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Arthroscopic-Assisted Coracoclavicular Stabilization
With Anchorless Transosseous Double-Row

Acromioclavicular Ligament Complex Repair: The
Acute Acromioclavicular Joint Dislocation
Surasak Srimongkolpitak, M.D., Adinun Apivatgaroon, M.D., Bancha Chernchujit, M.D.,
and Surapon Atiprayoon, M.D.
Abstract: The current concept procedures in the acute acromioclavicular joint dislocation should be divided into 2 types
of structure restoration: those that provide coracoclavicular stabilization, which affects the primary healing of the cor-
acoclavicular ligaments by vertically stabilizing the clavicle and coracoid in their anatomical positions, and those that
attempt to repair the superior acromioclavicular ligament complex, which controls both horizontal and rotational stabi-
lization. The acute acromioclavicular joint dislocation clinical outcome will be achieved if you perform both procedures.
It’s difficult to stabilize the acromioclavicular joint in both vertical and horizontal planes, and most current techniques
aren’t always effective. In this Technical Note, we discuss an arthroscopic-assisted technique that reconstructs the cor-
acoclavicular and acromioclavicular ligaments under image intensifier guidance to achieve bidirectional (vertical and
horizontal) and rotational stability.
here is still no consensus on the optimal method
Tfor restoring the acromioclavicular (AC) ligament
complex. A variety of surgical techniques have been
published, the standard of operative management is still
debatable, and it remains a difficult procedure. With the
use of the arthroscopic-assisted technique, the failure
rate and postoperative complications were slightly
reduced, and arthroscopic will become the next gen-
eration of AC joint surgery.1 Compared with open
surgeries, arthroscopy-assisted AC joint reconstruction
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has better functional outcomes and patient satisfaction
because the 49% of patients with concomitant intra-
articular lesions were treated and the incision was
smaller.2

A discussed issue of horizontal instability in acute AC
joint dislocation was found to relate to a greater chance
of postoperative AC joint stabilization failure. The
acromioclavicular ligament complex (ACLC), which
comprises the AC capsule and ligaments, has the
attention of many surgeons. An anatomic reconstruc-
tion of the acute AC joint dislocation can be done by
referring to the synergistic contribution of the cor-
acoclavicular (CC) and AC capsular structures to ACJ
stability.3,4

The CC and AC ligaments play a role in creating AC
joint stability and preventing vertical and horizontal
instability according to a cadaveric biomechanics study
that analyzed superior migration and posterior trans-
lation of the distal clavicle. The AC ligament is neces-
sary for both horizontal and vertical stability of the AC
joint.5 The combined restoration of the AC capsule and
CC ligaments nearly restored native AC joint stability,
as determined by biomechanics following the ACLC
procedure, in which the AC suture augmentations were
able to significantly increase both average posterior
translation resistance and torque resistance-like native
AC joint stability,6-8 Many techniques focus on vertical
September), 2022: pp e1647-e1657 e1647
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instability by isolating the CC ligamentous complex and
performing solitary stabilization and, following that, we
found that the radiographic and functional outcomes
were also poor. The AC ligament and the superior
element of the AC joint, which are reinforced by
deltotrapezial fascia fibers, are crucial. After CC
stabilization and ACLC augmentation, which restored
both planes, the horizontal and vertical stability
structures were also immediately provided. The
postoperative functional outcomes have improved,
and the radiographic diagnostic of the posterior
translation AC joint is absent.9

The following indications for surgery are included in
acute AC joint dislocation (less than 3 weeks): Rock-
wood classification grade IIIB, IV, and V. Preoperative
radiographic evaluation includes an anteroposterior
view and a bilateral Zenca’s view to assess vertical
instability. As previously published, horizontal stability
is measured using Alexander views.10

Surgical Technique (With Video Illustration)

Patient Positions
The surgery is performed in a 70� tilt in a beach-chair

position with the affected arm supported by a Mayo
standing support. The patient’s head is securely fixed on
a head guard support, and 2 pillows are placed behind
the popliteal fossa to prevent the patient from sliding
down (Fig 1).

