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ABSTRACT
During a routine dissection in the thoracic region of a 70-year-old male cadaver, an anatomical variant was noted. Based on 
its anatomical characteristics, the supernumerary muscle was recognized as the pectoralis quartus muscle, being 10.05 mm 
wide and 9.0 cm long. Measurements were performed with the aid of a millimeter caliper. The corpse was treated with glycerin 
and local conservation methods, the photos were taken through an 8 Mp camera with a resolution of 3264 x 2448 pixels. The 
presence of a morphometry becomes essential to characterize their proportions and further expand the studies of these 
specimens and their effective cataloging, characteristics that should be considered in the clinical study and subsequent 
treatment of the patient. 
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Introduction
The presence of extranuminal bundles along 

the middle axillary line has been rarely reported. 
The pectoralis quartus muscle (Birmingham, 1889; 
Huntington, 1905) arises near the costochondral 
junction of the fifth and sixth ribs. Extending laterally 
to the rectus abdominis along the edge of the 
pectoralis major and being separated from it, this is 
a flat triangular band (Sawada et al) with an average 
width of 1cm. It pierces the armpit to be inserted 
near the surface of the tendon of the pectoralis major 
muscle and has relatively constant characteristics. 
Both its origin and insertion may be accompanied 
by a connective tissue band, axillary arch and other 
accessory muscles. The present report deals with 
the presence of a similar muscle, observed on the left 
side of the chest wall of a male cadaver during routine 
dissection.

Case report
We present a case of a right unilateral occurrence 

of an accessory head of the pectoralis major muscle 
in a 70-year-old male cadaver. No other anomalies 
or thoracic procedures performed in the axillary 
region were observed and evidenced. The muscle was 
discovered during a routine dissection to prepare 

new biological material for the academic year that 
would take place at José do Rosário Vellano University 
during the first semester of 2018. The corpse 
was treated with glycerin and local conservation 
methods, photos were taken. performed through an 
8 Mp camera with 3264 x 2448 pixel resolution. In the 
first resort, the pectoralis quartus muscle is a thin 
rectangular muscle (10.05 mm wide and 9 cm long) 
superficially inserted into the axillary neuro vascular 
bundle. The arterial supply is provided by a branch 
of the lateral thoracic artery, which surrounds the 
lower edge of the pectoralis major muscle to enter 
the middle of its muscular belly. Innervation is given 
through a branch of the medial pectoral nerve, which 
crossed the axillary artery inferiorly in the muscle 
innervation near its insertion into the tendon of the 
pectoralis major muscle. From its point of origin 
it progresses to the tendon of the pectoralis major 
muscle. The muscle fibers of the pectoralis quartus 
are deep but distinctly separate from the pectoralis 
major and pectoralis minor. The pectoralis quartus 
announced, results from non-fusion with the tendon 
fibers of the pectoralis major muscle at the time of 
normal anatomical rotation, before fixation on the 
lateral lip of the humeral bicipital groove. The minor 
pectoral muscle showed no abnormalities, as did the 
major pectoral muscle.
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Discussion
The pectoral muscles make up the anterior wall of 

the axillary region and are responsible for shaping the 
outer wall of the chest cavity. The pectoralis major 
is described in the literature as having a clavicular 
head and a costal sternal head.2 The clavicular head 
originates from the anterior surface of the medial 
half of the clavicle. Therefore, the costal sternal head 
originates from the anterior surface of the sternum, 
from the 2nd costal cartilage to the 6th rib, and from the 
external oblique muscle aponeurosis.2,3 The pectoralis 
major has its insertion in the lateral lip of the Inter 
tubercular humerus sulcus.2,4,5 The pectoralis, on 
the other hand, originates from the third-fifth rib 
near the costal cartilages and its inserts are located 
on the medial and superior surfaces of the scapular 
coracoid process.2 They are responsible for helping to 
stabilize the scapula and control some arm movements 
by pulling the inferior scapula and anteriorly against 
the chest wall.2,3 The pectoralis minor muscle is a 
demarcation commonly used during axillary surgery, 
so an anatomical variation in this region should be 
considered to avoid confusion or complications during 
surgical procedures in this locality.2,3,4

