International Journal of Anatomical Variations (2010) 3: 46–48

eISSN 1308-4038

Case Report

Accessory head of flexor pollicis longus and its significance in anterior interosseus nerve
neuropathies and precision handling
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ABSTRACT
During routine cadaveric dissection of the volar surface of the forearm of a South Indian female of 65 years, we
came across a variant of occasional/accessory head of the flexor pollicis longus muscle. It was seen bilaterally
arising from the deep surface of the flexor digitorum superficialis. It terminated by inserting into the principle
(middle one-third) tendon of flexor pollicis longus. Its clinical significance in the formation of anterior
interosseus nerve neuropathies and its probable significance in the loss of precision handling are discussed in
detail. The usage of non-invasive methods such as cross sectional imaging techniques to detect the presence of
such accessory heads of flexor pollicis muscle is also discussed. © IJAV. 2010; 3: 46–48.
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Introduction
Flexor pollicis longus is one of the deep flexors of the
forearm. It takes its origin from the grooved anterior
surface of the radius and from the adjacent interosseus
membrane and gets inserted onto the base of the distal
phalanx of the thumb [1]. It has been noted that it
frequently arises from a variable slip from the lateral
or more rarely from the medial border of the coronoid
process or also from the medial epicondyle of the humerus.
This variable slip has also been called as the Gantzer’s
muscle or occasional head [2]. The presence of Gantzer’s
muscle has been noted to be around 50-60% by AlQuattan [3] and Oh [4]. There have been various reports
of occurrence of the additional head of flexor pollicis
longus. The prevalence’s ranged from 75 % [2], 5.3 %
[5], 54.2% [6], 55% [7], 66.66% [8], 62% [9]. There have
also been reports of bilateral and unilateral presentation
of the accessory head saying that there are more chances
for it to occur bilaterally than unilaterally [3,4,8,10,11,12].
There have also been reports of variations in the origin of
the accessory head [2,3,6,7,9,10,11,13].
The flexor pollicis is supplied by the anterior interosseus
nerve which descends on the interosseus membrane
between the flexor pollicis longus and the flexor digitorum
profundus. It traverses down the forearm to supply three
muscles of the forearm namely, flexor pollicis longus,
flexor digitorum longus and pronator quadratus. The
anterior interosseus nerve syndrome is a relatively rare

clinical entity which produces a square pinch deformity
[14,15,16,17].
Case Report
During routine dissection of of a 65-year-old female
cadaver, we noted the bilateral presence of an additional
head of the flexor pollicis longus. This variable slip took
its origin from the lateral border of the coronoid process
of ulna as demonstrated in Figure 1. The further course
of the slip ran laterally and got inserted into the medial
border of middle third of the belly of the flexor pollicis
longus muscle (Figure 2).
Discussion
The accessory head of flexor pollicis longus usually
presents itself as lying between the median nerve and the
anterior interosseus nerve, the former lying anteriorly and
the latter posteriorly [2,7,8,10,12]. There have also been
reports by Dellon & Mackinnnon [11] and Al – Quattan
[3] stating that the nerve passed anteriorly to the muscle
belly. According to a study done on 240 limbs prevelance
of accessory head of flexor pollicis longus (AHFPL)
was observed in 149 specimens. In these 149 specimens,
four patterns of relationships of AHFPL with anterior
interosseous nerve (AIN) were noted: 1) AIN passed
anterior to AHFPL, 13.4% (20/149); 2) AIN passed lateral
to AHFPL, 65.8% (98/149); 3) AIN passed posterior to
AHFPL, 8.1% (12/149); and 4) AIN passed both lateral
and posterior to AHFPL, 12.8% (19/149) [9]. Anterior
interosseus nerve is susceptible to entrapment by soft
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Figure 1. Anterior view of the right forearm. (FDS: flexor digitorum
superficialis; FPL: flexor pollicis longus; 1: median nerve; 2: anterior
interosseus nerve; 3: accessory head of flexor pollicis longus)

Figure 2. Antero-lateral view of left forearm. (FDS: flexor digitorum
superficialis; FPL: flexor pollicis longus; 1: median nerve; 2: anterior
interosseus nerve; 3: accessory head of flexor pollicis longus)

tissue, vascular and bony structures. Palsy of the anterior
interosseus nerve has been described in association with
neuralgic amyotrophy, isolated neuritis and entrapment
neuropathy [18]. Repetitive trauma to the forearm and
structural anomalies cause anterior interosseous nerve
syndrome [19] Hence it would be plausible that anterior
interosseus nerve passing posteriorly or laterally to the
additional head of flexor pollicis longus muscle would be
more likely to be associated with anterior interosseous
nerve syndrome due to anatomic considerations.
Flexor pollicis longus stabilizes the flexed phalanx of the
thumb. In precision handling (finger- thumb prehension)
and powerful grip (full hand prehension) the flexor
pollicis longus acts as a stabilizer [20]. Kaplan [21] has
described a case of a long standing flexion contracture
of the inter- phalangeal joint of the thumb following a
fracture dislocation of the elbow which was later found to
be due to the cicatricial contraction of the accessory belly
of the flexor pollicis longus and had to be subsequently
elongated to correct the deformity. Hence in a flexion
deformity of the thumb, involvement of the occasional
head has to be kept in mind [10]. According to Levangie
and Norkin [20], the architecture of the whole muscle may
be important in determining muscle function, structural

variations affect not only the overall shape and size of the
muscle but also function of the skeletal muscle especially
range of motion. The additional head of flexor pollicis
longus is made of fusiform muscle fibers in opposition
to unipennate muscle fibres of flexor pollicis longus. The
function of fusiform muscle fiber is in direct opposition
to unipennate fibres.
Hence it could be said that this could lead to an extra
strain on the normal functional movements of the flexor
pollicis longus, which could in turn lead to loss of precise
and skilful movements. Hemmady [8] also states that the
presence of the occasional head has to be borne in mind
during anterior approaches to the proximal radius and the
elbow joint, as also during a decompressive fasciotomy
for compartment syndrome of the forearm.
A large number of accessory muscles have been chronicled
in surgical and radiological literature, but the number
of case reports is limited. Hence the presence of an
accessory muscle must not be ruled out while diagnosing
neuropathies of different types, a few of which are carpal
tunnel, Guyon’s canal, cubital tunnel and tarsal tunnel.
To conclude a careful evaluation of fibrous tunnels for an
accessory muscle may help identify such a muscle as the
causative factor.
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