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Unusual morphology of the superior belly of
omohyoid muscle
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Abstract: Though anomalies of the superior belly of the omohyoid have been described in medical literature, absence of
superior belly of omohyoid is rarely reported. Herein, we report a rare case of unilateral absence of muscular part of superior
belly of omohyoid. During laboratory dissections for medical undergraduate students, unusual morphology of the superior
belly of the omohyoid muscle has been observed in formalin embalmed male cadaver of South Indian origin. The muscular part
of the superior belly of the omohyoid was completely absent. The inferior belly originated normally from the upper border of
scapula, and continued with a fibrous tendon which ran vertically lateral to sternohyoid muscle and finally attached to the lower
border of the body of hyoid bone. The fibrous tendon was about 1 mm thick and received a nerve supply form the superior root
of the ansa cervicalis. 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 during neck surgeries.
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Introduction

Omohyoid (OH) muscle is one of the infrahyoid muscles
that consist of superior and inferior bellies. The two bellies are
continuous to each other at the intermediate tendon. Inferior
belly takes origin form the superior border of the scapula,
close to the suprascapular notch. It runs across the lower
part of the posterior triangle, and then continues with the
intermediate tendon behind the sternocleidomastoid muscle.
Superior belly begins from the intermediate tendon, and then
runs vertically to across the anterior triangle to get inserted to
the lower border of the hyoid bone, close to the insertion of
the strnohyoid muscle [1]. Unusual origin, insertion, multiple

Corresponding author:

Srinivasa Rao Sirasanagandla

Department of Anatomy, Melaka Manipal Medical College (Manipal
Campus), Manipal University, Madav Nagar, Manipal, Karnataka
567104, India

Tel: +91-820-2922644, Fax: +91-820-2571905, E-mail: seenaih.anat@
gmail.com

bellies, absence and adhesion to sternohyoid are the reported
anomalies of the superior belly of the OH [2]. In the present
case, we report a rare case of superior belly of OH and discuss
its clinical relevance.

Case Report

During regular dissections for medical undergraduate
students, we came across a rare anatomical variation of the
superior belly of OH. It was observed in a 65-year-old cadaver
from Southern India. Observed variation was unilateral and
found on the left side of the neck. The inferior belly as usual
took origin from the upper border of the scapula, close to the
suprascapular notch. Then, it ran across the posterior triangle
obliquely and continued as a thick fibrous tendon underneath
the sternocleidomastoid muscle. Further, this fibrous tendon
ran vertically lateral to the sternohyoid muscle and finally
attached to the lower border of the hyoid bone, close to the
insertion of the sternohyoid muscle. The muscular part of the
superior belly of OH was completely absent. Fibrous band
was about 1 mm broad and received a nerve twig from the
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Fig. 1. Dissection of anterior triangle of the left side neck showing
the absence of muscular part of the superior belly of omohyoid and
presence of fibrous tendon (FT) in its position. ClV, clavicle; EJV,
external jugular vein; IOH, inferior belly of omohyoid; I'T, intermediate
tendon; SH, sternohyoid muscle; SM, sternocleidomastoid muscle.

superior root of the ansa cervicalis (Figs. 1, 2).

Discussion

Previously authors have described the anomalies of the
superior belly of OH. A case of the unusual attachment of
superior belly of OH to the transverse process of C6, close
to the scalenus medius has been reported [3]. Absence of
inferior belly of OH associated with the unusual attachment
of the superior belly to clavicle has been observed [4].
Miura et al. [5] have observed a duplicated superior belly of
the OH. Anderson [6] has observed unilateral duplicated
superior and inferior bellies. Wood [7] has reported the
triplication of superior belly and insertion of superior belly
to the thyroid cartilage. Tamega et al. [8] have reported the
absence of muscular part of superior belly of OH. Inferior
belly continued with about 2.5 mm broad tendon, which was
inserted to the hyoid bone. Our case is similar to previous
finding, but the observed tendon was thin and received a
nerve twig from the ansa cervicalis.

Sukekawa and Itoh [2] have studied the intermediate
morphologies between normal and anomalous morphologies
of the superior belly of OH. They classified the intermediate
morphologies into four types; type 1 with unclear anterior
margin of the superior belly due to the poor myofiber
development; in type 2, the superior belly was composed of
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Fig. 2. Dissection of anterior triangle of the left side neck showing the
absence of muscular part of the superior belly of omohyoid and presence
of fibrous tendon (FT) in its position. Note the nerve twig supplying
the fibrous tendon (NFT). ANS, ansa cervicalis; EJV, external jugular

vein; SH, sternohyoid muscle; SM, sternocleidomastoid muscle.

a posterior large belly and an anterior small belly; in type 3,
superior belly composed of three to five bellies and the bellies
were arranged in a roof tile-like morphology; in type 4, the
superior belly was found to consist of two bellies arranged
parallel to each other in anterior-posterior direction [2].
in the present case, we observed a rare morphology of the
superior belly of OH where its muscular part is replaced by a
thin fibrous tendon, on the left side of the neck.

All the infrahyoid muscles develop from the muscle
primordium in the anterior cervical area [9]. Initially, the
muscle primordium divides into a shallow layer and a deep
layer. The deep layer forms the sternothyroid and thyrohyoid
muscles. The shallow layer of the primordium forms the
splenius which spread in the cervical region. Then, the
splenius divides into the internal and external muscles. The
internal muscle develops into sternohyoid muscle whereas
the lower part of the external muscle becomes the OH muscle
[9]. The absence of the muscular part of the superior belly
could be related to the complex primitive morphology of the
splenius.

OH muscle flap is used to repair the laryngeal muscles [10]
and for treatment of the bowed vocal folds [11]. It is also used
for the vocal cord abduction restoration [12]. Krishnan et al.
[13] have described that OH is the reliable landmark for the
endoscopic exploration of the brachial plexus. The knowledge
of the possible anomalies of the OH muscle is important
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to head and neck surgeons during the surgical procedures
involving the anterior cervical region. Occurrence of absence
of the muscular part of the superior belly with presence of a
fibrous tendon lying in its position is seldom reported in the
literature. Nevertheless the fibrous tendon receiving the nerve
supply from the ansa cervicalis has never been documented.
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