Portal Placement
Following standard preparation and draping, the

bony prominent anatomic shoulder landmarks are
marked. A 5-cm horizontal incision is made medial to
the prominent distal clavicle from AC joint dislocation
and 3 cm laterally to the prominent distal clavicle. The
posterolateral portal, which is placed just posterior di-
agonal to the prominent posterolateral corner of the
acromial bone, is used for diagnostic arthroscopy and as
the main viewing portal. A main anterior working
portal is made 2 cm lateral to the coracoid process,
recognizing the base of the coracoid process (Fig 2).
Arthroscopic-Assisted for Preparing the Base of the
Coracoid Process
The posterolateral portal (marked 2 cm on a line

extending from the posterolateral corner of the clavicle
to the posterolateral corner of the acromion) is a
starting portal for arthroscopic assessment of the
shoulder when using a 30� arthroscope with a main
viewing portal. The posterolateral portal is easy to ac-
cess in the medial of the rotator interval, where the
coracoid process exists, and not really using the 70�,
which causes all kinds of anatomy distortion. While
using the assisted arthroscopic approach, the gleno-
humeral joint lesions are simultaneously evaluated and
treated. Many times, we found intra-articular pathol-
ogy in high-grade AC joint dislocations that would have
been missed if the traditional open reduction approach
had been used.
An anterior portal is created under direct vision or

outside-in technique at center of the rotator interval. The
rotator interval is completely released by radiofrequency
electrocautery (RFE). The coracoid process was palpated
prominently by the RFE between the medial and rotator
intervals. The tip of RFE was directly palpated at 2 o’clock
to the left side of the coracoid process, andwe could touch
the base of coracoid, which was where the horizontal
planewas positioned. Themajor neurovascular structures
such as the musculocutaneous nerve and brachial plexus
are exposed by RFE and meticulously dissected greater
than 1 cmmedial to the base of the coracoid process. The
arthroscopic is removed and the switching rod is put in its
place. (Fig 3).

Distal Clavicle Bone and AC Joint Preparation
A 5-cm horizontal skin incision is made close to the

anterior border of the clavicle and extended to the AC
joint, with the acromion being incised 3 cm. The del-
totrapezial raphe is identified and incised until it rea-
ches the medial border of the distal clavicle part. The
anterior and posterior border of the distal clavicle part
are exposed (Fig 4). The AC joint and acromion are
carefully dissected, and the deltotrapezial fascia and
ACLC layers are separated. The ACLC is similar to
Fig 1. The beach-chair position
with an assistant to hold the arm
in desired position at the left
shoulder.



Fig 3. Demonstrated is the
arthroscopic-assisted procedure
in acromioclavicular joint dislo-
cations at the left shoulder. (A)
The anterior working portal was
made at rotator interval by using
needle insertion (blue star). (B)
The rotator interval was released
by radiofrequency electrocautery.
(C) The coracoid process was
exposed after releasing the rota-
tor interval (yellow star) and (D)
identified the base of coracoid
process (red star).

Fig 2. The planning portal placement (A, anterior portal
[working portal]; PL, posterolateral portal [viewing portal]) at
the left shoulder.
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rotator cuff tear tissue, which is thick and always de-
tached from the distal clavicle (Fig 5). The anterior
border of the acromion bone should be recognized
because it helps as a reference line for reducing an AC
joint in the horizontal plane.
The posterolateral viewing portal is reinserted to the

base of coracoid. Under arthroscopic assistance, a right-
angle clamp with loop PDS (polydioxanone; Johnson
& Johnson Medical N.V., Belgium) is inserted from the
anterior border of the clavicle via the anterior deltoid
muscle to touch the medial aspect of the coracoid bone.
Always keep the clamp touching the upper part of the
coracoid process to avoid injuring the neurovascular
bundle at the medial of the coracoid base. A shuttling
suture is grasped from the lateral aspect of the coracoid
bone to take up the PDS (polydioxanone; Johnson &
Johnson) and complete its loop around the coracoid. The
ends of the right-angle clamp are clipped to allow sub-
sequent shuttling of 2 FiberTape sutures (Arthrex,
Naples, FL) and PDS. The 2 FiberTape sutures (Arthrex)



