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SUMMARY 

An axillary arch is a regional muscle variation of 
the axilla. It is an additional muscle bundle which 
may extend from the latissimus dorsi to the pec-
toralis major in the anterior fold, to the short head 
of the biceps brachii or to the coracoid process. 
In the present case report, a 40 year-old female 
presented with a complaint of a right breast lump, 
which was gradually increasing in size. On triple 
assessment, it was diagnosed as an invasive 
ductal carcinoma of the breast. She underwent 
Skin Sparing Mastectomy and axillary lymph 
node dissection. While doing axillary lymph node 
dissection, we encountered an abnormal bundle 
of muscle fibre crossing the axilla from the lattisi-
mus dorsi muscle to the posterior surface of the 
right pectoralis major muscle. It is important that 
surgeons should be aware of axillary arch while 
operating in the axilla, as it may lead to develop-
ment of a different type of pathology of the axil-
lary fossa and its constituents.  
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INTRODUCTION  

The axilla contains various neurovascular ele-
ments and lymph node structures. There may be 
regional muscle variations in relation to these 
elements (Wood, 1868; Macalister, 1875). This 
regional muscle variation may lead to the devel-
opment of different types of pathology of the axil-
lary fossa and its constituents. An axillary arch is 
an additional muscle bundle of various dimen-
sions extending from the latissimus dorsi to the 

pectoralis major in the anterior fold, to the short 
head of the biceps brachii or to the coracoid pro-
cess (Yuksel et al., 1996; Kalaycioglu et al., 
1998). It is also known as Achselbogen, arcus 
axillaris, the pectodorsal muscle and the axil-
lopectoral muscle (Kalaycioglu et al., 1998). 
Ramsay (1812) was the first author to observe 
this anomaly, and stated that in 1795 he had ob-
served an oblong muscle that stretched from the 
pectoralis major to the latissimus dorsi and the 
teres major. However, the muscle has been 
named after Langer, who gave the first descrip-
tion of the muscle in 1846 (Bonastre et al., 2002). 
In the literature, the incidence of axillary arch var-
ies from 7% to 8%, more frequently unilateral and 
rarely bilateral (Perre and Zoetmulder, 1989; Kuti-
yanawala et al., 1998). Knowledge of the exist-
ence and the arrangement of axillary arch is im-
portant, as it may hinder the exposure of the axil-
lary structures, creating difficulty and confusion at 
the time of lymphadenectomy, or may compress 
and injure the neurovascular structures of the 
axilla. Our report describes an axillary arch mus-
cle arising from the latissimus dorsi and inserting 
into the posterior aspect of the pectoralis major 
muscle in the axilla.  

CASE REPORT 

A 40-year-old female presented with a com-
plaint of a right breast lump of size 4.5 x 3.5 cm 
since 2 months. It was gradually increasing in 
size and was associated with pain. There was no 
history of any comorbid illness. She was evaluat-
ed with mammography and trucut biopsy. Mam-
mography suggested a BIRADS V lesion in the 
upper inner quadrant of breast. Trucut biopsy 
showed an infiltrating ductal carcinoma of the 
breast. Ultrasound examination of the breast sug-
gested a multicentric lesion of the right breast.  
She was planned for sentinel lymph node biopsy 
and right Skin Sparing Mastectomy. During senti-
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nel lymph node biopsy sentinel lymph nodes were 
found at an abnormal location in the breast tissue 
over the anterior surface of the right pectoralis 
major muscle. While doing axillary lymph node 
dissection, we encountered a bundle of muscle 
fibre crossing the axilla from the lattismus dorsi 
muscle to the posterior surface of the right pecto-
ralis major muscle (Fig. 1A). All neurovascular 
structures and axillary lymphoid tissue were lying 
posterior to this abnormal muscle (Fig. 1B).  

DISCUSSION  

Arch-shaped variations in the axilla could be 
considered in two groups, namely muscular form 
(type I) and tendinous form (type II), accompany-
ing different subtypes based on their nerve sup-
plies and site of their attachment points (Takafuji 
et al., 1991). In a study, there was an abnormal 
band of muscle and/or tendon across the axilla 
during axillary dissection in 100 patients of breast 
cancer. It was concluded that it may arise from 
the latissimus dorsi muscle, and cross the axilla 
medially to insert into the coracoid process or to 
the pectoralis major (Kutiyanawala et al., 1998). 
However, clinical classification of the axillary 
arches could be defined as superficial and deep 
arch groups. Superficial group arches cross in 
front of the vessels and nerves, and the veins 
could be affected primarily within this variation, 
which may play a role in intermittent obstruction 
of the axillary vein (Jelev et al., 2007). Deep 
group arches occur deeply on the posterior or 
lateral walls of the axilla. These arches usually 
cross only parts of the neurovascular bundle, and 
axillary or radial nerves could possibly be affect-
ed.  

Langer’s arch can occasionally be palpable dur-
ing routine clinical examination when presenting 
as an axillary mass; it can be confused with en-

larged lymph nodes or soft tissue tumour. This 
muscular slip related to the latissimus dorsi mus-
cle could be seen in the axillary region on mam-
mography. CT or MRI is furthermore helpful for 
definitive evaluation (Bakirci et al., 2010). 

The presence of the axillary arch may precipi-
tate lymphoedema of the arm in cases where lat-
tismus dorsi myocutaneous flap is used for breast 
reconstruction. For this reason, if the axillary arch 
is found at axillary dissection, it should be divided 
if there is a possibility of a latissimus dorsi flap 
being required in the future (Petrasek et al., 
1997). The anomalous axillopectoral muscle may 
be the reason of a high-grade intermittent ob-
struction of the axillary vein as described by 
Boontje (1979) in his case report. The most com-
mon reason of median nerve compression at the 
level of the axilla has been also reported as being 
caused by anomalous axillary arch muscles in 
many cases (Weinzweig and Browne, 1988). The 
axillary arch covers a small group of lateral axil-
lary lymph nodes as it courses over the axillary 
vein (Petrasek et al., 1997). Its presence may 
lead to confusion in staging lymph nodes 
(Kutiyanawala et al., 1998). If an axillary arch is 
encountered during axillary lymphadenectomy, 
the lymph nodes posterior and lateral to the arch 
should be excised. Missing these nodes during 
axillary node dissection predisposes to local re-
currence in patients with melanoma and breast 
cancer, and also inaccurate staging information 
could negatively affect systemic treatment deci-
sions for breast cancer after surgery (Petrasek et 
al., 1997). Beside this, injury of the axillary ves-
sels and the brachial plexus may appear, unless 
it is recognized before surgery, because of the 
possibility of mistaking the arch for the true lateral 
edge of the latissimus dorsi muscle, and then dis-
secting along the arch cephalad (Kutiyanawala et 
al., 1998; Petrasek et al., 1997; Babu and 
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Fig. 1. (A) Axillary arch muscle extending between pectoralis major muscle to lattismus dorsi muscle in right axilla, 
AA – Axillary Arch, RPM – Right pectoralis major, RLD – Right Lattismus dorsi muscle. (B) Posterior relation of right 
axillary arch muscle fibres, TNB – Thoracodorsal neurovascular bundle, LTN – Long thoracic nerve. 
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Khashaba, 2000). 
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