Conversely, when an
abnormality is clearly palpable, the examination
contributes essential descriptors—such as mobility,
depth, fixation, and associated skin change—that help
clinicians prioritize urgency, select the most
informative imaging study, and communicate
effectively with radiology and surgical teams. Beyond
oncologic evaluation, the breast exam is clinically
significant in infectious and inflammatory conditions.
In suspected cellulitis, mastitis, or breast abscess,
serial clinical observation—assessing tenderness,
erythema, induration, fluctuance, and progression or
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resolution of swelling—offers a practical method for
monitoring response to antimicrobial therapy and
determining whether drainage or escalation of care is
required.[5] The examination can also support
differentiation  between  diffuse  inflammatory
processes and localized collections that require
procedural intervention. Similarly, in patients
undergoing treatment for malignancy, the baseline and
follow-up evaluation of regional lymph nodes is not
merely descriptive; documentation of palpable
adenopathy at diagnosis may influence staging, inform
sentinel node strategies, and guide multimodal
planning across surgical and oncologic disciplines.
The presence or absence of clinically appreciable
lymph node enlargement can therefore shape
subsequent decisions regarding operative approach,
systemic therapy sequencing, and radiation planning,
underscoring how physical findings remain
operationally relevant even in an era of advanced
imaging. Importantly, the breast exam also serves a
longitudinal role in surveillance. Changes over time—
new asymmetry, evolving skin tethering, or a newly
palpable mass—may represent early disease
progression or recurrence. For this reason, carefully
documented  examination  findings  facilitate
meaningful comparison between visits and help ensure
that clinical decisions reflect true physiologic change
rather than inter-examiner variation. In aggregate, the
clinical breast examination is best understood as a
decision-guiding tool that complements imaging and
laboratory evaluation, enabling targeted investigation,
timely intervention, and coherent continuity of
care.[5]
Enhancing Healthcare Team Outcomes

Breast examination is performed across
multiple clinical contexts and by diverse professionals,
including physicians, advanced practice providers, and
nurses in appropriately trained settings, making
interprofessional alignment essential for safety and
quality. A shared understanding of the exam’s
purpose—diagnostic  clarification, evaluation of
symptomatic complaints, and correlation with
imaging—reduces variability in practice and
strengthens downstream decision-making. Although
many clinicians historically incorporated routine
clinical breast exams into screening, it is critical for
team performance to remain consistent with guideline-
informed practice, including the recognition that
regular clinical breast exams are not recommended as
a universal cancer screening strategy for women in any
risk group.[11] This knowledge helps prevent
unnecessary interventions while ensuring that
resources are directed toward evidence-supported
pathways. At the same time, outcomes improve when
the healthcare team emphasizes patient education and
symptom-responsive evaluation. Patients should be
coached to recognize the baseline appearance and
texture of their breasts and to promptly report
meaningful changes—such as a new lump, persistent
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focal pain, nipple discharge, skin dimpling, erythema,
or inversion—so that timely clinical assessment and
appropriate imaging can be initiated.[11] When team
members deliver consistent messaging, patient
adherence improves and delays in presentation may be
reduced. Nurses and allied health professionals often
play a pivotal role in reinforcing this education,
responding to patient concerns, and facilitating rapid
escalation when symptoms suggest possible
malignancy or infection. Team-based care also
enhances operational efficiency and diagnostic
accuracy. Standardized documentation language, clear
localization methods (quadrant or clock-face
descriptions), and structured handoffs between
primary care, radiology, and surgical services reduce
miscommunication and support prompt coordination
of imaging, biopsy, or referral. In symptomatic cases,
early alignment among clinicians ensures that the
breast exam findings are interpreted alongside
imaging results rather than in isolation, minimizing
fragmented care. Ultimately, optimal outcomes are
achieved when the entire healthcare team applies
guideline-consistent practice, prioritizes patient-
centered education, and maintains reliable
communication pathways that translate physical
findings into appropriate, timely diagnostic and
therapeutic action.[11]
Conclusion:
Clinical breast examination continues to hold

a critical role in modern breast health care, despite
evolving reliance on imaging modalities. Its value lies
not only in detecting palpable abnormalities but also
in contextualizing patient-reported symptoms and
supporting diagnostic decision-making. For nurses,
mastery of CBE represents both a technical
competency and a communication skill, requiring
anatomical knowledge, systematic technique, and
sensitivity to patient comfort and cultural
considerations. Although major guidelines differ on
routine CBE for screening, consensus exists regarding
its necessity in symptomatic cases, abnormal imaging
findings, and high-risk individuals. This underscores
the importance of individualized care rather than a
one-size-fits-all approach. Furthermore, accurate
documentation and interprofessional collaboration
ensure that physical findings translate into timely
imaging, biopsy, or referral, reducing delays in
diagnosis and treatment. Ultimately, CBE exemplifies
holistic nursing practice—combining evidence-based
assessment with patient education and empowerment.
By fostering breast self-awareness and encouraging
prompt reporting of changes, nurses contribute
significantly to early detection and improved
outcomes. In an era of advanced technology, the
clinical breast exam remains a low-cost, high-impact
tool that strengthens continuity of care and reinforces
the human dimension of healthcare.
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