Fig 4. Incisional planning at the
left shoulder (A) exposed the
deltotrapezial fascia raphe (blue
arrow) and (B) the deltotrapezial
fascia raphe was split and
exposed the distal clavicle part
and acromioclavicular joint (yel-
low arrow)
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are confirmed to be placed under the coracoid process
without soft-tissue interposition (Fig 6).

Two Transosseous Tunnels Preparation
The bone reduction clamp is used to bring the distal

clavicle to a superior position. On the distal clavicle, the
ACLC native is marked. The first tunnel is drilled 4 mm
from the articular part of the distal clavicle to the
anterior using a 2.5-mm drill bit. The second tunnel is
drilled from the 10-mm articular part of the distal
clavicle to the anterior part of the clavicle by a 2.5-mm
drill bit from the posterior to the anterior direction. The
space between the tunnels, however, should be greater
than 5 mm to avoid fracture. After finishing the CC
stabilization, the 18-G needle with PDS is placed into
the tunnel to prepare shuttle the 3 suture limbs by
lateral tunnel using the single-loop PDS and medial
tunnel using the double-loop PDS (Fig 7).

Vertical and Horizontal Reduction of the AC Joint
An impactor instrumentation at the distal clavicle part

creates an anteroinferior force (medial to the
Fig 5. The anatomy of the acromioclavicular ligament complex
obviously showed both of the acromioclavicular (AC) ligament an
(green star) and (C) The ACLC in the axial view (green star).
transosseous tunnel for preventing fracture). The su-
perior edge of the distal clavicle is over-reduced by
approximately 2 mm to provide vertical stabilization.
Flushing between the anterior border of the acromion
and the anterior border of the distal clavicle part is used
to check the horizontal stabilization. By both the
anterior and posterior parts of the distal clavicle aspect,
the 2 No. 1.8 K-wires are parallelly inserted through the
lateral border of the acromion to the far cortex of the
distal clavicle. The image intensifier confirms the proper
positioning of the 2 K-wires and the ACJ over-
reduction (Fig 8).

Two Clavicular Tunnels Preparation (Trapezoid and
Conoid Tunnels)
The native anatomical trapezoid and conoid ligaments

are marked the clavicular tunnels. At 24 mm and
44 mm from the AC joint, respectively, the optimum
positions of the CC ligament insertions and subsequent
drill sites for the trapezoid and conoid tunnels are
marked. The trapezoid tunnel’s 3.5-mm drill hole is
2.5 cm away from the distal clavicle’s medial side and
(ACLC) at the left shoulder (A) the ACLC was dissected and
d AC capsule (green star). (B) The ACLC in the coronal view



Fig 6. The loop suture of the base
of the coracoid process by
arthroscopic assisted (the
posterolateral viewing portal) at
the left shoulder. (A) The right-
angle clamp with polydioxanone
(PDS) inserted medially to the
base of the coracoid process (red
star). (B) The clamp perched the
PDS from the right-angle clamp.
(C) The PDS loop underneath the
base of the coracoid process and
(D) the 2 FiberTape sutures
(FiberTape; Arthrex) were shut-
tled with the PDS (Johnson &
Johnson). PL, posterolatera.

