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 Abstract
During a routine cadaver dissection, a right omohyoid muscle variant was discovered on a 92-year-old embalmed female cadaver. This 
variant was found to have muscle bellies that attached to the superior border of the scapula, as well as two additional clavicular attachments 
at the medial and lateral shaft. Consideration should be given to this variant during surgical procedures, trauma, and lateral neck masses. This 
case report attempts to add to the body of literature detailing omohyoid muscle variations.
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Background

The omohyoid is one of the infrahyoid muscles consisting 
of superior and inferior muscle bellies, with an intermediate 
tendon connecting the two at an angle. The superior 
muscle belly travels cranially to attach to the inferior 
border of the hyoid bone and caudally to the intermediate 
tendon. Additionally, the superior muscle belly divides the 
muscular and carotid triangles of the neck. The intermediate 
tendon, which lies superficial to the internal jugular vein 
and connects to the clavicle via a fascial sling, progresses 
caudally to become the inferior muscle belly which travels 
posteroinferiorly to the superior border of the scapula. The 
omohyoid muscle receives its innervation from C1-C3 via 
the ansa cervicalis and assists the other infrahyoid muscles 
with depressing the hyoid [1]. In addition to stabilizing and 
depressing the hyoid bone during phonation and swallowing, 
research suggests that the omohyoid may play a part in opening 
the lumen of the internal jugular vein or compressing it when 
the muscle contracts to limit venous return [2]. Furthermore, 
the omohyoid muscle is important surgically for a number 
of reasons. Not only does it act as the surgical landmark for 
level III and IV lymph node metastasis, the omohyoid may 
also be involved with creation of air emboli after trauma or 
surgery due to its dilatory effect on the internal jugular vein 
lumen [3]. Additionally, the inferior belly of the omohyoid 
lies proximal to the brachial plexus and a hypertrophied 
omohyoid may cause brachial plexus irritation or may even 
lead to torticollis [4]. It is for these aforementioned reasons 
that clinicians must be aware of the variations that could occur 
with the omohyoid muscle and their subsequent potential 
side effects. Thus, the aim of this case report is to describe 
and document a right omohyoid variant that was discovered 
during a routine cadaveric dissection. 
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Figure 1: Shows the gross view of the right omohyoid variant and 
its attachment to the hyoid bone, clavicle, and scapula. The tear in 
the muscle is due to the embalming process.

Case Information

While performing a routine cadaver dissection, a variation 
of the right omohyoid muscle was observed on a 92-year-old 
female embalmed cadaver. The muscle contains at least two 
inferior muscle bellies, with one muscle belly attaching to the 
clavicle and the other attaching to the superior border of the 
scapula (Figures 1, 2). The right omohyoid consisted of three 
separate inferior muscle bellies. The first muscle belly attached 
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to the midshaft of the clavicle and the second muscle belly 
attached to the lateral portion of the clavicle (Figures 3, 4, 5). 
The third inferior muscle belly coursed inferoposteriorly and 
attached to the superior border of the scapula (Figure 3, 4, 5).

Conclusion

While this case report demonstrated a right omohyoid variant 
that attached not only to the clavicle but also to the superior 
border of the scapula (Figure 3, 4, 5), it is apparent that many 
documented variations of the omohyoid musculature exists. 
The omohyoid muscles are embryologically derived from the 
hypaxial divisions of myotomes, specifically the myoblasts 
of the cervical myotomes [5]. Because of this development, 
aberrant omohyoid musculature has been described on 
numerous occasions and warrants significant consideration 

during a variety of operations and procedures. One such study 
in 2018 presented a case of bilateral omohyoid attachment to 
the clavicle without extension to the superior border of the 
scapula [6]. Another case study in 1983 found the superior 
belly of a left omohyoid to be completely absent [7]. More 
clinically significant anatomical variations of the omohyoid 
muscle can also occur, such as duplicate omohyoids and 
omohyoid sling syndrome. A case study in 2019 documented 
duplicate omohyoids, in which a patient presented with 
limited neck motion that slowly progressed to dysphagia and 
dyspnea. Upon CT imaging, the double omohyoid variant was 
identified, and the patient underwent direct excision of the 
anomalous tissue which proved to be curative [8]. Similarly, 
omohyoid sling syndrome is another rare phenomenon that 
has only been documented in very few case studies. One 
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Figure 2: Shows the right omohyoid variant isolated from the 
underlying musculature as well as its three inferior belly attachments: 
medial clavicle (MC), lateral clavicle (LC) and scapular attachments. 
The tear in the muscle is due to the embalming process.
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Figure 3: Shows the gross, close up view of the right omohyoid 
variant and its three inferior belly attachments: medial clavicle 
(MC), lateral clavicle (LC) and scapular attachments. The tear in 
the muscle is due to the embalming process.
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Figure 4: Shows the close-up view of the right omohyoid variant 
isolated from the underlying musculature and its three inferior 
belly attachments: medial clavicle (MC), lateral clavicle (LC) 
and scapular attachments. The tear in the muscle is due to the 
embalming process.
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Figure 5: Shows the probe delineating the medial clavicular (MC) 
attachment from the lateral clavicular (LC) attachment. The tear in 
the muscle is due to the embalming process.
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case study in 2000, presented a patient with transient lower 
neck swelling during swallowing, due in part to an abnormal 
omohyoid tenting up the sternocleidomastoid [9]. In contrast 
to these omohyoid variants causing clinical manifestations, 
our cadaver had no indication on her medical record of having 
medically related issues with her omohyoid variant. However, 
even without clinical manifestations, it is clear that if a surgeon 
is unaware of the variation in the omohyoid musculature, then 
confusion during surgical procedures could potentially arise. 
Therefore, knowledge of potential omohyoid variants and 
their subsequent effects could lead to more effective acute and 
chronic management of patients with omohyoid disorders.
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