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Abstract 

Rationale: Atrial fibrillation (AF) is the most common arrhythmia. It is known leading cause of ischemic cerebrovascular 

accidents. Yasser’s fibrillation (sinusoidal AF) or mixed AF is a new cardiovascular discovery. The partial sino-atrial nodal 

function has an essential role in the presence of sinusoidal AF (Yasser’s fibrillation) or mixed AF and its interpretation. 

Sinusoidal AF (Yasser’s fibrillation) or mixed AF may be balanced between AF and normal sinus rhythm.  

Patient concerns:   A 23-year-old, single male farmer Egyptian patient was presented to the physician outpatient clinic 

with Yasser’s fibrillation (Sinusoidal AF) and chest pain. The patient was referred and admitted to the intensive care unit 

(ICU) for AF with chest pain.  

Diagnosis Yasser’s electrocardiographic wave with Bilobed Apical Floating Heart Syndrome in a young with Yasser’s 

fibrillation (Sinusoidal atrial fibrillations) and a strange extremely rare associated rhythm.  

Interventions: Chest X rays, electrocardiography, oxygenation, IV amiodarone, and echocardiography.  

Outcomes: Dramatic response and excellent outcomes were the results.  

Lessons: Bilobed Apex heart with Floating Heart syndrome is an innovative cardiovascular and radiological discovery. 

The Bilobed Apex heart with Floating Heart syndrome with "Yasser’s Electrocardiographic Palpitations Waves" and off-

phenomenon post-amiodarone IVB injection are remarkable innovative constellations. "Yasser’s Electrocardiographic 

Palpitations Waves" was shortly described as a superficial upright wave associated with unusual palpitations. Bilobed Apex 

heart with Floating Heart has no known cause. It is mostly congenital. The senses of sudden heart stoppage, generalized 

fatigue, vertigo, acute confusion, generalized body relaxation, a sense of separation from the environment, and a sense of 

no abnormality within minutes of amiodarone IVB injection are an off-phenomenon. 

Keywords: yasser’s electrocardiographic wave; bilobed apex; floating heart syndrome; congenital heart diseases; 

yasser’s fibrillation; u waves; sinusoidal atrial fibrillations; atrial fibrillation 

Abbreviations 

AF: Atrial fibrillation 

    CHF: Chronic heart failure  

    CVA: Cerebrovascular accidents  

    ECG: Electrocardiogram 

    ICU: Intensive care unit 

    ED: Emergency department 

    IHD: ischemic heart disease 

    O2: Oxygen 

    POC: Physician outpatient clinic 

    SAN: Sino-atrial nodal 

    TEE: Transesophageal echocardiogram  

    VR: Ventricular rate  
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Introduction:  

Atrial fibrillation (AF) is the most common arrhythmia. AF is an abnormal 

arrhythmia characterized by rapid and irregular beating of the atrial 

chambers of the heart [2]. It is known leading cause of ischemic 

cerebrovascular accidents (CVA). The elderly, hypertension, underlying 

heart and lung disease, congenital heart disease, heavy alcohol consumption, 

stress, illicit drug use, atrial ischemia, advanced age, Inflammation, genetic 

factors, and, neurological, and endocrine disorders are trigger risk factors 

for AF [1]. Aging populations are parallel with improved outcomes in 

several chronic diseases that lead to AF diagnoses. Transient ischemic attack 

(TIA), ischemic CVA, chronic heart failure (CHF), systemic embolism, and 

sudden cardiac death (SCD) are associated catastrophic with AF [3]. AF may 

be paroxysmal (less than seven days) or persistent (more than seven days) 

[4]. Symptoms vary from asymptomatic to chest pain, palpitations, 

palpitations, dyspnea, nausea, dizziness, profuse sweating, and fatigue. The 

ECG is essential for the diagnosis of AF. An irregular irregularity pattern 

with no distinguishable p-waves is essential for the diagnosis of AF. 

Fibrillatory waves may be present may be absent [1]. Transesophageal 

echocardiogram (TEE) is a choice for evaluating for atrial thrombus 

secondary to AF. TEE should always be done before cardioversion in these 

patients to minimize the risk of stroke [5,6]. Screening for AF during routine 

examination is a cost-effective strategy compared with no screening. 

Screening with pulse monitoring is nearly the most cost-effective strategy 

[6]. The management of atrial fibrillation in the acute setting depends on 

hemodynamic stability and risk stratification [1]. Anticoagulants, anti-

arrhythmic drugs, devices, and non-pharmacologic measures in the last 30 

years have improved the cardiac functionality of AF [7]. Non-

pharmacological therapy including ablation therapy and pacemaker 

implantation are considered. Pacing is used for severe cases resulting in CHF 

in AF [8-10]. Yasser’s fibrillation (Sinusoidal AF) or mixed AF is a new 

cardiovascular discovery. The partial sino-atrial nodal (SAN) function has 

an essential role in the presence of Sinusoidal AF (Yasser’s fibrillation) or 

mixed AF and its interpretation. Sinusoidal AF (Yasser’s fibrillation) or 

mixed AF may be balanced between AF and normal sinus rhythm (NSR). 