Fig 7. Two transosseous tunnels
preparation at the left shoulder.
(A) A 2.5-mm drill bit was used
to drill the lateral tunnel from the
front to the back. (B) The single
polydioxanone loop inserted at
lateral tunnel. (C) The medial
tunnel was drilled with a 2.5-mm
drill bit from front to back, with at
least 5 mm from the lateral tun-
nel, and (D) the double poly-
dioxanone loop inserted at
medial tunnel.
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Fig 8. The anatomical K-wire
fixation of the ACJ at the left
shoulder. (A) The impactor in-
strument reduced the AC joint
and the two No. 1.6 K-wires fixed
the anatomical AC joint and (B)
checked that the two K-wire po-
sitions with CC distance should
be less than 3 mm (orange
arrow).

Fig 9. The conoid and trapezoid clavicular tunnels with
shuttling the FiberTape sutures at the left shoulder.
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0.5 cm anterior to the clavicle’s midline. The conoid
tunnel’s 3.5 mm-drill hole is 4.5 cm in length and
0.5 cm posterior to the clavicle’s midline, far from
medially the distal clavicle. The 2 clavicular tunnels
were drilled perpendicular to the clavicle shaft from the
superior of the near cortex to the far cortex of the distal
clavicle. A PDS loop with the No. 18 needle is passed
through the drill holes (conoid and trapezoid tunnels).
The clamp grasps the loop of PDS underneath the
clavicle and then is pulled to the anterior border of the
clavicle. The 2 FiberTape sutures (medial to coracoid
process limbs) are then inserted to the loop of medial
tunnel (conoid tunnel) of the PDS and shuttled over the
clavicular tunnel. The lateral tunnel (trapezoid tunnel)
is repeated the same medial tunnel (conoid tunnel)
step-by-step (Fig 9).

The Suture Knot Fixation With Suture Button
The FiberTape is passed through the 12-mm suture

button (Arthrex), which is used as a cortical augmen-
tation device to prevent a bone tunnel cut-through.
Each of FiberTape sutures is inserted into the 12-mm
suture button (Arthrex) and planed to suture knot
was crossed each other’s on the suture button. The
suture button underneath should be checked for any
knot spirals from the FiberTape sutures, as the suture
button will toggle when the knot is tied, causing the CC
stabilization to loosen. Before tying the knot, one as-
sistant should over-reduce the AC joint with a medial
impactor instrument to drill holes, and another assis-
tant should pull up the scapular traction with a pair of
FiberTape looped underneath the base of the coracoid
process (Fig 10). While tying the knot on the suture
button, both reduction forces were maintained. The
other knot is tied by applying force, which is done in a
step-by-step fashion. The image intensifier checks the
reduction by comparing the previous CC distance,
which should be less than 5 mm (Fig 11).
ACLC Repair With Anchorless Transosseous
Double-Row Repair Technique
Three FiberWire 2-0 sutures (Arthrex) are shuttled

with PDS at the lateral horizontal tunnel from the
anterior to posterior direction (Fig 12). Each pair of
suture limbs is retrograde sutured to the ACLC by 1 cm.
We tied 3 knots for the lateral row of the suture bridge
after suturing each pair of sutures in the anterior, su-
perior, and posterior parts of the ACLC (Fig 13).
To create the medial row, 3 suture limbs are prepared

for each suture limb. At the medial horizontal tunnel,
the anterior section of the 3 suture limbs is shuttled
with double-loop PDS from the anterior to the poste-
rior. The posterior part of the 3 suture limbs is shuttled
with double-loop PDS from the posterior to the anterior
at the same tunnel (Fig 14). The medial row was
created by tying 3 knots over the clavicle (Fig 15).



Fig 10. The suture knot-tying on the suture button (green
star), the impactor instrument forced downward for mainta-
ing the CC distance (orange arrow) and the other FiberTape
was pulled up for reacting force with the impactor instrument
(yellow arrow) at the left shoulder.

