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ACROMIOCLAVICULAR JOINT 

INJURIES 

 1. Surgical Anatomy 

 2. Function of ACJ 

 3. Classification of ACJ-Injuries 

 4. Decision making for treatment  

 5. Common surgical Techniques  

 6. Complications (not discussed)  
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ACJ- Injuries 

 12%-15% of  all Shoulder injuries 

 

 First Reports:  

 Hippocrates ( 460-377B.C.) 

 

   Galen (129-199A.D.) -> Treated himself after  

having ACJ-dislocation, but he abandoned the 

treatment.  
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Surgical Anatomy 

 Articular surfaces are 
covered with hyaline 
cartilage up to the age of 
20 years  

 Fibrocartilaginous disc 

 

 Shape and inclination of 
the articular surfaces 
show variations  

 variability in congruity 

 Overriding in 50% 
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ACJ- Stability is  based on : 

Static Stabilizers  

 Acromioclavicular 
ligaments complex  
(anterior, posterior, 
superior, inferior ) 

 Anteroposterior 
Stability 

 CoracoClavicular Lig 
(CC-Lig) (Trapezoid, 
Conoid ) 

 Superoinferior Stability 
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ACJ-Stability 

Dynamic Stabilizers  

 

 Deltoid Muscle 

      ( anterior ) 

 

 Trapezius Muscle 

(through its facial 

attachment )  
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Function of ACJ 

 The ACJ is the only connection of 
the upper extremity to the axial 
skeleton 

 It helps to couple the 
glenohumeral abduction and 
flexion with the scapular rotation  

 So the synchronous 
glenohumeral and 
scapulothoracic motion can take 
place, and the elevation of the 
arm is possible  

 

 CC-Lig is the prime suspensory 
Lig of the upper extremity 
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Range of Motion in ACJ 
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 Inman and colleagues in 1944 suggested that the 

total range of motion  in the ACJ is 20˚ 

 

 Codman and Rockwood theorized the ROM is only 5  

 The main motion takes place in scapular level. 

 

 The ROM of ACJ is still in debate 

 

Mechanism of injury 

 

 

 Direct force on 

acromion from 

superior to inferior. 
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Classification of ACJ Dislocations 
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Beware of: 
Type III 

         Elevation of clavicle is up to                    

            50%-100% compare to  

            normal side 

 

          Uncommon association  with  

           fracture of the clavicle 

 

          Extremely uncommon   

           additional fracture of coracoid.  
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Beware of: 

Type IV 

    Clavicle is dislocated  

    posteriorly through the  

     trapezius muscle.  

 

     AP -X-ray may show  

      normal CC-space. 

 

      Sparse reports of   

      bipolar dislocation 
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Beware of : 
Type V 

       clavicle is grossly   

       elevated (the CC- space   

       may appear greater than   

       100%-300 % of  the normal   

        space) 

        muscles are also grossly     

        detached 
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X-RAY Evaluation 
X-Ray of both 

Shoulders 
 Zanka view to avoid 

superimpositions  
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X-RAY Evaluation 
Stress view with  

Weights   Further  Views : Axillary, Stryker  etc  
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X-RAY Evaluation 
Where is  actually the 

Deformity ? 

 

 

 CC-Lig is the main 
suspensory Lig of the 
arm 

 

 The arm drops down 
and the clavicle 
looks to be elevated 
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Should  an  MRI investigation  be done ?  
 

 

yes 
Direct Picture of torn Ligs 

Concomitant  lesions in  

Glenohumeral  joint 
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TREATMENT 

Type I  Type II 
              Conservative : SLING FOR 

                                 COMFORT AND EARLY   

                                 MOBILIZATION 
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TREATMENT 
Type IV  Type V 

Type VI No doubt : Surgical 
                      

        More than 150 procedures, no ‘ideal’ op 
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TREATMENT 

              
              

 

              

  

            

 

     Treatment  is controversial  

 

     No consensus for treatment  

 

     Two recent representative review       

     publications 

 Type III ,  What to do?  One from JBJS published 

in 2014 

 

 and the other from 

Arthroscopy Journal 

published in 2013 
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SICK Scapula Syndrome : 

(Scapular malposition, 

Inferior medial border prominence, 

Coracoid pain and malposition,  and 

dysKinesia) 
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SURGICAL TREATMENT 
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 Historically: 

 In 1941 Bosworth  described his technique  

     of placing a screw between the clavicle 

     and the coracoid. 

 

 In 1972 Weaver and Dunn described their procedure 

consisting of excision of the distal end of the clavicle and 

stabilizing the clavicle by inserting the acromioclavicular Lig 

in the medullary cavity of the clavicle 

 

“OLD” SURGICAL PROCEDURES 
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NOWADAYS ??? 
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Essential key elements to   

successful surgical management 

1. Anatomic and accurate reduction of ACJ  

2. Direct or indirect repair ( by closing the CC-gap) in 

acute stage, and reconstruction of CC-Lig (by using 

graft) in chronic stage  

3. Protection of the CC-Lig repair or reconstruction 

4. Repair of the Deltoid and Trapezius fascia in high 

Type of injuries 

5. Arthroscopy of glenohumeral joint may be 

indicated even in open procedures 

6. Distal clavicle resection only in patient with chronic  

    dislocation and clinical evidence of osteoarthritis 

DR. N.PAPALOUCAS 30 



19/Νοε/2014 

6 

 Many procedures have been suggested: more than150  

 

 Open 

 Arthroscopic assisted 

 

 In acute stage: Closing the CC-space  

                (once you operate, why not to reconstruct?) 

 In Chronic Stage: Reconstruction of CC-Lig  

                                    Protection of the Graft 
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 Tight Rope  

    (Two buttons and a loop of  

        Fiber Wire #5, Tunnel 4mm) 

 

 

 

 Twin Tight Rope 

    (matches the CC-Lig anatomy) 

Popular arthroscopic techniques 
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Curtesy of Arthrex  

Popular arthroscopic techniques 
 

 

 “Dog Bone” technique 

     ( Loop of Fiber tape, 

       Tunnel only 3mm) 
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Popular open technique 
 

 Twin Tail TightRope 

    ( 4,5 mm Tunnel in Coracoid 

     4,0mm tunnels in clavicle)   
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Curtesy of Arthrex  

Delayed or Chronic 

 Stage 
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 The CC-Lig must be 

reconstructed 

 Usually autograft of Gracilis 

or Semitendinosus 

 Many procedures 

 Either around the coracoid   

 or through a bony canal in 

coracoid 

Delayed or Chronic stage  
 Graft Rope  

 (Arthroscopic Technique  

  graft is secured in the implant 

  a 6 mm tunnel is needed 

  Not (widely) used any more)  
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Experimental Studies  
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Arthroscopic Procedure 

DR. N.PAPALOUCAS 38 

 Basic Steps: 

 1. Diagnostic Arthroscopy of glenohumeral joint 

 2. Opening of a window in rotator interval 

 3. Preparation of coracoid 

 4. Mini skin incision on the top of the clavicle 

 5. Insertion of K- wire from clavicle to coracoid 

 6. Over drilling the K-wire for tunnel  

 7. Insertion of nitinol wire  

 8. Passing the TightRope, flipping the button, 
reduction of ACJ and tide the knots   

 

Video Demonstration  
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Video Case 
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THANK 

YOU 
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