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The Treatment of Acromioclavicular Separation
Chang Sae Byun, M.D., Sae Jong Chun, M.D., Jung Il Oh, M.D., Woo Koo Jung, M.D.
and P.K. Moon, M.D.

Department of Orthopaedic Surgery, Eul Ji General Hospital, Seoul, Korea

There are many procedures for treatment of injuries of acromiaclavicular separation but there are still con-

troversies concerning the best management of these injuries.

With this in mind, we treated surgically 22 cases of acromioclavicular separation of which 3 cases were old type

2 and 19 cases were type 3 in the department of orthopaedic surgery, Eul Ji General Hospital from March 1977 to

March 1982. The results were as follows:

1. Of 22 cases, 21 cases (95.5%) were male with peak incidence in the 3rd and 5th decades (90.9%).
2. The most common causes of the injuries were traffic accidents (63.6%) and followed by falling from

height (22.7%).

3. The diagnosis in type 2 and type 3 injuries is based on the clavicular displacement and instability at

the acromioclavicular joint.

4. Operative treatment consists of Weaver and Dunn method (54.5%), modified Phemister method (18.2%),
Neviaser method (13.0%), Stewart method (9.1%) and modified Henry method (4.5%).
5. The operative procedure in old type 2 and type 3 injuries is good treatment of acromioclavicular separation.
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Table 1. Age distribution

Age (Years) No. (%)
0-19 0( 0)
20-29 6( 27.3)
30-39 9( 409
40 - 49 5( 22.7)
50 — 59 2(9.0)
60 - 0(0)
Total 22 (100 )

Table 2. Sex distribution

Sex No. (%)

Male 21 ( 95.5)
Female 1( 4.5)
Total 22 (100 )

Table 3. Cause of injury

Cause No. (%)
Traffic accident 14 (63.6)
Fall from height 5(22.7)
Athletic accident 2(91
Direct blow 1( 4.5)
Total 22 (100)
Table 4. Site of injury
Cause Site Total
Rt Lt
Traffic accident 8 5
Fall from height 4 1
Athletic accident 2 1
Direct blow 1
14 8 22
\ (63.6%) (36.4%)
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Table 5. Associated injury

Injury No.
Head injury 2
Chest injury 2
Fracture of distal end of ipsilateral clavicle 2
Other extremity fracture 3
Total 9

Table 6. Type of injury (Allman’s classification)

Type No. (%)

11 3(13.6)
1 19 (86.4)
Total 22 (100)

Table 7. Duration of dislocation

Duration (week) No. (%)

Within 1 12 (54.5)
1-2 5(22.7)
2-3 1( 4.5)
3-4 1( 4.5
Over 4 3(13.6)
Total 22 (100)

Table 8. Increased coracoclavicular distance
(measured by suress X-ray)

Type Range (mm) Average (mm)
I 2-4 2.9
I 6-15 8.0
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Table 9. Method of treatment

Method No. (%)
Weaver & Dunn 12 (54.5)
Modified Phemister 4(18.2)
Neviaser 3(13.6)
Stewart 2(9.1)
Modified Henry 1(4.5)
Total 22

Table 10. Evaluation of Outcome (according to
Weaver & Dunn)

Good — Full range of motion, no pain, good cosmetic
result

Fair — Slight fatigue pain, residual deformity, slight
loss of full elevation of the arm

Poor — Significant pain, loss of motion, gross defor-
mity or need for second operative procedure

Table 11. Evaluation of outcome

Type of Method of Results
injury  treatment Good  Fair Poor
Type 2 Weaver & Dunn 1 1

Modified phemister 1
Type 3 Weaver & Dunn 8 2

Modified phemister 3

Neviaser 3

Stewart 1 1

Modified Henry 1

Result of operation 17 4 1

(77.3%) (18.2%) (4.5%)

Table 12. Postoperative complication

Complication No. (%)
Heterotropic ossification 1( 4.5)
Pin tract infection 1( 4.5)
Bony erosion by pin 1( 4.5)
Total 3(13.5)
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Table 13. Classification of injuries (Allman and
Zlotsky and Ballard)

Typel — Intra-articular damage of the acromio-
clavicular joint alone, without ligamentous
instability either of the joint capsule or of
the coracoclavicular ligaments.

Type I — Dislocation of the acromioclavicular joint
and disruption of its capsule and ligaments
without disruption of the coracoclavicular
ligaments.

Type IIl — Acromioclavicular seperation with disrup-
tion of the coracoclavicular ligaments as
well as of the acromioclavicular ligaments,
leaving the clavicle grossly unstable.

Table 14. Postoperative complications and problems

Wound infection

Traumatic arthritis

Soft tissue calcification

Metal failure

Migration of pin

Inadequate reduction

Inadequate fixation

Pain, weakness and loss of motion
Erosion or fracture of the distal clavicle
Recurrent deformity

Anesthetic complication

Scar formation

Second procedure required for removal of fixation
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Fig. 1. Instability of the Rt. acromioclavicular joini
viewed anteriorly and posteriorly with the arm in full
adduction.
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Fig. 2. Diagram to show the clavicle displaced
through the ruptured periosteum.

Fig. 3. Preoperative stress view showing Rt.
acromioclavicular dislocation and postoperative
radiograph after Weaver and Dunn operation.
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