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The anatomy textbooks describe the most 

commonly observed features of every structure. 
But a knowledge of abnormalities is useful for :? 

1. Surgeons operating upon various regions 
of the body. 

2. Students of comparative anatomy to 
connect up the missing links in the story of 
evolution. 

In the experience of the writers, after dissection 
of a large number of cadavers in the Medical 
College, Amritsar, some abnormalities of minor 
or major degree are present in most of the bodies. 
The following muscular abnormalities are 

sufficiently rare to merit record :? 

(/) Abnormal muscle in the axilla (figure 1) 
On the right side of the body, a slender 

fusiform muscle about 5 inches long and l/6th 
inch thick was seen arising from the lateral part 
of the costo-coracoid ligament on the lateral 
side of the first part of the axillary artery. It 
then passed behind the axillary artery and vein 
and wound round to their medial side, reaching 
the posterior fold of axilla where it ended by 
dividing into a number of fibrous strands which 
fused with the latissimus dorsi. 

Relations.?Near the lateral side of the first 

part of axillary artery the abnormal muscle 

passed between the posterior and lateral cords 
of the brachial ploxus. Then passing deep to 
the medial cord and axillary vessels, it came 
to lie along the medial side of axillary vein. 
Near the posterior fold of axilla the muscle 
deviated away from the axillary vessels to be 
inserted into the latissimus dorsi by means of a 
number of fibrous strands. 

From above downward the muscle was lying 
on the serratus anterior, subscapularis and 
latissimus dorsi muscles separated by the nerve 
to serratus anterior, subscapular nerves, nerve 
to latissimus dorsi and subscapular vessels. 

In its terminal part the muscle was on the 
medial side of the circumflex and radial nerves. 

The superficial relations of the muscle.,were 
numerous. Close to the first part of axillary 
artery, clavipectoral fascia, structures piercing 
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it and clavicular head of the pectoralis major 
were superficial. 
Along second part of axillary artery, the 

structures which were superficial to it were the 
medial cord of brachial plexus, axillary vessels, 
pectoralis minor and pectoralis major'. 

In the rest of its course, it was only covered 
by superficial and deep fascia. 
There was no corresponding muscle on the 

left side. Nerve supply : Derived from the 
nerve to latissimus dorsi muscle. 

The following were the chief characteristics 
of this abnormal muscle : 

1. The muscle passed through the cords and 
branches of brachial plexus which was not 
interfered in its formation and branching. 

2. It passed deep to the axillary artery, 
pectoralis minor and major to reach the costo- 
coracoid ligament. 
Comment.?A careful study of the literature 

has failed to throw light on the evolution of 
this muscle. Axillary arch, a derivative of 

panniculus carnosus of mammals, is comprehen- 
sively described. This voluntary muscular slip 
usually stretches across the base of the axilla 
from the latissimus dorsi to one of the follow- 

ing structures passing in front of the axillary 
artery : pectoralis major, coraco-brachialis, 
pectoralis minor or the coracoid process. Basu 
has described modified axillary arch which was 
passing from the latissimus dorsi transversely 
to the fibres of an abnormal pectoralis minor. 
Balbir Singh described an abnormal muscle 

arising from the tendon of latissimus dorsi and 
going to the capsule of the shoulder joint across 
posterior wall of axilla : other features of the 
muscle described by Singh are : (1) It was a 
muscle sheet 5 inches X 1 inch. (2) It reached 
the capsule of the shoulder joint. (3) There 
was an abnormal formation of 'the posterior 
cord of the brachial plexus. This muscle 
resembled the muscular anomaly described by 
the writers inasmuch as that it was passing deep 
to the axillary artery. In the opinion of the 
writers both these abnormal muscles are not 

the vestiges of panniculus carnosus. The nerve 

supply indicates that this muscle is derived 
from the latissimus dorsi musculature. 

(II) Accessory omohyoid {figure 2) 
In the neck of the same body, on the right 

side, another muscular abnormality was observed. 
A muscle was seen running parallel and 

immediately below the inferior belly of omo- 

hyoid. The muscle was 3\ inches long and -g-rd 
inch broad. It has a muscular tendinous origin 
from the lateral margin of lower part of 
sternohyoid muscle, about 1? inches above the 
medial end of the right clavicle. It was 

inserted into the posterior border of clavicle at 
the junction of its lateral and middle thirds. 

At its origin the muscle was under cover of the 
sternomastoid. It passed laterally superficial 
to the internal jugular vein, scalenus anterior, 
phrenic nerve, transverse cervical artery and 
middle and lower trunks of the brachial plexus. 
Its nerve supply was derived from the ansa 

hypo-glossi. There was no corresponding muscle 
on the left side. 

Comment.?The muscle described above is 

accessory omohyoid. Le Double has found a 

muscular slip extending from the clavicle in 3 
per cent of instances. Its upper attachment 
to the sternohyoid muscle is easily explained by 
the fact that both the sternohyoid and omohyoid 
have a common origin from the ventral portions 
of the ventrolateral divisions of the first 
three cervical myotomes. To begin with they 
represent a single muscle mass. The ventral 

sternohyoid portion obtains distal attachment 
to the sternum and medial end of the clavicle 
whereas dorsal omohyoid portion gets attached 
to the superior border of the scapula. The two 

parts thus get differentiated and separated in 
the lower part of the neck. The intervening 
muscular tissue retrogresses, becomes fibrous and 
forms the middle layer of cervical fascia which 
is attached above to the hyoid bone (like 
sternohyoid and superior belly of omohyoid) 
and distally to the posterior surface of sternum, 
clavicle and lower order of the inferior belly of 
omohyoid. This accessory omohyoid muscle is 
a persistent part of the original muscle mass 
between the sternohyoid and inferior belly of 

omohyoid. 