Fig 12. The 3 FiberWire sutures shuttling into the lateral
horizontal tunnel of the distal clavicle at the left shoulder.
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Deltotrapezial Fascia Plication
Along the incision, the deltotrapezial fascia was

separated from the subcutaneous tissue. We recom-
mend suturing the deltotrapezial fascia plication to
stabilize the AC joint’s dynamic stabilizer. With the
figure-of-eight suture technique, 1-0 VICRYL is sutured
approximately 2 cm anterior and posterior border of the
deltotrapezial fascia. The deltotrapezial fascia is tight-
ened to create more dynamic stability (Fig 16).

Postoperative Rehabilitation
The arm sling is used to maintain the shoulder

immobilized for 8 weeks. Because the pin migration
and loosening problems are avoided, patients cannot do
Fig 11. Fluoroscopy is used to check the position of the suture
button. and CC distance should be less than 5 mm.
activities that affect the AC joint for the first 12 weeks.
During the first 12 weeks, the heavy weights items
made it impossible to lift. The 2 K-wires are removed at
8 weeks. Physiotherapy begins with passive and active-
assisted range of motion exercises, with flexion and
abduction restricted to 60� for the first 8 weeks and
gradually increased to 90� after that.
Discussion
The arthroscopically assisted CC stabilization and AC

ligament complex repair with a combination 2 syner-
gistic contribution is a new arthroscopy technique. This
technique is designed to restore vertical, horizontal, and
rotational instability, which currently, approximately
70 procedures published can guarantee to restore
partially function and appearance of the shoulder, but
not all directional of the AC joint, which is essential for
success in function outcomes. For stabilization, a variety
of implants have been used, but we found that CC
stabilization with strong suture materials and
augmented AC joint and ACLC had the lowest failure
rate. The ACLC repair and CC stabilization provided
bidirectional stability (vertical and horizontal planes) as
well as rotational stability. Furthermore, the
arthroscopic-assisted approach is a less-invasive and
precise method of identifying related intra-articular
pathology. A direct arthroscopic view of the base of
the coracoid process confirmed that there was no soft-
tissue interposition causing loosening suture tying and
unsecured suture fixation. The K-wire temporally fix-
ation with the image intensifier was used to fix the
overreduction CC distance and maintain horizontal
stability and vertical stability while allowing the ACLC
to heal.



Fig 13. The lateral row suture of
the left acromioclavicular liga-
ment complex (ACLC). (A) The 6
suture limbs were sutured from
underneath to over the ACLC.
(B) The 6 suture limbs were su-
tured to cover the anterior, su-
perior, and posterior of the ACLC
part. (C) Three knots were made
on the lateral row and (D) after
finished the lateral row knot-
tying.
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The ACLC tear in AC joint dislocation had charac-
teristics that were similar to the rotator cuff tissue tear
from the greater tuberosity footprint. According to the
results of biomechanical research, the suture bridge
approach can improve pressurized contact area and
mean pressure between the tendon and the footprint
and may improve optimize the healing biology at a
repaired rotator cuff insertion.11 From the cadaveric
study, the distance from lateral clavicle to end of cap-
suloligamentous insertion was 9.7 mm. The distance
from lateral clavicle to medial intra-articular capsular
Fig 14. The medial row suture shuttling of the medial horizontal c
limbs shuttled from anteriorly to posteriorly with double loop po
from posteriorly to anteriorly with double loop PDS. (B) All 6 sut
the 6 suture limbs shuttling procedure.
insertion was 3.9 mm. The mean distances from the end
of the lateral clavicle to the beginning of the trapezoid
ligaments were 14.7 mm.12,13 The posterosuperior lig-
ament’s attachment site (posterosuperior quadrant) has
a wide footprint, which has been determined to provide
the most stability to the AC joint. The use of an
anchoring suture can increase the risk of iatrogenic
fractures and bone pullout.14