The percentages of normal sinus beats to AF beats in the cases of Sinusoidal 

AF (Yasser’s fibrillation) may be a guide for the approximate healthy or sick 

part of the SAN [11,12]. 

Case presentation: 

A 23-year-old single young male farmer Egyptian heavy smoker patient was 

presented to the physician outpatient clinic (POC) with presyncope, 

tachypnea, angina, and palpitations. The chest pain was non-specific. He 

gave a history of daily 10 cigarettes for about 5 years. There was no history 

of the same attack. The patient denied a history of other relevant rheumatic 

or congenital heart diseases, drugs, or other special habits. Oral consent was 

taken. Upon general physical examination; generally, the patient has 

anxiety, irritability, tachypnea, and distress with an irregular tachycardia 

pulse rate of VR; 140 bpm, blood pressure (BP) of 100/70 mmHg, 

respiratory rate of 20 bpm, a temperature of 36°C, and pulse oximeter of 

oxygen (O2) saturation of 95%. Irregular tachycardia was heard on chest 

auscultations. Currently, the patient was referred and admitted to the ICU 

for atrial fibrillation with chest pain. Initially, the patient was treated with 

O2 inhalation by O2 system line (100%, by simple mask, 5L/min). One 

amiodarone IVB amp (150 mg) diluted in 100 ml Dextrose 5% 

(concentration 1.5 mg/ml) was given over 10 minutes. Within 3 minutes of 

the above amiodarone IVB injection, the patient senses a sudden heart 

stoppage, generalized fatigue, vertigo, acute confusion, generalized body 

relaxation, a sense of separation from the environment, and a sense of no 

abnormality. Maintained amiodarone IVI amps (360 mg) diluted in 500 ml 

Dextrose 5% (with concentration 1.8 mg/ml) over next 6 hours, then 

amiodarone IVI amps (540 mg) diluted in 500 ml Dextrose 5% (infusion 

rate 0.5 mg/minutes) over next 18 hours were given. The patient was hourly 

monitored for temperature, pulse, blood pressure, ECG, and O2 saturation. 

The initial ECG tracing was done on the initial presentation in the POC 

showing Yasser’s fibrillation (sinusoidal atrial fibrillations) (of VR: 137) 

with to one-to-one triple rhythm of sinus beat, junctional beat, and pre-

exciting beat. There are coved T-waves with wide coved p-wave, squared 

ST-segment elevation with wide coved p-wave, and squared ST-segment 

elevation with pre-exciting p-wave with some irregularities (Figure 1A). 

The second ECG tracing was taken within 2 minutes of the above ECG 

showing Yasser’s fibrillation (sinusoidal AF) (of VR: 131) with alternation 

of variable triple rhythm of sinus beat, junctional beat, and Ta wave. There 

are also coved T-waves with wide coved p-wave, squared ST-segment 

elevation with wide coved p-wave, and squared ST-segment elevation with 

large irregularities (Figures 1B and 2A). The patient is still complaining of 

palpitations. So, the third ECG tracing was taken within 30 hours of the 

above ECG tracing and after the above management showing normal sinus 

rhythm (NSR of VR: 67) with abnormal superficial upright waves among T 

waves and P waves which upright in all leads except aVR is superficially 

inverted. It is flat in aVL and V1 (Figures 1C and 2B). The patient is still 

complaining of palpitations. So, the fourth ECG tracing was taken within 4 

days of the first ECG tracing and after the above management showing NSR 

(of VR: 60) with superficial upright waves among T waves and P waves 

which upright in all leads except aVR and V1 is abnormal superficially 

inverted. It is flat in aVL (Figure 1D). The fifth ECG tracing was taken 

within 7 days of the first ECG and after the above management showing 

NSR (of VR: 79) with abnormal superficial inverted waves among T waves 

and P waves in V1-3 (Figure 1E). The plain chest-XR film was done on the 

second day of the presentation showing the bilobed apex and air space 

between the lower surface of the heart and diaphragm (Figure 3A). 

Echocardiography was done on the second day of presentation showing no 

abnormalities with normal ejection fraction (EF) (71.23 %) (Figure 3B). 

