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Treatment of Type I Acute Acromioclavicular Dislocation

Hwa Jae Jeong, M.D., Bon Seop Koo, M.D.

Department of Orthopaedic Surgery, Sungkyunkwan University School of Medicine,
Kangbuk Samsumg Hospital, Seoul, Korea

Purpose : There has been considerable controversy-as to the method of the treatment of acute acromioclavicular
joint dislocation classified to type III injury. The purpose of this study is to compare the conservative and operative
treatment of the type Il acute acromioclavicular joint dislocation in terms of clinical and radiological results.

Materials and Methods : We treated 31 cases of acute, type III acromioclavicular joint dislocation, 17 cases were
treated by operative methods and 14 patients by conservative treatment, and 1 year minimum follow-up was done
from January 1990 to January 1996.

We used UCLA Shoulder Rating Scale for clinical results. And for the radiological results coracoclaviclar distance
were measured.

We used Fisher’s exact test for statistical analysis of results between the two treatment methods.

Results : Fifteen(88.2%) of seventeen patients in operative treatment and eleven(78.6%) of fourteen patients in
nonoperative treatment were rated excellent or good on the UCLA rating scale.

In radiographic evaluation, the average coracoclavicular distances of preoperative state, immediate postoperation(or
postreduction) and last follow-up were as follows. In operative cases, it was 1.75+0.21mm, 1.14+0.24mn and 1.33+
0.22mn respectively. In nonoperative cases, it was 1.65-+0.14mm, 1.26+0.26mn, and 1.42+0.27mn respectively.

Conclusion : This study demonstrated that there was no significant difference in clinical and radiological results
between the operative and nonoperative treatment groups.

So, nonoperative treatment is recommended for acute tybe [I acromioclavicular dislocation as general rule.
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Table 1. Acromioclavicular Rating Scale

Category Points
Maintenance of Reduction

Reduced 4
Subluxed 2
Dislocated 0
ROM

Full 2
Improved 1
No change 0
Strength

Normal 2
Improved 1
Unimproved 0
Pain

None 4
With strenuous activity 3
With moderate activity 2
With mild activity 1
Weakness

None 2
With strenuous activity 1
All the time 0
Change in Occupation

Same or more strenuous 2
Less strenuous 0
Patient Satisifaction

Yes 2
NO or unuse 0
Complication

None 2
Minor/resolved 1
Major/affected outcome 0
Results

Excellent 18-20
Good 15-17
Fair 12-14
Poor <11

Excellent(18 to 20 points), Good(15 to 17 points),
Fair(12 to 14 points), Poor(less than 11 points)
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Table 2. Methods of Treatment
Phemister 7
Operative treatment Bearden 7
Bosworth 3
. Kenny Howard sling 7
Conservative treatment .
Sling and swathe 7
Total 31

Table 3. Clinical results according to method of treatment by UCLA rating scale

Treatment Operative treatment
Conservative treatment
Result Phemister Bearden Bosworth Subtotal
Exellent 4 5 1 10(58.8%) 7(50%)
Good 2 2 1 5(29.4%) 4(28.6%)
Fair 0 0 1 1( 5.9%) 2(14.3%)
Poor 1 0 0 1( 5.9%) 1( 7.1%)
Total 7 7 3 17(100%) 14(100%)




I o E719) AEL 1A= Bearden w249
A 1do] ATz FA T Al HE /A
AelE zhzh o7 HF 72wzl 1.50+0. 199
1.29+0.272 2 Bearden <2]¢] Phemister &
Ao vla] thd UL FE /2] dHE Bovt
T Z7b) BAEA felAle gl (p0.05).

Z A AE 4= Auzt A
3, e A2 AZdEe] &
A&}, Rockwood®e AE

A AL #

42 AdE F2 A% 43 VLY $9 M=
o Fldatn 27 AF Ade £4 PP 7]
q@th B9, o oF 4T Auisk HAHo]

FZe Fe7 X8 FolAM 52(35.7%) 7t 3
dsdEd, 24 AYR(pin tract) ZE 2 B dE wE 27 &1L AL WRd
d, 34 1y29 A 1, J4F BAG 28 XM AL2el sl 4F d¥ozs HY
Arh. BEA A7 FolMEe 43 (28.6%) 24 2 HSQdi9] o] dojun o] ASHEW &
B 929 §7) 20, AR A2 WEG 29Tk T AT A s SwI, A2 A% o
(Table 5). 34 2389 ¥x& oF 4F U dx zYdth =EAle seziy ddsEs
AFR 1A% T 209Te] UalRe] ReHoy B A ¥ dMx 28T ¢ gioh
B Aol %’iaivk &4 BHE Allman’ol sl EF8 Pyl

ol£51 glom Al 18L& A& Hol7t gle A
o F 2 43 #d e, A 282 A% dE 2
o] olg-T Hx A% HEF At o7 HAE AW

A 45 #Ee gy J5dA (diarthro- 71 282 sd| Zolzn A 38L& A8 42 A
idal joint) 24 #AWNL AH4 A22 g ol & oF HF Addiyt G HdH AE AE

3 ke WAooz sof glom wlmA <3t 57 B @3y} dold Aotk Imatani® & 2
o qltf, = 4 3 2% A2 AU, o7 AT A A PAM AR A} AR AT B VU x0|
el wER Qe 9% Ao, &F A¥ AUz 7} 50% °1F FAA7t 2 W, Rockwoods

e A2 surst o7 57 Aelel Azt d &
Table 4. Coracoclavicular interval ratio I} vl msle] 50% o)Ate) Al Aoz} g Al &
Treatment Operative  Conservative 1 4& <Ithel &3 o] itk Sk 2

Result treatment treatment ATFE A 33 da) 2AR Aoz oF BV

At injury 1754021 165+014 2 *P°H A7t A Zo) Hl&l 25-100%7HA
7 fg‘i }\1—01— s N

Postop(after reduction) ~ 1.14+024  1.26+0.26 ek e 2%E 7IE Ret. #H2
Rockwoodﬂ} Green”& &4 Adi¢} =9 A
vea ol " S aoyy | ANC mE Folel 31 G, Avom

ear follow u : 1.50+0.19, 42+0. - o _ 2o

Y  iseto2m e 42 99ide A9 PPl Wt 2ol

— 522 FPoz AW ALE A 43, Ae
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Table 5. Complications

Treatment Operative
Conservative

Complication Phemister Bearden Bosworth

Protruded clavicular end 2 0 0 0

Post traumatic arthritis 2 0 0 2

Breakage of fixation device 0 0 0 1

Pin trcat infection 0 2 0 0

Total(%) 4(28.6%) 5(35.7%)
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Fig. 32-mths follow up radiograph showing well

Fig. 1. Preoperative radiograph shows Type Il acromio- maintained acromioclavicular joint reduction and
clavicular dislocation. coracoclavicular distance after wire-loop removal.

Fig. 2. Postperative radiograph shows stainless steel wr-loop around coracoid process and clavicle that
reduced acromioclavicular joint properly.
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