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Abstract

The coracobrachialis muscle in the arm is morphologically the sole representative of adductor group muscle

in the arm, but such function during the process of evolution became insignificant in man. It is more important

morphologically than functionally. Variant insertion of the coracobrachialis muscle was found during routine dissection

of an adult male cadaver in the Department of Anatomy, College of Medical Sciences, and Bharatpur, Nepal.

Normally the coracobrachialis muscle is inserted into the middle of the medial border of the humerus. In the

present case an additional slender tendon passed inferiorly, crossing anterior to the median nerve and brachial

artery, before attaching to the medial epicondyle of the humerus. Most of the proximal part of the tendon gave

rise to an aponeurotic expansion that inserted into the distal medial border of the humerus. The tendinous insertion

and aponeurotic expansion may represent a variant of the coracobrachialis longus (Wood’s) muscle and the

internal brachial ligament or the ligament of Struthers. The ulnar nerve was found to be traversing below the

aponeurotic expansion. This type of anomalous insertion of coracobrachialis muscle may lead to compression of

median nerve, brachial artery and ulnar nerve.

Key words: Coracobrachialis muscle, ligament of Struthers, median nerve, brachial artery, ulnar nerve.

Case report

During routine dissection of an adult male cadaver in the Department of Anatomy, College of Medical Sciences,

Bharathpur, Nepal, normal origin and unusual insertion of coracobrachialis muscle was observed in the left arm.

The coracobrachialis muscle was found to arise from the apex of coracoid process together with the tendon of

short head of biceps brachii. Major part of the muscle

was inserted into the medial border of the humerus

near middle of the shaft. However, a superficial part of

the muscle was found to give rise to an additional slender

tendon. The tendon passed inferiorly, crossing anterior

to the median nerve and brachial artery, to be attached

into the medial epicondyle of the humerus (Fig. 1). The

proximal part of the tendon formed an aponeurotic

expansion that was inserted into the medial

intermuscular septum and the distal part of the medial

border of the shaft of the humerus. The median nerve
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and brachial artery passed through an opening bounded

anteriorly by the additional slender tendon (Fig.2) and

posteriorly by the aponeurotic expansion and the usual

humeral insertion of the coracobrachialis muscle. The

ulnar nerve was noted to be passing below the

aponeurotic expansion.

The relation of the median nerve and brachial artery

were seen to be normal, median nerve crossing the

brachial artery from its superficial aspect in the middle

of the arm from lateral to medial side. The

musculocutaneous nerve was seen to be arising

normally from the lateral cord of brachial plexus

opposite the lower border of pectoralis minor and

piercing the coracobrachialis muscle.

Further course of the median nerve, brachial artery

and musculocutaneous nerve and their branches was

found to be normal. Disposition of other structures of

the left arm was also found to be normal. The right

arm was also dissected meticulously but revealed

normal arrangement of the lower attachment of

coracobrachialis muscle and normal disposition of other

structures of arm.

Discussion

Usually coracobrachialis muscle arises from the

apex of the coracoid process, together with the tendon

of the short head of the biceps, and also by muscular

fibres from the proximal 10 cm of this tendon. It ends

on an impression, 3-5 cm in length, midway along the

medial border of the humeral shaft between the

attachments of triceps and brachialis. The muscle forms

an inconspicuous rounded ridge on the upper medial

side of the arm1.

The coracobrachialis muscle is more important

morphologically than functionally. The coracobrachialis

muscle in the arm is morphologically the sole

representative of adductor group muscle in the arm,

but such function during the process of evolution

became insignificant in man. Three distinct parts of the

coracobrachialis muscle are described in amphibians,

reptiles, and monotremes :1) coracobrachialis brevis

(profundus), which is inserted into the humerus superior

to tendon of latissimus dorsi,  2) coracobrachialis

medius (proprius), which is inserted into the humerus

inferior to tendon of latissimus dorsi, and  3)

coracobrachialis longus (superficialis) or Wood’s

muscle, which extends inferiorly on the shaft of humerus

bridging the median nerve and brachial artery 2,3,4,5.

Some apes and prosimians have coracobrachialis

muscle composed of two parts, which is equivalent to

coracobrachialis brevis. The coracobrachialis in man

is formed of one muscular part that probably represent

the persistence of coracobrachialis medius of lower

animals or the fusion of two heads of that muscle are

observed in apes and prosimians, trapping the

musculocutaneous nerve between them.6,7,8

The tendinous insertion in the present case may

represent a variant of coracobrachialis longus muscle.