The initial complete blood count (CBC) after discharge; Hb was 13.6 g/dl 

(during hospitalization; 15.7 *103/mm3), RBCs; 4.79*103/mm3 (during 

hospitalization; 5.66*103/mm3), WBCs; 3.2*103/mm3 (during 

hospitalization; 4.7*103/mm3); (Neutrophils; 44 %, Lymphocytes: 45%, 

Monocytes; 9%, Eosinophils; 2% and Basophils 0%), and Platelets; 

178*103/mm3 (during hospitalization; 233*103/mm3). SGPT was (22.4 U/L) 

and SGOT was (20.8U/L). TSH was (1.39ulU/ml). RBS was (105 mg/dl). 

Serum creatinine (0.92mg/dl) and blood urea was (31.5 mg/dl). Plasma 

sodium was (139.6mmol/L). Serum potassium was (4.17mmol/L). Total 

calcium was (8.9mg/dl). The troponin I test was negative. Yasser’s 

electrocardiographic wave with Bilobed Apical Floating Heart Syndrome in 

a young with Yasser’s fibrillation (Sinusoidal atrial fibrillations) and strange 

extremely rare associated rhythms was the most probable diagnosis. 

Within a few minutes of starting the above amiodarone IVB, the patient 

showed dramatic clinical and electrocardiographic improvement. The 

patient was discharged within 24 days after clinical stabilizations and 

electrocardiographic improvement and continued on amiodarone tablets 

(200mg, BID, with gradual tapering) and diltiazem tablets (60 mg, OD. 

Further recommended cardiac follow-up was advised. 
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Figure 1: Serial ECG tracings; A. tracing was taken on the initial presentation in the POC showing Yasser’s fibrillation (sinusoidal atrial 

fibrillations) (of VR: 137) with one to one-to-one triple rhythm of sinus beat (orange arrows), junctional beat (green squares), and pre-exciting beat 

(lime arrows). There are coved T-wave (dark blue circles) with wide coved p-wave (orange arrows), squared ST-segment elevation with wide coved 

p-wave (orange arrows), and squared ST-segment elevation (green squares) with pre-exciting p-wave (lime arrows) with some irregularities. B. 

tracing was taken within 2 minutes of the above ECG showing Yasser’s fibrillation (sinusoidal AF of VR: 131) with alternation of variable triple 

rhythm of sinus beat, junctional beat (dark blue and lime arrows), and Ta wave (yellow arrows). There are also coved T-wave with wide coved p-

wave (orange arrows), squared ST-segment elevation (green squares) with wide coved p-wave (orange arrows), and squared ST-segment (green 

squares) elevation with large irregularities. C. tracing was taken within 30 hours of the above ECG tracing and after the above management showing 

normal sinus rhythm (NSR of VR: 67) with abnormal superficial upright waves among T waves and P waves which upright in all leads (orange 

arrows) except aVR is superficially inverted (lime arrow). It is flat in aVL and V1 (light blue arrows). D. tracing was taken within 4 days of the first 

ECG tracing and after the above management showing NSR (of VR: 60) with superficial upright waves among T waves and P waves which upright 

in all leads (orange arrows) except aVR and V1 (lime arrows) is abnormal superficially inverted. It is flat in aVL (light blue arrows). E. tracing was 

taken within 7 days of the first ECG and after the above management showing NSR (of VR: 79) with abnormal superficial inverted waves among T 

waves and P waves in V1-3 (lime arrow). 
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Figure 2: Serial ECG strips; A. strip tracing was taken on the initial presentation in the POC showing Yasser’s fibrillation (sinusoidal AF) with the 

same changes in the above A and B tracing. B. strip tracing was taken within 4 days of the first ECG tracing and after the above management showing 

NSR (of VR: 60) with abnormal superficial upright waves among T waves and P waves. 

 

Figure 3A; Chest x-ray was done on the second day of presentation showing bilobed apex (red circle, light blue arrows, and golden circumferential 

arrows) and air space between the lower surface of the heart and diaphragm (lime arrows). 

 

Figure 3B; was done on the second presentation day and showed no abnormalities with normal EF (71.23 %, yellow rectangle and light blue arrow).  
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Discussion  

• Overview: 

• A young, single male farmer Egyptian patient was presented to the 

physician outpatient clinic with Yasser’s fibrillation (Sinusoidal AF) and 

chest pain. The patient was referred and admitted to the intensive care unit 

(ICU) for AF with chest pain.   

• The primary objective for my case study was the presence of a young, 

single male farmer Egyptian patient who presented with Yasser’s 

fibrillation (Sinusoidal AF) in the ICU. 

• The secondary objective for my case study was how you would 

manage this case in the ICU. 

• An irregular irregularity pattern with no distinguishable p-waves was 

indicated for the diagnosis of AF (Figures 1A, 1B, and 2A). 

