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— Abstract —

Treatmeht of the Complete Separation of Acromioclavicular Joint by
Coracocirvicular Wiring

Chang Uk Chei, M.D., Yon Il Kim, M.D., Young Ho Kim, M.D. and Min Ku Lee, M.D.

Department of Orthopedic Surgery, Soonchunhyang University Hospital

Complete dislocation of the acromioclavicular joint is not a common injury. But there are
many methods of treating for complete separation of acromiociavicular jint,

From February, 1988 to March, 1989 at Soonchunhyang university hospital, 14 patient's
with complete acromioclavicular separation(Allman’s type3) had been treated surgically by
coraco-clavicular wiring,

The results are follows.

1) The most common cause of injury is traffic accident,

2) Ages in peak incidence are 3rd and 4th decades.

3) The shoulder pain and the limitation of external rotation, which are well known problem
of transacromioclavicular fixation can't be found and the functional results were excellent in
12 cases good in | case and fair | case

4) We consider that over reduction and anatomical reduction of acromioclavicular joint may
be prevent complications and obtain excellent results, .

5)We can prevent the anterior displacement of clavicle from the acromion and beny erosion
by passing the wire loop through the drill hole on the center of clavicle which direction is
from superior to inferior portion,
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Table !, Apge and Sex distribution,

Age Male Female Total
10—-20 1 0 1
21—-30 4 1 5
31—40 5 1 6
41—50 1 0 1
51--60 1 0 1

Total 12 2 14
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(Table 2).

Table 2. Cause of injury.

Cause No. of cases

Traffic accident 12

Slip down 2

Total 14
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Table 3. Classification of functional result{Ceraid Weitzznan)

Results No, of cases
Excellent : Painless full range of motion : No weakness of stiffness 12(85.6%)
Good : Occasional pain on exertion ; Full range of motion

Minimum weakness or stiffness, 1{ 7.2%)
Fair : Occasional pain with motion : Some restriction of motion

Moderate weakness or stiffness, 1 72%)

Poor : Frequent pain : Moderate restriction of motion ;

Disabling weakness or stiffness,
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Table 4. Functional results according to the state
of postoperative reduction

State No of cases Functional resuits
Over reduction g Excellent
Anatomical reduction 2 Excellent
Under reduction 3 1 Excellent

1 : Good

1: Fair
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Table 5. Complication

Complication No. of cases
Wire breakage 2
with subluxation

Technical failure 1
Total, 3
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Fig. 1 —a. Preoperative stress view. This view shows that the right coracoclavicular distance is 7mm wider

than the left side,
b. Postoperative X-ray shows over-reduction state of acromioclavicular joint,

¢. Removal of wire at postoperative 8 weeks
d. Stress view at postoperative 12 weeks, This view shows no widening of right acremioclavicular

jpint,
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Fig. 1—e. This photograph shows full range of motion,




Fig. 2—a. Preoperative stress view. This view shows that right coracoclavicular distance is 8mm wider than
the left side,
b. Postoperative X-ray shows under-reduction state of acromioclavicular yint.
¢. Wire breakage was developed at postoperative 8 weeks,
d. Removal of wire under the local anesthesia.
e. This photograph shows full range of motion.
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Fig. 3—a. Precperative stress view, This view shows
that left coracoclvicular distance is 10mm
_wider than right side,
b. Postoperative X-ray shows anatomocal
reduction state of acromioclavicular pint,
¢. Removal of wire at postoperative 8 weeks,
d. This photograph shows full range of
motion,
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