Innervation for the pectoralis major is provided 
through the lateral and medial portion of the 
pectoral nerves at all their segmental levels, since the 
pectoralis minor is innervated by the medial pectoral 
nerve at levels C8-T1. The clavicular head of the 
pectoralis major is commonly innervated by C5-C6, 
while the costal sternal head is innervated by C7-T1. 
The pectoralis quartus muscle found in the anterior 
portion of the chest wall originates from the rectus 
abdominis muscle, the lateral margin of the pectoralis 
major muscle, or the costal cartilages of the 5th and 
6th ribs, and its insertion into the pectoralis major or 
the tendon of the head. biceps brachis short muscle.6 

7 In the muscle variation investigated in the present 
case, the insertion was similar to that of the previous 
authors, but the pectoralis major showed no absence 
of torsion present in conjunction with the pectoralis 
quartus muscle, in most cases.3,4 Another interesting 
fact is that of Arican et al. describe the presence of 
the pectoralis quartus muscle in agreement with the 
intermediate pectoral in a female corpse. However, 
the origin of the intermediate pectoral is from the 3rd 
and 4th ribs, while in the dissected finding there was no 
presence of this accessory muscle.

The innervation of the pectoralis quartus muscle 
has been named as the most caudal branch of the 
medial pectoral nerve, the "fourth intercostal nerve" 
or "lateral pectoral nerve," in the revised literature.4,6,8 
In this case the pectoralis quartus is innervated 
by branches of the medial pectoral nerve that ran 
through the pectoralis minor. The pectoralis quartus 
muscle runs almost parallel to the minor pectoral 
and therefore may serve a similar function to that 

of the minor pectoral. But because it is not inserted 
into the coracoid process, it is almost unlikely that 
this variant muscle will perform the same function 
as the pectoralis minor during scapular stabilization. 
The pectoralis quartus can also contribute to the pain 
caused by myofascial trigger points. Trigger points are 
hyper-irritable points within skeletal muscle tension 
bands that commonly refer to pain for other areas of 
the body. For the effective treatment of myofascial 
trigger points it is necessary to know the origin of 
the pain.4,9 If the pain comes from a variation such as 
that described in the report above and the physician 
or physiotherapist is unaware of the presence of 
such a variation, the pain reference pattern may be 
unclear and cause an incorrect diagnosis or prolonged 
treatment. This variation is of vital importance to 
surgeons and primary care physicians, so that they are 
aware of the possible presence of the variant muscle 
so as not to confuse it with the lymph nodes or other 
structures when doing a physical examination or 
preparing for a surgical intervention. in the thoracic 
region. The pectoralis quartus muscle present in the 
present case is an important anatomical variation to be 
noted. Although the prevalence of pectoralis quartus 
already documented, the presence of a morphometry 
becomes fundamental to characterize its proportions 
and further expand the studies of these specimens and 
their effective cataloging, characteristics that should 
be considered in the clinical study and subsequent 
treatment of the pectoralis in patient.

Figure 1. Dissection of right pectoral region showing Pectoralis quartus muscle. 
Pectoralis major muscle; Pmj. 2. Pectoralis quartus muscle; Why Pectoralis minor 
muscle pointed in the tweezer; Pmr.
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Conclusion
Regarding the complex variations described, we 

believe that knowledge of these unusual compound 
anatomical relationships and patterns is not restricted 

Figure 2. Dissection of right pectoral region showing Pectoralis quartus muscle. 
Pectoralis major muscle; Pmj. 2. Pectoralis quartus muscle evidenced by the 
caliper rule; Pqs. Pectoralis minor muscle; Pmr.

Figure 3. Dissection of right pectoral region showing Pectoralis quartus muscle. 
Pectoralis major muscle; Pmj. 2. Pectoralis quartus muscle pointed in the 
tweezer; Pqs. Pectoralis minor muscle; Pmr.

to thoracic and oncological surgeries, but should 
also be considered in common practices such as 
manipulation of the axillary and anterolateral thoracic 
region.
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