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A B S T R A C T

The omohyoid muscle is important in radical neck dissection, as it is a landmark for this operation.
Because it divides the anterior and posterior cervical triangles into smaller triangles and its particular
relationship to the large cervical vessels, the presence of an anatomical variation of the omohyoid muscle
is important. Either belly may be absent or double; and the inferior belly may be attached directly to the
clavicle and the superior is sometimes fused with sternohyoid. Variations in the omohyoid muscle might
be linked to differences in embryological development, which could influence the muscle’s final form and
function. Anderson (Anderson, 1881) theorized that the superior belly of the omohyoid muscle is a true
infrahyoid muscle, whereas the inferior belly most likely shares a common embryology with the subclavius
muscle. As omohyoid mucle is used to achieve the reconstruction of the laryngeal muscles and bowed vocal
folds, the knowledge of the possible anomalies of the omohyoid muscle is important.
In the present study, we have found a case with two inferior bellies & aberrant course of superior belly of
omohyoid on right side of 40 years female cadaver embalmed with formalin during routine dissection at
Department of Anatomy AIIMS Gorakhpur.
Omohyoid muscle is closely related to large vessels of neck & brachial plexus, so variations in this muscle
are clinically important.
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1. Introduction

Omohyoid muscle has two bellies which are united by an
intermediate tendon. The origin of inferior belly is from the
superior border of the scapula, near the scapular notch, and
occasionally from the superior transverse scapular ligament.
The superior belly arises at the intermediate tendon, and is
ends at the inferior border of the body of the hyoid bone.
The intermediate tendon of the muscle is attached below
to the clavicle and the first rib by a band of deep cervical
fascia, which ensheathes the tendon. Either belly may be
absent or double; and the inferior belly may be attached
directly to the clavicle and the superior is sometimes fused
with sternohyoid.1 The function and embryological origin
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of this muscle was first reported by Winslow in 1743, since
then it is the subject of debate.2 In 1964, Mori classified
this muscle into five types based on their origin and
insertion.3,4 In the radical neck dissection, the omohyoid
muscle forms the important landmark for this operation. The
presence of an anatomical variation of the omohyoid muscle
is important because it divides the anterior and posterior
cervical triangles into smaller triangles and also it is related
to the large vessels.5

2. Case Report

We have found a case with two inferior bellies & aberrant
course of superior belly of omohyoid on right side of
40 years female cadaver embalmed with formalin during
routine dissection at Department of Anatomy AIIMS
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Gorakhpur. During this dissection, we observed two inferior
bellies of omohyoid. One inferior belly of omohyoid is
arising from superior border of scapula near supra scapular
notch then its fibres merges with the sheath surrounding
internal jugular vein and other inferior belly is arising from
manubrium sternum on the side of suprasternal notch. In
this way, the course of Inferior belly was totally aberrant.
Superior belly fibres blended with the fibres of sternohyoid
unlike normal course of superior belly. On the left side of
cadaver, there is no variation of omohyoid. (Figure 1)

Fig. 1: Variations of omohyoid; inferior belly (white flags) has
two origin- scapular & sternoclavicular, both inferior bellies form
intermediate tendon from which superior belly (pinned) arises &
insert by merging with the fibres of sternohyoid (pink flag), yellow
flag - sternocleidomastoid

3. Discussion

For identification of the internal jugular vein (IJV), the
omohyoid muscle is the best landmark; thus there are very
high chances of the risk of injuring the IJV during surgeries
in the lower neck region due to variation of omohyoid.6

As intermediate tendon of omohyoid is directly adhere to
anterior wall of IJV, when the omohyoid contracts, it affects
the lumen of this vessel. The shape of omohyoid muscle
often show variation with regards to different insertion
points of the superior and inferior bellies, due to common
primordium with the sternohyoid.7

Anderson theorized that the superior belly of the
omohyoid muscle is a true infrahyoid muscle, whereas the
inferior belly most likely shares a common embryology with
the subclavius muscle.8

In the anterior cervical region, the infrahyoid muscles are
formed from a muscle primordium. The muscle primordium
is first divided into a shallow layer and a deep layer.
The shallow layer becomes the splenius muscles & deep
layer forms sternothyroid and thyrohyoid. The splenius
is separated into the internal and external muscles. The
internal muscle becomes the sternohyoid muscle and runs
straight into the anterior part of cervical region. The

lower part of the external muscle grows in the external
and inferior direction and becomes the omohyoid.9 It
has been suggested that because the human omohyoid is
degenerating, the incidence of anomalies is high.

So in our case, Inferior belly has two bellies. Origin
of one inferior belly is normal as arising from scapular
notch while other belly is arising from anterior margin of
manubrium sternum on each side of suprasternal notch.
Embryologically Internal and external muscles of splenius
both are giving rise to fibres of omohyoid. Superior belly
of omohyoid is embryologically derived from external
muscles but in our case, superior belly fibres are blending
with fibres of sternohyoid as sternohyoid embryologically
develops from internal muscle of splenius. Internal and
external muscles of Splenius both are merging together at
the insertion of superior belly of omohyoid. In our case
superior belly never reaches to hyoid bone.

Currently, infrahyoid muscles are used as myocutaneous
flaps for reconstructing surgical defects.10 When the
laryngeal muscles are injured, it is repaired with the use of
omohyoid11 and bowed vocal folds can also be corrected
with the help of omohyoid.12

4. Conclusion

In our case, presence of two inferior bellies of omohyoid
might cause confusion if we are not aware of the variations
of the muscle. This is also true for surgeons & oncologists.
Thus, the knowledge of variations in omohyoid is important
for exploration in the anterior cervical region. So reporting
of this case is adding literature regarding the variations of
this muscle.
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