According to the biomechanics study, there was a
significant loss of posterior translation stability and
rotational torque stability of the AC joint after
lavicular tunnel at the left shoulder. (A) The 3 different suture
lydioxanone (PDS) and the other 3 suture limbs also shuttled
ure limbs shuttling procedure was done and (C) after finished



Fig 15. The medial row procedure at the left shoulder. (A) All 6 suture limb were paired with tying the knot on the distal clavicle.
(B) The acromioclavicular ligament complex (ACLC) was completely attached to the native ACLC and (C) the graphic picture
after finished the anchorless transosseous double-row repair.
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completely cutting the AC capsulectomy and ligament.
However, reconstruction of the AC capsule significantly
improved the stability against posterior translational
and rotational torque.15 The superior section of the
ACLC can be easily repaired or restored, resulting in
posterior translational and rotational stability. Howev-
er, repair of the entire superior ACLC is recommended
to repair the combination, ie, 3 regions (anterior with
posterior, anterosuperior, and posterosuperior parts).7

The scapulothoracic motion is related to the AC joint
through the 3-dimensional shoulder function. The
physiologic motion of the scapulothoracic and gleno-
humeral joints is abnormal if the AC capsule is
completely resected.3

To reduce the AC joint and allow for CC and AC
ligament healing, K-wires, Steinmann pins, or cerclage
wires are used to repair it. The temporary K-wire
fixation has several advantages in terms of allowing
the AC ligament and capsule to recover while also
protecting the repair site.16 According to Leidel et al.,17

K-wire migration was 4% and recurrent AC joint
dislocation was 11% following the operation. After
acromioclavicular stabilization, functional outcomes
(constant score) related to a CC distance of less than
5 mm.18

According to the timing of the AC ligament healing
potential, a ligamentous state of healing occurs
Fig 16. The deltotrapezial fascia
plication at the left shoulder. (A)
The whole layer of the delto-
trapezial fascia was suture with 1-
0 VICRYL and (B) finished the
deltotrapezial fascia plication and
looked like a bump appearance.
approximately 12 weeks after the AC complex has been
repaired by the intrinsic ligamentous healing process.19

Overuse activity and aggressive rehabilitation programs
should be avoided until the ACLC, and CC ligament
healing stability has been achieved. Based on one study,
the AC complex healing process began 3 weeks after
the acute AC joint dislocation. As a result, the AC joint
procedure should be completed in less than 10 days
because it is easier to identify the ACLC structure and
perform anatomical repair.20

Without AC joint augmentation or restoration,
arthroscopy assisted CC stabilization can reveal unsat-
isfactory AC joint alignment in 34% of patients in the
coronal plane and posterior instability in 42.9 percent of
patients in the horizontal plane.21,22 After anatomic CC
reconstruction, the distance between bone tunnels
affected the clavicle fracture, if the clavicular tunnels
are spaced with a diameter less than 5 mm.23

The use of a CC PDS sling beneath the coracoid pro-
cess prevented the coracoid process from being cut out
by the TightRope approach and resulted in a signifi-
cantly lower strain at a vertical displacement. As a
result, we recommended that in the CC sling recon-
struction technique, over-reduction is critical in pre-
venting vertical displacement.24,25

We suggest that deltotrapezial fascia plication be used
in high-grade AC joint dislocations because it causes



Table 1. Pearls and Tips

Surgical Step Pearls and Tips Pitfalls

1. Arthroscopic-assisted for
preparing base of the cora-
coid process

The posterolateral portal is important for better
visibility of the base of coracoid.

The anatomy of the glenohumeral joint structure is
unfamiliar in terms of perspective and
visualization.

2. The distal clavicle bone and
AC joint and ACLC
preparation

Simply to repair to the native ACLC anatomy and
ensure that both horizontal and vertical stability
can be corrected.

Confirm that no soft tissue was inserted under the
suture button, which might loosen the structural
stabilization later.

Separate the layers of the deltotrapezial fascia and
ACLC with carefully, and avoid dissecting into
the AC joint, as you will have already cut the
ACLC, making repair difficult.

