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— Abstract —

Evaluation of Coraco-Acromial Arch in Patients with Impingement Syndrome

Kwang-Jin Rhee, M.D., Ki-Young Byun, M.D., Soon-Tae Kwun* and Kyu-Hwan Byun, M.D.

Department of Orthopaedic Surgery and Radiology*, School of Medicine,
Chungnam National University Hospital, Taejon, Korea

Impingement syndrome is caused by a conflictual status between rotator cuff, subacromial bursa and anatomic and
functional coracoacromial arch. The purpose of this study was to assessment the coracoacromial arch by MRI and to
determine major factors among five components of coracoacromial arch. We analyzed forty-two cases of clinical
impingement sign and test positive and postoperative confirmed diagnosed from March, 1991 to January, 1999. We
evaluated acromial end abnormality according to the Bigliani acromial type and formation of osteophyte. Clavicular
end abnormality classified flat, outward protrusion, inward protrusion to coracoacromial arch. Acromioclavicular
joint abnormalities were advanced osteoarthritis and positive signal change. Coracoacromial ligament thickening was
above 2 mm in oblique sagittal image. Coracoid process abnormality was inward protrusion to coracoacromial arch.
All consecutive patients abnormalities were as follows : clavicular end osteophyte formation and inward protrusion to
coracoacrmial arch were 30%, acromial end osteophyte formation was 28%, advanced acromioclavicular joint arthri-
tis and osteophyte formation were 56%, coracoacromial ligament thickening was 24% and no coracoid process
inward protrusion to coracoacromial arch. Impingement syndrome combined with rotator cuff tear group abnormali-
ties were clavicular end(40%), acromial end(40%), acromioclavicular joint(20%), coracoacromial ligament(20%) and
coracoid process abnormality(0%) respectively. Only impingement syndrome group abnormalities were clavicular
end(25%), acromial end(31%), acromioclavicular joint(62%), coracoacromial ligament(25%) and coracoid
process(0%) respectively. Acromial type I(flat) were 6 cases, type II{curved) were 26 cases and type II(hooked)
were 10 cases.

xEAAA

2 o

2,

g o
N,

ABFRA B AFE 64094
Saiign o3t FEfastnd

2 =8 axe 19999 RG] EAGeRI A FAHUS



We concluded that the most important contributing factors for impingement syndrome was acromial type and sec-
ond was acromioclavicular joint arthritis and bony spur formation.

Key Words : Coracoacromial arch, Impingement syndrome, MRI
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Table 1. Summary of results

All patients Impingement with Impingement without

abnormality rotator cuff tear rotator cuff ter
Clavicle end 30% 40% 25%
Acromion end 28% 40% 31%
Acromioclavicular joint 56% 20% 62%
Coracoacromial ligament 24% 20% 25%
Coracoid process 0% 0% 0%

Fig. 1. This MR image shows flat type acromion but,
small arrow indicated acromial osteophyte. Large
arrow indicate bony excrescence of greater tuberos-
ity of humerus.
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Fig. 2-A. This oblique sagittal T2WI shows curved to
hooked type acromion.

B. Arrow indicate suprasupinatus bursal aspect
tear.
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Fig. 3. The patient has curved type acromion and acro-
mial bony spur formation. This figure shows tear

of suprasupinatus, acromioclavicular joint
osteoarthritis and atrophy of suprasupinatus. The
arrow indicate rupture of biceps tendon, com-
bined injury.
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Fig. 5-A. This MR image shows curved type acromion.

B. The arrow indicate a acromial bony spur for-
mation.

Fig. 4. This oblique sagittal T2WI shows a advanced
acromioclavicular joint arthritis and inward pro-
trusion of clavicular end.
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