Wood (1867) described it as extending from the

coracoid process of the scapula to the upper part of

medial supracondylar ridge2. It may be partly inserted

into a ligamentous band that extends inferiorly as far

as the medial epicondyle and covers the ulnar nerve,

or it may insert on an anomalous supracondylar

process (supratrochlear spur), if present.9

The aponeurotic insertion of the coracobrachialis

muscle described in this report may be comparable to

the internal brachial ligament described in the literature.

Different descriptions have been given by different

authors as to its anatomy 2, 5, 10 .
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The ligament of Struthers was first described as a

fibrous band extending from the supracondylar

(supracondyloid) process or spur on the anteromedial

aspect of the humerus downwards to the medial

epicondyle10
.
 This description was later supported by

various authors 9, 11, 12, 13, 14
.  
The ligament of Struthers

has been found to occurs in <2% of humans and has

rarely been associated with symptoms 15, 16
. 
Terry

(1921) carried out manual examination of 1,000

patients and found a palpable supracondylar process

in 0.7% of them17. At times the supracondylar process

forms an arch that is homologous to the bony arch

observed in the inferior part of the humerus in cats and

some monkeys11,12,18
.
 In  the cat, this opening is formed

completely by an arch of bone leaving and again joining

the lower part of medial aspect of the shaft of the

humerus10  .Wood (1867) reported also that when the

internal brachial ligament is well developed, it may pass

entirely superficial to and across the brachial vessels

and median nerve, forming an aponerotic opening for

them which is known as the supracondylar opening2.
Occasionally a fibrous strip usually passes from the
tendon, near its humeral insertion, to the long head of
triceps; occasionally muscular, it is homologue of the

dorso-epitrochlearis brachii of apes1
.

A hook  shaped supracondylar process, 2 to

20mm in length, occasionally projects from the

anteromedial surface of the shaft, proximal to the medial

epicondyle. It  curves distally and forwards, its apex

being connected to the medial border, proximal to the

epicondyle, by a fibrous band, to which part of pronator

teres is attached. The foramen so formed usually

encloses the median nerve and brachial artery, but

sometime only nerve or perhaps nerve plus the ulnar

artery in high division of the brachial artery.  A groove

for the artery and nerve usually exits behind the process.

It is homologue of the entepicondylar foramen of many

animals and many protect the nerve and artery from

compression by muscle 1.

The origin of morphologic variation of the

coracobrachialis may be explained on the basis of the

embryogenesis of the muscles of the arm. The intrinsic

muscles of the upper limb differentiate in situ from the

limb bud mesenchyme of lateral plate mesoderm. At a

certain stage of development , the muscle primordia

within the different layers of the arm fuse to form a

single muscle mass, there after, some muscle primordial

disappear through cell death 19,20. Failure of muscle

primordial to disappear during embryologic

development may account for the presence of the

accessory insertion of coracobrachialis muscle

reported in this case.

Several cases of median nerve entrapment have

been attributed to the presence of ligament of Struthers.

The ligament of Struthers complex is well known to

cause neurovascular compression syndromes 21,22,23,24.

It typically affects the median nerve and the brachial

artery, or both, but several cases of ulnar nerve

compression exist as well 25
.  
As high median nerve

entrapment being uncommon and having an elusive

diagnosis, the presence of ligament of Struthers should

be kept in mind as a possible cause of median nerve

and brachial artery compression. It may lead to

ischaemic contraction and wasting of flexor group of

muscles of forearm.
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Fig.1. The  left upper arm showing an additional insertion of the Coracobrachialis muscle in the form of a slender
tendon arising from the superficial part of the muscle, the tendon passing inferiorly crossing anterior to median
nerve and brachial artery and getting attached to medial epicondyle of humerus; the proximal part of the tendon
giving off an aponeurotic expansion covering the ulnar nerve. CP= Coracoid process, CBM= Coracobrachialis
muscle, SL= Struthers ligament, LC= Lateral cord, MC = Medial cord, MCN=  Musculocutaneous nerve,
MN= Median nerve, UN= Ulnar nerve, BA=  Brachial artery, BB=  Biceps brachii, MEH=. Medial epicondyle

of humerus.

Fig.2. Showing the passage of tendon (Struthers ligament) over the median nerve and brachial artery.
CBM=Coracobrachialis muscle, SL=Struthers ligament, MCN= Musculocutaneous nerve, MN= Median nerve,
UN=Ulnar nerve, BA= Brachial artery, BB=Biceps brachii.

46

Journal of college of Medical Sciences-Nepal, 2010, Vol.6, No-2