• Interestingly, the presence of sinus beats with AF beats will strengthen 

the higher suspicion for the diagnosis of Yasser’s fibrillation (Sinusoidal 

AF) (Figures 1A, 1B, and 2A). There are sporadic P waves in the 

presence of underlying AF supporting the diagnosis of Yasser’s 

fibrillation (Sinusoidal atrial fibrillations) or mixed AF [11,12]. 

• The dramatic response of Yasser’s fibrillation (Sinusoidal AF) to IVB 

amiodarone happened. 

• The presence of these abnormal superficial upright waves among T 

waves and P waves in all leads but superficially inverted in aVR and flat 

in aVL and V1 (Figures 1C and 2B) or upright in all leads but 

superficially inverted in aVR and V1 and flat in aVL (Figure 1D) is a 

significant. 

• These superficial upright waves were associated with unusual 

palpitations even, when the patient was calm, connected to the ECG 

apparatus, and even after stoppage of both oral amiodarone and diltiazem. 

These new abnormal waves which are associated with unknown 

palpitations exclusively named "Yasser’s Electrocardiographic 

Palpitations Waves". 

• U waves were the most probable and important differential diagnosis for 

"Yasser’s Electrocardiographic Palpitations Wave: the current ECG case 

study. The persistence of these abnormal waves among T and P waves, 

absence of organic cardiac diseases, normal thyroid functions, normal 

electrolytes, and extension of these waves in all ECG leads, will strongly 

exclude the diagnosis of U waves [13]. U waves often register in all leads 

except V6, most frequently in V2 and V3. In tachycardia or hypocalcemia, 

the U wave is superimposed on the T wave. In tachycardia, the U wave 

fuses with the R wave of the next cardiac cycle. Prominent U waves (more 

than 1-2 mm or 25% of the height of the T wave.) are most commonly 

seen in hypokalemia. It may be caused by hypercalcemia, thyrotoxicosis, 

digitalis, epinephrine, and Class 1A and 3 antiarrhythmic, congenital long 

QT syndrome, and intracranial hemorrhage. An inverted U wave may 

represent cardiac ischemia (especially with left anterior descending 

coronary artery disease or left ventricular volume overload [14-18]. An 

inverted U wave may be a specific ECG sign of myocardial ischemia [19]. 

• The origin of these abnormal waves is unknown. Its presence with 

complaining of palpitations may be as delayed repolarization of Purkinje 

fibers, prolonged repolarization of mid-myocardial “M-cells”, 

repolarization of the papillary muscle, and after-potentials resulting from 

mechanical forces in the ventricular wall are suggested theories [13]. 

• The irregular alternation among the sinus beats, junctional beats, 

prexciting beats, and fibrillatory waves or Ta waves happened (Figures 

1A, 1B, and 2A). 

• Bilobed apical heart in the chest-X-ray film with a large space between 

the diaphragm and inferior surface of the heart (Figure 3A) may support 

the new diagnosis of Bilobed Apex, Floating Heart Syndrome. There is 

no known interpretation for this bilobed apex. It may be congenital 

(Figure 4) 

• The patient's description of senses a sudden heart stoppage, generalized 

fatigue, vertigo, acute confusion, generalized body relaxation, a sense of 

separation from the environment, and a sense of no abnormality within 3 

minutes of amiodarone IVB injection was noted. 

• This may be an off-phenomenon with a new and important description 

post-acute reliving of arrhythmia. There are no known pathophysiological 

mechanisms. Recirculation after sudden reliving of associated arrhythmia 

may be suggestive interpretation theory.  

• I can’t compare the current case with similar conditions. There are no 

identical or known cases with the same management for near comparison. 

• The only limitation of the current study was the unavailability of 

electrophysiological study and coronary angiography. 

 
Figure 4- The author caricatures a display of a Bilobed Apex heart with Floating Heart syndrome with "Yasser’s Electrocardiographic Palpitations 

Waves". 
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Conclusion and Recommendations 

• Bilobed Apex heart with Floating Heart syndrome is an innovative 

cardiovascular and radiological discovery. 

• The Bilobed Apex heart with Floating Heart syndrome with "Yasser’s 

Electrocardiographic Palpitations Waves" and off-phenomenon post-

amiodarone IVB injection are remarkable innovative constellations.  

• "Yasser’s Electrocardiographic Palpitations Waves" was shortly 

described as a superficial upright wave associated with unusual 

palpitations. 

• Bilobed Apex heart with Floating Heart has no known cause. It is mostly 

congenital. 

• The senses of sudden heart stoppage, generalized fatigue, vertigo, acute 

confusion, generalized body relaxation, a sense of separation from the 

environment, and a sense of no abnormality within 3 minutes of 

amiodarone IVB injection are an off-phenomenon. 
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