3. Two transosseous tunnels
preparation

The smaller drill size is important to avoid distal
clavicle fracture, hence the 2.5-mm drilling size
is used in the lateral and medial horizontal
tunnels.

The suture material of the monofilament (PDS) is
used to protect the K-wire from penetrating
through the suture.

To avoid distal clavicle fracture, the space between
tunnels should be more than 5 mm.

4. Vertical and horizontal
reduction of the AC joint

The elbow supporting and impactor instrument
downward force are used as 2 reaction forces in
the vertical reduction. The anterior border of the
distal clavicle is flush with the anterior border of
the acromial in the horizontal stability reference.

To avoid a distal clavicle fracture, the impactor
instrument should be placed medially to the
tunnel.

5. Two clavicular tunnels
preparation (trapezoid and
conoid tunnels)

Because the trapezoid and conoid tunnels will be
more anatomically correct and decrease the
acute angle of the tunnel, causing the clavicular
tunnel to widen, the reduction AC joint should
be performed first.

To avoid an acute angle between the suture and the
clavicular tunnel, the conoid and trapezoid
tunnels should be perpendicular to the distal
clavicle.

6. The suture knot fixation
with suture button

The coracoid process was longitudinally pulled up
by scapular traction to reduce the CC distance
during knot tying over the suture button.

To avoid knot irritation and tied prominently,
fewer than 6 knots should be used.

7. AC ligament complex repair
with anchorless trans-
osseous double-row repair
technique

Increased the area of the ACLC healing on the
distal clavicle.

The contact area pressure increased the rate of
healing the ACLC.

The 6 suture limbs could be inserted overtightened
into the medial tunnel, and the double loop PDS
was shuttled through each suture limb one by
one to make it easier to pass the suture limb.

8. Deltotrapezial fascia
plication

Restored the dynamic stabilizer of the AC joint.
The entire deltotrapezial fascia layer is sutured and

plicated into a bump appearance.

The skin may be penetrated while dissecting the
layer of subcutaneous layer and deltotrapezial
fascia layer, especially the anterior skin, which is
thin.

AC, acromioclavicular; ACLC, acromioclavicular ligament complex; CC, coracoclavicular; PDS, polydioxanone.

Table 2. Advantages, Limitations, and Disadvantages

Advantages
The bidirectional and rotational stability of the AC joint was

anatomically restored.
The associated intraarticular pathology was detected and

treated using an arthroscopic assisted technique.
The synthetic material suture provided the strongest reliability

and stability of the AC joint stabilization, the use of
autografts was unnecessary, and donor site morbidity was
avoided.

It is not necessary to return to remove the hardware.
The coracoid drilling holes were not present which caused the

coracoid process fracture.
Limitations and disadvantages

The use of multiple knots above the clavicle may increase the
risk of infection.

K-wire fixation is complicated by early degenerative changes
and migration.

Because many holes have been drilled in the clavicular bone, a
fracture could occur through the holes.

The passing suture should avoid the musculocutaneous nerve,
which is in the 1 cm- medial coracoid process.

AC, acromioclavicular.
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severe deltotrapezial fascia disruption or necessarily
requires surgery. The dynamic stability of one part of
the AC joint can be provided by the deltotrapezial fas-
cia. In 15% of patients with high-grade AC joint
dislocation, associated intra-articular lesions benefit
from arthroscopic assistance.26
Conclusions
The AC joint would be able to achieve bidirectional

and rotational stability using our technique. This surgery
is used to restore normal anatomy, function, strength,
range of motion, and the appearance of the shoulder in
acute AC joint dislocations. This specific configuration
technique improves other surgical techniques in regard
of AC capsule and ligament healing, which is typically
associated with horizontal and rotational stability. The
failure of the AC joint stability was reduced by all the AC
and CC stabilization (Tables 1 and 2).
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