(Ill) Third head of gastrocnemius 
In the left popliteal fossa, a muscle 3 inches in 

length and % inch in width was seen arising from 
the middle of the popliteal surface of the femur 
| inch above the intercondyler notch, where it 
was anterior to the popliteal vessels (figure 3) , 
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The superior lateral genicular vessels passed 
laterally deep to the muscle near its origin^ The 
muscle passed along the lateral side of the 

popliteal vessels and medial popliteal nerve into 
the interval between the medial and lateral heads 
of gastrocnemius where becoming aponeurotic it 
fused with the deep fascia of the leg. In its 
terminal part it passed superficial to the 
muscular branches for the lateral head of 

gastrocnemius arising from the medial popliteal 
nerve and popliteal artery. Laterally this 
muscle was related to the plantaris above and 
lateral head of the gastrocnemius below. The 
nerve supply was derived from the medial 

popliteal nerve. 

Comment.?This abnormal muscle appears to 
be a modification of the third head of gastroc- 
nemius which is very rarely present in human 
beings. The difference between the third head 
of gastrocnemius and the abnormal muscle 
described is that in the former the insertion is 
into the gastrocnemius muscle. The tendo- 
calcaneus is often called triceps sural (being 
composed of 3 strong muscular bellies, i.e. labral 
and medial heads of gastrocnemius and soleus). 

Plantaris is not taken into account in this 
nomenclature. An additional muscle, which may 
be (i) an extra head of gastrocnemius or (ii) 
accessory soleus or (Hi) a muscular slip from 
biceps femoris or semimembranosus, sometimes 
joins the tendo-calcaneus and the tendon is then 
called quadriceps sura. But this abnormal 
musole was inserted not into the tendo-calcaneus 

but into the deep fascia of the leg. Hence the 
tendon cannot be called quadriceps surae. 
The abnormal muscle is thus a modified third 

head of gastrocnemius. 

{IV) An abnormal slip of muscle 
A muscular slip about 6 inches long and 

1 inch broad was taking origin from the 

posterior tubercle of the transverse process of 
the fourth cervical vertebra of the right side 

(figure 4). It was running immediately below 
the levator scapulsc whose origin was limited to 
the first three cervical transverse processes. The 
levator scapulae was normally inserted into the 
medial border of the scapula from the superior 
angle to the root of the spine of the scapula. 
The abnormal slip passed deep to the rhomboids, 
and superficial to the serratus posterior superior 
and was inserted into the fascia covering the 
serratus anterior muscle by an aponeurotic sheet 
2 inches X 1 inch near the lower third of the 
lateral border of the right scapula. Its nerve 
supply was derived from the nerve to the 
levator scapulae. 

Comment.?This abnormality can be explained 
.by the fact that in lower mammals the levator 
scapula was primarily continuous with the 
serratus anterior. The lower portion of the 
muscle has retained the primitive relationship. 

(V) Abnormal sternothyroid muscle 
The oblique line on the external surface 

of the thyroid cartilage gives attachment to the 

Plarvtai'i-e. 

LdiPep.Nerve. 

3*'d' Meacl 'Gatiro 

Qa-b'trocncjniu* 

m * 

va*?us Lat 

0SK>$. 

Senitfficff&ftl 
?to6Uit 

pofixfeoZ^yt- 

Poj>2lfe<ibK 

Splen iuf, C<y>yh$ 
7?7'Of>egiui>- 

Mil til ?BTMilkW 7 /If J 
^ 

Semi$j>inali$ C<\pihz. 

Levator Scapulae 
XSr7S,fKKIXK \ 'P*J , 

/)hiVOVV\a.1 Slip- 

Serr. 

JZhoirtboi cleu.s 
S^Tiiior- 

&iornJ>oicleix.s 

>Serr. Arii 

r?q 4. 



April, 1952] MUSCULAR ANOMALIES : GULATI, CHAND & CHOPRA 157 

thyrohyoid muscle, sternothyroid muscle and the 
inferior constrictor muscle (figure 5A). 

In one body, it was noted that the super- 
ficial fibres of the sternothyroid were passing 
uninterruptedly on to the surface of thyro- 
hyoid. The deeper fibres of both muscles had 
normal attachment to the oblique line. In 
addition the posterior fibres of the sternothyroid 
became continuous with the upper fibres of the 
inferior constrictor (figure 5B). 
Comment.?The continuity of the fibres of 

thyrohyoid and sternothyroid is easily explained, 
as they both are morphologically derived from 
the upper three cervical myotomes. This con- 

tinuity is found in a fair percentage of bodies. 
The continuity of the inferior constrictor, which 
has a different origin and nerve supply, is 
difficult to explain. 

(VI) Abnormal slip from brachials 
A muscular slip about 34 inches long and 

^?rd of an inch thick was seen arising from 

the lateral part of brachialis and the lateral 
intermuscular septum above the entrance of 
radial nerve through the intermuscular septum 
into the anterior compartment of the arm. This 
muscular slip was found joining the brachio- 
radialis at the level of the elbow joint. The 
main origin of the brachio-radialis from the 
lateral supracondyler line was normal (figure 6). 
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Nerve supply was derived from the radial nerve 
at its entrance into the anterior compartment. 
Comment.?Brachialis is a composite muscle, 

the major portion of which is derived from the 

pre-axial muscle sheet, while the lateral portion 
of it comes from the posterior axial sheet. This 
lateral portion may separate from the rest of 
the muscle and end like the other posterior axial 
muscles. In this case the muscle was terminating 
into the brachioradialis which is derived from 
the posterior axial muscles. 

Our thanks are due to Dr. Balbir Singh, Professor 
of Anatomy, for his help in the preparation of this 
article. 
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