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Case Report

Presence of accessory coracobrachialis and its clinical importance – a case report
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Abstract
Coracobrachialis muscle is a muscle of the arm and is known to show several variations in its
attachments. During routine dissections, we found an accessory coracobrachialis muscle. It took
origin from coracoid process of scapula and got inserted to the medial intermuscular septum and
medial epicondyle of the humerus. It crossed the median nerve and brachial artery in the middle
of the arm. This accessory muscle can be used in muscle transplants. Since it crosses the median
nerve and brachial artery in the arm, compression of these structures by the muscle cannot be
ruled out.
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Introduction
Coracobrachialis is a weak flexor muscle of the arm. It
originates from the tip of the coracoid process of scapula
together with the short head of biceps brachii. Its tendon is
inserted to the middle of the medial border of humerus where
the nutrient foramen is located. The musculocutaneous nerve
usually pierces the muscle and supplies it [1, 2]. This muscle
is functionally not so important in the arm and is said to be a
weak flexor and adductor of the arm.
Coracobrachialis is known to show variations [3, 4]. The
variations reported include the presence of accessory slips
that get attached to medial epicondyle, medial supracondylar
ridge, lesser tubercle and the medial intermuscular septum.
We saw an accessory coracobrachialis muscle which is quite
unique in its attachments and has not been reported yet.

Case Report

During routine dissections for medical undergraduate
students, we observed the variation in an approximately
60-year-old male cadaver fixed in 10% formalin solution. The
variation found was on the left limb and it was unilateral.
There was an accessory coracobrachialis which took its
origin from the coracoid process of scapula. At the origin, the
muscle fused with the origin of pectoralis minor laterally
and coracobrachialis and short head of biceps medially

(Figure 1). The accessory muscle had a fleshy belly situated
medial to the coracobrachialis and it crossed superficial to
the median nerve and brachial artery from lateral to medial
side (Figures 1, 2). In the middle of the arm, the fleshy part
gradually became a tendon and the tendon partially fused
with the medial intermuscular septum and finally got
inserted to the medial epicondyle of humerus (Figure 2). The
muscle was supplied by a branch of the musculocutaneous
nerve. The musculocutaneous nerve in this case, did not
pierce the coracobrachialis. It entered the arm between the
coracobrachialis and the accessory coracobrachialis. Its
further course and distribution in the arm were as usual.

Discussion

The coracobrachialis muscle morphologically represents the
adductor compartment of the arm. But its role as an adductor
of the arm is insignificant in humans. In some mammals it is
tricipital in origin. Upper two heads are fused to take origin
from the coracoid process and enclose musculocutaneous
nerve between them. The lower head is usually suppressed in
man. In some cases it is represented by ligament of Struther
which extends from an occasional bony projection called
supratrochlear spur; from the anteromedial surface of the
lower part of the humerus to the medial epicondyle. In such
cases the median nerve and brachial artery pass deep to
the ligament. The compression of these structures by the
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Figure 1. Dissection of the left axilla and upper part of the arm
showing the accessory coracobrachialis muscle. (CP: coracoid process;
PM: pectoralis minor; SHB: short head of biceps; CB: coracobrachialis;
ACB: accessory coracobrachialis; AV: axillary vein; MN: median nerve;
UN: ulnar nerve; BA: brachial artery; LD: latissimus dorsi)

Figure 2. Dissection of the arm showing the accessory
coracobrachialis muscle and its tendon of insertion. (SHB: short
head of biceps; ACB: accessory coracobrachialis; MN: median nerve;
BA: brachial artery; LD: latissimus dorsi; ME: medial epicondyle; TACB:
tendon of accessory coracobrachialis)

ligament may lead to vascular spasm and median nerve
palsy [5]. Variations of the coracobrachialis are common [6,
7]. The most common variation is the downward extension
of its superficial part. It sometimes extends as far as medial
epicondyle [7]. Coracobrachialis may have a third head called
coracobrachialis brevis. It arises from the coracoid process
and gets inserted to the capsule of the shoulder joint or crest
of the lesser tubercle [6]. An accessory coracobrachialis has
been reported by Kopuz et al. [8]. The muscle they observed
originated from the coracoid process and had a fleshy belly
that passed in front of the biceps muscle. It was inserted to the
antebrachial fascia and the medial epicondyle. Entrapment

of median nerve and brachial artery by a tendinous arch of
coracobrachialis has been reported recently [9]. The muscle
we observed had a sufficiently large fleshy belly that crossed
the median nerve and brachial artery. This may result in
the compression of these structures. This muscle can be
used in muscle graft surgeries as it is an accessory muscle
and its removal may not cause any functional problems. In
high level median nerve palsies, the presence of accessory
coracobrachialis cannot be ruled out. When the accessory
coracobrachialis muscle is large, it may restrict the abduction
of the arm also. It may also lead to confusions in MRI and CT
scan evaluations.
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