
954 UNIT 9  /  Responses to Altered Cardiac Function

Heart Sounds Assessment
See guidelines for cardiac auscultation in Box 30–3.

■ An accentuated S1 occurs with
tachycardia, states in which
cardiac output is high (fever,
anxiety, exercise, anemia,
hyperthyroidism), complete
heart block, and mitral
stenosis.

■ A diminished S1 occurs with
first-degree heart block, mitral
regurgitation, CHF, CAD, and
pulmonary or systemic HTN.
The intensity is also decreased
with obesity, emphysema, and
pericardial effusion. Varying
intensity of S1 occurs with
complete heart block and
grossly irregular rhythms.
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Figure 30–11 ■ Areas for auscultation of the heart.

Technique/Normal Findings Abnormal Findings

Identify S1(first heart sound)
and note its intensity. At each
auscultatory area, listen for
several cardiac cycles. See
Figure 30–11 ■ for
auscultation areas. S1 is
loudest at the apex of the heart.

BOX 30–3 Guidelines for Cardiac Auscultation

1. Locate the major auscultatory areas on the precordium (see
Figure 30–11).

2. Choose a sequence of listening. Either begin from the apex
and move upward along the sternal border to the base, or
begin at the base and move downward to the apex. One
suggested sequence is shown in Figure 30–11.

3. Listen first with the client in the sitting or supine position. Then
ask the client to lie on the left side, and focus on the apex.
Lastly, ask the client to sit up and lean forward. These position
changes bring the heart closer to the chest wall and enhance

auscultation. Carry out the following steps when the client
assumes each of these positions:
a. First, auscultate each area with the diaphragm of the

stethoscope to listen for high-pitched sounds: S1, S2,
murmurs, pericardial friction rubs.

b. Next, auscultate each area with the bell of the stethoscope
to listen for lower pitched sounds: S3, S4, murmurs.

c. Listen for the effect of respirations on each sound; while the
client is sitting up and leaning forward, ask the client to
exhale and hold the breath while you listen to heart sounds.

Listen for splitting of S1.
Splitting of S1 may occur during
inspiration.

■ Abnormal splitting of S1 may be heard with right bundle branch block and premature
ventricular contractions.

Identify S2 (second heart
sound) and note its intensity.
S2 immediately follows S1 and is
loudest at the base of the heart.

An accentuated S2 may be heard with HTN, exercise, excitement, and conditions of
pulmonary HTN such as CHF and cor pulmonale.
■ A diminished S2 occurs with aortic stenosis, a fall in systolic blood pressure (shock), and

increased anteroposterior chest diameter.

Listen for splitting of S2. No
splitting of S2 should be heard.

■ Wide splitting of S2 is associated with delayed emptying of the right ventricle, resulting in
delayed pulmonary valve closure (e.g., mitral regurgitation, pulmonary stenosis, and right
bundle branch block).

■ Fixed splitting occurs when right ventricular output is greater than left ventricular output
and pulmonary valve closure is delayed (e.g., with atrial septal defect and right ventricular
failure).

■ Paradoxical splitting occurs when closure of the aortic valve is delayed (e.g., left bundle
branch block).

Identify extra heart sounds in
systole. Extra heart sounds are
not present.

■ Ejection sounds (or clicks) result from the opening of deformed semilunar valves (e.g.,
aortic and pulmonary stenosis).

■ A midsystolic click is heard with mitral valve prolapse (MVP).M
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